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Agenda Item 3 
 

Governing Body 
 

Minutes of the Meeting held at 2.00pm on  
Thursday 27 July 2017 in the Board Room, Sanger House, 

Gloucester GL3 4FE 
 

Present: 
Dr Andy Seymour (Chair) AS Clinical Chair 
Mark Walkingshaw MW Director of Commissioning Implementation 

and Deputy Accountable Officer 
Alan Elkin AE Lay Member – Patient and Public 

Engagement and Vice Chair 
Helen Goodey  HG Director of Locality Engagement and Primary 

Care 
Ellen Rule ER Director of Transformation and Service 

Redesign 
Julie Clatworthy JC Registered Nurse 
Joanna Davies JD Lay Member – Patient and Public 

Engagement 
Marion Andrews-Evans MAE Executive Nurse and Quality Lead 
Dr Alan Gwynn AG GP Liaison Lead – South Cotswolds Locality 
Colin Greaves CG Lay Member - Governance 
Dr Will Haynes WH GP Liaison Lead – Gloucester Locality 
Dr Lawrence Fielder LF GP Liaison Lead – Forest Locality  
Cath Leech CL Chief Finance Officer  
Dr Sheena Yerburgh SY GP Liaison Lead – Stroud and Berkeley Vale 
In attendance: 
Zoe Barnes ZB Corporate Governance Support Officer  
Alan Potter AP Associate Director Corporate Governance 
There were 3 members of the public present. 

 
1 Apologies for Absence  
  
1.1 Apologies were received from Dr Jeremy Welch (JW), Kim Forey (KF), 

Margaret Willcox (MWi), Sarah Scott (SS), Dr Hein Le Roux (HLR), Dr 
Lesley Jordan (LJ) and Mary Hutton (MH). 

  
1.2 The meeting was confirmed as quorate.  
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2 Declarations of Interest  
   
2.1 All GPs declared a general interest in matters pertaining to Primary 

Care.  
 

   
2.2 LF declared an interest in agenda item 9, as he was the Forest 

Locality Lead GP and would therefore have a particular interest in 
the case for change.  

 

   
2.3 AS and SY declared an interest in agenda item 6 as this report 

included information regarding the extended access pilots, of which 
their practices were involved. No action was needed as this was an 
update report and no decisions were made.  

 

   
3 Minutes of the Meeting held on Thursday 25 May 2017  
   
3.1 The minutes of the meeting held on Thursday 25 May 2017 were 

approved as an accurate record.  
 

 

4 Matters Arising  
   
4.1 26.1.2017 Agenda Item 12.3 Assurance Framework – MW 

confirmed that risks associated with the Sustainability and 
Transformation Partnership (STP) were being updated within the 
assurance framework. Item closed.  

 
 

   
4.2 26.1.2017 Agenda Item 14.3 WEAHSN Report, Mortality Reviews 

– MAE advised that the Deputy Director of Nursing was pulling 
together a Countywide Group for mortality with the Medical Director 
of Gloucestershire Hospitals NHS Foundation Trust (GHFT). There 
was also work ongoing on reviewing statistics and regular reporting 
to the Integrated Governance and Quality Committee (IGQC). The 
STP Clinical Reference Group was also reviewing mortality across 
organisations to ensure more joined up working. Item closed. 

 
 
 

   
4.3 30.3.2017 Agenda Item 13.3, Assurance Framework T13 – MW 

advised that a member of the specialised commissioning team was 
scheduled to attend IGQC to provide an update on the progress of 
the risk to commissioning for children with mental health, as this had 
been open for some time.  Item closed. 

 

   
4.4 30.3.2017 Agenda Item 13.7, Assurance Framework –  
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Cardiology letters – AS informed members that a number of 
conversations had been held with the GHFT clinical leaders, and a 
high level meeting had been set up for September to address 
particular issues, not restricted to cardiology letters. Item to remain 
open, but be renamed as general GHFT quality issues.   

   
4.5 25.5.2017 Agenda Item 16.2, Assurance Framework – This 

matter was not due until October 2017. Item to remain open. 
 

   
5 Public Questions  
   
5.1 There were no questions received from the public. 

 
 

6 Clinical Chairs Report  
   
6.1 AS presented the Clinical Chair’s report which highlighted key 

issues arising during June and July 2017.  
 

   
6.2 AS noted that the CCG was nominated as one of six finalists in the 

Fostering Commissioner & Provider Collaboration category at this 
year’s Healthcare Transformation Awards. This followed on from a 
one day event in which MH spoke about work on behalf of the STP.  

 

   
6.3 AS highlighted point 3.1 of the report noting that 11 bids had been 

received from clusters for the ‘improved access’ pilots, and 5 of 
these had been successful. The team was now commencing a due 
diligence process with the 5 preferred bidders.  

 

   
6.4 AS discussed the Primary Care Sustainability Programme as 

outlined at point 4 of the report and advised that a number of events 
had been held as part of the 18 month programme. Over 100 GPs 
had signed up to the offer, which had been funded nationally to 
encourage resilience.  

 

   
6.5 AS highlighted the success of My the Medical Practice in achieving 

an ‘outstanding’ CQC rating.  
 

   
6.6 AS discussed the work around the MSK clinical programme and the 

information bus tour as part of national diabetes week (12 to 19 
June).  

 

   
6.7 AS outlined key meetings he had attended including the Local 

Growth Academy at Oxstalls Campus, and the visit to the Alexandra 
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Wellbeing House official opening. The unit was opened as a safe 
place for people experiencing acute mental illness and emotional 
distress, and was part funded by the CCG.  

   
6.8 RESOLUTION: The Governing Body noted the report. 

 
 

7 Accountable Officer’s Report  
   
7.1 MW presented the report in the absence of MH and highlighted the 

key issues from June and July 2017. 
 

   
7.2 MW discussed the progress of the ‘One Place’ Business Case and 

advised first drafts had been completed, and the STP was now in 
the second phase. A Clinical Senate review had been held on the 18 
and 19 July and the Gloucestershire STP was showing good 
progress through the assurance stages.  

 

   
7.3 MW highlighted the progress of the new Out of Hours service (Care 

UK), which was now in the second month of implementation. The 
new service was continuing to face challenges, and the CCG was 
working closely with Care UK to address these. A number of GPs 
and Emergency Nurse Practitioners in Gloucestershire had been 
added to the rotas for out of hours shifts.  

 

   
7.4 MW noted that planning for winter was underway with a deadline of 

the 8 September 2017 for the completion of plans.  
 

 
7.5 It was advised that there was work ongoing within ED in streaming 

patients, eligibility criteria review for non-emergency patient 
transport and the One Gloucestershire Improvement Academy.  

 

   
7.6  MW also noted the following issues from the report:  

• Procurement process for Community Connectors; 
• Cultural Commissioning presentation at the Health & 

Wellbeing Conference; 
• STP outcome of engagement report – what’s important for the 

public. 

 

   
7.7 MW welcomed comments from members on particular issues within 

the report and SY raised concerns about rota filling within OOH. 
MW advised that this was improving but was slow, with a more 
positive outlook for September and October.  
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7.8 WH queried how much Arriva was advertising services to immobile 
groups of patients. MW advised that resource was being targeted to 
these groups, and eligibility criteria was being tightened, but there 
were some issues with geography. 

 

   
7.9 PM queried if the NHS England review would impact upon the 

Emergency Department (ED) front door project. MW advised that 
there was a growing body of evidence in favour of streaming and 
teams were trying to make sure this was part of the new model. 
There was some early learning from the pilot and concerns around 
when this operates. The ED streaming project was an integral part 
of the offer.  

 

   
7.10 LF queried if there had been an audit into OOH to assess the need 

for cover arrangements. MW confirmed that the level of cover was 
based on an assessment of demand, and resource was being 
moved around to accommodate areas requiring more cover than 
others. LF highlighted current levels of demand in the Forest of 
Dean and queried if this related to an increase in ED attendances. 
MW advised that they had reviewed the appropriate data but could 
not find a geographical link, however a number of attendances were 
from adults of working age.  

 

   
7.11 JD highlighted point 10 of the report and raised concerns that there 

were low figures in terms of the engagement, therefore suggested 
that the CCG continues to consult more deeply. MW confirmed that 
a full communications plan had been developed.  

 

   
7.12 RESOLUTION: The Governing Body noted the update.   
   
8 Performance Report  
   
8.1 CL and MW presented the performance report as at month three 

and noted that this was the first of a revised format, which had been 
aligned to the NHS England assurance process across four 
domains:  
 

• Better Health, 
• Better Care,  
• Leadership and  
• Sustainability 

 
The format had also been simplified to focus on key issues arising 
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from the performance data. CL welcomed further comments and the 
Governing Body agreed that they were satisfied with the revision, 
and this would be the format used moving forward.  
 

8.2 MW noted that the CCG was self-assessed as good under the 
Improvement and Assessment Framework and NHSE was in 
agreement, however the Better Care domain was highlighted as 
more of a concern.  
 
Leadership 

 

8.3 MW discussed the leadership domain, which was given an overall 
rating of green, and advised that there had been a reduction in 
sickness levels, and there was also work underway to strengthen 
the appraisal process including ensuring that all staff have a 
personal development plan. MW also advised that the Governance 
Team was working on implementing the new NHSE conflicts of 
interest guidance under a revised CCG Standards of Business 
Conduct Policy.  

 

  
Better Care 

 

8.4 MW highlighted the Better Care domain as outlined on slide number 
14 and noted that 4 hour performance was at 79.9% for June 2017. 
There was a focus on achieving a 10% improvement on this within 
the system with a number of actions including the GP in ED project, 
staffing model reviews and further work with NHS 111. MW advised 
that there had been a noticeable improvement in week, however 
this needed to continue.  

 

   
8.5 MW discussed Referral To Treatment times (RTT) and advised that 

this needed to improve. Additional staff had been assigned to the 
Trust following a 170k investment and lots of work was underway.  

 

   
8.6 It was noted that diagnostics was continuing to be an area of 

concern, with specific actions in place as outlined on slide 25.  
 

   
8.7 ER presented the cancer performance and informed members that 

this continued to be challenging. ER described the actions in place 
which included: 
 

• Mapping of projections for higher referrals in upper GI and 
lower GI; 

• New referral management actions in colorectal, straight to test 
colonoscopies; 
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• Support for MRI capacity, application made for capital monies 
• Surgical capacity in urology services, changes to pathways 

including looking to introduce PA tracker in prostate; 
• Lung cancer pathways under review, a rapid improvement 

event had been held at the Trust.  
• Working with the LMC on looking into ways of providing better 

advice to patients on 2 week waits.   
   
8.7.1 ER advised that there had been a delay in the release of 

transformation bid fund money, which was disappointing as there 
were plans ready to be progressed for how this could be used.  

 

   
8.8 WH queried if there was a potential to review thresholds further for 

upper and lower GI. ER recognised that there was a need for this 
however noted that the CCG was driven by NICE guidance, 
although something could be taken back to the Clinical Programme 
Group to action.  

 
 

ER 

   
8.9 LF requested further information on where the failure was in the 

cancer pathway. ER advised that information had been received 
from the Patient Reference Group, stating that some GPs were not 
being explicitly clear to patients on what they were being referred 
for. ER stressed that this was not the case for all GPs; however the 
Cancer CPG had designed an additional piece of information as a 
trigger for GPs to include in referral paperwork.  

 

   
8.10 JD queried what supportive self-management was, in reference to 

the prostate follow up process. ER advised that this was where 
Prostate Specific Antigen (PSA) levels were regularly monitored 
with an algorithm determining whether the PSA was high enough to 
trigger a referral back to secondary care. SY queried if this relied 
upon the patient going to their GP and ER advised she would need 
to confirm this, however the idea behind the new process was to 
take the GP out of the loop.  

 

   
8.11 JD requested further information on cancer performance and 

queried if there was a projection on where specialties would 
improve first. ER noted that projections for 62 day waits were 
shown by the red line on the graph.  
 

 

8.12 JC queried if the diabetic indicators were acceptable. AS agreed 
that this was not good performance. ER added that this had been 
raised at the NHS England Assurance Meeting, and it was possible 
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that the management of frail diabetic patients may have contributed 
to the data. It was agreed that this should be reviewed further. 

   
  

Sustainability 
 

8.13 CL discussed the Sustainability domain which focused on finance 
and highlighted that the CCG surplus was reported on a cumulative 
basis looking at how the CCG performs in year against the budget. 

 

   
8.14 CL advised that the CCG was forecasting to achieve the surplus, 

and the system risk reserve remained uncommitted. There were 
however a number of contract pressures including at Great Western 
Hospitals NHS Trust and University Hospital Bristol NHSFT. CL 
noted that there were a number of underspends but pressures 
continue around RTT; however complete figures had not been 
received. TrakCare issues were also continuing and discussions 
ongoing on how to manage this within contracts.  

 

   
8.15 CL noted that prescribing was on track which was positive, 

delegated primary care budgets were showing break even with 
underspends, and there was a slight pressure on Children’s 
Continuing Healthcare due to 1:1 nursing care.  

 

   
8.16 CL outlined the savings plan and noted that there was some 

slippage; however this was within the forecast therefore would not 
be an additional pressure. The overall financial position for the CCG 
was tight for 2017/18.  

 

   
8.17 WH queried how the CCG stood nationally. CL noted that the 

biggest impact on the budget was the GHFT deficit; however a 
trajectory was in place for them to breakeven within a few years. 
The CCG position was challenging, however colleagues were 
actively monitoring this to ensure delivery of the surplus. 

 

  
Better Health 

 

8.18 MAE presented the Better Health section of the report and 
highlighted the key areas to note.  

 

   
8.19 MAE informed members that smoking performance was good and 

the CCG was ranked at the top of the peer group. MAE also noted 
performance ratings for the following areas: 
 

• Childhood obesity 32% and ranked 10/11 therefore 

 



 

Gloucestershire CCG Governing Body Minutes – July 2017     Page 9 of 13 
 

improvement was needed; 
• Falls ranked 3/11 and was significantly lower than the national 

average. Fire service completing safe and well checks; 
• Deaths taken place in hospital, was lower than the national 

average but high in peer group; 
• Appropriate prescribing ranked 6/11 in peer group and a 

countywide anti-microbe stewardship group had been 
established; 

• Quality of life of carers ranked 1/11. 
   
8.20 AS advised that there was discussion about establishing an obesity 

strategy as it was recognised that significant work was needed in 
Gloucestershire on this issue. 

 

   
8.21 PM wondered if any learning could be taken from peers who were 

ranked higher. MAE accepted this point and noted that the CCG 
was always keen to learn from others.  

 

   
8.22 RESOLUTION: The Governing Body: 

 
• Noted the performance against local and national targets 

and the actions taken to remedy the current performance 
position; 

• Noted the financial position as at month 3; 
• Noted the risks identified in the Sustainability section 

and; 
• Noted the progress on the savings schemes.  

 

 

9 Development of healthcare infrastructure in the Forest of Dean 
– a Case for Change  

 

   
9.1 ER presented the paper, which was taken as read and set out the 

case for development of new, fit for purpose infrastructure in the 
Forest of Dean locality.  

 

   
9.2 ER gave an overview of the summary and noted that this work 

formed part of the wider STP and had been developed in 
partnership with organisations including Gloucestershire Care 
Services NHS Trust (GCS) and GPs.  

 

   
9.3 It had been identified that there was a need for infrastructure 

improvements through assessment of health needs and current 
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issues considered.  
   
9.4 ER discussed section 4 of the report regarding local patient and 

stakeholder insight. It was advised that the approach taken had 
been a successful one with the help of a longstanding Local 
Reference Group and District Councillors.  

 
 

    
9.5 ER noted that transport was seen as a significant barrier to 

accessing services, and mobile services were considerably valued. 
Access to diagnostic services was also highlighted as an area for 
improvement.  

 

   
9.6 ER highlighted stakeholder insights into community hospitals, 

urgent care, outpatient services, community nursing and 
partnership working.  

 

   
9.7 ER advised that GCS was developing the outline case proposal 

with a date of September for next steps and to move into a more 
formal consultation period.  

 

   
9.8 AS highlighted the health needs assessment on page 9 within the 

case for change and noted that the area under consideration 
appeared to be largely below the A40.  

 

   
9.9 MAE noted that there may be cross border issues from those 

patients in Chepstow and Monmouth who may be registered with a 
Welsh GP. ER confirmed that this had been considered within the 
modelling.  

 

   
9.10 JC noted that the case was clear however a stronger case would be 

needed to outline how primary care would be improved in the area. 
HG advised that discussions were underway within the Forest of 
Dean cluster around this issue.  

 

   
9.11 CG highlighted the statistics on page 7 noting that the Forest was 

wide however the cluster was small. ER advised that a view was 
taken that the overall findings would be unaffected, and County 
Council statistics were used. CG suggested that a footnote was 
included within the document to explain this.  

 

   
9.12 PM suggested that a note was included within the final document 

on where the statistics had come from.  
 

   



 

Gloucestershire CCG Governing Body Minutes – July 2017     Page 11 of 13 
 

9.13 RESOLUTION: The Governing Body considered and formally 
endorsed the case for change to develop healthcare 
infrastructure in the Forest of Dean.  

 

   
10 Audit Committee Terms of Reference  
   
10.1 AP presented the revised Audit Committee terms of reference 

which had been updated to include responsibilities for the Auditor 
Panel in approving the appointment of the CCG’s internal auditors.  

 

   
10.2 Changes were highlighted within the document by way of track 

changes, and no further comments were received.  
 

   
10.3 RESOLUTION: The Governing Body approved the updated 

Audit Committee terms of reference.  
 

   
11 Local Health Resilience Partnership (LHRP) Mutual Aid 

Agreement 
 

   
11.1 MAE introduced the paper which presented the LHRP Mutual Aid 

Agreement for formal endorsement by the CCG.  
 

   
11.2 MAE advised that membership within the document was made up 

of key Gloucestershire partners and NHS England had been 
involved in the production of the document, along with examples 
from others. Each organisation needed to formally agree to sign up 
to the mutual aid agreement.  

 

   
11.3 MAE wished to note the work of Julia Doyle for her work in 

producing the document.  
 

   
11.4 AS queried where primary care fits in mutual aid. MAE advised that 

it was felt that getting all 81 GP Practices to sign up to the 
agreement would be strategically challenging. AS accepted the 
practicality points of this, but recommended that this was 
considered.  

 

   
11.5 WH advised that learning needed to be taken from the recent 

Grenfell Tower incident. 
 

   
11.6 MAE stressed that it had been agreed that each organisation 

prioritises their organisation first, so that no one organisation was 
destabilised.  
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11.7 JC noted the 2007 Tewkesbury floods incident debrief and how 

useful this was in terms of assessing the responses received. MAE 
advised that ER was looking into organising a ‘lunch and learn’ from 
this incident.  

 

   
11.8 JC queried if there were any cost implications as a result of the 

agreement and MAE advised that partners had agreed that the 
commitment would be made first, and the money discussed later.  

 

   
11.9 CG praised the document, however wondered if there had been 

consideration given to cross-boundary support and Allied Health 
Professionals. MAE confirmed that discussions had begun but were 
not finalised.  

 

   
11.10 RESOLUTION: The Governing Body formally endorsed the 

LHRP mutual aid agreement for use when there is a major 
incident within Gloucestershire.  

 

   
12 Assurance Framework  
   
12.1 CL presented the assurance framework and welcomed comments 

from members.  
 

   
12.2 RESOLUTION: The Governing Body noted the paper and the 

attached assurance framework.  
 

 

13 Integrated Governance and Quality Committee Minutes  
   
13.1 The minutes from the Integrated Governance and Quality 

Committee held on 20 April 2017 were noted.  
 

 

13.2 RESOLUTION: The Governing Body noted the minutes of 
Integrated Governance and Quality Committee held on 20 April 
2017. 

 

   
14 Primary Care Commissioning Committee (PCCC) Minutes  
   
14.1 The Governing Body were presented with the minutes from the 

PCCC held on 30 March 17 for information.  
 

   
14.2 RESOLUTION: The Governing Body noted these minutes. 
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15. Audit Committee Minutes  
   
15.1 The minutes from the Audit Committee meetings held on the 

following dates were presented for information: 
 

• Tuesday 14 March 2017 
• Tuesday 9 May 2017 – Extraordinary Meeting 
• Tuesday 23 May 2017 – Extraordinary Meeting  

 

   
15.2 RESOLUTION: The Governing Body noted these minutes. 

 
 

16 Any Other Business  
   
16.1 JC informed members that the West of England Genomic Medicine 

Centre annual conference would be held on 1 September 2017 and 
recommended registering to attend.  

 

   
16.2 ER provided an update on the diabetes survey and advised that 

only 3 practices were left to submit.  
 

   
16.3 AS noted that this was AP’s last meeting at Associate Director of 

Corporate Governance as he would be retiring on 14 August 2017. 
Members thanked him for his work over the years. 

 

   
16.4 AS formally welcomed LF to the membership of the Governing 

Body. 
 

   
 The meeting closed at 3:45pm.  
   
 Date and Time of next meeting:  Thursday 5 October 2017 at 

2pm in the Board Room at Sanger House. 
 

 
Minutes Approved by Gloucestershire Clinical Commissioning 
Group Governing Body: 
 
Signed (Chair):____________________   Date:_____________ 
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Agenda Item 4 

 
Governing Body 

Matters Arising – October 2017 
 

Item Description Response Action 
with 

Due Date Status as at 5 
Oct 2017 

30.3.2017 
Agenda Item 
13.7 

GHFT Quality 
Issues 

Concerns were raised regarding hospital letters 
as the back-log of un-typed letters was growing 
again.  
25.5.2017 - AS reported that he and HLR had 
met with the GHFT clinical leadership team and 
had raised the issue around hospitals letters 
and the backlog of un-typed letters as part of a 
wider discussion regarding quality issues. 
HLR added that he had met with the Cardiology 
team who were looking at simplifying the format 
for completing letters. 
27.7.2017 - AS informed members that a 
number of conversations had been held with the 
GHFT clinical leaders, and a high level meeting 
had been set up for September to address 
particular issues, not restricted to cardiology 
letters. 

AS/HLR 27 Jul 
2017 

For update 
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Item Description Response Action 
with 

Due Date Status as at 5 
Oct 2017 

25.5.2017 
Agenda Item 
16.2 

Assurance 
Framework  

CG raised concerns that the assurance 
framework should be scrutinised further through 
Development Sessions to address some of the 
risks, particularly those that have been present 
on the risk register for some time. MH agreed to 
review this issue.  

MH 27 Jul 
2017 

For update 

27.7.2017 
Agenda Item 
8.8 

Cancer 
performance – 
Upper and 
lower GI 

WH queried if there was a potential to review 
thresholds further for upper and lower GI. ER 
recognised that there was a need for this 
however noted that the CCG was driven by 
NICE guidance, although something could be 
taken back to the Clinical Programme Group to 
action. 

ER 5 Oct 
2017 

For update 
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Agenda Item 7  
  

Governing Body  

Meeting Date Thursday 5 October 2017 
 

Report Title Clinical Chairs Update Report 
 

Executive Summary This report provides a summary of key updates 
and issues arising during August & September 
2017. 

Key Issues 
 

The key issues arising include: 
 

• STP Reducing Clinical Variation (RCV) 
Programme   

• National Diabetes Prevention 
Programme (NDPP) 

• Workplace Health and Wellbeing Project   
• Update on Primary Care 
• Meetings attended 

Risk Issues: 
Original Risk (CxL) 
Residual Risk (CxL) 

 
None 
 

Management of 
Conflicts of Interest 

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. 
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Author Dr Andy Seymour 
Designation CCG Clinical Chair 
Sponsoring Director 
(if not author) 
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Agenda Item 7 

 
Governing Body 

 
Clinical Chairs Report 

 
5 October 2017 

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

August & September 2017. 
  
2. STP Reducing Clinical Variation (RCV) Programme   
  
2.1 The STP RCV Programme is one of the four STP Priority Programmes 

and was started in December 2016. A number of programmes fall under 
RCV including Medicines Optimisation, Practice Variation, Diagnostics, 
Pain and Choosing Wisely. 

  
2.2 
 

The main pieces of work being progressed within the programme are: 
 

- A comprehensive Medicines Optimisation Programme 
 

- Developing protocols to reduce unnecessary diagnostic tests using 
agreed lists of Radiology and Pathology diagnostic tests of low 
clinical value  
 

- Review primary care variation in access to diagnostics 
 

- Undertake a programme of reviews of Gloucestershire STP’s 
adherence to the Choosing Wisely recommendations 
 

- Take forward a Pain Management programme which to date has 
resulted in the development of an agreed Pain Formulary, has 
commenced a masterclass programme for GPs and which is 
beginning to provide expert review of the pain management for a 
small number of patients with complex needs. 

  
3. National Diabetes Prevention Programme (NDPP) 
  
3.1 The NDPP has now officially gone live in Gloucestershire and is being 
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rolled out in a phased approach locality by locality.  The programme is 
making steady progress in Gloucester city where referrals began in early 
July 2017, with 6 practices now actively referring onto the programme.  
There have been 134 referrals onto the NDPP in Gloucestershire at the 
time of writing this report with the first group starting on 14 September 
2017.  

  
3.2 The NDPP is due to expand over the rest of the county by March 2018, 

with a target of 2,250 referrals onto the programme in year 1.  There are 
plans in place for Cheltenham, Forest of Dean and Tewkesbury to 
mobilise prior to Christmas 2017. 

  
3.3 The CCG and the provider ‘Living Well, Taking Control’ have participated 

in a number of events to promote the NDPP including:  
 

- South Cotswolds Protected Learning Time (PLT) for GPs 
- Stroud & Berkley Vale PLT for GPs 
- Information Bus for Diabetes week (county-wide) 

 
At all events, the programme was really well received with a large amount 
of enthusiasm from clinicians and patients alike. 

  
3.4 A diabetes page has been developed for the CCG website, with a sub-

section on pre-diabetes and NDPP.  An NDPP poster and screensaver 
have sent to practices for display in patient waiting rooms.   

  
4. Workplace Health and Wellbeing Project   
  
4.1 Recruitment and engagement of the workplace wellbeing charter has 

been completed and the target of 40 businesses exceeded. This includes 
exceeding the target of recruiting 10 large businesses. 30 organisations 
have now achieved accreditation. The workplace charter currently 
exceeds 18,000 employees. 

  
4.2 The Prevention and Self-Care Board have recommended an additional 

£50,000 to further develop this project. 
  
4.3 Calculations suggest that a 1% percentage improvement in sickness and 

absence rates year on year will result in savings of approximately £2 
million over 5 years to the NHS. There are also benefits to the wider 
health system (i.e. reduction in prevalence of non-communicable disease, 
reduction in health service utilisation, continuity of care) and wider 



 
 

Page 5 of 7 
 

economic savings (i.e. productivity) are not included in this model and 
therefore these estimated are conservative. 

  
5. Update on Primary Care 
  
5.1 We have undertaken Due Diligence on the five preferred providers 

of “Improved Access”, i.e. delivering access to primary care appointments 
until 8pm at night during weekdays, with further provision on Saturdays 
and Sundays; encompassing innovative models of delivery. Pilots will 
begin to “go live” with their core provision in October and November.  In 
terms of innovation nearly all of the preferred bidders wish to pursue 
expansion of the Primary Care workforce including paramedics, 
physiotherapists, mental health nurses and advanced nurse 
practitioners.  We continue to work with STP partners in developing a 
joined up, integrated approach to implementing these new roles.   

  
5.2 GDoc, the local federation company, will continue to offer Choice+ 

appointments for those clusters who are not pilot sites.  We have also 
commenced planning for April 2018 onwards, contacting the remaining 11 
clusters to gather their plans against core requirements.   

  
5.3 We are delighted that GCCG has been successful in having not only the 

first 2 cohorts, totalling 24 practices, accepted on to the Productive 
General Practice programme this month, but also a further 9 
practices!  This means that Gloucestershire will benefit from 33 places, 
well above our share of the national 20% funding.  This represents a 
significant achievement by the team and all the practices involved in 
demonstrating the commitment and enthusiasm for the programme and 
the planning in dovetailing the initiative with the GPFV, Primary Care 
Strategy and ultimately the STP.  The programme will run from September 
– December 2017 with logistics for all group based learning sessions and 
in-practice sessions being completed this month. 

  
5.4 Our STP transformation fund has now resulted in an additional 20 Clinical 

Pharmacists in post across the county whilst two Gloucester City clusters 
(North East Gloucester and South East Gloucester and GHAC) have 
nurses in place to support their frail population.  North Cotswolds will also 
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focus on frailty.  The Repeat Prescribing Hub in Berkeley Vale has, in the 
first 14 weeks, handled 3149 paper repeats and 3545 telephone repeats 
resulting in 1,049 stopped items.  Practice administrative and receptionist 
time released has been used to review clinical correspondence which has 
in turn saved GP time.   

  
5.5 Stroud & Berkeley Vale and Gloucester City localities continue integrated 

working with providers within a ‘place-based’ approach.  Both the 
dementia nurse in practice pilot and Mental Health nurse specialists 
working in inner-city Gloucester practices pilot are being evaluated 
currently. We will continue to use our system wide learning from this work, 
and elsewhere, to develop our locality and cluster infrastructure to more 
integrated working structures and will report progress later in the year. 

  
5.6 We have now advertised our ten year contract to deliver an APMS Primary 

Care Medical List and an Urgent Primary Care Centre.  The specification 
requires a model which will support health related behaviour change to 
help deliver a reduction in health inequalities; demonstrates integration 
with other local health and care partners, VCSE organisations and 
community groups; ensures long term sustainable primary care and 
provides an Urgent Primary Care Centre for those people who need to be 
seen urgently by a primary care professional. 

  
5.7 In this reporting period two practices have received a “Good” overall rating 

from the CQC, two Practices are listed as “Requires Improvement”, with 
one found “Inadequate”.  The CCG is working closely with all of these 
practices to ensure CQC action plans are completed and to share good 
practice.   

  
6 Meetings 
  
 • 31st July – Practice Visit, Rowcroft Medical Centre, Stroud 

• 1st August – Practice Visit, Yorkley Health Centre, Yorkley 
• 8th August – Practice Visit, Quedgeley Medical Centre, 

Quedgeley 
• 10th August – CEPN Education Lead Interviews, Gloucester 
• 14th August – Practice Visit, Brunsdon Surgery, Gloucester 
• 15th August – Practice Visit, Springbank Surgery, Gloucester 
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• 15th August – GDOC Meeting, Gloucester 
• 24th August – Extraordinary STP Delivery Board, Gloucester 
• 24th August – Alex Chalk MP, Gloucester 
• 5th September – Meeting with Deborah Potts re 

Gloucestershire Moves, Gloucester 
• 7th September – Priorities Committee, CCG 
• 7th September – Extraordinary Governance meeting re FoD 
• 11th September – Practice Visit Drybrook Surgery, Drybrook 
• 12th September – STP Clinical Reference Group, Gloucester 
• 14th September – Locality Exec Chairs, Gloucester 
• 14th September – LMC, Gloucester Farmers Club 
• 14th September – GP/Consultant meeting, GRH 
• 18th September – A&E Winter Planning meeting, London 
• 19th September – Stage 2 Glos Service Re-configuration Plan, 

Telecall 
• 19th September – Sport England Local Delivery Pilot 

Assessment visit, Gloucester 
• 21st September – JCPB, Gloucester 
• 26th September – STP/ACS Clinical Leaders Conference, 

London 
• 28th September – CCG Commissioning Event and AGM, 

Cheltenham 
  
7 Recommendation 
  
7.1 This report is provided for information and the Governing Body is 

requested to note the contents. 
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Agenda Item 8 

 
Governing Body 

 
Meeting date  Thursday 5 October 2017 

Title Accountable Officer’s Update Report 
 

Executive Summary This report provides a summary of key updates and 
issues arising during August 2017 to October 2017. 

Key Issues 
 

The key issues arising include: 
 
• STP Workforce Programme 
• Respiratory 
• Musculoskeletal 
• Insights Programme 
• Health & Wellbeing for the future: Community 

Hospitals in the Forest of Dean 
• Gloucestershire Care Services NHS Trust 

launches nurse text service for young people 
• The Better Care Fund 2017-19 
• Children and Maternity 
• Learning Disability 
• Transforming Care 
• Quality in LD Services 
• Employment 
• Virtual Ward Summary 
• Urgent and Emergency Care Update 
• Procurement Update 
• Contracts Update 
• Non-Emergency Patient Transport Eligibility 

Review 
• Planned Care Update 
• Meetings attended 

Management of 
Conflicts of Interest 

None.  

Risk Issues: 
Original Risk 
Residual Risk 

None. 
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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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Agenda Item 8 
Governing Body 

 
Thursday 5 October 2017 

 
Accountable Officer’s Update Report 

 
 

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

2017 to October 2017. 
  
2. STP Workforce Programme 
  
2.1 The Workforce Programme has three main workstreams (Culture, 

Capacity and Capability) as well as a Social Partnership Forum to 
allow engagement with staff-side representatives from the STP partner 
bodies. 

  
2.2 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

A number of projects are being taken forward under the programme 
including : 
 

- Exploring the possibility of having a joined up process for 
managing bank and agency staff across the STP. 
 

- Working to establish a Community Education Providers Network 
(CEPN) in Gloucestershire to assist the management of the 
primary care workforce. 
 

- Refinement of the STP workforce plan to run until 2020/21 and 
take greater account of the STP programmes (due October 
2017). 
 

- Developing an STP-wide approach to undertaking job 
evaluations. 
 

- Trialling a standardised approach to tackling bullying and 
harassment through ‘guardians’ within providers that can be 
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confidentially approached by staff. Data is also being collected 
across the STP on bullying and harassment. 
 

- Training Passport under development which would allow staff 
moving between STP partners to avoid repeating statutory or 
mandatory training where this has already been completed. 
 

- Development of an online portal which will encourage people to 
live and work in Gloucestershire and signpost them to vacancies. 
This is based on an existing portal used in the South West to 
support local authority recruitment. 
 

- Review of workforce systems in STP partners (e.g. e-rostering) 
to see whether there are opportunities to increase 
standardisation and alignment. 

  
3. Respiratory 
  
3.1 Self-Management plans have been designed to help people with 

COPD have more confidence in how to best manage their conditions. 
These are to be piloted within Gloucester in September in order to 
gather feedback on their usefulness and if anything needs amending. 
The CCG intends for this to be a positive experience with a view to 
potentially rolling the plan out to the wider county. 

  
3.2 ‘MyCOPD’ is a new and exciting online self-management tool for 

patients with COPD. NHS England has allocated some funding for 
individuals that have been diagnosed with moderate to severe COPD 
to access this tool for free. Gloucestershire’s respiratory Clinical 
Programme Group (CPG) are deciding how to embed this tool into 
existing pathways for those who meet the criteria and would benefit 
from using an online tool. Support is available via health care 
professionals to help patients gain access to this new tool. 

  
4. Musculoskeletal  
  
4.1 
 

The CCG is working closely with the orthopaedic team at 
Gloucestershire Hospitals NHS Foundation Trust (GHFT) to implement 
a new way of providing fracture clinics in Gloucestershire.  

  
4.2 A recent audit showed that approximately 50% of patients who 
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 currently attend a fracture clinic appointment may not need to travel to 
a consultant clinic.  

  
4.3 The new pathway ensures that an orthopaedic consultant reviews 

relevant patient information and x-rays before deciding on the most 
appropriate management plan for each patient. This may mean that, 
instead of attending a fracture clinic, patients could be; discharged, 
booked to attend an appointment with a specialist consultant or even 
booked for surgery if needed. Fracture clinics, run by suitably qualified 
nurses or physiotherapists, will still be an option for patients with 
confirmed fractures who do not need to see a specialist. 

  
4.4 
 

The changes will make the service more efficient and improve patient 
experience by reducing the number of clinic attendances required. 

  
5 Insights Programme 
  
5.1 The CCG has signed up to take part in The Insights Programme.  The 

Insights Programme aims to support people from under-represented 
groups (i.e. ethnic minorities, people with a disability, women) to 
develop the skills required to become an NHS Non-Executive Director.  
Gloucestershire CCG is the first CCG to participate in the programme 
in England. The first participant’s placement started in September 
2017; she will be supported by a Lay Member ‘buddy’, Alan Elkin.  
 

6 Health and wellbeing for the future: Community Hospitals in the 
Forest of Dean  

  
6.1 A 12 week public consultation got underway on 12 September 2017 on 

a preferred option to build a new community hospital in the Forest of 
Dean by 2021/2022.  

  
6.2 We believe this option would ensure high quality care in the future, 

meet the needs of local residents and improve working conditions for 
staff.  

  
6.3 If agreed, the new hospital would replace Dilke Memorial Hospital and 

Lydney and District Hospital when it opens its doors. The consultation 
follows extensive engagement with community representatives in the 
Forest of Dean throughout the lifetime of the Forest Health and Care 
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Review.  
  
6.4 The consultation booklet describes the following challenges:  

 
• the two existing community hospitals are reaching the stage where it 

is becoming increasingly difficult to provide modern, efficient, 
effective, high-quality care  

• the ability to maintain some essential services across two 
community hospital sites is becoming increasingly difficult with 
healthcare professionals working across different sites and the 
challenge of recruiting and retaining enough staff with the right skills  

• there are significant issues relating to cost of maintenance of the 
existing hospitals and restricted space for services  

• the current physical environment within the hospitals makes it 
increasingly difficult to ensure privacy and dignity for all patients and 
manage infection control 

• too many people from the Forest of Dean are having to travel 
outside the local area to receive care that should be provided more 
locally  

• healthcare needs within the Forest of Dean are not always being 
met effectively.  

 
The consultation booklet also describes the following benefits 
associated with the preferred option:  
 
• a new community hospital facility for local people, fit for modern 

healthcare  
• significantly improved facilities and space for patients and staff  
• more consistent, reliable and sustainable community hospital 

services, e.g. staffing levels, opening hours  
• a wide range of community hospital services, including beds, 

accommodation to support outpatient services and urgent care 
services  

• services and teams working more closely together  
• better working conditions for staff and greater opportunities for 

training and development to recruit and retain the best health and 
care professionals.  

  
6.5 Should the preferred option be agreed following public consultation, we 

would want to work with local people to design the facility and ensure it 
was both a worthy successor to the current hospitals and in keeping 
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with the unique environment of the Forest of Dean.  
  
6.6 We are also taking the opportunity through this consultation to ask for 

views on:  
 
• A set of criteria which would be used to help decide where any new 

hospital would be located and;  
• How a recommendation should be made on any preferred location.  

  
6.7 There are a number of ways in which local people and health and care 

professionals can have their say and take part in the consultation:  
• Complete the FREEPOST survey in the consultation booklet and 

return it by 10 December 2017 using the freepost address. The 
booklets will be available in local pharmacies, local GP surgeries, 
community hospitals, libraries and District Council buildings  

• Read the booklet and complete the survey on-line at: 
www.fodhealth.nhs.uk 

• Attend one of the public drop in sessions or visit the Information Bus 
(dates, locations and times can be found in the consultation booklet 
and on the website)  

• Get involved via social media - take part in a Twitter Question and 
Answer session – details to be published shortly.  

  
7 Gloucestershire Care Services NHS Trust launches school nurse 

text service for young people 

  
7.1 A new text messaging service for the county’s 11-19 year olds 

provides confidential advice about health and wellbeing.  Messages 
sent to the dedicated number (07507 333351) are delivered to a 
secure website, and responded to by a Gloucestershire Care Services 
(GCS) School Nurse. The service is available Monday to Friday from 
9am to 4.30pm, excluding bank holidays. Automatic bounce-backs will 
respond to incoming messages out of hours.  

  
7.2 The aim is to further improve access to healthcare for young people, 

and will offer support to young people with questions relating to various 
issues including - relationships, bullying, healthy lifestyle, anxiety, 
drugs, smoking, stress, body worries, alcohol, self-harm and sexual 

http://www.fodhealth.nhs.uk/
https://www.glos-care.nhs.uk/news/455-gloucestershire-care-services-nhs-trust-launches-school-nurse-text-service-for-young-people
https://www.glos-care.nhs.uk/news/455-gloucestershire-care-services-nhs-trust-launches-school-nurse-text-service-for-young-people
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health.  

  
7.3 As well as giving advice, the School Nursing Team can help direct 

young people to additional services and other support. 

  
7.4 As well as giving advice, the School Nursing Team can help direct 

young people to additional services and other support. 

  
7.5 Although the service is confidential and young people do not need to 

disclose their name, if there is a concern for an individual’s safety, 
there are safeguarding procedures in place. 

  
7.6 Young people will still be able to see a School Nurse face to face in a 

school / college drop in or other settings. 

  
8 The Better Care Fund 2017-19 
  
8.1 The Better Care Fund (BCF) plan for 2017-19 was submitted on 11th 

September.  The plan sets out our vision, plans and progress made to 
reach full integration. The objectives of the BCF align to our STP and 
are: 
 
• To reduce the number of people over 65 years of age in residential 

care 
• To reduce emergency admissions 
• To ensure people remain at home 91 days after hospital discharge 
• To reduce delayed transfers of care 
• To improve patient experience 
• To improve quality outcomes for carers 
 
For full details please see below and attached: 
 

Gloucestershire's 
17.19 BCF Plan FINAL. 

  
9 Children and Maternity 
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9.1 The Gloucestershire Future in Mind programme continues to move 

forward, the priority committee has approved a procurement process to 
secure online counselling services for young people following a 
successful evaluation of a pilot project. 

  
9.2 The CCG is taking forward the recommendations of the National 

Maternity review Better Births in Gloucestershire. The local maternity 
system has been set up and a draft version has been developed and is 
currently being consulted on with Women, Families and other 
stakeholders. Sub groups have been set up with clinical and 
managerial leads and are on track to produce a project plan to be 
assured by NHS England by the end of October. 
 

9.3 Gloucestershire have been awarded funding by NHS England for 
project management, clinical leadership and administrative support 
over the next 18 months to begin to implement the plan. 

  
9.4 Gloucestershire have received a highly commended award for Anti 

Stigma for Perinatal Mental Health Awareness Raising 2017 by 
Maternal Mental Health Alliance presented by Susie Orbach, 
Psychotherapist and Author, to Hayley Payne CCG and Nathan 
Gregory from 2gether Foundation Trust. 

  
10 Learning Disability 
  
10.1 The Learning Disability Partnership Board continues to play an active 

role in joining up health and social care and providing feedback on how 
the lives of people with a learning disability are being impacted. 

  
11 Transforming Care 
  
11.1 The CCG continues to meet its commitment to deliver timely CTRs 

(Care and Treatment Reviews) for each person placed in in-patient 
units whether placed in county or out of county. These are now 100% 
up to date. Blue light Meetings are also routinely held to attempt to 
prevent all further admissions to in-patient units wherever possible. 

  
11.2 Mortality reviews for people with a learning disability are a national 

requirement. The CCG has now formed a multi-agency review group 
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and individual deaths are now routinely reviewed. A newsletter 
describing progress has been published and more communication 
directed at GP practices is being planned. 

  
12 Quality in LD Services 
  
12.1 The experts by experience quality checking through Inclusion 

Gloucestershire has now been extended to patients in in-patient units. 
In addition the programme now includes people with physical 
disabilities and mental health issues. A Quality Portal is being 
developed to give practitioners real time access to available quality 
information. 

  
13 Employment 
  
13.1 The GEM (Going the Extra Mile) project is now up and running. This 

project provides work opportunities for those people furthest from the 
labour market. Funded by the Big Lottery Fund this programme 
provides employment mentoring to a wide range of people with a 
disability. A number of vulnerable individuals have already been placed 
in employment. 

  
13.2 The CCG has supplied a full time employment liaison person to further 

the efforts of people with disabilities gaining access to employment 
opportunities. 

  
13.3 An internship programme to take disabled school leavers and place 

them into integrated work/learning opportunities is now being expanded 
having achieved significant and successful results in its first year of 
operation. 

  
14 Virtual Ward Summary 
  
14.1 The development of the virtual ward model for Cheltenham and 

Gloucester is progressing. The model has been agreed by the CCG, 
GCC and GCS. 

  
14.2 A development event was held on the 16th August with attendance from 

a range of stakeholder across the system. The refined model was the 
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presented at CCG development session and positive feedback 
received. 

  
14.3 It has now been agreed GCS will commence mobilisation with 

recruitment to 1 Band 8a Senior Community Matron and 4 x Band 7 
community matrons.  

  
14.4 Governance around the project is now being finalised. 
  
14.5 Further work is now in train to refine the detail of the model.   

 

Virtual Ward 
Workshop Summary    

  
15 Urgent and Emergency Care Update 
  
15.1 Gloucestershire Urgent and Emergency Care Resilience Plan 

2017/18 
 
The Urgent Care Team and Performance Team have been working 
with system partners to develop the 2017 / 18 winter plan. The purpose 
of the plan is to coordinate and describe the additional activities the 
Gloucestershire Health and Social Care System will undertake to 
ensure we work together to deliver a resilient service to patients over 
the winter period. 
 
In addition the normal resilience funding there has been a substantial 
additional investment of £10.5m via the Integration and Better Care 
Fund (IBCF). This money is being invested across the Gloucestershire 
Health and Care system to ensure there is sufficient capacity and 
expertise to manage the demand over the winter period. Key schemes 
/services include; 
 

• Increased capacity in domiciliary care. 
• Investment across the frailty pathway. 
• Developments which improve system ‘flow’. 

  
15.2 Urgent & Emergency Care transformation bid 
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Gloucestershire Health and Social Care system have recently 
submitted a bid to NHSE as part of the Urgent and Emergency Care 
Transformational fund. The presented schemes included: 
 

• Work to support winter planning and the move of elective activity 
for Orthopaedics to Cheltenham General Hospital with trauma 
remaining at Gloucestershire Royal Hospital.  

• The development of “hot advice” supported by “hot clinics” to 
support appropriate admission avoidance.  

• The development of the Intravenous Therapy Service within 
Gloucestershire 

• Support to deliver key fundamentals of the “Joining Up Your 
Information” strategy for Urgent and Emergency Care 

• Near Patient testing within primary Care including CRP. 
 
Outcome of bids awaited and expected late September. 

  
15.3 10% plan – Emergency Department (ED) Performance 

Improvement in August  
 
The A&E Delivery Board has had a focus on improving ED 
performance by 10%, with the aim of having at least 90% of patients 
being admitted or discharged within 4 hours of presenting at the 
Emergency Department. Key approaches within this plan include 
reshaping the ED workforce, having GPs working in ED, ensuring THE 
SAFER bundle is implemented on all wards (supporting effective and 
timely discharge), supporting more patients through other means than 
admission to hospital and providing specialist expertise to support frail 
elderly patients in the ED department. By the end of August there had 
been a marked increase in performance with 88.2% of patients meeting 
the 4 hour target, (against trajectory of 92.2%). 
 
The Gloucestershire system remains committed to further improving 
this performance. 

  
16 Procurement update 
  
16.1 Procurement staff are working on a variety of procurement projects 

which include the provision of a primary medical service and urgent 
care centre in Gloucester city centre together with a primary medical 
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service at Matson.  This work is expected to conclude in a 10-year 
APMS contract term from 5 May 2018. 

  
16.2 In addition, other procurement schemes are in progress for provision of 

Emotional Support for Victims of Sexual Violence, Online Counselling 
Services for young people, Stroke Befriending and Health Coaching 
services.  These services are expected to mobilise in early 2018. 

  
17 Contracts Update 
  
17.1 We will be shortly entering the 2018/19 contracting round; this will be 

the second year of our current two year contracts with our main 
providers. It is anticipated that we will be working to a 22nd December 
deadline for signature. The team is reviewing all contracts in readiness 
for the contracting round. 

  
17.2 The main focus of this year’s contracting round will be on implementing 

the STP and operational plan requirements, reinforcing delivery against 
the NHS Constitution standards and ensuring delivery within 
recognised financial constraints. 

  
18 Non-Emergency Patient Transport Eligibility Review 
  
18.1 GCCG is one of 11 CCGs across the South West undertaking an 

eligibility review to ensure equal entitlement to NHS-funded non-
emergency patient transport services (NEPTS).  National eligibility 
guidelines were set in 2007; however, local areas were allowed to 
interpret the criteria differently.  

  
18.2 The aim of the 11 CCGs is to make sure that NHS-funded non-

emergency patient transport is provided in a fair way for all those who 
need help getting to hospital appointments.  We want all patients to be 
considered equally against a common assessment process and this 
depends upon all patients being considered against a common 
eligibility assessment, which in turn may necessitate the removal of 
some existing ‘automatic entitlements’. 

  
18.3 To help reach this aim, the 11 CCGs are preparing a short 

patient/public questionnaire asking for people’s views to help inform the 
process.  The intention is to finalise and distribute this questionnaire in 
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October, share the results with each CCG for consideration in 
November; determine whether any changes to current eligibility 
arrangements are required; seek further engagement with appropriate 
patient representative groups and then implement any agreed changes 
for eligible patients living in the areas covered by the 11 CCGs. 

  
19 Planned Care Update 
  
19.1 The commissioning managers have worked with their specialty 

colleagues in primary and secondary care to generate new 
documented care pathways which have been published on GCare.  
Since May the total number of G-care page views per month has risen 
by 16% from around 15,500 to 18,000 hits per month.  New pathways 
published include:  Breastfeeding, Colic in Children, Cow’s Milk Allergy 
in children, Fertility, Bronchiectasis, Faltering growth in Children, Pre-
term infant and Personality disorder. 

  
19.2 Following the success of the Urology one-stop Multidisciplinary 

Assessment and Diagnosis (MAD) clinic expansion from April 17, the 
planned care team have worked with the Trust to replicate this one-
stop model in Dermatology who will be going live with their new “super 
clinics” in November.  This new model enables patients to be seen by a 
Dermatologist, receive a diagnosis and have minor surgery (if required) 
all on the same day.  In addition it significantly increases the efficiency 
of the clinic, seeing more patients within the same resources. 

  
19.3 The Community Urology Service contract with GP Care has been 

extended for an extra year until 30 September 2018 to continue to 
support the acute Trust recovery plans for RTT and Cancer. 

  
19.4 Extension of Criteria Based Access and Prior Approval monthly 

challenge process to out of county providers.  The challenge process 
has been well established with providers in Gloucestershire for a 
number of years but from April the challenge process has been 
extended to the main provider Trusts who are outside of 
Gloucestershire. 

  
20. Meetings Attended 
 

08 Aug Quedgeley Medical Centre Practice Visit 
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09 Aug Enabling Active Communities Commissioning Group 
Meeting 

09 Aug Forest of Dean Community Hospital Estate – Combined 
Stage 1/Stage 2 Assurance Meeting 

15 Aug Springbank Surgery Practice Visit 

16 Aug Gloucestershire STP Digital Deep Dive 

17 Aug STP CEO Meeting 

17 Aug Integrated Governance & Quality Committee 

24 Aug Extraordinary STP Delivery Board 

04 Sep Mental Health & Wellbeing Stakeholder Event 

06 Sep Joint Commissioning Partnership Executive (JCPE) 

07 Sep STP Delivery Board 

12 Sep Health & Care Scrutiny Committee (HCSC) 

14 Sep Locality Exec Chairs Meeting 

14 Sep New Models of Care Board (NMOC) 

18 Sep NHSI - National A&E meeting, London 

19 Sep Sport England Local Delivery Pilots, Gloucester 

20 Sep Faith & VCS Homeless (& Vulnerable) Forum 

21 Sep Joint Commissioning Partnership Board (JCPB) 

22 Sep  HSJ Commissioning Summit, Birmingham 

26 Sep Mini Senate Glos Stroke Rehab Review Panel 

28 Sep CCG Commissioning Event & AGM, Cheltenham 

04 Oct Joint Commissioning Partnership Board (JCPB) 
 

  
21. Recommendations 
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 This report is provided for information and the Governing Body is 
requested to note the contents. 
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achieving the majority of the local and national performance standards.  
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1.0 Scorecard: CCG Performance Overview 

Better Health 
Good 

Better Care 
Requires Improvement 

Leadership 
Good 

Sustainability 
Good 

CCG Improvement and 
Assessment Framework 
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2.1 Executive Summary – Leadership 

This domain assesses the quality of the CCG’s leadership, the quality of its plans, how the CCG 
works with its partners, and the governance arrangements that the CCG has in place to ensure it 
acts with probity, for example in managing conflicts of interest.  
 

2.1.1 Staff engagement : Robust culture and Leadership Sustainability (OD Plan) 
 

2.1.2 Probity and Corporate Governance:  Full governance compliance 

2.1.3 Effectiveness of working relationships in the local system: Effectiveness of working 
relationships in the local system  
 

2.1.4 
 

Quality of CCG leadership:  Review of the robust culture & leader sustainability and an 
oversight of quality assurance.  NHSE have rated the CCG as amber for this category in Q1 
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2.2 Executive Summary – Better Care 

This domain focuses on care redesign, performance of constitutional standards, 
and outcomes, including in important clinical areas. 
 

Overall  
Rating 

2.2.1 Planned Care 
 

2.2.2 Unscheduled Care 

2.2.23 Cancer   
 

2.2.4 Mental Health   
 

2.2.4 
 

Learning disability  - To be developed  
 

2.2.5 
 Maternity  - To be developed 
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2.3 Executive Summary - Sustainability 
This domain looks at how the CCG is remaining in financial balance, and is 
securing good value for patients and the public from the money it spends  
 

Rating 

2.3.1 Year to date surplus variance to plan (%) 

2.3.2 Forecast surplus to plan (%variance) 

2.3.3 Forecast running costs in comparison to running cost allocation (%) 

2.3.4 
 

Forecast savings delivery in comparison to plan (%) 

2.3.5 
 

Year to date BPPC performance in comparison to 95% target (%) 

2.3.6 
 

Cash drawdown in line with planned profile (%) 

2.3.7 Forecast capital spend in comparison to plan (%) 
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2.4 Executive Summary – Better Health (1 of 2) 

This section looks at how the CCG is contributing towards 
improving the health and wellbeing of its population, and 
bending the demand curve. 

Current CCG Performance 

Period National Glos 
CCG 

What 
is 

Good? 
2.4.1 Smoking:  Maternal smoking at delivery: The percentage of 

women who were smokers at the time of delivery, out of the number 
of maternities  

Q3 
16/17 

12% 5.4% Low is 
Good 

2.4.2 Child Obesity: Number of children in Year 6 (aged 10-11 years) 
classified as overweight or obese in the National Child 
Measurement Programme (NCMP) attending participating state 
maintained schools in England as a proportion of all children 
measured.  

12/13 
to 

14/15 

33.5% 32% Low is 
Good 

 

2.4.3 Diabetes:  Three (HbA1c, cholesterol and blood pressure) for 
adults and one (HbA1c) for children: The percentage of diabetes 
patients that have achieved all 3 of the NICE-recommended 
treatment targets 

2015/1
6 

36% 34.4% High is 
Good 

2.4.4 
 

Falls: Age-sex standardised rate of emergency hospital admissions 
for injuries due to falls in persons aged 65+ per 100,000 population  

Q3 
16/17 

1,985 1,744 Low is 
Good 

2.4.5 Personalisation and choice:  Indicators relating to utilisation of 
NHS e-referral service to enable choice at first routine elective 
referral. 

03/ 
2017 

50% 76.3% 
 

High is 
Good 

These indicators show the latest position and are updated quarterly 
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2.4 Executive Summary – Better Health (2 of 2) 

This section looks at how the CCG is contributing towards 
improving the health and wellbeing of its population, and 
bending the demand curve. 

Current CCG Performance 

Period National  Glos 
CCG 

What is 
Good? 

2.4.6 Personal health budgets Per 100k population Q4 
16/17 

27.4 31 High is 
Good 

2.4.7 Percentage of deaths which take place in hospital Q2 
16/17 

47.1% 41.4% Low is 
Good 

2.4.8 People with a long-term condition feeling supported to 
manage their condition(s). 

Q3 
16/17 

64.3% 67.8% High is 
Good 

2.4.9 Health inequalities: Inequality in avoidable emergency 
admissions  for chronic ambulatory care sensitive conditions 

Q3 
16/17 

910 901 Low is 
Good 

 
2.4.10 Health inequalities: Inequality in avoidable emergency 

admissions  for urgent care sensitive conditions 
Q3 

16/17 
1,860 1,815 Low is 

Good 
 

2.4.11 Appropriate prescribing:  Antibiotics and prescribing of broad 
spectrum antibiotics in primary care  
 

02/ 
2017 

9.7% 9.7% N/A 

2.4.12 Carers:  Quality of life of carers   03/ 
2016 

0.82 0.82 N/A 
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3.0 Leadership  

Indicator Component 
Measure 

Narrative 

Staff and 
member 
practice 
engagement 

OD Plan 
Staff Survey 
Turnover 
Vacancies 
Sickness 
PDP/Training 
 

• The Workforce report July showed stability in turnover rates, remaining 
under 11% at 10.26%.  Staff Headcount 320 

• Compliance rates for core training have increased since the beginning of 
the year to 69%  (week commencing 18/09). The Corporate Governance 
team has managed to resolve most of the issues relating to the validation 
of data from the Skills for Health system.  

• Staff in Post, Starters and Leavers: Since the last report staffing levels have 
increased from 253 to 264. This report confirms July has the highest 
reported staffing levels over the last 12 months. July has seen 6 new 
starters and 2 leavers. 

• Leavers by reason: Reasons for leaving over the last 12 months remains 
predominantly voluntary resignations, 26,  for varying reasons which 
include a majority leaving for promotion, and or better 
reward.                                                               

• Sickness Absence Rate:  The data indicates that long term absence is 
slightly up compared to the previous month, from 0.85% to 1.14% . 
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3.0 Leadership 

Indicator Component 
Measure 

Narrative 

Probity & 
Corporate 
Governance 

Conflict of Interest 
Compliance 
Constitution Update 

• The Standards of Business Conduct policy including updated 
NHSE guidance on conflicts of interests was approved by IGQC 
on 2 August 2017. The policy is published on the CCCG’s 
intranet and has been communicated to staff via Team Brief, 
covered in induction and presentations have been made to 
practice managers meetings. 

 
• A request was made to NHS England to formally change the 

CCG’s Constitution in April 2017, and as yet, no response has 
been received from NHSE. The Corporate Governance team is 
following this up with NHSE. 
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3.0 Leadership 
Indicator Component 

Measure 
Narrative 

Operational 
Plan Delivery 
(Cont’d) 

Delivery of key 
programme 
milestones as 
outlined in GCCG 
Operational Plan 
2017/18/2018/19 

Parity of Esteem – MH & LD 

• Ongoing development of Liaison Psychiatry included extending access to 
Liaison function to cover 10pm to 8am, with on-site GRH night Liaison staff 
recruited; also reduction in age criteria to 11+ taken forward with an action 
plan agreed with 2gNHSFT which includes interim provision via CYPS with a 
view to progressing to single Liaison team service. 

• Crisis Care Pathway model agreed and specification signed off; nursing 
recruitment difficulties have delayed full implementation of service. Revised 
action plan from 2g to address recruitment difficulties through development of 
internal Band 6 training and competency programme.  

• Alexandra Wellbeing House opened on 3rd April 2017. As of 30th April 7 
referrals have been received into the service with the majority coming from 
the Gloucester area.  

• The new pre-school pathway for autism is in place.  Work is underway to 
develop a primary school age autism pathway. 
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3.0 Leadership 
Indicator Component 

Measure 
Narrative 

Effectiveness 
of working 
relationships 
within the 
local system 

Action Plan • 360 degree Survey Reports were received in April (generally positive) 
 

• Reports forwarded to all Governing Body members and considered in detail by 
the Core Executive Team in May 

 

• Implications to be built into STP programme of work 
 

• The CCG remains an active contributors to HCOSC agenda planning, meetings 
and workshops 

 

• The CCG is developing constructive working relationship with new Healthwatch 
provider 

 

• The Practice Participation Network continues to develop, supported by the CCG. 
 

• The CCG remains committed to ensuring support for cross organisational 
working, including a particular focus on primary care changes and clinical 
programme approach and public engagement 
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3.0 Leadership 
Indicator Component 

Measure 
Narrative 

Quality of 
CCG 
leadership 

Robust 
Culture & 
Leader 
Sustainability 

• A new Organisational Development Strategy was approved by the Governing Body in 
May 

 

• The CCG is working with Consult OD (a part of the CSU) to develop the refreshed 
training programme for the CCG 

 

• Comprehensive development plan underway with member practices as part of 
primary care strategy 

 

• Appraisal and PDP process strengthened for staff 
 

• Quality improvement training available to staff (QSIR) 
 

• Regular development sessions with Governing Body 
 

• Annual commissioning event Sept with keynote speaker  
 

Quality of 
CCG 
leadership 
 

Oversight of 
Quality 
Assurance  

• Clinical Quality Review Groups in place for all providers including primary care and 
care homes, these report to the Integrated Governance Quality Committee 

 

• Quality remains a key priority ensuring that the focus on quality is maintained 
across the whole system, including primary care  

 

• New Sustainability & Transformation Partnership Clinical Reference Group has been 
established which will ensure a strong clinical voice in the STP redesign processes. 
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Cancer 
Dashboard 
(YEAR TO 

DATE) 
(CCG) 

2 Week 
Waits 

2 Week Waits 
Breast 

31 Day Waits 31 Day Waits 
Surgery  

86.9% 93.9% 

31 Day Waits 
Drugs  

31 Day Waits 
Radiotherapy 

62 Day GP 
Referral 

62 Day  
Screening 

62 Day  
Upgrade 

81.4% 95.2% 99.5% 99.5% 74.5% 90% 85.3% 

Unscheduled 
Care  

(CCG / 
SWASFT) 

4 Hour A&E 
AUG 17 

4 Hour A&E   
YEAR TO DATE 

Category 1 Ambulance 
AUG 17 

Category 1 Ambulance 
YEAR TO DATE 

88.2% 83.1% 59.8% 66.5% 

Planned Care 
(CCG)  

RTT Incomplete 
<18 weeks 

AUG 17 

RTT Incomplete 
<18 weeks  

YEAR TO DATE 

Diagnostics >6 weeks 
JULY 17 

Diagnostics >6 weeks 
YEAR TO DATE 

4.5% 4.9% 

4.0 Better Care:  

No Data 
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4.2 System Overview Unscheduled Care: Pre Hospital 

Out of Hours Attendances 

111 Call Volume 111 Disposition 

Ambulance – Cat 1 
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4.2 System Overview Unscheduled Care: In Hospital 

A&E 4 hr Performance GHFT AVG LOS 

GCS AVG LOS Delayed Transfers of Care 
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ED Performance for August has improved from 
the previous month’s position of 83.5%, to 
88.2% which is 4.% below the STF monthly 
trajectory (92.2%).  Year to date performance is 
83.1% which is 6.3% below the YTD STF 
trajectory. 

4.1 Unscheduled Care – 4 hour A&E  

Top Line Messages: 
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Key Actions: 
 
• GP in ED (Front and back door) – supporting attendance/ admittance avoidance. 
 

• Pathway compliance including enhanced utilisation of AEC/OPAL 
 

• Development of new pathways for patients direct to assessment units 
 

• Reviewing primary care and work that may impact on surge 
 

• Working with 111 on enhanced clinical validation to reduce 999/ED dispositions 
 

• Reviewing staffing model to provide enhanced mental health liaison service in ED 
 

• Reviewing staffing models and corresponding capacity within SWASFT to enhance 999 service 
offer 

 

• Working with our community provider to actively reduce current community hospital length of stay 
 

• Working with primary care to support  single point of clinical access for  admission avoidance 
including access to specialised advice line within the acute trust 

 

• Ongoing work within the acute trust to deliver SAFER principles of discharge 
 

• Development of discharge to home pathways with assessment and support to home based 
pathways 

 

• Development of discharge to assess beds with progression on home-based pathways 
 

• Working with the acute trust to support a  a plan for reduction in Length of Stay. 

4.1 Unscheduled Care – 4 hour A&E Key Actions (1 of 2) 
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The Gloucestershire A&E Delivery Board have agreed 5 key actions in order to gain a 10% 
performance improvement by Sept 17.   These include: 
 

 Improved ED workforce with rota review and speciality support 

 Front door/Streaming GP pilot 

 Comprehensive delivery of the SAFER care bundle (5 key standards) 

 Enhancement of Ambulatory Emergency Care Offer 

 Improving the frailty pathway 

 Front door and Community Pull model 

 

4.1 Unscheduled Care – 4 hour A&E Key Actions (2 of 2) 
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4.2 Unscheduled Care – Category 1 Ambulance  

Top Line Messages:  
 
• August 2017 Category 1 performance for SWAST is 

59.8%, with year to date at 66.5%.  Performance for 
Gloucestershire was 59% and year to date is 68.1%. 

 
Key Actions- 
 

• A SWAST staffing rota review is underway to match 
resources with the peaks in demand. 

• Increase in the number of Dual Crewed Ambulances 
to reduce delays in transporting patients.  

• Increase in the number of clinicians working within 
the Clinical hub.  The aim is to  increase the  “hear 
and treat” rate through the application of additional 
clinical expertise. 

• Work is underway between commissioners  and 
SWAST  to improve sharing of information and 
therefore improve the response to care homes. 

 
SWAST have been taking part in the Ambulance 
Response Programme (ARP ) pilot, over the last 18 
months.  It has now been agreed that the programme 
will roll out to all ambulance trust nationally this winter 
and SWAST are expected to start reporting against the 
new KPIs in December. 
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4.2 Unscheduled Care – Delayed Transfers of Care 

Top Line Messages:  
 

Current DTOC performance for August is 2.8 % 
 
Key Actions- 
 

• ESIP and SAFER navigation meetings being held to 
discuss medically fit list and the introduction of 
weekly senior partnership meetings. 

• Senior partnership sign off of DTOC to enable 
understanding of actions for acute and community  

• Navigation meetings will feed into senior 
partnership meetings to escalation any recurrent 
issues identified which are disrupting the pathway. 

•  A Top ten list of operational standards across the 
pathway is being developed for all partners – the 
standards will encompass how long should each 
step of the pathway should take.  These standards 
have been developed and are currently under 
discussion. 

• A proposal is being developed to look at the 
establishment of a winter pressures ward at a 
nursing home, the paper will focus  on the quality 
and governance aspects of the ward development. 
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4.2 System Overview Planned Care: 

Referral Trends Diagnostics 

Due to the implementation of the patient administration system, TrakCare, in early 
December 2016, GHFT routine reporting of RTT performance, outpatient/inpatient waiting 
lists and accurate activity data is not available. 
 
A recovery plan is being developed with GHFT to recover routine reporting, as and when 
available this data will be reflected within this report. 
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4.4 Planned Care – Diagnostics >6 weeks 
 
 

The specialities where we are seeing the majority of 
breaches are audiology, colonoscopy, cystoscopy, flexi 
signmoidoscopy, gastroscopy and urodynamics.; 
 
 
Audiology: 

• Recovery plans have been received by the CCG and a 
formal response has been provided.  

• Recruitment of additional audiologists has been 
undertaken staff members commence from July to 
September (6 candidates).   

 
Endoscopy: 
• Waiting list clinics have been initiated, & these have 

undertaken urgent 2ww appointments and surveillance 
patients. GHFT have begun subcontracting to alternative 
providers to support recovery. 

Top Line Messages: 
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4.5 System Overview Cancer: YTD July 2017 

2WW (GP Ref’d) 2WW (Breast) 

31 day  31 day subsequent treatm’t: Surgery 
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4.5 System Overview Cancer: YTD June 2017 

31 day subsequent treatm’t: Drugs 31 day subsequent treatm’t: Radiotherapy 
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4.5 System Overview Cancer: YTD June 2017 

62 day: Consultant Upgrade 

62 day: GP referral 62 day: Screening 
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4.6 Cancer – 2 week waits 
 
 

Performance against the 2-week cancer wait target 
declined from 85.8% in June to 80.2% in July.   There 
were 325 breaches in the following specialities:- 
 
• Breast (106 breaches) 
• Gynae (16 breaches) 
• Head & Neck (13 breaches) 
• Lower GI (73 breaches), Lung (6 breaches) 
• Sarcoma (1 breach) 
• Skin (49 breaches) 
• Testicular (1 breach) 
• Upper GI (33 breaches) 
• Urology (26 breaches). 

 
 
An action plan is in place to drive performance 
recovery. 

Top Line Messages: 
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4.7 Cancer – 62 days  
 
 
Performance against the 62-day wait target remained 
static at 72.1% in July which is below the agreed 
recovery trajectory target at 85.4%, with 39 breaches of 
which; 
 
• 13 were in Urology 
• 3 in Lower GI 
• 2 in Haematology 
• 2 in Gynaecology, 
• 7 in Head & Neck 
• 5 in Lung 
• 4 in Other 

 
104 Day Breaches 
There were  12 over 104 day CCG breaches reported at 
the end of July, all of which were at GHFT. The number 
of patients in this category is tracked weekly by the 
Trust, weekly updates are shared with the CCG. 
 
An action plan is in place to drive performance recovery. 
 

Top Line Messages: 
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4.7 Cancer – Key Actions – 2 Week Cancer 

 
Top Actions this Month 
• Resource identified to support the Central Booking Office 
• Review of demand profiles with GP practices 
• Review of efficient Out Patient Department slot utilisation by Central Booking Office 
 
 
Actions for coming months 
• External support provided via NHSE/NHSI additional investment to ensure the most effective use of existing 

colorectal capacity 
• Capacity and demand modelling at specialty level to be completed 
• Appointment of additional posts within Gynaecology and Haematology 
• Further communication to GPs regarding pressure on 2 week wait system 
• Implementation of advice and guidance for colorectal surgery 
• Examine the possibility creating an “urgent” referral pathway as an alternative to 2 week wait 
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4.7 Cancer – Key Actions – 62 day Cancer 

 
Top Actions this Month 
• Review of histology backlog and the impact on the diagnostic phase of the pathway 
• Weekly meetings between Multi Disciplinary Team coordinators and General Managers to monitor Patient 

Target Lists and expedite pathways 
• Policy development for 104 day breaches, breaches have a clinical harm review and a RCA  
• Implementation of Multi-Assessment and Diagnostic (MAD) clinics 

 
 
Actions for coming months 
• External support provided via NHSE/NHSI additional investment to provide additional MRI capacity to 

support the implementation of “MRI first” prostate pathway and additional CT capacity to support quicker 
diagnosis. 

• Review of clinical pathways for Lower GI, Upper GI, Lung, Urology and Head and Neck 
• Joint Colorectal and Gastro workshop to consider “direct to test” opportunities and streamlined pathways 

(Sept 17) 
• Implementation of one stop Dermatology service (Nov 17) 
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4.8 System Overview: Mental Health - IAPT 

Access Recovery 

Referral to Treatment - 6 wks Referral to Treatment - 18 wks 
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4.8 Mental Health - IAPT 
 
 
 

Top Line Messages: 
IAPT Access performance in July was 0.92% 
against a national monthly target of 1.25%.  
Cumulative year to date performance is 3.86% 
against a target of 5%  IAPT Recovery was on 
target at 50% for July. 
 
2G have created an improvement plan for access 
and recovery which has been shared with the 
CCG, which includes an internal productive 
review and the providing of an E-provision via an 
external company to improve access rates. 
 
There are known discrepancies between 
nationally reported recovery figures and local 
reported figures from 2G.  2G have an on-going 
programme of work that will help ensure better 
understand the variances in reporting of data. 2G 
staff are being briefed and trained on the issues 
to ensure that true clinical performance of the 
service can be reflected within the national 
dataset and a new care pathway has been 
introduced. 
 
2G have agreed with NHSE that they can adjust 
our reporting so that they are able to record 
some first assessment appointments as first 
treatment.  This will have a positive impact on 
the IAPT KPIs.  2G are expecting to report using 
the new methodology from September for 
August data 
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4.9 Performance – Quality Premium Overview 
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4.11 Performance – Patient Experience 
 
 

In May 2017 GHNHSFT again exceeded the national averages for the 
collection for both Inpatient and ED Friends and Family Tests, leading to a 
green rating this month for response rates, the % recommend results 
remain below the national average for both acute measures.  

Whilst neither GCSNHST nor 2gether NHSFT report response rates, 
performance remains strong and roughly in line with the national picture, 
with an above average % recommend score for 2GNHSFT.   

As reported to PCCC, the area of focus remains on improving the use of 
FFT in primary care and encouraging the patient participation groups to 
become involved in the use of this information to improve where 
necessary practice experience. 

FFT Top Line Messages: 
  

April 2017 April 2017 May 2017 May 2017 
  

Name   
Provider Nat Ave Provider Nat Ave 

GHNHSFT 
Inpatient 27.20% 25.90% 30.10% 26.30% 

89% 96% 92% 96% 
5% 1% 4% 1% 

   
GHNHSFT 
ED 19.50% 12.50% 17.90% 12.50% 

87% 87% 84% 87% 
7% 7% 7% 7% 

   
GCSNHST 95% 96% 95% 96% 

3% 1% 2% 1% 
   
2GNHSFT 91% 89% 91% 89% 

4% 4% 2% 4% 

Patient Reported Outcome Measures PROMS  
As part of NHS Digital’s publication strategy it is looking at ways to make PROMS data more 
interactive, accessible and user friendly. The CCG has responded to a user survey indicating a 
preference for a CCG slide-pack option, similar to that produced by Ipsos MORI to support the 
publication of the GP Patient Survey: https://gp-patient.co.uk/Slidepacks2017#G 
 
GHNHSFT is currently reviewing the mechanism for reporting of PROMS data to increase local 
reporting rates. The CCG has indicated a willingness to simplify and consolidate local reporting 
within provider and commissioner reports.  34 
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4.12 Performance – South Central Comparison (July 17) 
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5.0 Sustainability - Month 5 

TBC% 100% £190k 

BPPC 
Cash 

drawdown FOT capital 

Income and 
Expenditure 

 
In year 

 
 

Cumulative 

YTD 
surplus 

FOV 
surplus 

YTD Running 
costs 

FOV Running 
costs 

B/even B/even 

Savings 
Programme 

£13,837k £21,714k 

YTD 
Savings 

FOT 
Savings 

Other 
Metrics 

99.0% 42.8% 

BPPC 
Cash 

drawdown 
FOT 

Capital 

£2,338k 

(£7,187k) (£17,249k) Prior to NHSE change of 
surplus presentation  

B/even B/even 

% FOT 
Savings 

86.3% 

% YTD 
Savings 

91.5% 
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5.0 Sustainability – Executive Summary  

FOV surplus YTD Running costs FOV Running costs 

£2,874k u/s £17,243k u/s £172k u/s 

£9,510k £25,154k 

TBC% 100% £190k 

YTD QIPP FOT QIPP 

BPPC 
Cash 

drawdown FOT capital 

Combined STP 

TBC 

YT FOV surplus YTD Running costs OV Running costs 

£2,874k u/s 

Combined STP 

TBC 

FOT Capital 

£190k 

Position 
• Gloucestershire CCG is forecasting to achieve it’s planned in year position which will lead to a 

cumulative surplus of £17,249k at the end of 2017/18. 

• The CCG has assumed  that the 0.5% remaining System Risk reserve of £3,705k is fully committed 
and is not available.  NHSE have advised that this sum is unlikely to be available to spend in the 
current financial year. 

• Very little flexibility now remains with the CCG to offset any additional pressures as all recurrent and 
non-recurrent reserves have now been utilised to cover recognised pressures.  This will mean that 
any additional material crystallisation of risk will result in the CCG not achieving its planned surplus 
target for the year 

 

• As much of the in-year mitigation is non recurrent in nature, the consequence will be an additional 
pressure in 2018/19; new savings are being identified to bridge the funding gap. 

• Discussions are ongoing with Gloucestershire Hospitals Foundation Trust on the 2017/18 contractual 
position given the reporting difficulties that have resulted from the implementation of TrakCare. 
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5.1 Sustainability – Resource Limit 

£9,510k £25,154k 

YTD QIPP FOT QIPP 

BPPC 
Cash 

drawdown FOT capital FOT Capital 

The CCG’s allocation as at 31st August 2017 is £857.8m.  
The adjustments received in August were as below:- 

£000 Description 

60 Cancer 62 day wait support Gloucestershire  

90 Children & Young Persons  Personal Health  Programme 

(13) IR (Identification Rule) Changes (activity transfer to Spec Comm) 

2,777 GP Access Fund (second tranche as already planned) 

2,914 Total received in month 
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Acute NHS Contracts 
Key 
         Indicates a favourable movement in the month 
  
         Indicates an adverse movement in the month 

Trend Year end 
Forecast          

£’000  

Gloucestershire Hospitals NHS Trust (GHNHSFT) 
The position as at  31st August for Gloucestershire CCG remains as a forecast breakeven against the 
contract. 
The robustness of activity information provided by Trakcare continues to be an issue and the CCG is 
working with the Trust understand the ongoing issues and the plans to resolve them.   A block 
contract for 17/18 is in the final stages  of agreement which will ensure both stability and an 
equitable sharing of financial  risk for both parties.  A financial value for the block has been agreed 
and a risk share agreement on specific drugs  is in its final draft prior to signing.   
As  mentioned in last month’s report, operational information plus the information that is available 
from GHNHSFT continues to show that first outpatient activity is under planned levels ; this has the 
possibility to increase pressure  to achieve the RTT (Referral to Treatment) target.  Softer intelligence 
suggests that both theatre and outpatient utilisation is increasing.   

 
 0 

Great Western Hospitals NHS Trust (GWH) 
Based on 4 months of data, the forecast highlights a continuing over performance, although at a 
lower level than previous months.  The overspend continues to be in the following areas: 
• Elective in cardiology and trauma & orthopaedics (T&O) 
• Day case in T&O and gynaecology 
• Non elective in general medicine, general surgery and T&O  
The CCG has raised a number of challenges to this position and are meeting with GWH to discuss 
these. 

 
 550.0 

5.2 Sustainability – Acute Contracts (1 of 3) 

39 



Acute NHS Contracts Trend Year end 
Forecast          

£’000  

BMI Healthcare Ltd 
In the previous month this contract showed a significant increase in activity due to a greater range of 
specialties being undertaken within spinal & gastroenterology.  In conjunction with this urology activity 
continues to be above plan. 

 
 211.0 

Oxford University Hospital NHSFT 
There has been a substantial adverse movement in the forecast position based on data up to July.  
Underspends are occurring in most areas of the contract : 
• Elective  cardiology and T&O 
• Day case  general surgery, gynaecology & Hepatology 
• Non PbR critical care 
The Trust has issued a proposal regarding additional costs in relation to reducing  the RTT (Referral to 
Treatment) backlog for Gloucestershire patients, which has not been agreed as the information cannot 
be validated. 

 
 (300.0) 

University Hospital Bristol NHSFT 
Data has been received for July and, based on Trust estimates, the position continues to show an 
overspend.  This is  primarily due to IR changes (movement of activity to specialist commissioners) 
within the contract which are not being reflected by current activity trends.  Offsetting this position to 
a degree, there is a small underspend within elective activity, primarily paediatrics and cardiology 
specialties. 

 477.0 

North Bristol NHS Trust 
July activity data is showing an improvement in the position from last month although its robustness is 
under review.  Underspends are shown within the areas of: 
• Elective Inpatients in  plastic surgery 
• Non PbR critical care activity 

 
 (650.0) 

5.2 Sustainability – Acute Contracts (2 of 3) 
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Acute NHS Contracts Trend Year end 
Forecast          

£’000  
Winfield 
Activity is below plan on most areas of the contract, notably within the specialty of T&O  (213.0) 

Royal United Hospital  
This position worsens  this month with overspends in: 
• Elective general surgery 
• Non Elective general surgery and T&O 
• Non PbR maternity, occupational therapy and medical & surgical. 

 270.0 

University College London Hospital 
This is the first month that the CCG has received data for this contract.  The  June activity data 
highlights a sizeable overspend  within Electives and  Non Electives. 
There are some data issues and further clarification is being sought. 

 260.0 

Worcester Acute Hospital NHST  
This contract continues to experience  underspends within: 
• Non Elective emergency 
• Non PbR (Payment by Results) in critical care 

 (125.0) 

Non Contract Activity 
Activity has not seen the anticipated reduction due to mandated HRG4+ (Health Resource Group) 
and IR  (Identification Rule) changes as reflected in budgets and allocation deductions. 

 148.9 

5.2 Sustainability – Acute Contracts (3 of 3) 

41 



5.3 Sustainability – Prescribing  

YTD surplus FOV surplus YTD Running costs FOV Running costs Combined STP Primary Care Prescribing Trend Year end 
Forecast          

£’000  

The current forecast outturn position is breakeven although cost pressures are 
beginning to present.  
July prescribing data from the NHS Business Services Authority (NHS BSA) shows a 2% 
increase in comparison to that incurred in July 2016, whereas  data for April to July 
17/18 shows an overall reduction of £430k (-1.4%) in relation to the same period  in 
16/17.   
There have been 2% less prescribing days in 17/18. (100 in 17/18 to 102 in  16/17).  
 
June has seen a sharp increase in costs associated with No Cheaper Stock Obtainable  
(NCSO) drugs. Where a generic drug has been granted the NCSO concession due to 
supply chain issues, contractors are able to be paid based on the list price of the 
endorsed product rather than on the generic Drug Tariff price. This has caused a 
significant cost pressure for the CCG. This is likely to continue for  the remainder of Q2  
and is likely to offset performance against the delivery of the £5m savings target in this 
area. 

 
 0 
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5.3 Sustainability – Prescribing (Aug 16 to July 17) 

Whilst Category M costs in the last twelve months show a downward trend, July’s figures showed a 
dramatic increase due to Higher Costs due to NCSO Supply chain Shortages. This trend will 

continue in the short term until the supply chain issues are resolved.  
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5.3 Sustainability – Prescribing 

Drug Impact on July’s Growth 
figure  against July 16 

Forecast impact on August 
growth data 

Levetiracetam (Antiepileptic) 86 90 

Quetiapine (Psychoses) 80 82 

Sumatriptan Succinate 
(Analgesics) 

74 75 

Olanzapine (Psychoses) 72 75 

Gabapentin (Antiepileptic) 0 44 

Others 55 108 

Total Impact on Monthly Spend 367 474 

Financial Impact of No Cheaper Stock Option (NCSO) Drugs 
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5.4 Sustainability – Mental Health 

Mental Health Trend Year end 
Forecast          

£’000  
Mental Health Services  
 
There is an ongoing overspend within Acquired Brain Injury (ABI) with 7 patients now in the system. 
 
This area is characterised by low volumes of patients with each attracting a high cost and, therefore, 
fluctuations from the average are noticeable 
 
 

 
 194.0 
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5.5 Sustainability – Primary Care 

Primary Care Trend Year end 
Forecast          

£’000  
Delegated Co-Commissioning 
− The forecast is a breakeven position against a budget of £79.968m. 
− Claims for sickness and maternity cover continue to be high compared to 2016/17. This is 

partially due to a change in the regulations on what can be claimed. 
 

 0 

Other Primary Care  
− The Local Enhanced Services  budget is showing  an underspend predominantly within Anti 

Coagulation, Diabetes and Leg Ulcers services 
− The Primary Eye care contract is still reporting an underspend as activity is not reaching 

expected levels. 
− Some minor slippage in the implementation of cluster schemes for the early months of the 

financial year has been included within the Primary Care Transformation Fund 

 (638.2) 
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5.6 Sustainability – Continuing Health Care 

YTD surplus FOV surplus YTD Running costs FOV Running costs Combined STP 
CHC Trend Year end 

Forecast          
£’000  

Gloucestershire County Council have introduced a new reporting software (in March 2017) that will 
improve the granularity and accuracy of recharges and supporting information on both continuing 
healthcare and funded nursing care.  Reports have been received, which are substantially complete, 
however, some areas still remain under query following a detailed reconciliation with the CCG’s 
CareTrack system.  This has been prioritised and work is ongoing to resolve these issues with GCC 
and an update will be provided to the next meeting. 

Continuing Health Care 
− A small overspend  is forecast due  to staffing costs within the CHC team as additional resource 

has been implemented to assist with on going projects 
− Following guidance from NHS England work is continuing  to reconfigure coding of costs within 

the ledger in line with NHSE national guidance which should allow for improved automation of 
benchmarking reports across CCGs for continuing health care.   

 
 97.7 

Funded Nursing Care  
− Currently forecasting a breakeven position against budgets of £10.6m.  0 

Placements 
− Currently forecasting a breakeven position.   0 

Childrens Continuing Care 
− This budget continues to overspend due to increases in the amount of 1:1 nursing care required. 

 
 190.4 
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• 2017/18 savings plan is based on Year 1 of Sustainability and Transformation Plan 
(STP) solutions 
 

• STP solutions built on identification of potential opportunities from benchmarking 
analysis, which included national RightCare comparisons 
 

• Savings programme reviewed to identify changes and slippage at the end of June 
2017.  Additional savings identified and being identified to cover slippage in 
programmes and changes 

 

• All projects now aligned to live project register (as included on Verto project 
management software) 

 

• Projects allocated across ‘live’ Clinical Programme Groups (CPGs) 
 

• All projects have been reviewed by Executive Directors 
 

5.7 Sustainability – Savings Plan  
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• Gloucestershire uses the RightCare approach as part of everyday business (e.g. 
strategic pathway benchmarking) and to identify spend & outcome opportunities. 
 

• Clinical Programme Groups (CPGs) cover most of the areas identified by RightCare 
e.g. MSK, Respiratory, Cancer with Planned Care covering other areas e.g. GU. 
 

• RightCare have been providing a supporting role to CCGs but are now also 
adopting an assurance role. Three RightCare Delivery Plans have been submitted 
to the national team in September 2017 as follows: 
– Musculoskeletal and Trauma & Injuries. 
– Respiratory. 
– Eye Health. 

 
• RightCare have also requested ‘quick wins’ returns from CCGs & Gloucestershire 

have submitted the dermatoscopes project as an example which will improve both 
quality & spend outcomes. 

5.8 Sustainability - RightCare 
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5.9 Sustainability – Savings forecast delivery  

Theme

Planned Gross 
Savings 
2017/18

£'000

Forecast
£'000

Variance
£'000

Urgent Care 3,826 3,826 0
CPA & Planned Care 2,621 2,621 0
Shifting Settings of care & Diagnostics 1,018 1,018 0
Prescribing 5,000 4,000 (1,000)
Other Transformational 1,476 476 (1,000)
Transactional 3,000 3,000 0
Additional Schemes 8,213 6,773 (1,440)
Grand Total 25,154 21,714 (3,440)
Slippage / Contingent resources 3,440 3,440
Grand Total 25,154 25,154 0

NHS GLOUCESTERSHIRE CLINICAL COMMISSIONING GROUP
 Savings Programme 2017/18

50 



5.10 Sustainability – Risks & Mitigations  

• Impact on 17/18 GHFT position of Trakcare implementation 
which will have a further effect on RTT backlog impacting on 
further years 

• Delivery of other constitutional standards 
• Growth & demand pressures 
• True impact of transfers of activity from Specialised 

Commissioning 
• Volatility in prescribing (including NCSO) 
• Transforming Care transfers from Specialist Commissioning 
• Slippage in delivery of saving Solutions 

Risks 

• Slippage on developments – retain centrally 
• Identify new savings schemes 
• Urgent care reset plan 
• Apply minimal contingency 
• No controllable expenditure to be committed if no identified 

funding source 
• Developments - release subject to business case sign off.  

Mitigations 

51 



5.11 Sustainability – Cash drawdown  

At the end of August £359m had been drawn down (41.7%) of the maximum cash drawdown 
available of £839.3m. 
The cash balance at 31st August 2017 was £6.7m. 
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5.12 Sustainability – BPPC performance 
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If you require more information than the data provided in the Monthly 
Performance Report or Accompanying Scorecard please contact: 

Information & Performance Department - 
GLCCG.InformationTeam@nhs.net 
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Title Performance Report  
 

Executive Summary This performance framework report provides an 
overview of Gloucestershire CCG performance, 
including finance against organisational 
objectives and national performance measures 
for the period to the end of August 2017.  
 

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. 
 

Management of 
Conflicts of Interest 

None declared. 

Financial Impact This report gives detail on the financial position to 
the end of August.  The forecast is an in year 
breakeven position with a cumulative  surplus of 
£17.249m 
 

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 Governing Body is asked to: 
• Note the performance against local and 

national targets and the actions taken to 
remedy the current performance position. 

• Note the financial position as at month 5. 
• Note the risks identified in the Sustainability 

section.  
• Note progress on the savings schemes.  

Author & Designation Sarah Hammond, Head of Information and 
Performance 
Andrew Beard, Deputy CFO  
Ian Goodall, Associate Director of Strategic 
Planning 

Sponsoring Director 
(if not author) 

Cath Leech 
Chief Finance Officer 
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Report Title Director of Public Health Annual Report 2014-

16 
 

Executive Summary The Director of Public Health Annual Report is an 
independent view of the health of the 
Gloucestershire population.  This report features 
short films of people who have accessed public 
health commissioned services and the impact the 
service has had on their lives.  It also provides an 
overview of how the public health ring-fenced 
grant was been spent.  

Key Issues 
 

The report covers the years 2014-15 and 2015-
16, and includes some of the exciting things that 
have been completed during this time. 
Some of the priorities for the coming year are 
also outlined within the report.  

Risk Issues: 
Original Risk (CxL) 
Residual Risk (CxL) 

 
(4x2) 8 
(3x2) 6 

Management of 
Conflicts of Interest 

Not applicable to this report 

Financial Impact There is no financial impact as a result of this 
report.  

Legal Issues 
(including NHS 
Constitution)  

The CCG works in partnership with 
Gloucestershire County Council in the interest of 
patients, local communities and the wider 
population in line with the NHS Constitution.  

Impact on Health 
Inequalities 

These can be found within the report.  

Impact on Equality 
and Diversity 

None as a result of this report. 
 

Impact on 
Sustainable 
Development 

None as a result of this report.  
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Patient and Public 
Involvement 

The report has been made publically available 
through the Health and Care Overview and 
Scrutiny Committee held in June.  

Recommendation Paper provided for information only. 
 

Author Sarah Scott 
Designation Director of Public Health, GCC 
Sponsoring Director 
(if not author) 
 

Not applicable 
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from Sarah Scott, Director of Public Health for Gloucestershire 
County Council.

This is my first annual report and covers the years for 2014-15 
and 15-16. During this time we’ve had several changes in public 
health leadership and I was appointed as Director of Public 
Health in October 2015. 

I want to share with you some of the exciting things we have been doing in that 
time. As always we’ve included information on the population’s health and well-
being and we’ve included a link to our new website for the Joint Strategic Needs 
Assessment that contains a lot more detail on the health of our county.

I also want to give a public account of how we allocated the public health ring-
fenced grant. In 2014-15 that amounted to £21.8 million and in 2015-16 it was just 
under £25 million, when we took on the commissioning responsibility for health-
visiting services. 

Most of the money we receive in the public health ring-fenced grant is used to buy 
services for things like drug and alcohol treatment, sexual health treatment and 
protection and things like smoking cessation support, weight management, school 
nursing and now health visiting.

The bulk of this report features films of those people and organisations who have 
benefitted from the public health grant, helping to demonstrate the impact this 
investment has had. We’ll hear from someone who has lost a lot of weight through 
our slimming on referral service via his GP; from the recovery café in Gloucester 
and how they’re helping those recovering  from drug and alcohol addiction; and 
how children and young people have benefitted from an innovative approach to 
encourage physical play and activity. 

 1  Introduction

During the last few years we’ve worked with councillors to provide the active and 
healthy together schemes, where we allocated £2.6 million of public health grant 
across 2 years to each of the 53 members to spend in their divisions on activities 
that promoted physical activity and tackled health inequalities. 

In this time we’ve been developing a vision for public health in Gloucestershire. 
Essentially this has three elements:

• The first is around how we commission our services in line with the public health 
grant. I’ve already mentioned that we spend most of our public health grant on 
buying services for our communities. 

• We have a key role in influencing the public health agenda. Public health 
happens everywhere across the statutory sector; from district councils, our 
health partners, across our voluntary and community sector and in communities 
themselves. And one of our roles within the public health team is to try and 
influence how these other organisations can improve the county’s health by 
embedding public health outcomes in their everyday work. 

• And finally the third element of the vision is how we use our public health 
skills and our technical knowledge to best support our partners and our own 
organisation in delivering the public health agenda. For example, with health 
protection. We work very closely with Public Health England not only to respond 
to outbreaks of communicable disease but also to plan for their eventuality. 
Examples of this include the work we did in October 2014 to plan for potential 
cases of Ebola arriving in the UK and our ongoing planning around pandemic flu.  

The public health team also use their knowledge and skills to produce service 
evaluations, health needs assessments and reviews of evidence of best practice 
to help support colleagues. We work really closely with the Clinical Commissioning 
Group to support their commissioning of healthcare for Gloucestershire residents.

Hear Sarah reflect on how the last two years 
have gone as well as the functions and 
priorities of public health in Gloucestershire
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 2  Health and wellbeing in Goucestershire

Visit Gloucestershire’s Joint Strategic Needs Assessment (JSNA) for detailed 
information on health and other statistics. www.gloucestershire.gov.uk/inform

Life expectancy 
in the county is significantly higher 
than the national average; and has 
been steadily increasing over the 
last decade.1

83% of people in 
Gloucestershire describe 
themselves as being in good or 
very good health.2

Gloucestershire has an 

ageing 
population. 
By 2039, over 65s will make up 
29% of the county’s population.3  

Early deaths from cancer have 

fallen by 16% 
over the last decade, and are 
significantly below the national 
average.4

Premature deaths 
from cardiovascular diseases, like 
heart disease and stroke have 

fallen by 34% 
over the last decade.5

Around 1 in 7 
adults smoke in the county- 
significantly below the national 
average.6

Under 18 
conceptions have 

fallen by 
63% since 1998, 
and are among the 
lowest in the South West.8 

Men living the most 
deprived parts of the 
county can expect to live 

8 years less 
than men in the least 
deprived areas. The gap for 
women is 6 years.9  

BUT

Over 25,000 
people aged over 65 are living with a 
long term illness that limits their day 
to day activities a lot.10

31% 
of 10-11 year olds and 
23% of 4-5 year olds are 
overweight or obese.11 

Almost two 
in three 
adults are overweight or 
obese similar to the national 
average.12

Almost one 
in four 
adults are inactive.12

Over 4,000 people 
were supported to quit smoking 
in 2014/15 and 2015/16.

62% of adults 
meet physical activity guidelines.7

An estimated 

30,860 
households 
are living in fuel poverty 
– more than one in ten 
households.17 

1  PHOF 2012-14
2  Census 2011
3  LIS
4  PHOF 2003/05-2013/15
5  PHOF 2003/05-2013/15
6  PHOF 2015
7  PHOF 2015
8  PHOF 1998-2014
9  PHOF 2012-14
10  POPPI, 2015
11  PHOF 
12  PHOF 2015
13  PHOF 2014/15
14  PHOF ASC 15/16
15  PHOF 14/15
16  PHOF 2014/15
17  2014 data. UG-JSNA 2017

Over 
31,500 
people have been diagnosed 
with diabetes in the county.13

Less than half 
of people using adult social care services 
(48%) reported that they had as much 
social contact as they would like.14

Over 1,500 
people were admitted to hospital 
for intentional self-harm in 
2014/15; significantly higher 
than the national average.15

The rate of alcohol 
related hospital 
admissions is 
significantly higher 
than the national 
average.16 
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 3  How is the public health grant spent?

Healthy lifestyles - £3,521,000
Support we commissioned included
•	 A	weight	management	service	on	referral	through	GPs,	

provided by Slimming World 
•	 A	stop	smoking	service
•	 Community	health	trainers
•	 Breastfeeding	peer	support	
•	 Nicotine	replacement	therapy	accessed	via	prescription

Drugs and alcohol - £6,942,000
This budget was used to commission the drug and alcohol 
treatment service. The service included programmes to 
prevent, reduce harm, provide structured treatment and 
help with full recovery from drug and alcohol addiction.  
It also funded the prescription costs associated with  
the service.

In 2015-2016, the Public Health ring 
fenced grant was £24,934,000

What’s included?

Sexual health - £4,178,000
This budget paid for a range of contraception and sexual 
health services.  

These included
•	 a	specialist	sexual	health	service	delivered	in	clinics	

across the county that diagnose and treat sexually 
transmitted infections and provide free contraception

•	 a	new	service	focused	on	the	prevention	and	testing	of	
people at higher risk of contracting HIV 

•	 GPs	fitting	long	acting	reversible	contraception.	
•	 Community	pharmacies	providing	free	emergency	

hormonal contraception 
•	 A	free	condom	distribution	service	to	under	25’s

Public mental health - £507,000
This fund was spent on services focused on the prevention 
of mental illness and the promotion of mental health.  

This included 
•	 The	self-harm	helpline
•	 A	Mental	Health	First	Aid	training	programme
•	 The	applied	suicide	intervention	skills	training	programme
•	 The	MenTalk	programme	that	works	with	young	men	to	

improve their mental wellbeing

Domestic Abuse - £200,000
This budget contributed to the salary of the Countywide 
Domestic Abuse and Sexual Violence Strategic Coordinator 
based in the multiagency safeguarding hub. We also 
commissioned a pilot programme to work with perpetrators 
of domestic abuse.

Children 0-19 - £5,225,000
We commissioned the school nursing service and from 
October 2015 we assumed commissioning responsibility 
for health visiting services. This budget was also used to 
fund specific activities in children’s centres such as the 
Health Exercise and Nutrition for the Really Young (HENRY) 
programme and Gloucestershire Healthy Living and 
Learning (the local healthy schools programme).

NHS Health checks - £812,000
A cardiovascular disease (CVD) risk assessment for healthy 
adults aged 40-74. The service, offered to eligible people 
every five years assesses patients’ risk of CVD (eg heart 
attack and stroke) and takes steps to reduce the risk.

Public Health function - £3,549,000
This budget paid for the public health team, additional staff 
based in other teams e.g. public health intelligence and 
research staff, health protection contingency, data storage 
and licences and also contained the reserve fund. 

  Sexual health

  Healthy lifestyles

  Drugs and alcohol

  Children 0-19

  Public mental health

  NHS health checks

  Domestic abuse

  PH function - including 
staffing and intelligence
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Over 2014/15 & 15/16 the total 
weight lost in Gloucestershire 
was equivalent to:

The public health grant funds support from Slimming World for 
those who qualify.

We hear from former diabetes sufferer Terry who 
has turned his life around with their help.

 4  Case studies

How has the public health grant supported Gloucestershire people? 
Six case studies show the investment in action and the impact on 
local people.

The total 
weight loss is 

55,414 kg 
or 8,726 stones 
(4.9 Kilos per person)

Helping people lose weight and stay healthy - 
Slimming world

In this time, 

55% 
of people 

lost at 
least 5% 
of their starting weight

11,345 
people 
have benefitted from 
the weight loss 
service in the years 
14/15 and 15/16

23% 
of adults 
in Gloucestershire 
are obese

3 18 tonne 
fire engines

1

The public health active together grant supported Play Gloucestershire 
to deliver local play projects.

Play rangers take their skills and equipment out into the community, 
creating safe places for outdoor play and cooking. 

We met play rangers and children in Tuffley to find out 
how the whole community benefits.

Encouraging physical activity and healthy eating - 
Play Gloucestershire

Active Together grant scheme

•	 £2.2 million invested 
in community groups and sports 
organisations to increase physical 
activity and sports participation

•	 428 grants awarded

•	 76% are very confident 
that activities will continue with the 
support of local people/volunteers

75% of pupils 
have at least 4 hours of 
physical activity (including 
play) each week 

15 year olds 
in Gloucestershire are 
almost twice as likely to be 

inactive at 
weekends 
(65%) than during the week

There are 

inequalities 
in activity 
levels – 
boys (53%) tend to be 
more active than girls 
(42%)

Less than half of pupils (46%) 
reported doing 6 or more hours of physical activity 
a week

The Gloucestershire Pupil Survey 2016 found that

2
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The Gloucestershire Public Health team helped The Nelson Trust 
secure the funding needed to start up the project.

The Recovery Hub Café provides volunteering opportunities to help 
those recovering from addiction gain confidence and experience in 
the workplace as well as helping them make friends and widen their 
support network, increasing their chance of long term recovery.

Hub manager Ruth explains the benefits:

Drug and Alcohol addiction recovery support - 
The Recovery Hub café

Gloucestershire has a 

higher number of 
people over 65 
admitted to hospital for 
alcohol related conditions 
compared to the national 
average

In 2015-16 there was an increase in 
people entering structured alcohol 
treatment

That means more people 
are getting the help they 
need to beat addiction

10% 
of people with heroin 
problems in the county 

successfully 
complete their 
treatment, 
whilst the vast majority of those 
who remain in treatment show 
improvements in quality of 
living, this is better than national 
outcomes

In the years 2014/15 
and 2015/16 around 

2,500 
people 
sought help for alcohol and 
drug problems in the county

3
Applied Suicide Intervention Skills Training (ASIST) helps people to 
have a constructive conversation with someone who may be thinking 
about suicide. The public health grant funds this training in the 
county, particularly for professionals who regularly meet people who 
may be at risk of suicide.

Julia talks about her experience of the training and 
how she’s used it:

Delegates said that the course was

“Brilliant, practical, well-constructed 
course which has immediate benefit 
to people at risk of suicide.”

“Thoroughly enjoyed the course. 
My confidence has grown in helping 
someone at risk of suicide.   
Thank you”

Suicide prevention - 
ASIST Training

Over the past 5 years, 
we’ve seen a 

sustained
decrease 
in deaths by suicide in Gloucestershire

Training is delivered by Bristol MIND, a suicide 
intervention training company

98%
of them 
reported the course to be 
of practical use to them 
in their work life and 81% 
found it to be of use in their 
personal life too

In Gloucestershire we provided suicide 
prevention skills training to an average of 

135 delegates per year 
in 2014-16 from a range of settings including 
Housing Support, Schools and Car  Park staff  

4
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Fair Shares is a community project that uses two way volunteering, 
called time banking, to bring people closer together, to support 
and help one another. The charity received funding from the healthy 
together grant scheme. 

Their work helps to reduce isolation and make people and 
communities more resilient. 

Kevin tells us about how friendships and activities help 
people to be more healthy in Gloucester.

Tackling social isolation and 
promoting healthy living - 
Fair Shares

The healthy together grant was an innovative one-off grant 
programme with a total fund of £530,000. £10,000 was 
available for each county councillor to spend on identified 
projects to tackle health inequalities in their wards.

Things people say about Fair Shares:

“Our approach is about inclusion, 
socialisation and mutual support”

“We have tried to create welcoming 
environments with interesting projects that 
people come along to and take small steps 
to take part in.”

“People say the most important thing they 
get from the activities is that they make 
friends.”

“The more someone is involved, the more 
they get to meet other people and the more 
they want to be active in their community.”

“The act of helping others is a very 
powerful tool to improve someone’s 
confidence and self-esteem.”

What was the main benefit to 
people from healthy together 
projects? 

23%  better health

12%  reduced loneliness

7%  reviving old skills, 
strengths or interests and 
putting them to work in 
the community 

20% 
 discovering or developing 
new skills, strengths or 
interests

17%  feeling more positive

19%  getting out of the house 
and doing things outside 
more

2%  other

In a typical week, 

165 people 
take part across 
Gloucestershire, exchanging 

957 volunteer hours

5
Funded by the public health grant, ‘know yer 
balls’ is an initiative developed in partnership 
with Cheltenham Town Football Club (CTFC).

It is a gender sensitive approach to health work 
with young men through football and delivered 
through schools across the county.

Sexual health promotion - 
Know yer balls

Rich at CTFC 
explains how 
it works

During 2014/2015 and 2015/2016, 

over 16,000 
free condoms 
were provided to under 25 year olds 
as part of the C-Card free condom 
distribution scheme

During 2014-2016, the project 

reached around 420 
year 10/11 male students

of Year 12 and Further Education 
students know how to get hold of 
emergency contraception for themselves 
or a friend

63% 

The under 18 year old 
conception rate has 

fallen by 63% 
since 1998

90% of 
females 
aged 12 – 13 years have 
had the HPV vaccine, 
which is above the national 
average

The number of people with 
a late diagnosis of HIV 

fell from 
54% 
in 2009-2011 

to 36% 
in 2013-2015.  
This is lower than the  
rate for England and  
the South West

Sexual health in Gloucestershire

of Year 12 and Further 
Education students feel 
confident using a condom

69% 

6



Great progress has been made, but we know there are still health 
and wellbeing challenges in Gloucestershire. 

In the coming year, the priorities are to:

•	Maximise	the	potential	of	the	local	Sustainability	and	
Transformation Plan (STP) prevention theme, working with local 
NHS organisations.

•	Work	to	tackle	wider	determinants	of	health,	particularly	working	
with planning authorities to influence change.

•	Target	work	where	there	is	most	capacity	to	benefit	and	work	
with partners to develop new services that are affordable within 
the available budget.

•	Develop	the	role	of	district	council	member	champions	to	
support the public health agenda at a local level.

•	Work	with	Leeds	Beckett	University	to	develop	a	‘whole	
systems’ approach to tackling obesity in the county that will 
inform national guidance.

 5  Future priorities

Hear Sarah talk 
about priorities in 
Gloucestershire over 
the coming year

GCC_1817 5.17
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Agenda Item 11  
  

Governing Body 

Meeting Date 
 

Thursday 5 October 2017 

Report Title NHS England Emergency Preparedness, 
Response and Resilience (EPRR) Annual 
Assurance 2017 / 18 
 

Executive Summary The CCG has recently completed its assurance of the primary 
publically funded healthcare providers in the county, using the 
NHS England (NHSE) Core Standard process. This includes 
up to 52 core standards with specialist annexes for CBRNe 
and HazMat arrangements for Gloucestershire Hospitals NHS 
Foundation Trust (the acute trust). 

Good progress has been made by all of the commissioned 
services that are required to complete the EPRR Assurance 
process this year. There has been a marked improvement by 
all responders who after 4 years appear to have settled into 
the process with a willingness and enthusiasm to evidence 
what they have been doing in the EPRR and Business 
Continuity (BC) environments.  

It should be noted that time to complete this process was 
limited by the late publication of the assurance process this 
year. Despite these time constraints, no provider asked for an 
extension.  This has resulted in a more concentrated workload 
for the providers which should be taken into account by NHSE 
in the preparation for the 2018 / 19 processes. 

Confirm and challenge meetings were held during the first full 
week in September and it is evident that the same concerns 
are shared across the entire community and this is something 
that will inform the LHRP Business Management Group in 
their work plans for the 12 months going forward. 

Issues regarding IT resilience have already been identified 
and this has been highlighted by all but one responder. Work 
has already been started to address this issue which is 
identify as our highest risk at the present time. The CCG 
EPRR & BC Officer is representing the LHRP in this work 
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stream. 

The other significant and obvious finding from the process 
surrounds training, exercising and CPD record keeping. As 
standards 49, 50 & 51 are closely linked, the Business 
Management Group has been asked to bring their work-plan 
on training and exercising to the LHRP Executive. This has 
happened once already and the Executive group are 
expecting marked improvement for their next meeting. 

There continues to be challenges including implications of 
EPRR & BC on direct patient care, which requires clearer 
documentation. There have been a few incidents in 
Gloucestershire over the past year that can be used as 
evidence of this and whilst there is a clear commitment and 
dedication to the subject by all the agency EPRR leads, the 
lack of understanding and what help is available to front line 
staff creates challenges that need to be resolved before 
incident preparedness, resilience and response in a 
coordinated manner can begin. Additionally, with the 
appointment of a new Chief Operating Officer at GHNHSFT, it 
is anticipated that there will be more robust leadership of 
EPRR & BC in the Trust. 

There is clear commitment that Gloucestershire LHRP will 
make progress on core standards 49, 50 and 51 as early as 
January 2018. 

Key Issues 
 

IT Resilience 
Training, exercising and management of training records 
 

Risk Issues: 
Original Risk (CxL) 
Residual Risk (CxL) 

IT Resilience is considered to be the most significant risk 
across the county with almost total reliance being invested 
with Countywide IT Services (CITS). Work is in progress to 
resolve this with an acceptable Business Continuity and 
Resilience plan to be produced by December 2017. 
 
Training and Exercising – across the board of our 
commissioned healthcare providers there is an identified gap 
in the training, exercising and recording of EPRR and BC 
activity. This is a priority for the Local Health Resilience 
Partnership (LHRP) Business Management Group which will 
be tasked and supervised by the executive forum. 
 

Management of 
Conflicts of Interest 
 

Not applicable 
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Financial Impact Not applicable 
 

Legal Issues 
(including NHS 
Constitution)  

Not applicable 
 
 

Impact on Health 
Inequalities 

Not applicable 
 

Impact on Equality 
and Diversity 

None required  
 

Impact on 
Sustainable 
Development 

Not applicable 

Patient and Public 
Involvement 

Not applicable 
 

Recommendation Paper for information only  
 

Author Andy Ewens   
Designation CCG EPRR & BC officer 
Sponsoring Director 
(if not author) 

Dr Marion Andrews-Evans (Executive Nurse and Accountable 
EPRR officer) 
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Overview Commissioned Services-Summary EPRR Position 
Good progress has been made by all of the commissioned services that are required to complete the EPRR Assurance process this year. 
There has been a marked improvement by all responders who after 4 years appear to have settled into the process with a willingness and 
enthusiasm to evidence what they have been doing in the EPRR and BC environments.  
 
It should be noted that time to complete this process was limited by the late publication of the assurance process this year. Despite these 
time constraints, no provider asked for an extension.  This has resulted in a more concentrated workload for the providers which should be 
taken into account by NHS E in the preparation for the 2018 / 19 process. 
 
Confirm and challenge meetings were held during the first full week in September and it is evident that the same concerns are shared 
across the entire community and this is something that will inform the LHRP Business Management Group in their work plans for the 12 
months going forward. 
 
Issues regarding IT resilience have already been identified and this has been highlighted by all but one responder. Work has already 
started to address this issue which is identified as our highest risk at the present time. The CCG EPRR & BC Officer is representing the 
LHRP in this work stream. 
 
The other significant and obvious finding from the process surrounds training, exercising and CPD record keeping. As standards 49, 50 & 
51 are closely linked. The Business Management Group has been asked to bring their work-plan on training and exercising to the LHRP 
Executive. This has happened once already and the Executive group are expecting marked improvement for their next meeting. 
 
There continue to be challenges including the area where EPRR & BC has impact on direct patient care.  There have been a few incidents 
in Gloucestershire over the past year that can be used as evidence of this and whilst there is a clear commitment and dedication to the 
subject by all the agency EPRR leads, the lack of understanding and what help is available to front line staff creates challenges that need 
to be resolved before incident preparedness, resilience and response in a coordinated manner can begin. Additionally with the 
appointment of a new Chief Operating Officer (COO) at GHNHSFT, it is anticipated that there will be more robust leadership of EPRR & 
BC in the Trust. 
 
There is clear commitment that Gloucestershire LHRP will make progress on core standards 49, 50 and 51 as early as January 2018. 
 
Examples of Good Practice  Examples of Innovation 

• During a period of extended absence 
due to illness of the CCG EPRR & BC 
Officer, other LHRP EPRR experts, 
particularly Julia Doyle from GCSNHST 
provided support and back up to ensure 

• An excellent “work-plan on a page” has been prepared by 2gNHSFT that will be 
promoted as an excellent example for other agencies to adopt 

• The LHRP are working very closely with the LRF to ensure joined up countywide 
preparedness. This is strongly supported by all of the EPRR representatives to 
provide a positive image of the Health care community in the Multi agency 
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the resilience of the CCG 
• Having experienced significant 

difficulties in the early part of the year 
with responding to emergency phone 
calls, GHNHST have improved to a 
100% record in recent months to weekly 
test calls from SWASFT and less 
frequently from the CCG. 

• All LHRP members have BCI qualified 
staff 

• Two EPRR experts have now completed 
BTEC education standards to give 
credibility to the delivery of training and 
exercising. This now confirms 4 such 
qualified persons. 

• Peer review of documents and work 
plans across LHRF 

• The LHRF to give feedback on the 
national NHS Business Continuity 
Toolkit by the NSHE National lead 

 

environment 
• The work of all EPRR experts in the county, in a positive manner  greatly 

enhances the counties planning and preparedness. They are called the 
Musketeer’s and there really is a sense of “all for one and one for all” 

• Applying a programme management approach and suite of documentation to 
the work undertaken by the LHRP 

Findings Findings of ‘deep dive’- Governance Findings of CBRN Audit-Acute Trust/s  
We did not find the Deep Dive to have been 
very well thought out. 
DD2 – there was not and never has been a 
requirement to include EPRR in an 
organisation’s Annual report. The guidelines for 
the submission of an annual report was 
checked and the requirement in the self-
assessment regarding publication of the EPRR 
report it does not exist. As such you could say 
that all members of the LHRP are red. We have 
discounted this question. 
 
DD4 & 5 - Whilst all other providers met the 
standards, the CCG does not have a formal 

GHNHSFT were audited by SWASFT for their equipment capability and found to be in 
compliance. 
The EPRR lead for GHNHSFT is a member of regional working groups for CBRN 
training and works closely within the Multi-Agency sector. 
If there is a difficulty due to the churn of staff within the Acute Trust to ensure the 
required number of trained staff are available to meet the needs. 
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“group” that meets and deals with EPERR & BC 
matters – the AEO, her deputy and the EPRR & 
BC Officer have regular meetings to discuss 
issues although not formally as a group. 
 
Gaps Identified-all Core Standards Key LHRP Business Programme Recommendations 2017/18 
It is easily identified where the gaps are across 
Gloucestershire LHRP those being Core 
standards….. 
20 - Utilities, IT and Telecommunications 
Failure 
49 - Arrangements include a current training 
plan with a training needs analysis and ongoing 
training of staff required to deliver the response 
to emergencies and business continuity 
incidents 
50 - Arrangements include an ongoing 
exercising programme that includes an 
exercising needs analysis and informs future 
work. 
52 - Preparedness ensures all incident 
commanders (on-call directors and managers) 
maintain a continuous personal development 
portfolio demonstrating training and/or incident 
/exercise participation. 

These issues are all “work in progress” 
through the LHRP BMG. 
 
IT resilience is a known weakness across the 
LHRP. A group has been convened and are 
working together to ensure that there is much 
closer communication and involvement with 
the IT providers and the EPRR practitioners. 
This involves CIT’s, CSU, CCG Finance / 
Audit committee and the EPRR & BC Officer. 
 
A Training needs analysis has been 
developed along with a training plan that will 
close these gaps for all commissioned 
services. As an LHRP we find it foolhardy to 
provide training on a small basis and believe 
strongly that we should work together to 
resolve these issues. 
An example is the change within the CCG 
that has made the CPD record keeping 
Mandatory. This is being undertaken through 
an administration manager closely 
scrutinising their progress. 
 
 

Training and exercising collectively 
across the Health care system. The 
health system has been exposed to real 
incidents that have tested our resilience 
very well; it is critical that learning form 
these incidents is shared and 
developed countywide. 

Forward 
Planning 

Providers Subject To Confirm and Challenge 
Meeting (Appendices to include notes of 
confirm and challenge meetings held) 

CCG Plan for 17/18 
Monitoring improvement plans (for all providers) 
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Gloucestershire Hospitals NHS Foundation 
Trust 
Gloucestershire Care Services NHS Trust 
2gether NHS Foundation Trust 
Arriva Patient Transport Services 
 
 

The commonality of the Amber ratings across all partners – Resilience of the IT 
Infrastructure and Training / Exercising development of CPD’s etc. will be included in 
the LHRP BMG work programme which is attended by the CCG EPRR & BC Officer. 
 
Progress should be reported upwards to the LHRP executive at their regular meetings. 

 

Organisation 
Assured 

Services provided or organisational type (√ those which apply) Compliance 
achieved:  

 Acute 
services 

Ambulance 
services 

Specialist 
services  
 

Mental 
Health 
services 

Community 
services 

Other 
service 
provider  
(pls. 
specify) 

Clinical 
Commissioning 
Group 

NHS 
England 
South 
Central 

Full / 
Substantial 
/ Partial / 
Non 

Gloucestershire 
Hospitals NHS 
Foundation Trust 

√        Substantial 

Gloucestershire Care 
Services NHS Trust 

    √    Substantial 

2gether NHS 
Foundation Trust 

   √     Substantial 

Arriva Patient 
|Transport Services 

 √       Substantial 

NHS Gloucestershire 
Clinical 
Commissioning Group 

      √  Substantial 
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Agenda Item 12  
  

Governing Body  

 
Meeting Date Thursday 28 September 2017 

 
Report Title Gloucestershire Urgent and Emergency Care 

Resilience Plan 2017/18 
 

Executive Summary Gloucestershire’s Urgent and Emergency Care 
Resilience Plan 2017/18 has been developed in 
collaboration with key stakeholders across the 
county.  The key purpose of the plan is to ensure 
resilient health and social care services this 
winter. The plan also focuses on improving health 
and social care outcomes in Gloucestershire and 
to enhance patient experience.   
 
The plan has been developed by Gloucestershire 
CCG, Social Care, NHS Acute, Primary, 
Community and Mental Health Care Providers 
and Private Sector Providers.  The plan has been 
approved by the A&E Delivery Board and 
incorporates:  
 
• Gloucestershire’s 4 hour Improvement  
         Plan. 
• Gloucestershire’s Sustainability and  
         Transformation Plan (STP) Solutions. 
• Gloucestershire’s Escalation Plan. 
• Urgent and Emergency Care Delivery Plan  
         Priorities. 
• National priorities for acute hospitals 2017   
         Good practice guide: Focus on improving    
         patient flow. 
• Performance improvement initiatives. 
 
It also sets out the agreed priorities for additional 
resilience and Improved Better Care Fund (iBCF) 
resources. 
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Individual provider organisational winter plans 
have also been incorporated within this plan. 
Each of the key providers and service functions 
have submitted a return to GCCG outlining key 
areas of focus including demand and capacity 
plans, continuity plans, flu preparedness and 
adverse weather protocols. 

Key Issues 
 

• Underlying workforce issues – even with 
pre-planning and pro-active flu vaccination 
program in place. 

• Continued pressure on 4 hours system 
performance. 

• Ability to mobilise additional schemes in a 
timely manner for winter. 

• Potential impact on elective activity 
throughout winter months. 

• Ability to maintain effective patient flow 
across the system. 

Risk Issues: 
Original Risk (CxL) 
Residual Risk (CxL) 

• Limited access to suitably skilled workforce 
to meet needs of the urgent care system 
within Gloucestershire.  
 
Original Risk (4x4) 
Current Risk (3x4) 
Target Risk (1x4) 
 

• Risk that the system is unable to ensure that 
those people who are deemed to require 
acute hospital care and assessment receive 
this within environments that meet their 
needs and increase opportunities for 
avoidable admission.   
 
Original Risk (3x4) 
Current Risk (3x4) 
Target Risk (1x3) 
 

• Risk that the system will be unable to  
achieve a cohesive process for patients who 
need to access onward healthcare. 
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Original Risk (4x4) 
Current Risk (3x3) 
Target Risk (1x3) 

 
• Risk of failure to ensure people with urgent 

care needs to get the right advice in the right 
place, first time. 
 
Original Risk (3x4) 
Current Risk (3x4) 
Target Risk (1x4) 

Management of 
Conflicts of Interest 

No formal conflicts of interest have been 
identified.  

Financial Impact Resilience funding allocations of £5.5 million have 
been agreed and assigned to Gloucestershire 
system partners. 
Improved Better Care Fund (iBCF), in the 2017 
Spring Budget, funding was announced to Local 
Authorities to support the reduction of pressures 
on the NHS including supporting more people to 
be discharged from hospital when they are ready 
and ensuring that the local social care provider 
market is supported. Funding has been secured 
to support schemes this winter that will assist 
improved care early and effective discharge from 
hospital. 

Legal Issues 
(including NHS 
Constitution)  

The document clearly describes Gloucestershire 
A&E Delivery Board’s commitment to deliver high 
quality and performing services throughout the 
winter months. 

Impact on Health 
Inequalities 

The Winter Resilience Plan is for all citizens of 
Gloucestershire and has been prepared in 
partnership with Healthwatch and key providers. 

Impact on Equality 
and Diversity 

No 
 

Impact on 
Sustainable 
Development 

Not applicable 

Patient and Public 
Involvement 

Healthwatch are a member of the A&E Delivery 
Board who have been a key partner in the 
development of this paper. 

Recommendation The Governing Body are asked to review and 
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agree that the plan provides the necessary 
actions and assurance that the population of 
Gloucestershire will be provided with high quality 
care throughout the winter months 2017/18. 
 

Authors Maria Metherall – Senior Commissioning 
Manager, Urgent Care. 
Members of the A&E Delivery board led by the 
CCG. 

Designation N/A 
Sponsoring Director 
(if not author) 
 

Mark Walkingshaw - Deputy Accountable 
Officer/Director of Commissioning 
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Governing Body  

Thursday 28 September 2017 
 

Gloucestershire Urgent and Emergency Care Resilience Plan 
2017/18 Summary 

 
1 Introduction  

 
1.1 The Gloucestershire health and social care community is 

committed to providing high quality and responsive services 
during winter 2017/18. Significant work is underway to ensure 
resilience is embedded across the system and provide 
assurance that services can respond effectively to anticipated 
winter pressures. 
 
Ensuring that services have undertaken detailed demand and 
capacity modelling for individual services is regarded as critical, 
alongside robust bed modelling which has been based upon an 
accurate assessment of demand. 
 
New “offers” have been identified which provide enhanced 
services alongside assurance to the Gloucestershire system that 
we are “winter fit” and ready to meet the challenges that are 
known and anticipated throughout the winter period. 
 
It has been acknowledged by all health and social care providers 
that working together and ensuring where possible that services 
are integrated and seamless for patient care delivery is critical to 
our success. This will provide assurance to the staff and the 
population of Gloucestershire that “The system becomes more 
than just the sum of its parts”.  

  
2 Recommendation(s) 

 
2.1 The Governing Body are asked to review and agree that the plan 

provides the necessary actions and assurance that the 
population of Gloucestershire will be provided with high quality 
care throughout the winter months 2017/18. 
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3 

 
Appendices 
 

 Appendix 1 – Gloucestershire Urgent and Emergency 
Care Resilience Plan 2017/18 
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1. Executive Summary 

1.1. Developing the resilience plan 
Gloucestershire’s Urgent and Emergency Care Resilience Plan 2017/18 has been 
developed in collaboration with key stakeholders across the county.  The key 
purpose of the plan is to ensure resilient health and social care services.  
 
This plan has been developed by Gloucestershire CCG, Social Care, NHS Acute, 
Primary, Community and Mental Health Care Providers and Private Sector Providers, 
all of whom have contributed to improved performance and resilience.  The plan 
incorporates:  
 

• Gloucestershire’s 4 hour Improvement Plan. 
• Gloucestershire’s Sustainability and Transformation Plan (STP) Solutions. 
• Gloucestershire’s Escalation Plan. 
• Urgent and Emergency Care Delivery Plan Priorities. 
• National priorities for acute hospitals 2017. Good practice guide: Focus on 

improving patient flow. 
• Performance improvement initiatives. 

 
Individual provider organisational winter plans have been incorporated within this 
plan. Each of the key providers and service functions have submitted a return to 
GCCG outlining key areas of focus including demand and capacity plans, continuity 
plans, flu preparedness and adverse weather protocols - see section 8. 

1.2. Learning from 2016/17 
To support and inform the approach for 2017/18, a series of actions have been 
identified as a result of the learning from previous winter periods, this includes 
learning from a workshop held in January which reviewed the system over the 
holiday period and established future learning for the system, and lessons from the 
Nuffield Trust winter report.  
 
The Gloucestershire system has a shared view that the 2016/17 plan had both 
strengths and weaknesses. Collectively there is a commitment not to simply 
reproduce the 2016/17 plan, but instead draw on the previous strongest elements 
and introduce new and innovative approaches. 
 
The key learning points for Gloucestershire are summarised below and have been 
incorporated within this plan: 
 

• Review of actions taken during periods of escalation and improved processes 
to provide assurance that actions enacted are having a positive impact upon 
the system. 

• The need to ensure appropriate support is provided by the system during 
individual organisations escalation. 

• The need for a relentless focus upon patient flow including minimising delays 
in discharge for medically stable patients in acute and community settings. 
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• A need to increase the level at which the whole system holds each other to 
account using constructive challenge. 

• Rigorously reviewing agreed actions to ensure implementation.  
• Improved demand and capacity modelling including all key health and social 

care providers, ensuring “beds” are not the predominant measure of capacity. 
• The importance of producing clear and concise public information to help 

ensure successful communication. 
• The collaborative ‘Breaking the cycle’ events had a positive impact and 

enhanced the cross-organisational working and led to mutual problem solving. 
• A system wide review is planned prior to winter to review how the system 

functions during high escalation days and during low escalation days and 
identified learning from this will be actioned. 

1.3. Whole System Planning & Workshop Events 
An initial winter planning and escalation workshop took place in early August and 
involved operational level representatives from across the system. The workshop 
reviewed the escalation plan and discussed OPEL actions and the system response, 
quarterly reviews of this will continue going forward. 
 
The winter planning and events timetable for GCCG and system partners is shown 
below: 
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2. Key Impacts for winter  
 
This plan will clearly describe the significant amount of work that is underway in 
preparing for winter 2017/18.  It is acknowledged that many schemes and drivers for 
system preparedness will be described within the document but there is a need to 
highlight the key aspects that will make a difference this winter.  The table below 
defines those schemes across health, care and wider public sector partners that the 
system believes will have the greatest impact this winter and will ensure that we are 
able to offer a high quality, robust and resilient system.   
 
These schemes have been factored into our capacity and demand modelling (see 
section 9) due to the assumed positive impact they will have on our bed based 
capacity needs.  
 

Key Investment Scheme Lead 
Organisation 

Delivery 
Timescale 

Proposed Impact 

Development of a Surgical 
Assessment Unit at 
Gloucestershire Royal Hospital 
(GRH) (see section 11.7.2) 

GHNHSFT 23rd October 
2017 Length of Stay (LoS) 

Creation of a winter pressure 
ward for patients that are 
medically fit for discharge (see 
section 6) 

GHNHSFT 
18th 
September 
2017 

LoS 

Introduction of Virtual Ward 
model across Gloucester and 
Cheltenham localities (see 
section 6) 

GCS 

To be 
confirmed – 
estimated 
November 
2017 

Emergency Admissions 
(EAdm) 

Additional D2A nursing home 
beds to support winter demand 
(see section 15.5) 

GCC In place LoS 

Primary Care Streaming within 
ED 

GCCG & 
GHNHSFT In place ED Attendance (EDAtt) and 

breach reduction 

To mobilise the increase in 
domiciliary care market capacity 
across Gloucestershire. 

GCC 

To be 
confirmed – 
estimated 
October 2017 

LoS 

Increasing Trusted Assessor, 
Care Navigator and additional 
social worker capacity. 

GCC 

To be 
confirmed – 
estimated 
October 2017 

LoS 

Gloucestershire Fire Service 
Falls Pick Up service. GCC 

To be 
confirmed – 
estimated 
October 2017 

EDAtt and EAdm 

Full implementation of the 
Mental Health Acute Response 
Service. 

2gNHSFT December 
2017 EAdm 
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The introduction of a community 
based pull model identifying 
patients both from within the ED 
as well as inpatient wards that 
could be actively managed 
within the community. 

GCS  

To be 
confirmed – 
estimated 
November 
2017. 

LoS and EAdm 

Key Initiatives Lead 
Organisation 

Delivery 
Timescale 

Impact 

GP admissions direct to Acute 
Medical Unit (AMU) at GRH GHNHSFT End October 

2017 EDAtt 

Service adjustment with Trauma 
& Orthopaedics focussed at 
GRH and elective at CGH 

GHNHSFT 

To be 
confirmed – 
estimated 
October 2017 

Bed re-alignment 

Implementation of 
recommendations of rota review 
within ED, eg. Nursing/medical. 

GHNHSFT In progress ED Breaches 

Extension of opening hours of 
AEC at GRH. GHNHSFT October 2017 ED Breaches and EAdm 

Roll out of the revised approach 
to red/green and SAFER 
initiative within the acute trust. 

GHNHSFT & 
system partners In progress LoS 

Roll out of ARP and rota review 
within the ambulance service. SWASFT In progress EDAtt 

Additional winter pressures 
initiative to review current care 
home visiting arrangements 
within primary care. 

Primary Care In progress EAdm 

Relaunch of the Emergency 
Zone Professional Standards 
within the acute trust. 

GHNHSFT & 
system partners In progress LoS 

Weekly cross organisational 
MDT meeting. 

GHNHSFT & 
system partners In progress LoS 

3. Governance: How the resilience plan will be monitored and 
implemented 

 
Governance systems for leading, monitoring and delivering the required system 
transformation have been reviewed as part of this process. The revised governance 
approach is illustrated in figure 1 below. 
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Figure 1. Governance system for resilience in Gloucestershire 
 

 
 
 

The purpose of the various groups is to promote quality in terms of patient 
experience and safety as well as overseeing delivery and performance.    

3.1. Gloucestershire A&E Delivery Board 
Purpose 
 
The purpose of the Gloucestershire A&E Delivery Board (A&EDB) is to:  

• Lead A&E recovery with a focus on system wide ownership 
• Hold all parts of the system to account for delivery. 
• Monitor delivery of and ensure consistent performance against agreed 

performance standards. 
• Enable our system to make appropriate arrangements for delivering high 

quality resilient services.  
• Develop information systems and processes that allow the A&EDB to monitor 

system delivery and make evidence-based decisions. 
 
Role and Remit 
 
The A&EDB is the forum where all partners across the Gloucestershire health and 
social care community come together to plan for and monitor system resilience. The 
Group plans for the capacity required to ensure resilient services and hold each other 
to account for delivery.  
 
Responsibilities 
 
The A&EDB rigorously and continually reviews the drivers of system pressures, so 
that solutions to these pressures are developed within a system wide approach. 
Whilst decisions on some aspects of funding need to be made by the relevant 
statutory body or through shared governance arrangements, the A&EDB has a key 
role in building consensus across members and stakeholders. 
 
Members of the A&EDB seek to hold each other to account for delivery, with member 
organisations sharing intelligence and pooling resources where possible, to improve 
system delivery against agreed key performance indicators. These arrangements do 
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not supersede accountabilities between organisations and with their respective 
regulators.  To maximise the opportunity for constructive challenge over winter 
2017/18, the A&EDB has introduced two Task & Finish Groups (as detailed in 3.1.1) 
as a forum for operational leads to understand and challenge the detail of current 
performance against schemes identified on the A&EDB 4 hour Improvement Plan.   
For further information around the Improvement Plan, see section 4.   

3.1.1. Gloucestershire Onward Care Task & Finish Group and Admission 
and Attendance Avoidance Task & Finish Group  

 
Purpose 
 
The two Task & Finish Groups support the delivery of the A&E 4 hour Improvement 
Plan, providing assurance to the A&EDB. The groups co-ordinate the actions being 
taken and maintain an overview of performance improvement and provide ongoing 
vigilance and oversight of delivery.  
 
Objectives and Responsibilities 

 
• Assure the A&EDB that the High Impact Actions are being driven in 

accordance with the A&E 4 hour Improvement Plan. 
• Ensure that milestones are achieved and deliver required overall outcomes. 
• Provide solution focussed challenge and support where delivery of actions is 

compromised. 
• Ensure that organisational actions are presented and reported upon, providing 

the Task & Finish Group with the required assurance or escalation where 
necessary. 

• Review actions and make proposals where actions no longer evidence impact 
or deliverability is questioned. 

• Monitor risks associated with the delivery of schemes and work to ensure the 
system take proactive actions to mitigate. 

• Propose new actions and make recommendations to the A&EDB on 
additional/replacement schemes. 

• Keep abreast of best practice processes and exemplar models of care and 
review potential for Gloucestershire. 

• Ensure the delivery of relevant Urgent Care STP solutions. 

3.2. Gloucestershire Urgent and Emergency Care Strategy Group  
Purpose 
 
The Urgent and Emergency Care Strategy Group is comprised of Directors/CEOs 
(Managerial and Clinical representation) from all health and social care providers.   It 
provides strategic oversight for the delivery of robust and high quality Urgent and 
Emergency Care services within Gloucestershire and develops plans for those that 
have been defined nationally via the Urgent and Emergency Care review 
“Transforming urgent and emergency care services in England”.  
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This Group also has oversight for delivery of the 5 year strategy and One Place 
business case within Gloucestershire.   

3.3. Operational Pressures Escalation Level (OPEL) and response 
 
In Gloucestershire, daily whole system pressure and the system’s response to it, is 
measured by data input by system partners as well as GCCG against key measures 
in the OPEL Escalation kitbag within a system wide capacity, demand and escalation 
dashboard.  These measures have been sensitively weighted to respond to individual 
organisational pressures and collectively form the daily OPEL Escalation Report.  It 
is this report generated by the dashboard at 10:00am daily which declares and 
notifies all system partners of the daily OPEL escalation level.   
 
The Gloucestershire system recognises that ahead of winter a consistent approach 
to internal escalation is required.  This is something that GCCG is leading with the 
aim of providing a clear base from which the escalation process described below can 
be used to instigate appropriate system response.  
 
Each organisation responds to the declared OPEL level by carrying out their 
escalation actions contained within the Gloucestershire Escalation Plan (see 
Appendix 2).    
 
In addition, if OPEL level 3 (red) or above is declared, a whole system 
teleconference call is held between key health and social care organisations, chaired 
by GCCG. The focus of the call is to review and address the key pressure points 
highlighted by the OPEL Escalation Report and to review the previous day’s 
performance based on data uploaded into the dashboard kitbags.  It gives an 
opportunity for system partners to work collaboratively to support one another and to 
de-escalate the system as quickly as possible.  

3.4. Bank Holiday Planning and Provider Assurance 
In advance of bank holidays and any extended holidays identified as ‘high risk’ to the 
urgent care system, eg. Christmas/New Year and Easter, a prior planning process is 
implemented with all system partners and GCCG Primary Care team.   
 
Individual organisational assurance returns are completed by each organisation 
using the assurance templates embedded in Appendix 1:  the reduced template is 
used for the shorter bank holidays, eg. Early and end May; the full template for 
longer periods, eg. Christmas/New Year and Easter.  The organisational returns are 
red, amber or green (RAG) rated against a range of prescriptive criteria specific to 
each organisation. Where the criteria does not reach a green RAG, the provider is 
asked to give narrative outlining the level of risk and the mitigating actions to be 
enacted.   
 
GCCG is responsible for “overlaying” all of the submitted information in order to 
ascertain an overall picture for the bank holiday periods and take a system response 
to any identified “risk points”.  
   



 

Page 13 of 85 
 

For the extended bank holiday periods, the assurance template feeds into the return 
submitted by GCCG to NHS England. Assurance is determined through the 
organisational returns which include both the bank holiday position and the days 
shortly thereafter. This offers support to the system to ensure anticipated ‘spikes’ in 
activity are managed effectively.  

4. Summary of A&E Delivery Board 4 hour Improvement Plan 
 
The Gloucestershire Urgent and Emergency Care System have developed an 
Improvement Plan in response to a need to secure performance, including a 
reduction in emergency admissions and delivery of the 4 hour Emergency 
Department Standard. The Plan is based upon six High Impact Action areas of focus 
involving GCCG and system partners.   The six areas are made up of a cross-section 
of projects and strategic schemes with varying timescales to aid improvement, 
ensure the system meets the 4 hour performance target trajectory (as agreed by the 
A&EBD), and subsequently return the system to reaching 95%.    
 
In July 2017, in preparation for winter, A&EDB agreed a focussed effort to raise ED 4 
hour performance by 10% by September 2017.  As demonstrated in the graph below, 
whilst the implementation is still ongoing, there has been a notable improvement in 
performance: 
 

 
 
Key interventions and transformation programmes are only partially implemented so 
full impact is not expected until mid-October 2017. 
 
The 4 hour Improvement Plan is not limited to the actions that are being taken across 
system partners but consolidates the significant actions and efforts that are being 
taken to ensure that the people of Gloucestershire are provided with high performing 
services.   The six areas can be seen on the ‘Plan on a Page’ in Appendix 3. 
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Monitoring and delivery of the 4 hour Improvement Plan is overseen by two Task & 
Finish Groups which report directly to A&EDB:   the Attendance and Admission 
Avoidance T&F Group and the Onward Care T&F Group (see section 3). 

5. Agreed resilience focus for 2017/18 
 
Resilience funding allocations of £5.5 million have been agreed and assigned to 
Gloucestershire system partners. The funding has been assigned to a number of 
services and schemes which have been proven to support delivery of services and 
manage peak demands across the winter. The four priority areas that have been 
identified in previous years have continued through into 2017/18. These are: 
 

1. Staffing and Rotas 
2. Acute capacity and patient flow 
3. Weekend Discharges 
4. System enablers and attendance avoidance 

5.1. Staffing and rotas 
Additional investment continues to be provided to ED which supports the ongoing 
recruitment of additional Consultants and Emergency Nurse Practitioners. To further 
enhance the financial investment GHNHSFT are working closely with ECIST to 
ensure that clinical staffing rotas match demand across 24/7 as well as reviewing 
scope and autonomy within current roles. Work is also underway and scheduled to 
be in operation by winter 2017/18 to ensure that Specialist assessment for patients 
within the ED is available in a timely manner and that all referrals are responded to 
within 30 minutes of request. 

5.2. Acute capacity and patient flow 
Bed modelling has been undertaken which shows that, without a significant reduction 
in length of stay and improved flow (leading to a reduction in bed occupancy), a bed 
deficit will continue at GHNHSFT (see section 9).  Work has also been undertaken to 
model the capacity required at times of peak demand and winter pressures to ensure 
an effective capacity solution is in place. Funding has been allocated to support 
patient flow but also acknowledges additional actions that need to be taken in 
support of the funding to improve effective discharge from hospital.  
 
The schemes that have been funded and will be explained further in this plan are: 
 

• Discharge to Assess. 
• Admission Avoidance Team within the ED. 
• Onward Care Team, supporting effective hospital discharge. 
• Hospital to Home (H2H) service. 
• Complex Case Liaison Nurse. 

5.3. Weekend Discharges  
It was identified that there is a need to focus on increasing discharges from hospital 
beds at the weekend and therefore improve performance during the weekend and 
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into the beginning of the following week. Key initiatives implemented to address this 
include funding allocated to schemes to support weekend discharges within the 
Acute Trust including extending opening hours in the Discharge Waiting Area (DWA). 

5.4. System enablers and attendance avoidance 
A range of services have been developed in order to provide enhanced service 
support, acknowledging the offer that can be secured from wider system partners. 
Ensuring that patients only utilise services across Urgent and Emergency Care when 
absolutely necessary is essential and the opportunities afforded by pharmacies 
across Gloucestershire has been realised. The ongoing funding of the following 
services has been secured for 2017/18: 
 

• Pharmacy Minor Ailments scheme. 
• Pharmacy Urgent repeat medicines. 

 
Additional to the above a number of schemes have been funded to appropriately 
redirect patient away from the Emergency Department. These include: 
 

• Investment to support Primary Care streaming in ED. 
• Additional infrastructure to support the ongoing development of the Directory 

of Service (DoS). 
• Maternity triage in the ambulance service clinical hub. 

6. Improved Better Care Fund (iBCF) 
 
Ensuring there is enough capacity to meet the pressure of winter is regarded as a 
key priority across the Gloucestershire system.  Our ability to effectively free up beds 
and maintain effective patient flow is critical.  In the 2017 Spring Budget, funding was 
announced to Local Authorities to support the reduction of pressures on the NHS 
including supporting more people to be discharged from hospital when they are 
ready and ensuring that the local social care provider market is supported.  In 
response to this funding, Gloucestershire have identified a number of schemes to 
address this requirement.  These are shown below: 
 

Initiative 1 – increasing Domiciliary Care, Reablement and Market Management 

Objectives / Expected Outcomes 

 
• Reduction in LoS in acute setting and Community Hospitals. Reduction in Delayed Transfers of 

Care (DTOC).  
• Reduction in number of days to source packages of care.   
• Better outcomes for people through enabling quicker access to care including CHC Fast Track 

and End of Life.  This work links to year 1 of Proud to Care. 
 

Identified schemes 
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• A number of initiatives will be delivered to include increasing market capacity, resilience and 

responsiveness from domiciliary care and reablement providers.  
• Changing the purchasing model including arrangements for CHC Fast Track and End of Life 

Care will be imperative to ensure robust and effective resilience throughout the winter period.  
• It is acknowledged that there is a need to support providers within enhanced training on how to 

support patients with more complex needs.   
• Work is already in progress to ensure that processes are clearly defined and utilisation of 

resources maximised to reduce duplication and streamline pathways.   
• Woven through this work will be enhancing quality of provision through improved working with 

the voluntary sector and monitoring processes. 
 

Initiative 2 – to support the reduction of Delayed Transfers of Care and improve hospital flow 

Objectives / Expected Outcomes 

 
• Reduction in LoS in acute settings and Community Hospitals.  
• Reduction in DTOCs.  
• Reduction in number of days to source packages of care.  
• Reduction in readmissions. 

 
Identified schemes 

 
Reducing DTOCs and supporting discharge through a multi-disciplinary approach as required under 
the High Impact Change Model. This project contains a number of initiatives to include: 
 

• Trusted Assessors (for more information, see section 15.4). 
• Clinical advice provided by GDOC to support Rapid Response clinicians with shared decision 

making.  
• Enhancing the Psychiatric Liaison service. 
• Extending role of Care Navigators (for more information, see section 15.3). 
• Additional Social Worker capacity. 
• Improved management of frail and vulnerable individuals (see section 12.8). 
• H2H service. 
• Enhanced brokerage. 

 
Additional investment has been highlighted to increase community based capacity within a local care 
home (Chapel House) that will support patients who are deemed medically fit for discharge. 
 
Further investment has also been highlighted in order to establish a Surgical Assessment Unit (SAU) at 
Gloucestershire Royal Hospital to allow direct access and avoid unnecessary ED attendances. 

 
Initiative 3 – to develop a Virtual Ward model and Frailty pathway across the Gloucestershire 
system 

Objectives / Expected Outcomes 
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• Reduced acute admissions.  
• Reduced care home placements.  
• Reduced acute LoS.  
• Reduced DTOCs. (This is not expected to have a full impact in winter 2017/18 due to 

implementation timescales). 
 

Identified schemes 

 
• Implementation of a Virtual Ward model in Cheltenham and Gloucester localities and Frailty 

pathway across the whole system to support individuals in the community with the most 
complex medical and social needs to reduce the likelihood of admission to the acute trust. 

• The Virtual Ward model will interface with the Primary Care clusters to ensure a 
multidisciplinary team approach is delivered. 

• The Virtual Ward model will improve patient outcomes and experience by operating a risk 
stratification approach to proactively identify people at risk of hospital admission.  

• All GP practices across Gloucestershire are using the Electronic Frailty Index to risk stratify 
their patients and deliver a range of interventions to improve the patient pathway.   

• A development session has been held with system partners to scope the model to ensure that 
the proposed Virtual Ward model aligns with both existing acute and community facing services 
in the county and any new models being proposed such as extension of the OPAL service.   

• A project team will be responsible for overseeing the development of the model and a clear 
plan will focus on implementation to support winter 2017/18. 

• A countywide CPG for Frailty will commence at the end of September 2017 and will ensure that 
a consistent approach is adopted to manage individuals living with frailty.   

• The Virtual Ward will be clinician led and will include a dedicated core team based around 
Primary Care clusters.  

• As part of the Frailty scheme the OPAL service will be enhanced including extending the 
opening hours and increasing the consultant led support. 
 

Initiative 4 – carers strategy 

Objectives / Expected Outcomes 

 
• Improve offer to carers to support them in caring for their loved one and impact on system 

pressures such as reducing acute admissions and DTOCs. 
 
Identified schemes 

 
Improving quality of life for carers is a local Better Care Fund metric.  At present within 
Gloucestershire, we are undertaking a review of all our commissioned services for carers and the 
processes and/or barriers in place.  This investment to carers is viewed as essential given the key role 
informal carers have and the impact that has on other parts of the system. 
 

7. Urgent and Emergency Care STP Solutions 
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As a health and care community we have worked together since 2016/17 and 
throughout 2017/18, driven by Gloucestershire Strategic Forum and Resources 
Steering Group to model the financial gap GCCG has identified (£226m) and develop 
solutions that can reduce it. These solutions have been identified across the key 
priority areas (Clinical Programme Approach, One Place One Budget One System, 
Reducing Clinical Variation and Enabling Active Communities) utilising Right Care 
packs and GCCG benchmarking to identify opportunities across pathways and in 
comparison to other comparable CCGs. This solutions analysis has formed the basis 
for discussions with priority boards and clinical programme groups to help align 
opportunities and support deliverability. Fundamentally the solutions development 
has ensured STP alignment to key provider contract agreements to embed delivery 
across the system. 
 
It should be noted that all of the Urgent and Emergency Care STP Solutions will 
provide a positive benefit to patient experience and help support key requirements to 
reduce acute hospital admissions. 

7.1. Ambulatory Emergency Care (AEC)  
For further information, please refer to section 12.6.  

7.2. Older Person Advice & Liaison (OPAL)   
For further information, please refer to section 12.8. 

7.3. Hot Advice   
Currently within Gloucestershire advice can be accessed by local GPs from 
consultants within the acute trust setting.  This service is brokered through the Single 
Point of Clinical Access (SPCA) and provides excellent opportunities for GPs to 
explore within clinical acute experts potential opportunities to avoid acute hospital 
admission.  Work across Gloucestershire is underway to enhance the current offer to 
GPs and other healthcare professionals in order that no clinical decision is made in 
isolation. 

7.4. Primary Care Emergency Department Streaming  
Last winter it was recognised that there were a number of patients presenting to ED 
who would be better supported in a primary care setting.  This is also reflected in 
NHSE guidance “Primary care streaming:  Roll out to September 2017”. 
 
In response to last year’s learning, a pilot service at GRH commenced in July 2017 
for General Practitioner Primary Care Streaming. This service is available between 
10am-10pm 7 days a week in ED and consists of a streaming nurse and a GP. They 
primarily stream walk-in patients however patients from other referral sources can 
also be streamed where appropriate. The service provides expert care for patients 
presenting to ED with Primary Care presentations or minor illnesses and, where 
appropriate and criteria led, minor injuries. The pilot will continue over the winter 
period.  
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The Primary Care Streaming model is evidencing positive impacts within ED 
ensuring that appropriate activity is diverted into the service without requiring the 
intervention of ED staff. 
 
Within Cheltenham General Hospital, there is an opportunity to stream from triage 
into services such as the co-located out of hours service and in-hours Primary Care. 

7.5. NHS111 Clinical Advice  
Within NHS111, clinicians are available to provide clinical advice to patients who 
would benefit from this level of intervention.  Within NHS111, there is an operative 
clinical validation line which allows for “green” 999 and ED dispositions to receive 
timely clinical intervention in order to ensure that the proposed pathway results in the 
most effective outcome. It is intended that this intervention line will continue 
throughout the winter to reduce inappropriate attendance into the acute trust and 
help reduce inappropriate demand on the emergency services. 

7.6. Maternity Triage 
The Maternity Advice line provides women with access to evidenced based advice 
for non-routine issues staffed by a dedicated team of midwives based in the 
SWASFT hub in Almonsbury. The midwives in the Hub can refer women to Triage, 
Day Assessment or Delivery Suite via the telephone or on line booking system. Low 
risk women can be referred to GPs or to community midwifery drop in sessions and 
birth units as appropriate. 
 
The service impacts on the urgent care system by: 

• Standing down up to 10 ambulances a month. 
• Support and guidance for crews on scene to ensure the most appropriate 

treatment / pathway, including non-conveyances into hospital. 
• More appropriate utilisation/response i.e. the right resource at the right 

priority. 
• Increased knowledge and skills of ambulance staff in the clinical hub. 
• Positive evaluation by women using the service. 

7.7. Pull Model  
GCS have received additional investment to operate an enhanced discharge nursing 
model (the “Pull” model) at both Gloucester and Cheltenham acute hospitals. The 
Gloucester pilot will focus on sourcing patients from ED, ACU, Frailty Unit and 
General Old Age Medicine Ward at GRH with case finding undertaken by the 
Integrated Admission Team. It will manage up to 15 patients on the caseload at any 
one time. Recruitment and induction is underway.   The Cheltenham pilot will source 
General Older Age Medicine (GOAM) patients from wards within the hospital and 
also support CGH staff to understand community capabilities, helping to fill the gap in 
staff awareness. This model started in mid-August. 
 
This model will support medically fit patients who are known to GCS to return to their 
normal place of residence as soon as reasonably possible.  
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7.8. Discharge to Assess (D2A) 

7.8.1. Discharge to Assess (D2A) – Pathway 1   
Gloucestershire D2A Pathway 1 home based care consists of both the H2H 
service and reablement whereby once the plan is for someone to return home 
they are supported for 48-72 hours during which time an initial assessment in 
their home is carried out and appropriate pathways, support and signposting are 
determined to meet their needs.  People can access this support (if needed) for 
up to 6 weeks during which time self-funders are supported to arrange any 
ongoing care and social services will carry out assessment and support planning 
for longer term needs. 

7.8.2. Discharge to Assess (D2A) – Pathway 2 
For further information, please refer to section 15.5. 

7.9. Care Navigators  
Additional Care Navigators are currently being recruited, from the iBCF funding in 
order to provide extended support and signposting within the acute trust and 
community hospitals.  For further information on their function, see section 15.3.  The 
role of the Care Navigators will ensure self-funders are able to return home more 
quickly releasing bed capacity into the system.  

7.10. Onward Care Team (OCT) 
The OCT are composed of a multidisciplinary team based within the acute trust who 
are responsible for supporting and enabling effective and timely discharges of 
patients from hospital, who may have more complex needs.  It is acknowledged that 
in order for this service to deliver against the key challenges during winter 2017/18; 
the OCT workforce is fully resilient and robust.  Ongoing recruitment is currently 
underway with the intention that the service will be fully complemented by December 
2017.   
 
Re-invigoration of the OCT Hubs across both sites will also occur from October 2017 
in preparation for the winter period.   
 
Strong leadership within the Capacity & Patient Flow Team will also ensure that the 
renewed escalation process and actions are adhered to consistently with delivery of 
objectives during the winter period.  

7.11. Cardiology 

7.11.1. Chest Pain 
The reduction in urgent admissions for low risk chest pain relies on effective use of 
catheter lab capacity and access for elective angiograms, maintaining effective 
waiting times for the diagnosis of coronary artery disease (currently maintained at 6 
weeks). There is also a reliance on achieving and maintaining effective waiting times 
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for Rapid Access Chest Pain Clinic (RACPC) (currently maintained at 2 weeks). This 
work will also support better management of the inpatient flow and length of stay for 
chest pain admissions across both sites. The RACPC nurse will be seeing patients in 
ED and risk assessing for safe discharge.  The impact will be a reduction in 
inappropriate admissions and a reduction in LoS for those patients who do need to 
be admitted.    
 
A highly sensitive troponin testing pilot took place in October 2016 with positive 
results. The ACS nurses are in post and the full roll out for the highly sensitive 
Troponin testing with AEC is due to start in September 2017, the delay has been 
waiting for the quality control assay to be available. 

7.11.2. Syncope 
The principles of phase 1 of a syncope project have been agreed, this will  reduce 
non elective  admissions for syncope through providing arrhythmia nurse support at 
the front door of ED and creating a fast track speciality  clinic for syncope to include 
monitoring using an external and implantable monitor. This will also support the 
improvement of catheter lab capacity and by exploring implanting Implantable Loop 
Recorder outside side of the lab (within treatment room facility). 

7.11.3. Stroke/AF  
The 'Don't Wait to Anticoagulate' project focused upon supporting patients to manage 
Atrial Fibrillation (AF) and is related to the stroke prevention program, 51 out of 81 
practices across the county are involved with project, which has improved AF 
detection and optimal anticoagulation therapy through the introduction of NOAC (as 
per NICE guidance) and the impact on the incidence of stroke is being quantified.  It 
is anticipated that this work will lead to a reduction in the severity of stroke in this 
patient group, reduced LoS and improved hospital flow.  

7.12. Respiratory CPG 
The Respiratory CPG identified 3 areas of priority that impact upon urgent care 
(COPD, Bronchiectasis and Asthma) via benchmarking and local activity information. 
The CPG prioritised the following projects and workstreams: 

7.12.1. COPD Integration 
This project sees the integration of specialist respiratory secondary care and 
community care services in order to reduce duplication and reduce non-elective 
admissions. 
 
The COPD Integration project is not set to be fully implemented till April 2018 
however providers are beginning to explore aligned working from October 2017. This 
will result in improved communication within cross provider specialist care and begin 
to reduce duplication of appointments between the hospital’s RADS team and the 
Gloucester Respiratory Team. 
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7.12.2. COPD Prevention 
This project is reviewing all of the primary and secondary prevention interventions 
and initiatives to improve referral to smoking cessation and improve take up and 
completion of Pulmonary Rehab. The project will also look to improve the quality of 
annual reviews and trial an innovative use of Patient Activation Measures within the 
review to create and embed self-management plans. 
 
The impact of last year’s Winter Review Scheme is currently being evaluated.  If 
there has been a positive impact on patient experience and need for acute 
intervention, it will be repeated for winter 2017/18.  

7.12.3. Bronchiectasis 
This project will ensure equity of access and treatment throughout the county. The 
project will also reduce planned admissions for IV therapy by delivering more 
planned IV therapy courses in the community. 
 
Opportunity has been identified that these patients who would be admitted for 
planned IV therapy could have care delivered elsewhere in an alternative care setting 
and this is being explored through a system wide approach. 

7.13. Falls Prevention 
The falls strategy is developed and is in operation across the county.  It is focusing 
on the development and delivery of our integrated falls prevention model.  Falls 
prevention is included as part of the Primary Care Offer for 2017-18. This links to 
work around frailty and early identification of those at risk of a fall.  The aim is to 
reduce medications that can possibly cause falls or impact on bone health and 
encourage and improve access to falls prevention interventions. This will also 
explore the role of Primary Care in reducing the number of fractured neck of femurs 
occurring as a result of a fall.   The Falls Service team of five staff continue to 
promote falls prevention and support geriatricians with clinics for more complex 
cases. Linked to this work is a project in the acute trust to improve outcomes for 
patients with a fractured neck of femur. Early data suggests considerable 
improvements have been made which is anticipated to reduce winter admissions 
following a fall.  
 
The falls project is also working with the fire service and SWASFT to ensure that 
non-injurious falls are attended to quickly by a fire-service led falls “pick up” service.    
It is planned that this service will be in place for winter and will help release capacity 
within the ambulance service but also provide a more holistic approach to falls 
management.  In addition the safe and well checks carried out as a winter only 
service by the fire service staff are now available throughout the year. 

8. Service wide winter plans (including organisational escalation 
plans) 
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In Gloucestershire, intensive activity profiling and demand modelling is being 
completed to inform critical decision making and planning assumptions, which will be 
coupled with softer intelligence from providers and from the wider Health & Care 
System.  All providers have been requested to provide GCCG with organisational 
winter and escalation plans that have been formally ratified by their Boards. The 
content of provider plans will be utilised to inform the “Gloucestershire Urgent and 
Emergency Care Resilience Plan”.  This is scheduled but unfortunately is not in time 
for the revised NHSE submission deadline of this plan. 

9. Demand and Capacity Modelling 

9.1. Capacity and demand planning 
The intent of this plan is to provide safe, high quality and effective services to 
patients and members of the public accessing services during winter 2017/18.  
 
Ensuring the correct services are in place and the public understand what services 
they should attend remains crucial, and therefore a collaborative understanding and 
joined up approach to planning is imperative. 
 
During winter the Urgent and Emergency Care system experiences seasonal surges 
in demand for services, this in turn can impact on the rest of the health & care 
community with pressure felt across all services.  System flow was a consideration 
within the 2016/17 plan and a ‘lesson learnt’ from this analysis was that organisations 
may need time to recover following a surge which may impact on the delivery of 
services across a number of days.  This ‘testing’ will be incorporated into the demand 
and capacity planning approach for 2017/18. 
 
The approach taken by GCCG to demand and capacity planning is to allow individual 
organisations to undertake comprehensive and detailed modelling of key services 
and critical points within their services with a key focus at a more granular level over 
known surge periods (post-Christmas, early 2018).  From this GCCG will then map 
the flow across the health and social care community to ensure that the required 
capacity is available throughout the pathway. 
 
This work will also provide further insight for individual organisations to ensure they 
are aware of the impact on their services from surges identified earlier in the 
pathway. 
 
In order to mitigate the potentially negative impact of increased demand, the health 
community have completed an in-depth review of demand and have developed plans 
to meet that demand with the appropriate capacity 
 
Detailed demand and capacity modelling is being developed and the impact of flow 
across the organisation is being worked through. 
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9.2. Bed Modelling 
Robust bed modelling has been undertaken in conjunction with GCCG, GCS and 
GHNHSFT. On completion, both the assumptions and modelling will be reviewed and 
approved by A&EDB.   
 
The approach to bed modelling is similar to the approach the system has taken in 
previous years which is to review the overall bed capacity ensuring that any ‘ring 
fenced’ beds (e.g. paediatrics, critical care, maternity) are modelled 
separately.  Demand has been tested based on a 3-year analysis of trend data as 
well as a correlation to existing flow to ensure historic trends are in line with current 
trends.   
 
The main demand drivers of the bed model are occupancy, demand and length of 
stay; all of these assumptions are agreed at an individual organisational level.  
 
One of the key stages of the modelling is to ensure that an ‘as is’ model is available 
to show the impact on the bed base if winter surges were to continue with no 
changes to the system (i.e. before the impact of the resilience schemes or STP 
solutions impact).  Secondly, any known changes to pathways will be factored 
through to ensure the impact is fully understood with the final stage the incorporation 
of scheme impact. 
 
Current schemes have been modelled to absorb a potential bed pressure of 46 beds 
across the winter period.  Based on the scenarios received by both the 
Gloucestershire acute and community providers, this will ensure pressures can be 
mitigated.  Further modelling is being undertaken and will be incorporated during the 
next phase of the model. 
 
Gloucestershire Hospitals NHS Foundation Trust 

 
• Bed occupancy within the acute trust would be based upon 95% for 

emergency admissions and 90% for elective. 
• An acute hospital bed stock of 799. 
• Length of stay based upon 2015/16 average. 
• Impact from potential norovirus outbreaks based upon 2015/16. 
• The main months of pressure will be following the Christmas period in 

December 2017 into March 2018. 
• The modelling has assumed that the level of DTOC will be stabilised at 

2.8%. 
• Currently the level of flu and norovirus is as per levels seen in previous 

years, further advice has been sought from NHSE on the potential 
increase in flu. 

 
Based on the above assumptions GHNHSFT have reported bed pressures of 
approximately 76 across the winter period.   
 

Gloucestershire Care Services (GCS) 
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• Bed occupancy within GCS 95.0%. 
• Bed base 196 beds. 
• Demand 0%. 
• Average length of stay 24.1. 

 
A second scenario has been reviewed by GCS which shows the above solutions but 
with the average length of stay of 26.1.   
 
Based on the assumptions above, GCS are expecting to see a bed pressure of 
approximately 12 beds across parts of the winter.  Mitigating actions include reducing 
the existing average length of stay from approximately 26.1-26.7 to 24.1 days. 
 

Mitigating Actions: 
 
The following shows a summary of the main initiatives which will mitigate the current 
bed pressure identified within this plan;  12 beds at GCS and 76 beds at GHNHSFT. 
 

  Summary of Main Initiatives: 

1 Additional acute bed capacity – provided by the reconfiguration of wards at 
GRH (complete) 

2 Surgical Assessment Unit (SAU) – GRH (Oct 17) 

3 Integrated Frailty Model – with enhanced OPAL 08:00-20:00 GRH (Oct 17) 

4 Additional Bed Capacity – in the community for Medically Fit For Discharge 
(MFFD) (Oct 17) 

5 T&O configuration – transfer of majority of elective surgery to CGH and trauma 
to GRH.  2nd phase will also release current space for additional trolley area for 
AEC, HOT clinics and 4 additional side rooms. 

6 GP admissions direct to assessment unit – GRH (Oct 17) 

7 AEC extended hours – GRH (Oct 17) 

8 GP streaming at the front door of ED – Enhanced cover (Oct 17) 

9 Ring fenced beds – 1 x Urology  & 1 x Vascular for direct admissions from ED 
(GRH) 

10 T&O trauma to GRH & electives CGH 
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11 CGH bed changes 

12 Extended therapies/pharmacy opening hours 

13 Additional beds: 

  4 to 6 beds (Rapid Response - Chapel House ‘flex’) 

  4 Windsor Street  

14 Pull Model (GCS) 

15 Troponin  T  

16 GCS Average Community Hospital  Length of Stay Reduction 

 
The initiatives create a bed benefit to the system of 91 beds. 
 

10. Gloucestershire Escalation Plan 
 
The GCCG Escalation Plan sets out the procedures across Gloucestershire to 
manage day to day variations in demand across the health and social care system as 
well as the procedures for managing significant surges in demand. The purpose is to 
ensure that all partners across Gloucestershire use a consistent and effective 
mechanism to access additional short term capacity in the right part of the system 
when demand peaks.  This plan is currently consistent with the NHS England 
Operational Pressures Escalation Levels Framework (OPEL) version 1.0.   The latest 
version of the Escalation Plan incorporating the OPEL levels is embedded in 
Appendix 2.   This plan was produced in conjunction with national guidance and 
system partners. It is regularly reviewed with testing and workshops with all system 
partners throughout the winter period.    

11. Urgent & Emergency Care Delivery – 7 Priorities 
 
The “Next Steps on the NHS Five Year Forward View” (5YFV) was published on the 
31st March 2017. The plan explained how the 5YFV goals would be implemented 
over the next two years.  
 
In April 2017 NHS England published  “The Urgent and Emergency Care Delivery 
Plan” which articulated the 7 Urgent and Emergency Care Priorities which are 
intended to deliver transformation across the Urgent and Emergency Care system.  
 
Work has taken place across Gloucestershire to embed the 7 pillars “offer”, 
acknowledging areas of priority based upon local need and reflecting the need to 
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standardise where appropriate and not implement multiple different forms of the 
same intervention. 
 
The below tables define the National “offer” and plans and provides evidence on 
progress across Gloucestershire, alongside areas for further development. 
 
 

11.1. NHS 111 Online 

The offer 

 
Development of online triage services to better enable and support patients offering an 
increasingly personalised experience to patients with tailored advice and call backs from 
healthcare professional with services closely connected to NHS 111 calls. 
 

The plan Gloucestershire system 
current position  

What’s new for winter 
2017/18 and the year ahead 

Pilot of the NHS 111 Online 
service in 4 areas from 
February 2017 with 
evaluation by July 2017. 
Roll out to 5 or 6 111 areas 
per month by December 
2017. 
Introduction of intelligent 
personalised triage by 
March 2019. 

Gloucestershire are presently 
awaiting the roll out plans for 
the NHS111 on line system, 
which will include evaluation of 
the most appropriate system 
that will meet the needs within 
Gloucestershire. The roll out will 
be supported by the 
Gloucestershire Urgent and 
Emergency Care IT Group. 

Gloucestershire awaits 
guidance from National 
Team for roll out of NHS111 
on line but anticipated that 
following successful local roll 
out that people will be 
provided with enhanced self-
care opportunities with 
reduced reliance on Urgent 
and Emergency Care 
services. 

11.2. NHS 111 Calls 

The offer 

 
Increase the percentage of patient calls to NHS111 transferred to a clinician and better 
support the number of those patients who are dealt with as “self-care”.  A dedicated Care 
Home Line allowing access for care home healthcare professionals to get urgent out of hours 
advice from a GP. 
 

The plan Gloucestershire system 
current position  

What’s new for winter 
2017/18 and the year 
ahead 
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30% of calls transferred to a 
clinician by March 2017, rising 
to 50%+ by March 2018. 
Care Home Line operational by 
March 2017 with roll out from 
April 2017. 

Within Gloucestershire currently 
50% of calls that are directed 
through NHS111 are conveyed to 
a suitable clinician for telephone 
advice and support. NHS111 are 
also offering a 999 (Green) 
validation line which is ensuring 
that a clinician validates the need 
for an emergency ambulance. 
Currently within Gloucestershire a 
Nursing Home enhanced service is 
in place supported by local GP 
practices which provides proactive 
support to Care Homes and 
ensures that wherever possible 
admission to hospital is avoided. 
During the Out of Hours period 
Care Homes can contact the Out 
of Hours Health Care Professional 
(HCP) line directly to get support 
and advice without needing to 
access NHS111. 
NHS111 have undertaken detailed 
modelling for both demand and 
capacity requirements across the 
winter period supported by an 
organisational winter plan.  Issues 
to address staffing deficits have 
been identified including: 

• Shift incentives 
• Loyalty incentives 
• Active utilisation of the 

wider network. 
• Working with external 

agencies, eg. Recruitment. 

Within Gloucestershire work is 
underway to develop a Clinical 
Advice and Assessment 
Service (CAAS) which will be 
further developed during the 
winter of 2017/18 but will not be 
in place during the winter.  
However, within 
Gloucestershire we will 
continue to work to explore 
opportunities to further increase 
clinical interventions within our 
111/Out of Hours service. 

11.3. GP Access 

The offer 

 
To continue the provision of urgent care services by general practice and by March 2019 to enable the 
public access to pre-bookable evening and weekend appointments. 
 

The plan Gloucestershire system current 
position  

What’s new for winter 
2017/18 and the year ahead 
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Coverage of enhanced access 
to reach 50% of England by 
March 2018 and 100% by 
March 2019. 
 
Investment of at least £138m 
in 2017/18 and at least £258m 
in 2018/19. 
 
Allocation of at least £6 per 
head of population to all CCGs 
recurrently from 2019/20 for 
ongoing service provision. 

Work is being progressed and 
monitored via the Gloucestershire 
Primary Care Commissioning 
Committee which is overseeing 
Transformational changes within 
Primary Care, including testing of 
new digital approaches and a 
cluster approach to service 
delivery. 

See Primary Care section 14. 

11.4. Urgent Treatment Centres 

The offer 

 
Urgent Treatment Centres across the country which are open at least 12 hours a day, staffed by 
doctors and nurses, able to do blood tests and most will have x-ray facilities, will allow patients to book 
an appointment via NHS 111 or their own GP or walk in and will be able to give prescriptions when 
needed. 
 

The plan Gloucestershire system current 
position  

What’s new for winter 
2017/18 and the year ahead 

Circa 150 UTC facilities in 
place by March 2018 and plan 
for the remainder by March 
2018. 
 
All UTCs in place by 
December 2019. 

Gloucestershire presently have 8 
Minor Injury and Illness Units 
(MIIUs) that provide care to 
patients that present with a variety 
of minor injuries and illnesses. 
Across Gloucestershire there are 
also a number of Out of Hours 
Primary Care Centres that provide 
face to face care to patients that 
require urgent Primary Care during 
OOHs.  

Gloucestershire are currently 
reviewing the National guidance 
and specification for UTCs and 
have developed a business 
case as part of the wider “One 
Place” Business Case. It is 
anticipated that consultation will 
occur during the winter of 
2017/18.  
 
For winter 2017/18, the 
component partos of the 
emerging Urgent Treatment 
Centre model will continue to 
deliver services and explore 
opportunities to improve 
through integration. 

11.5. Ambulances 

The offer 

 
A more clinically focused response for patients with quicker recognition of life threatening conditions, 
improved telephone advice, treatment on scene or conveyance to hospital and an end to long waits for 
an ambulance and handover delays at hospital. 
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The plan Gloucestershire system current 
position  

What’s new for winter 
2017/18 and the year ahead 

Roll out of Ambulance 
Response Programme (ARP) 
by Autumn 2017. 
 
Implementation of enhanced 
Hear & Treat and See & Treat 
by March 2018. 
 
STPs to offer integrated model 
of urgent care with clear 
referral pathways offering 
alternatives to A&E by March 
2018. 
 
Continued development of 
ambulance workforce to 
December 2018. 

SWASFT was part of the earlier 
piloting of the ARP so have been 
active partners in the evaluation of 
this programme. Following 
National approval to roll out, 
SWASFT are undertaking the 
necessary steps in order to further 
embed the programme across the 
contract area. 
 
SWASFT have an excellent track 
record of supporting effective “hear 
and treat” and “see and treat” and 
continue to identify opportunities to 
extend effective management 
outside the hospital setting via the 
Right Care 2 programme. 
 
SWASFT have access to the wide 
range of services that are available 
across Gloucestershire via a 
number of support services. The 
SPCA will provide advice and 
guidance on alternatives to 
hospital attendance alongside 
technical support via the electronic 
DoS that allow paramedics to 
interrogate the DoS to identify 
services that may be able to 
support patients.   

As part of the “One Place” 
business case a Clinical 
Assessment and Advice 
Service (CAAS) is being 
proposed that will provide 
enhanced support and advice 
to clinicians ensuring that “no 
clinical decision is taken in 
isolation”. The CAAS will not be 
realised during the winter of 
2017/18 but work to establish 
will be progressed. 

11.6. Hospitals 

The offer 

 
Highly skilled Emergency Department workforce with patients streamed by highly trained clinicians to 
the most appropriate service.  Rapid, intensive support to those patients at highest risk of admission as 
well as use of a wide range of ambulatory care services and a reduction in variation between hospitals. 
 

The plan Gloucestershire system current 
position  

What’s new for winter 
2017/18 and the year ahead 

Comprehensive front-door 
clinical streaming models by 
September 2017. 

Establish Frailty Assessment 
processes and Frailty Units. 
Provide 7-day ambulatory 

A comprehensive GP streaming 
model is in place within GRH with 
opportunities to stream from triage 
within CGH to Out of Hours or to in 
hours Primary Care or alternative 
services such as AEC. 
AEC is available across both CGH 
and GRH with plans to extend 

The plan is to further enhance 
the existing frailty offer across 
Gloucestershire with additional 
Older Peoples Assessment and 
Liaison (OPAL) services 
operating from 08.00-20.00hrs 
at GRH 
An increase in pharmacy 
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care. 

Implementation of core best 
practice on medical wards to 
facilitate discharge. 

opening hours at GRH from 
October 2017. 
 
Significant amount of work is 
underway to embed safe and 
timely discharge processes across 
the Acute and Community Trusts 
with significant emphasis on 
embedding the SAFER care 
bundle and the “Red/Green” 
approach to daily care and Board 
rounds. 
 
The whole system is planning to 
engage in “Breaking the cycle” 
events  in October 17 and January 
2018 across both acute hospital 
sites and supported by health and 
social care operational staff.  
These events in the past have 
evidenced significant benefits 
including shared understanding 
across the system,  working 
collaboratively as well as 
proactively managing effective and 
timely discharges.  This winter, the 
events will focus on demonstrating  
what can be achieved through 
collaborative working with 
emphasis on discharge.    
 
Frailty (see section 12.8)   

dispensary hours in the Acute 
Trust is planned alongside 
increasing the Out of Hours 
pharmacist onsite support 
which will allow for more timely 
“To Take Out” (TTO) 
dispensing and aim to reduce 
hospital LoS. 
 
As a result of learning from 
red/green roll out in the Ipswich 
model and from the previous 
Breaking the Cycle events at 
GRH and CGH, daily acute 
hospital site and ward team 
Navigation meetings are held 
and these are planned to 
continue throughout winter 
2017/18 and beyond.   These 
meetings bring a focused 
approach to patient flow and 
discharge planning. 
 
In addition the acute Trust will 
be holding an internal MADE 
event for two days in October 
2017 that will ensure SAFER 
compliance. These events will 
be supported by ECIP (final 
dates to be confirmed). 
 

11.7. Hospital to Home (H2H) 

The offer 

 
To ensure patients only stay in hospital for as long as they need to.  Earlier discharge planning and 
joint working and liaison across different sectors ensuring coordinated and timely transfer of care from 
hospital to the most appropriate setting.  Where necessary, providing patients with comprehensive 
packages of health and social care.   
 

The plan Gloucestershire system current 
position  

What’s new for winter 
2017/18 and the year ahead 

Implementation of 8 High 
Impact Changes for discharge 
and “Quick Guides”. 
 
Work through 2017/19 
Proactive and Safe Discharge 
CQUIN (Commissioning for 

Within Gloucestershire a full 
review and benchmark exercise 
against the 8 High Impact Actions 
has been undertaken evidencing 
positive work against the required 
standards. 
 

Many winter schemes have 
been identified to support 
enhancing our delivery against 
the 8 HIAs including: 
 
Enhancement of the Trusted 
Assessor role, increase in 
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Quality & Innovation). 
 
Introduction of CCG Quality 
Premium for 2017-19 to reduce 
CHC full assessments 
occurring within acute settings 
to <15% 

The Proactive and safe discharge 
CQUIN has been embedded within 
Acute and Community contracts 
with agreed baselines and 
trajectories established. 
 
Currently 0% CHC assessments 
are undertaken within the acute 
trust with assurance on robust 
placement without prejudice being 
in place.  

DomicilaryCare capacity and 
increased provision of our D2A  
bed based capacity which will 
positively impact upon Delayed 
Transfers of Care this winter   

12. NHS Improvement: Focus on improving patient flow 
 

NHS England/NHS Improvement have provided guidance which outlines good 
practice in 10 areas that will improve patient flow which were originally recommended 
in Bruce Keogh’s publication “Safer Faster Better:  Transforming urgent and 
emergency care services in England”.  Each of the 10 areas has core principles as 
outlined below.  The Gloucestershire A&EDB is committed to ensuring that the 
Gloucestershire system works to deliver against the core principles in order to secure 
a reduction in DTOC and LoS this winter. 
 

12.1. Ambulance handovers 

Outcome 

Patients arriving by ambulance enjoy a seamless handover to an ED without delay, supported 
by the transfer of patient information from the ambulance service to the hospital.  

Core principles Current position against 
principles 

What’s new for winter 
2017/18 and the year ahead 

EDs should accept 
handover of patients within 
15 minutes of an ambulance 
arriving. Leaving patients 
waiting in ambulances or in 
a corridor supervised by 
ambulance personnel is 
unacceptable.  

Handover meetings occurring 
between the acute trust and 
ambulance service to discuss 
performance and how to 
improve. 15 minute standard 
still regularly exceeded. 

More efficient and consistent 
system to be implemented with 
ED staff available for 
handover.  

On arrival or at the time of 
initial assessment, patients 
on trolleys should be 
assessed for their suitability 
to be transferred to wait in a 
chair. ‘Fit to sit’ 
assessments help release 
ambulances to respond to 

At present an initial assessment 
is undertaken as to whether 
patients are able to sit in a chair 
or they require a trolley and 
action taken accordingly within 
the unit. 

The process in place achieves 
the core principles – no 
additional actions required. 
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the next call.  

The clinical assessment of 
patients arriving by 
ambulance should start 
within 30 minutes of their 
arrival at an ED.  

A dedicated reception and 
clinical triage for ambulance 
arrivals has been established, 
aiming to undertake initial 
assessment within 15 minutes 
of arrival. 

Performance is closely 
monitored and ambulance 
handover times demonstrate 
delivery. 

Clinically stable patients 
referred to an ED by a GP 
should go directly to an 
assessment service to be 
assessed by the clinical 
team within 30 minutes of 
arrival.  

A new medical GP pilot has 
been commenced in August 
2017 whereby GP patients are 
identified and then reviewed on 
the AMU.  

Performance will continue to 
be closely monitored and 
adapted as required to achieve 
this 24/7.  This reduces 
demand on ED and supports 
reduction in ED breaches. 

Escalation plans must be 
triggered when objective 
measures indicate the 
system is under significant 
pressure.   
Plans may include:  
• Co-horting, where 

patients are placed in an 
area of the ED not 
usually used for 
assessment or waiting, 
should be used as a 
temporary measure with 
a clear plan for de-
escalation. Co-horting is 
safest when applied after 
assessment to ensure 
departments are fully 
aware of the patients and 
their risks. Areas used 
for co-horting must have 
appropriate equipment 
and facilities to maintain 
patients’ privacy and 
dignity at all times. 
Escalation plans should 
include how the extra 
nurse staffing required 
for any cohort area will 
be met.  

• A full capacity protocol 
(FCP), as recommended 

 

 

Co-horting and full capacity 
management protocols in place 
and reflected within GHNHSFT 
internal escalation policy.   
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

No additional action required – 
continue to monitor and 
ensure policy is implemented 
alongside newly developed 
internal escalation plan. 
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by the Royal College of 
Emergency Medicine 
(RCEM), 6 should be 
used to balance the risk 
to patients when EDs are 
crowded and there is no 
available space in which 
to assess patients. 
Patients requiring 
inpatient care are moved 
out of the ED or 
assessment units to an 
inpatient ward area. This 
is achieved by, for 
example, a ward caring 
for one extra patient until 
a bed becomes available 
elsewhere for that 
person following 
discharge of another 
patient. The FCP should 
be de-escalated as soon 
as practically possible. 
Repeated use of the 
FCP should prompt a 
thorough review to 
ensure that all escalation 
steps are effective. 
Protocols should include 
appropriate safeguards, 
based on patient acuity 
and condition – for 
example, frail older 
patients and those with a 
national early warning 
score (NEWS) of >3 
should be excluded.  

• Deploying ambulance 
managers (sometimes 
termed ‘HALOs’) or 
additional acute 
resources to help 
manage the hospital–
ambulance interface and 
release ambulances 
quicker to respond to the 
next emergency. This is 
essential to reduce the 

 

 

 

 

 

 

 

 

 

 

 
 
 
Bronze Officer regularly 
deployed to ED to assist with 
handover delays and ‘turn 
crews around’. 

 

 

 

 

 

 

 

 

 

 

 
 
 
 
Consideration to a dedicated 
HALO role that operates within 
the ED at the busiest times to 
maintain focus on reducing 
handover delays.  
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risk faced by unassessed 
patients waiting ‘at 
scene’ for an ambulance.  

12.2. Primary Care Streaming 

Outcome 

Patients attending EDs with conditions more suited to assessment and treatment in Primary 
Care are streamed to a co-located Primary Care service. 

Core principles Current position against 
principles 

What’s new for winter 
2017/18 and the year ahead 

Hospitals should set clear 
criteria to support patient 
streaming to Primary Care 
services.  

There is an exclusion criteria 
and the Job Descriptions and 
Service Specification are 
currently under review and 
include exclusion/inclusion 
criteria.  

Job Descriptions and Service 
Specification to be finalised.   
 
Process for escalating to be 
developed. 

Redirecting patients to other 
sites requires specific 
safeguards to ensure it is 
both appropriate and safe, 
and that the off-site service 
has accepted the patient. 

Using existing practice for ED 
triage. Process in place uses 
the current clinical governance. 

Further information on DoS for 
what is available in the 
community to be utilised more. 

Clinical streaming should 
always be performed by a 
trained ED clinician (usually 
a nurse).  

Streaming nurse (Band 6 and 
above) on reception streams all 
patients – available 7 days a 
week 10am-10pm 

Continue to work with the 
streaming nurse to identify 
additional opportunities to 
utilise Primary Care in ED. 

Streaming should be 
performed as soon as 
possible and always within 
15 minutes of the patient’s 
arrival. For this to be 
achieved, capacity must be 
planned to meet variation in 
demand on an hour-by-hour 
and day-by-day basis, not 
based on average demand.  

Nurse on reception streams 
patients on arrival into ED. 
Streaming nurse available for 
whole time PC Streaming is on 
offer.  

Demand will be continually 
reviewed with further work to 
ensure resilient rotas 
maintained. 

Demand and capacity 
should be analysed to 
determine the staffing 
profile, model and opening 
hours of the Primary Care 
service (in local 
circumstances where 
Primary Care attendances 

Current PC Streaming offer 
provides funding for a GP for 
the high demand hours of the 
week. 
Pilot underway which will 
provide data for further analysis 
for demand and capacity. 

Progressing plans to work 
closely with Primary Care 
provider to ensure robust and 
resilient GP shift fill. 
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are very low, a Primary Care 
stream may be inappropriate 
or be integrated into the 
‘minors’ stream).  
Clinical liaison between the 
ED and the Primary Care 
service must be regular and 
effective. Joint governance 
is a fundamental 
requirement. Monthly 
governance meetings 
should consider the 
operational effectiveness of 
the streaming process and 
Primary Care service 
together with all risk reports 
and incidents.  

PC Streaming sits within the ED 
and the service comes under 
GHNHSFT, including shared 
governance. 

Datix reporting for incidents 
process and lessons learnt 
sharing to be arranged from 
September.  
 
Governance meetings to be 
set up between leads from GP 
group, GCCG and GHNHSFT. 
Terms of Reference to be 
developed. 

A clear process must exist 
for patients requiring ED 
assessment to be 
transferred back promptly to 
the ED from the Primary 
Care service. These cases 
should be discussed at 
monthly governance 
meetings and protocols 
modified where appropriate.  

Patients requiring ED 
assessment are handed back to 
the ED team immediately by the 
PC streamer (ANP or GP). 

PC Streaming is still in the 
pilot stages, cases can be 
discussed at the ED 
governance meeting however 
specific governance meetings 
are to be set up (as above) 

The four-hour A&E standard 
applies to all patients 
streamed to a co-located 
Primary Care service.  

Standard applies with evidence 
of excellent four-hour 
performance for streamed 
patients. 

No gaps noted. Support from 
ANP and ED triage team 
available if any 4 hour 
breaches look likely. 

12.3. Emergency Departments (ED)  

Outcome 

All patients receive timely assessment and clinically appropriate, high quality care in the ED. 

Core principles Current position against 
principles 

What’s new for winter 
2017/18 and the year ahead 

All patients attending an ED 
should be streamed at the 
front door by a trained ED 
clinician (usually a nurse) to 
the most appropriate area 
and clinician.  

Streaming is in place at GRH 
12 hours a day 7 days a week. 
Streaming also takes place 
within CGH where patients 
having been triaged can be 
directed to in hours Primary 
Care or the Out of Hours 
service which is adjacent to the 

Current challenges in securing 
the GP workforce to support 
the model but plans to work 
closely with colleagues across 
the GP community to secure 
ownership and shift fill in place 
with likelihood of improved GP 
staffing from Oct 17. 
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Emergency Department. 

Streaming involves taking a 
brief history and performing 
basic observations if 
appropriate. This information 
may also be used to support 
triage prioritisation within 
streams if required.  

Clear policies and protocols in 
within defined streaming 
pathways, ensuring all patients 
are referred to the most 
appropriate service or clinician 
to meet their needs. 

No additional action required – 
continue to monitor. 

Streaming should include 
calculation of an early 
warning score (for example, 
the national early warning 
score (NEWS) for adults or 
paediatric equivalent for 
appropriate patients). Early 
warning scores should form 
part of the assessment of 
acuity but streaming 
decisions should not be 
based on them alone.  

NEWS is incorporated within 
the wider assessment of 
patients who attend ED with 
particular focus on those 
patients requiring higher 
intensity input and support. 

No additional action required – 
continue to monitor. 

The ED should prioritise the 
assessment and treatment 
of the sickest patients 
including:  
• those presenting with 

time-critical and 
potentially life-
threatening conditions  

• frail older people at risk 
of admission  

• Vulnerable patients 
including children, 
people with learning 
disabilities and those at 
risk of self-harm. 

Within the ED the Manchester 
Triage system is in operation 
which ensures the sickest 
patients are assessed and 
treated as a priority. Streaming 
will also ensure that those 
patients believed to have life 
threatening conditions are 
transferred immediately to the 
appropriate resuscitation 
environment. 

No additional action required – 
continue to monitor. 

The ED further streams 
patients to:  
• resuscitation  
• majors  
• low acuity/less serious 

injuries (‘minors’)  
• co-located Primary Care  
• fast track pathways (eg 

fractured neck of femur, 
acute abdomen)  

• Other services in the 

The ED have defined pathways 
that ensure that patient 
following the appropriate level 
of assessment can be safely 
transferred and handed over to 
alternative services or 
successfully supported in 
returning to their normal place 
of residence with support in 
place if required.  

Work is underway to ensure 
that wherever possible 
patients are referred either 
directly to the AEC (via SPCA) 
or “pulled” from the EDs. It is 
acknowledged that additional 
patients could benefit from 
being referred via this pathway 
so focussed work will take 
place to ensure full and 
appropriate utilisation of this 
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hospital including 
ambulatory emergency 
care (AEC), assessment 
services and rapid 
access outpatient 
services.  

• Normal place of 
residence, following risk 
assessment and with 
appropriate follow-up 
care and liaison and 
information sharing with 
primary and community 
care services.  

service.   

ED staffing should be 
planned so that capacity 
meets hourly, daily and 
seasonal variations in 
demand, rather than 
average demand, including 
that from specific patient 
groups such as children, frail 
older people and people 
with mental healthcare 
needs. There should be 
routine analysis of demand 
at a detailed level to support 
workforce planning.  

Robust review has been 
undertaken of staffing rotas, 
including Medical, Nursing and 
administrative staff to ensure 
that the correct level, expertise 
and number of staff are on duty 
to match known and predictable 
demand.  This work is being 
supported by ECIP.  

Ongoing refinement and 
review of rotas to ensure that 
any demand fluctuations are 
identified and staffing levels 
optimised and adjusted to 
meet changing demand 
profiles.  
 
It is anticipated this will be 
completed by end Sept 2017 
and any changes required 
implemented subsequently. 

A senior doctor of ST4 
grade (or equivalent) or 
higher should be present 
24/7. Best practice is to 
deploy consultants to 
manage each of the 
functions of the ED, 
including overall command 
and control; resuscitation; 
rapid assessment and 
treatment (RAT); and the 
clinical decision unit (CDU).  

• An ST4 grade or above is 
present at GRH. 

• Challenges fulfilling ST4 
requirement for CGH. 

• Consultants deployed for all 
required functions with 
exception of Rapid 
Assessment & Treatment 
(RAT). 

• No current CDU model. 

Additional recruitment 
strategies are being 
considered alongside the D&C 
work to increase the number of 
ST4+ staff. 
Implementation of RATing 
under review for winter. 

The deployment of 
advanced clinical 
practitioners in Emergency 
Departments is strongly 
encouraged (they may come 
from a range of professional 
backgrounds including 
nurses and allied health 

Both EDs employ Emergency 
Nurse Practitioners (ENPs) 
within the Departments to 
ensure that wherever possible 
the patient needs are met 
autonomously by the Nursing 
team. 
 

Work is presently underway to 
review the role of the ENPs, 
ensuring that skills and 
expertise are fully utilised. 
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professionals – for example, 
paramedics and 
physiotherapists), together 
with pharmacists and 
clinicians from other 
specialties where 
appropriate.  

A Trust strategy group is 
reviewing wider roll out of 
enhanced roles including ECPs, 
Physician’s Assistants etc. 

ED layout should be 
reviewed regularly to ensure 
that it supports flow.  

Undertaken within the last 6 
months with ECIP support. 

Longer term planning 
underway to future proof the 
Urgent and Emergency care 
environment within the Acute 
Trust 

GP referred patients should 
go direct to the relevant 
assessment service, and not 
the ED, unless they are 
clinically unstable.  

Pathways are in place as well 
as under review and 
development to allow patients 
that have been assessed by 
their own GP to progress direct 
to an AMU. This work is 
currently within its infancy and 
will continue to develop and 
progress throughout winter 
2017/18. 

Space has been identified for 
medical patients to be diverted 
directly to the AEC/AMU at 
GRH, however hours that this 
operates in need to be 
enhanced.  

The model at CGH is under 
review but unlikely to impact 
for winter 2017/18.  

Internal professional 
standards or local 
agreements should be made 
with specialty departments 
across the wider hospital to 
provide rapid assessment, 
treatment and decision-
making in the ED when 
requested.  

Internal professional standards 
in place within the acute trust.  
Work underway to relaunch the 
top 10 Emergency Zone 
Professional Standards that will 
support delivery of flow 
throughout the winter months.    

Work required to monitor 
against delivery of the 
standards alongside working 
with the wider health and 
social care community to 
develop critical inter-
organisational standards.   
Event planned to take this 
work forward with the aim of 
embedding in preparation for 
winter. 

Acutely unwell people with 
frailty should be identified at 
the front door and 
appropriately assessed by 
clinicians competent to 
identify the most appropriate 
care pathway for these 
patients. The use of well-
evidenced frailty 
assessment tools is 
encouraged (for example, 
the Rockwood Clinical 
Frailty Scale).  

Those patients accessing EDs 
that are identified as “frail” are 
assessed using the Rockwood 
Frailty Scale. ED  access the 
services of the OPAL team who 
will undertake a 
Multidisciplinary Assessment 
and ensure the necessary 
support, care and treatment is 
offered and wherever clinical 
appropriate and safe to do so 
will send the patient back to 
their normal place of residence.  

Opportunities to review and 
enhance the Gloucestershire 
OPAL service are being 
explored ensuring they align 
with existing schemes that 
support, wherever possible, a 
Community & Primary Care 
focussed intervention. 

Patients should only be Admission to hospital needs to Continued work to ensure 
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admitted if their needs 
cannot be met by AEC or 
other pathways (for 
example, Primary Care).  

be the last resort and wherever 
possible patients need to be 
supported within alternative 
settings. including their own 
place of residence. When 
patients attend ED they are 
assessed by a senior clinician 
to ensure that alternatives to 
admission are fully explored. 
Where necessary patients are 
referred to the Integrated 
Assessment Team (IAT) who 
undertake a full MDT 
assessment to support patients 
in returning home.  

pathway compliance with 
alternatives to admission. 

Close liaison with, and the 
direct support of, emergency 
medicine by in-taking 
specialties is essential. Site-
specific rules should be 
agreed that set timescales, 
expectations and processes 
for how EDs can access 
specialist services, 
particularly during periods of 
escalation.  

Interprofessional standards in 
place with the aim to improve 
specialty responsiveness to ED 
referrals to within 30 minutes. 

Monitor adherence against this 
critical standard within the 
expected impact of improving 
ED breaches.  

12.4. Mental health  

Outcome 

Patients presenting to EDs or on inpatient wards with mental health and related physical 
conditions receive compassionate care from all staff. Skilled assessments and interventions by 
an all-age liaison mental health team (including alcohol specialists) are available seven days a 
week to maximise safety, optimise patient experience, and reduce avoidable admissions and 
procedures and inpatient length of stay. 

Core principles Current position against 
principles 

What’s new for winter 
2017/18 and the year ahead 

People presenting with a 
mental health crisis need to 
be assessed in an 
environment that is quiet, 
safe and supportive. While 
waiting for assessment and 
treatment, to reduce their 
distress and during the 
assessment itself, patients 

Currently patients have access 
to an assessment space at 
Gloucester Royal Hospital 
(GRH) which meets required 
standards.  

A working group has been 
established to review current 
service provision against 
requirement to deliver a Core 
24 compliant service.  The 
purpose of this group is to 
seek to narrow the gap 
between the existing service 
model and core 24 standard 
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should have access to a 
bespoke mental health 
assessment room. 

with a view to submitting an 
application for transformation 
funding in early 2018 

People thought to have a 
mental health condition 
should be triaged by 
compassionate staff trained 
in line with the National 
Confidential Enquiries into 
Patient Outcome and Death 
(NCEPOD) 2017 
recommendations, as 
adverse attitudes increase 
the risk of repeat self-harm 
and suicide. Particular 
attention should be given to 
providing a compassionate 
response to those groups 
who report poorer 
experiences of ED and are 
at much higher risk of 
suicide, including those 
diagnosed with personality 
disorders and those who 
self-harm. Care should be 
provided in line with NICE 
guidance CG16 for the 
short-term management and 
prevention of recurrence of 
self-harm. 

2gNHSFT deliver training for 
Emergency Department staff on 
MH, Self-Harm, compassionate 
care. 

A working group has been 
established to review current 
service provision against 
requirement to deliver a Core 
24 compliant service.  The 
purpose of this group is to 
seek to narrow the gap 
between the existing service 
model and core 24 standard 
with a view to submitting an 
application for transformation 
funding in early 2018 

The initial priority is to 
assess any significant 
physical health needs, 
including delirium; overdose; 
self-harm injuries or self-
injuries incurred by people 
with dementia or alcohol-
related conditions; 
cardiovascular disease, 
diabetes, chronic obstructive 
pulmonary disease, liver and 
other conditions common in 
people with psychoses. ED 
staff should refer to the 
liaison mental health team 
as soon as they believe its 
involvement is necessary. 
As these teams include the 

Once medically fit, assessed 
patients can be seen, if urgent 
assessment is required, within 1 
hour. 

Monitor adherence to the 
standards and identify 
additional actions that can be 
taken if standard not 
consistently delivered.  
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necessary expertise in 
caring for people with co-
morbid mental and physical 
health problems and they 
work in parallel with medical 
teams, they should be 
proactively involved in the 
person’s treatment and be 
ready to provide mental 
health input within 60 
minutes or less of the 
person being able to be 
seen. If undue delays in the 
pathway are to be avoided, 
this should be more than a 
request to be notified when 
the person is declared 
‘medically cleared’.  

A multidisciplinary liaison 
mental health team that 
includes a consultant liaison 
psychiatrist should be 
available 24/7.  

Current service model includes 
Consultant Psychiatrist but not 
available 24/7.  2gNHSFT 
operate an on call rota for 
psychiatry which provides 
medical cover outside core 
hours. 

Explore opportunities to 
integrate medical cover within 
the liaison service.  
 
A working group has been 
established to review current 
service provision against 
requirement to deliver a Core 
24 compliant service.  The 
purpose of this group is to 
seek to narrow the gap 
between the existing service 
model and core 24 standard 
with a view to submitting an 
application for transformation 
funding in early 2018. 

The liaison team identifies 
those at risk of suicide or 
self-harm or who may have 
mental health co-
morbidities, including people 
with long-term physical 
conditions and the large 
population of older people in 
acute hospitals among 
whom a high prevalence of 
undetected dementia, 
delirium and depression is 
likely.  

This work is undertaken by the 
dedicated Older Persons 
Liaison service. 

Weekend/OOH support not 
currently available. 
 
A working group has been 
established to review current 
service provision against 
requirement to deliver a Core 
24 compliant service.  The 
purpose of this group is to 
seek to narrow the gap 
between the existing service 
model and core 24 standard 
with a view to submitting an 
application for transformation 
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funding in early 2018.  

People who are intoxicated 
and experiencing mental 
health problems:  
• Should be assessed and 

given appropriate 
support. All hospitals 
should have access to a 
drug and alcohol liaison 
service, which is either 
part of a liaison mental 
health team or provided 
through another model, 
such as an alcohol care 
team  

• should be kept safe 
physically and assessed 
clinically as having 
sufficient mental capacity 
to receive mental 
healthcare  

• should be assessed for 
transient suicidality or 
psychosis, in which 
cases the liaison mental 
health team should 
provide interventions  

Drug and Alcohol liaison service 
available which includes In-
reach from community provider. 
 
Protocols in place for managing 
intoxication including 
management of suicide risk. 

A working group has been 
established to review current 
service provision against 
requirement to deliver a Core 
24 compliant service.  The 
purpose of this group is to 
seek to narrow the gap 
between the existing service 
model and core 24 standard 
with a view to submitting an 
application for transformation 
funding in early 2018. 

ED and liaison staff must 
understand and comply with 
the Mental Health Act and 
the Mental Health Act Code 
of Practice to reduce delays. 
Protocols are needed for 
access to rapid Mental 
Health Act assessments by 
s12 doctors and social care 
teams if required and liaison 
teams should include 
psychiatrists approved 
under s12 of the Act. This 
includes protocols with 
police services for escort of 
patients detained under 
s136 of the Act or for those 
not detained to EDs.  

2gNHSFT Liaison staffs have 
access to training on MHA and 
MHA Code of Practice.   
 
Section 12 Drs are available via 
the liaison team.  Access to s12 
Drs is via on call rota or s12 Dr 
list. 
 
Section 136 protocol agreed by 
all statutory partners. 

Enhancing s12/medic 
availability within Liaison 
Team. 
 
A working group has been 
established to review current 
service provision against 
requirement to deliver a Core 
24 compliant service.  The 
purpose of this group is to 
seek to narrow the gap 
between the existing service 
model and core 24 standard 
with a view to submitting an 
application for transformation 
funding in early 2018. 
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An appropriate area should 
be provided for patients to 
wait in while transport for 
admission to a psychiatric 
service or other follow-up 
action is arranged.  

This is currently not available. 

A working group has been 
established to review current 
service provision against 
requirement to deliver a Core 
24 compliant service.  The 
purpose of this group is to 
seek to narrow the gap 
between the existing service 
model and core 24 standard 
with a view to submitting an 
application for transformation 
funding in early 2018. 

Acute hospital staff should 
have access to an up-to-
date NHS111 DoS and 
Primary Care social 
prescribing directory, to 
enable faster onward 
referral to appropriate 
community services.  

The DoS is currently accessed 
by Healthcare Professionals 
(HCP) via MiDoS.  Presently 
staff in ED do not have access. 

Introduce MiDoS into ED for 
winter 2017/18 and 
incorporate social prescribing 
services onto the DoS (where 
they are not already present). 

By the time of discharge, 
those having experienced a 
crisis should have been 
appropriately assessed, an 
urgent and emergency 
mental health (UEMH) care 
plan or follow-up care 
accepted and scheduled, or 
advice/signposting provided.  

This is in place and is routine 
practice. None. 

For people with mental 
health needs and dementia 
on acute hospital inpatient 
wards, early involvement of 
liaison teams including 
embedded social care and 
housing expertise will 
improve discharge planning 
and co-ordination, resulting 
in shorter lengths of stay 
and reduced general 
hospital readmissions for 
adults and particularly older 
adults.  

Older Persons Liaison Service 
is in place but it’s not an MDT. 

Lack of social work/housing 
expertise. 
 
A working group has been 
established to review current 
service provision against 
requirement to deliver a Core 
24 compliant service.  The 
purpose of this group is to 
seek to narrow the gap 
between the existing service 
model and core 24 standard 
with a view to submitting an 
application for transformation 
funding in early 2018. 
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People who are known to 
mental health services and 
also frequent attenders 
should have a co-produced 
care plan in place, including 
an advance decision crisis 
plan of the actions to take to 
manage a crisis, as well as 
arrangements to support the 
patient to share that plan 
safely with ambulance, ED 
and other staff.  

High intensity case worker is in 
place.  Current list of patients is 
30 – 22 with plans and 
remaining 8 are in 
development. 

Pilot additional support for 
High intensity worker to 
expand remit into s136 and 
D&A. 
 
A working group has been 
established to review current 
service provision against 
requirement to deliver a Core 
24 compliant service.  The 
purpose of this group is to 
seek to narrow the gap 
between the existing service 
model and core 24 standard 
with a view to submitting an 
application for transformation 
funding in early 2018. 

12.5. Clinical decision units 

Outcome 

Patients who can be discharged following a short period of observation, investigation or 
treatment are managed in an appropriate short stay area outside the ED. 

Core principles Current position against 
principles 

What’s new for winter 
2017/18 and the year ahead 

All hospitals should have a 
facility that enables same-
day emergency care in a 
non-inpatient setting. 
Clinical decision units 
(CDUs) and ambulatory 
emergency care (AEC) 
services are both effective 
models. Hospitals may 
decide to have both 
depending on the model of 
emergency care, but this is 
not essential. 

Currently within Gloucestershire 
both hospitals have in place 
AECs. Work is presently 
underway to extend access to 
these services, alongside 
identifying opportunities to 
increase the number of patients 
successfully referred and 
treated within these services.   

As part of the wider strategic 
planning for Urgent and 
Emergency Care, 
consideration is being paid to 
the opportunity to create a 
Clinical Decision Unit. It is 
unlikely this will be realised for 
the winter of 2017/18. 

CDUs should be supervised 
and led by a consultant and 
staffed by multidisciplinary 
teams including clerical staff 
and allied health 
professionals.  

As above. 
This will be considered as part 
of the wider strategic planning 
process. 

Open 24 hours a day or to 
match the known demand As above. This will be considered as part 

of the wider strategic planning 
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profile.  process. 

Co-located with or close to 
the ED, with access 24/7 to 
key diagnostic services, 
such as pathology and 
radiology.  

As above. 
This will be considered as part 
of the wider strategic planning 
process. 

Governance should include 
medical, nursing and allied 
health disciplines.  

As above. 
This will be considered as part 
of the wider strategic planning 
process. 

Decisions should be made 
as soon as a patient’s 
results become available 
and should not be 
contingent on a ward round 
process.  

As above. 
This will be considered as part 
of the wider strategic planning 
process. 

CDUs must not be used for 
patients waiting for 
admission as part of 
‘escalation’ when the 
hospital is under pressure.  

As above. 
This will be considered as part 
of the wider strategic planning 
process. 

CDU criteria should be 
balanced and co-ordinated 
with those of AEC and acute 
frailty services to avoid 
unnecessary duplication. 

As above. 
This will be considered as part 
of the wider strategic planning 
process. 

12.6. Ambulatory emergency care 

Outcome 

Patients being considered for emergency admission are rapidly assessed and, where 
appropriate, streamed to AEC, where they are diagnosed and treated on the same day, without 
overnight admission where possible. Hospitals introducing AEC should aim to convert a third of 
their adult acute medical admissions to ambulatory care episodes.  

Core principles Current position against 
principles 

What’s new for winter 
2017/18 and the year ahead 

All patients other than those 
who are clinically unstable 
should be considered for 
AEC as the preferred option.  

A push / pull model is in place 
ensuring that any patient who 
accesses services through ED 
are appropriately signposted to 
the AECs.  The SPCA also acts 
as a referral point into AEC 
following GP review.  

In response to increasing 
service access, to ensure that 
all appropriate patients 
continue to be directed into 
this service.  

AEC should be available at 
least 14 hours a day, seven 
days a week to receive 

Currently 8am – 6pm; Mon – Fri    
5 days per week. 

Reviewing staffing model to 
operate 7/7 and 8am – 10pm 
at GRH only from end October 
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patients directly from the ED 
and Primary Care.  

2017. 

Where possible, the AEC 
facility should be close to 
the ED. AEC should be 
available for patients with 
medical, surgical or 
gynaecological problems.  

AEC is located on the floor 
above ED with easy access via 
lift / stairs.   

Surgical / Gynae pathways not 
fully embedded in the current 
model.  Further work required 
to incorporate these pathways. 

Selection of patients for 
AEC should be maximised 
by: 
• AEC clinicians 

undertaking regular 
board rounds with ED 
staff to identify patients  

• displaying a list of 
common AEC conditions 
in the ED to help identify 
appropriate patients for 
AEC  

• giving the AEC team 
access to the ED board 
to spot patients  

• Allowing automatic 
referral from ED for 
appropriate patients.  

 In place daily. 
 ED & AEC have good 

communication regarding 
identification of AEC 
patients. 

 AEC review the ED via the 
patient administration 
system  to pull patients.  
Throughout the day the AEC 
staff go onto the shop floor 
to pull patients in liaison with 
the ED team. 

 Referrals from ED to AEC 
team normally by a 
telephone handover. 

Nil additional required.  

There should be immediate 
access to a senior doctor 
who is responsible for 
agreeing the case 
management plan for each 
patient.  

Resources available and in 
place.  Nil additional required. 

The timeframes for initial 
assessment and medical 
review in AEC should be 
similar to those in the main 
ED.  

Compliant to standard. Nil additional required. 

Patients should have access 
to diagnostics within the 
same timeframe as other 
emergency patients.  

Timely access to diagnostics in 
place similar to ED. 

Introducing Internal 
Professional Standards within 
diagnostics to ensure 1 hour 
turnaround within ED, AMU 
and AEC (target date end 
October 2017). 

The AEC facility should 
have a combination of 
consulting rooms, treatment 
trolleys and chairs for 

Currently available in AEC. Nil additional required. 



 

Page 48 of 85 
 

patient assessment. 
Patients should be kept 
ambulant as the default.  

AEC must not be used for 
patients waiting for 
admission as part of 
‘escalation’ when the 
hospital is under pressure.  

AEC is not regarded by the 
Trust as a suitable environment 
in which patients wait due to the 
impact this has on the Trust’s 
ability to manage patient flow 
and prevent unnecessary 
emergency admissions.  

To roll out 2017/18 escalation 
policy across the Trust to 
ensure all staff are aware of 
actions to take at times of 
extremis.   

12.7. Acute assessment  

12.7.1. Acute Medical Units (AMU) 

Outcome 

Patients with acute medical conditions are assessed and their treatment begun by a multi-
professional acute medical team. Patients are referred from the ED or Primary Care. Following 
initial assessment and treatment, patients are either discharged from the AMU, or transferred to 
a specialty ward appropriate for their condition, usually within 72 hours of arrival.  

Core principles Current position against 
principles 

What’s new for winter 
2017/18 and the year ahead 

AMUs must be consultant-
led, with a core team of 
acute physicians supported 
by specialty physicians. 
They must be available 
24/7.  

The current Acute Care Unit 
(ACU) receives patients via ED 
(work underway for direct 
admits) and has a 
multidisciplinary team including 
consultants and access to 
specialties. 

Ongoing development of the 
AMU model across the acute 
trust allowing patients that 
have seen their GP to be 
referred directly to these units.   

AMUs should aim to receive 
clinically stable GP referred 
patients directly, not via the 
ED.  

Pathways in place that require 
patients conveyed by 
ambulance who may deteriorate 
en-route and require immediate 
resuscitation to go direct to ED.  
Stable patients are currently 
registered in ED and referred 
directly to medical team in ACU. 

Working on arrangements / 
pathway for patients to go 
directly to AMU ahead of the 
winter. 

AMUs should have a 
dedicated multidisciplinary 
team that includes nurses 
(with appropriate nurse-to-
patient ratios), allied health 
professionals (for example, 
physiotherapists and 
occupational therapists) 
pharmacists and discharge 
co-ordinators as 
appropriate.  

The above unit is staffed by an 
appropriately trained 
multidisciplinary team that 
reflects both the acuity of the 
patients and demand within the 
unit.  

Ongoing review of skill mix.  
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AMUs should have ready 
access to in-reach services 
to support patient care and 
early discharge, including 
inpatient specialist doctors, 
specialist nurses, social 
workers and allied health 
professionals, for example, 
speech and language 
therapists and dieticians.  

Support services in places 
though dietitian input is 
available if required but not 
dedicated to the unit. 

Ongoing review of skill mix.  

AMUs should include 
dedicated assessment 
wards and ring-fenced short 
stay beds. Service design 
should conform to the 
recommendations of the 
Royal College of Physicians 
2007 Acute Care Taskforce.  

Currently assessments are 
undertaken at the “patient’s 
bedside”.  Ward 4a at GRH is 
the “short stay” ward but 
currently not ring fenced. 

Longer term with the current 
AMU floor re-configuration a 
dedicated area for assessment 
will be ring fenced (not within 
the 2017/18 winter period). 

AMUs should have direct 
access to the hospital 
executive team to foster 
collaborative working, 
especially during periods of 
peak demand.  

Access to Exec team is robust 
and tested.    General 
escalation is via the Clinical Site 
Management (CSM). 

Nil further required.  

Communication and 
handover rotas should be 
used to promote continuity 
of care. There should be 
regular ‘board rounds’ and 
core acute assessment 
service multidisciplinary 
team ‘huddles’.  

Daily navigation meetings, twice 
daily board rounds and ward 
based huddles in place.  
 
Weekly multi 
agency/organisation face to 
face escalation meeting to take 
a system wide response to 
stranded patients. 

Ongoing monitoring of the 
impact of these actions with 
adjustments according to 
feedback and findings. 

Patient discharge 
processes, including 
establishing an expected 
discharge time and date, 
should start as soon as the 
patient arrives on AMU as 
part of the initial assessment 
process.  

On admission documentation 
and when registering patients 
onto the patient administration 
system. 

Clinical criteria for discharging 
patients to be documented to 
facilitate Nurse led discharges 
which will support LoS 
reduction and weekend 
discharges. 

As a quality marker of acute 
medical assessment 
services, specific pathways 
should have standardised 
processes (for example, a 
sepsis pathway, and an 
acute kidney injury 

Trust pathways in place. Ongoing monitoring. 
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pathway). 

There must be close 
working between clinicians 
and managers to optimise 
flow through the AMU, for 
example avoiding delays in 
discharges and transfers to 
wards. To efficiently admit 
patients from ED to AMU, 
the AMU should run at 
between 85% to 90% bed 
occupancy.  

In place for expediting patients 
and escalation of any 
unnecessary delays to support 
flow. 

Ongoing monitoring. 

12.7.2. Acute surgical and speciality assessment 

Outcome 

Patients are rapidly assessed and their treatment begun by acute assessment services 
following referral from the ED or Primary Care, and either discharged or admitted to a ward that 
is appropriate for their condition.  
Models may vary but all assessment services adhere to similar principles. AMUs may be co-
located with surgical and non-medical specialities in combined assessment units or ‘emergency 
floors’.  

Core principles Current position against 
principles 

What’s new for winter 
2017/18 and the year ahead 

Acute assessment services 
are consultant led and 
available in accordance with 
demand patterns, ideally 
24/7 where patient volumes 
justify it.  

Dedicated Surgical Assessment 
unit not available currently @ 
GRH. 

Emergency General Surgical 
Unit to be commissioned from 
23rd October, 2017 with 
additional surgical team 
investment for core hours. 

As a minimum, a specialty 
trainee (ST3 or above) or a 
trust doctor with equivalent 
ability, is available to 
see/treat acutely unwell 
patients at all times within 
30 minutes and is able to 
escalate concerns to a 
consultant.  

Dedicated Surgical Assessment 
unit not available currently @ 
GRH. 

Emergency General Surgical 
Unit to work on internal 
professional standards 
delivery SOPs based on best 
practice standards. 

An initial patient assessment 
should start within 15 
minutes of arrival.  

Dedicated Surgical Assessment 
unit not available currently @ 
GRH. 

Dedicated assessment beds 
and triage function to support 
this standard.  
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Acute assessment services 
should aim to receive 
clinically stable GP referred 
patients directly, not via the 
ED.  

Dedicated Surgical Assessment 
unit not available currently @ 
GRH. 

Emergency General Surgical 
Unit (EGSU) to be 
commissioned from 23rd 
October, 2017 to take GP 
referred patients and selected 
surgical pathways from ED on 
GRH site as part of a phased 
implementation plan. 

Acute assessment services 
should have a dedicated 
multidisciplinary team that 
includes qualified nurses 
(with appropriate nurse-to-
patient ratios), allied health 
professionals (for example, 
physiotherapists and 
occupational therapists), 
pharmacists and discharge 
co-ordinators as 
appropriate.  

Dedicated Surgical Assessment 
unit not available currently @ 
GRH. 

EGSU MDT team rostered to 
support the service from 23rd 
October, 2017 as part of a 
phased implementation plan. 

Acute assessment services 
should have ready access to 
diagnostics and in-reach 
services to support patient 
care and early discharge.  

Dedicated Surgical Assessment 
unit not available currently @ 
GRH. 

EGSU diagnostics 
specification planned and 
Diagnostics & Specialities 
Division scoping delivery plan.  

Patient discharge 
processes, including 
establishing an expected 
discharge time and date, 
should start as soon as the 
patient arrives on an acute 
assessment ward.  

Dedicated Surgical Assessment 
unit not available currently @ 
GRH. 

EGSU model includes 
discharge for next day surgery 
or ambulatory pathway 
management with hot clinics or 
supported discharge back to 
home. 

12.8. Frailty 

Outcome 

Frail patients are identified as soon as they present to the ED or directly to assessment 
services, and receive specialist, high quality, and person-centred care on the non-elective 
pathway. They are discharged without delay when their acute care is complete, with the right 
level of support to continue their recovery and rehabilitation in their own home. 

Core principles Current position against 
principles 

What’s new for winter 
2017/18 and the year ahead 
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Frailty should be identified 
and measured at the front 
door using an evidence-
based assessment tool (for 
example, the Rockwood 
Clinical Frailty Scale).  

Rockwood Scale utilised by the 
Paramedics and included in 
their referral process. Clinical 
parameters have been agreed 
with ED and are used to identify 
frailty patients and refer to 
OPAL or IAT.  

Identify opportunities to 
incorporate frailty scoring in 
the ED triage process. 

There should be a 
multidisciplinary team that is 
competent to deliver holistic 
assessment and 
management of older people 
(through comprehensive 
geriatric assessment).  

The OPAL team delivers this 
8am to 5pm, Monday to Friday, 
and some evenings up to 8pm.  

Limited service outside core 
hours so opportunities to 
review current service and 
maximise impact.  

The frailty pathway should 
be embedded in processes 
in the ED, AEC, CDUs, and 
AMUs and on specialty 
wards.  

Frailty pathway available within 
the acute trust but opportunities 
to extend. 

Further work on defining 
pathways will be undertaken 
via the newly established 
Frailty CPG. 

Patients with frailty should 
be actively involved in their 
care and the provider able to 
demonstrate shared 
decision-making/patient-
centred care. Patients 
should be routinely asked 
what is most important to 
them and their responses 
clearly documented.  

The OPAL service routinely 
speaks to carers/families as 
well as the patients to achieve 
a full understanding of the 
situation and context. This is 
recorded on the 
Comprehensive Geriatric 
Assessment (CGA) sheet. 
Patient preferences are clearly 
documented, and very 
important to the decision-
making.  

Undertake external audit of 
compliance. 

Hospitals should be aware 
of what happens to patients 
with frailty that leave their 
service. This is a central part 
of providing care to these 
patients.  

The OPAL service works 
closely with the Rapid 
Response service and meet 
with them daily.  
 
Patients discharged from 
wards to Residential homes by 
the OPAL service are supported 
by robust dialogue with the 
patient, carers and homes as 
well as accompanying 
discharge summaries. 

Embed best practice within 
OPAL wards. 

12.9. Specialties  

Outcome 
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Patients on hospital inpatient wards receive person-centred, compassionate and skilled care. 
They are admitted promptly to, and remain on, the right ward to meet their needs. They, and 
where appropriate their families, are involved in decisions about their consultant-led care and 
achieve outcomes that are personally relevant to them without exposure to avoidable delays or 
harm. They are discharged without delay when their acute care is complete, with the right level 
of support to continue their recovery and rehabilitation. 

Core principles Current position against 
principles 

What’s new for winter 
2017/18 and the year ahead 

Specialties should use 
simple rules to standardise 
ward processes and 
minimise variation between 
individual clinicians and 
between clinical teams. This 
may include implementing 
the SAFER patient flow 
bundle and Red2Green 
days and routinely using 
ward round checklists.  

SAFER principles embedding 
across wards with core metrics 
in place on discharges before 
12, Transport booked day 
before, use of DWA and TTO’s 
written day before. 6 exemplar 
wards are undertaking PDSA 
cycles of daily navigation 
meetings with Oct, social care 
ward navigators and senior 
manager.  

Roll out of Daily Navigation 
meetings to all wards 1st 
October 2017. This includes a 
weekly senior review meeting 
with partner organisations and 
a weekly coding meeting. To 
jointly understand delays and 
jointly hold to account for 
delays internal and external. 

Daily senior medical review 
should be normal practice 
seven days a week. A senior 
doctor should assess the 
progress of every patient, in 
every bed, every day on a 
board or ward round. Delays 
and obstacles to treatment 
or discharge should be 
discussed and addressed. A 
second, afternoon board 
round or huddle is 
considered best practice to 
progress care plans, 
particularly in the first 48 
hours after a patient’s 
admission.  

Board rounds take place on 
every ward between 09:00 and 
09:30. Senior clinical 
representation on most wards. 
This is being reviewed as part 
of the SAFER work stream 
alongside Board Round guides. 
Pm Huddles take place on most 
wards at 14:00 to check 
challenge and escalate delays. 
 
PM Huddles take place on most 
wards at 14:00 to check 
challenge and escalate delays. 

PM huddles will form part of 
the daily navigation process. 
 
Trolley dashes to raise 
awareness around Board 
Round and SORT process will 
take place throughout October. 

Ward rounds should always 
include an appropriately 
senior nurse and other 
members of the 
multidisciplinary team.  

MDT present on all board 
rounds. Nil further required.  

Actions should be 
undertaken in real time 
whenever possible 
(requesting tests, writing 
discharge prescriptions, etc) 
not at the end of ward 

This is a work stream underway 
to support consultants and 
junior Dr’s in process at board & 
ward rounds to reduce delays. 
Currently PDSA cycle of 
change with pharmacist and 

Ongoing rollout and monitoring 
with desired impact to reduce 
LoS. 
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rounds.  junior Drs to demonstrate 
impact of TTOs day before or at 
board round if discharge 
identified. Daily ward SAFER 
toolkits underdevelopment to 
support information on 
progress. 

All patients should have a 
consultant-approved care 
plan containing clinical 
criteria (both physiological 
and functional) for discharge 
and an expected date of 
discharge, set within 14 
hours of admission.  

Criteria led discharge not fully 
embedded within the acute trust 
but opportunities that this will 
afford fully acknowledged with 
commitment to further rollout. 

Criteria led discharge needs 
reviewing and supporting on 
some wards to facilitate early 
discharge alongside increasing 
weekend discharges.  

Morning discharges should 
be maximised to reduce ED 
crowding, to allow new 
patients to be admitted early 
enough to be fully assessed 
and for their treatment plan 
to be established and 
started. Of a day’s 
discharges, 35% should 
leave wards by midday. 
Activities associated with 
discharge should be 
prioritised by specialty 
teams.  

Internal professional standards 
set with metrics to monitor 
performance. 
 
33% Discharge lounge.  33% 
discharges before 12. 80% 
Transport booked day before. 
40% TTO’s written the day 
before. 

SORT relaunches October to 
assist in prioritisation of 
patients on Board and Ward 
rounds to facilitate early 
discharge. 
 
Daily ward SAFER toolkits 
underdevelopment to support 
information on progress. 

From the time of admission, 
all patients should know:  
• What is going to happen 

to them today?  
• What is going to happen 

to them tomorrow?  
• How well do they need to 

be before they can leave 
hospital?  

• When can they expect to 
leave hospital?  

.Acute trust rolling out SORT 
and SAFER methodologies that 
will ensure all patients clearly 
understand the answers to the 
four posed questions.  

This requires culture change 
and forms part of the acute 
trust SAFER work stream. This 
will be one of the areas 
covered in the Trolley dashes 
supported by the acute trust 
education team. 

Hospitals should ensure that 
patients are admitted to the 
right ward to meet their 
needs and are only 
transferred to another ward 
for sound clinical reasons. 
This is particularly important 
for frail patients.  

Right patient right bed first time 
is supported through flow of 
patients between AEC, ED and 
medical assessment wards. 
This is embedded. 

Ongoing monitoring. 



 

Page 55 of 85 
 

Requests for diagnostic 
tests and specialty review 
should routinely be 
completed on the same day 
and always within 24 hours.  

Internal professional standards 
for the Emergency zone 
(imaging, pathology & 
pharmacy 1 hour) and forwards 
(4 - 24 hours) have been set. 

Relaunch of emergency zone 
professional standards to raise 
profile. Specialty reviews into 
ED within 30 minutes needs 
attention. We are currently 
trying to identify a way of 
measuring this metric 

All patients with a length of 
stay over six days (‘stranded 
patients’) should be 
reviewed by the 
multidisciplinary team to 
determine the reason for 
any delays and to ensure 
that an appropriate 
discharge plan has been 
developed. 

Undertaking PDSA cycles of 
daily navigation meetings with 
Oct, social care ward navigators 
and senior manager. 
 
Daily MDT board rounds. 

SORT relaunches October to 
assist in prioritisation of 
patients on Board and Ward 
rounds to facilitate early 
discharge. Roll out of Daily 
Navigation meetings to all 
wards 1st October 2017. This 
includes a weekly senior 
review meeting with partner 
organisations and a weekly 
coding meeting. To jointly 
understand delays and jointly 
hold to account for delays 
internal and external. 

12.10. Admission, transfer, discharge 

Outcome 

 
Patients are discharged as soon as they no longer benefit from acute hospital care. In most 
cases, discharge is to a person’s usual place of residence.  
 

Core principles Current position against 
principles 

What’s new for winter 
2017/18 and the year ahead 

Therapy and social work 
teams should work at the 
front of the acute care 
pathway, routinely collecting 
information on how patients 
have been managing at 
home before becoming 
acutely unwell.  

IAT front door service in place 
with comprises of a MDT 
focussed on preventing 
unecesary hospital admissions. 

Introduction of the “Virtual 
Ward” model across 
Cheltenham & Gloucester 
localities.  

On admission, the 
expectation should be that 
people will be discharged to 
their usual place of 
residence, with additional 
support if required, and 
assessment of their longer 
term needs undertaken 
there rather than in hospital.  

Both community and acute 
trusts are fully signed up to the 
Discharge CQUIN 8a. 
Implementation plan and 
partnership team working on 
top ten operational standards 
and professional standards to 
support home is best. This 
includes MDT support at 

Embed best practice 
principlies across the acute 
trust having implemented 
successfully within exemplar 
wards. 
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navigation meetings.  

A clear clinical care plan 
must be set for all patients 
within 14 hours of 
admission, which includes 
an expected date and time 
of discharge that are linked 
to functional and 
physiological criteria for 
discharge.  

EDD is part of the SAFER 
programme.  

Ongoing monitoring of both the 
setting of the EDD alongside 
accuracy of dates. 

There should be a strong 
focus on ‘simple’ 
discharges. The SAFER 
patient flow bundle and 
‘Red2Green days’ tools 
should be used routinely to 
ensure the most appropriate 
care for patients on all 
hospital wards.  

Fully integrated into the SAFER 
work stream with 6 exemplar 
wards and full roll out in 
October. 

Full roll out from October 2017 
onwards. 

Board rounds should take 
place on all hospital wards 
each morning. The 
multidisciplinary team 
should review the clinical 
plan (including the discharge 
elements) on the board 
rounds and any decisions 
communicated to the 
patient.  

Board rounds take place on 
every ward between 09:00 and 
09:30. Senior clinical 
representation on most wards. 
This is being reviewed as part 
of the SAFER work stream 
alongside Board Round guides. 
PM Huddles take place on most 
wards at 14:00 to check 
challenge and escalate delays.   

This work stream is also 
integrated with the trolley 
dashes. 

Duplication of assessment 
should be minimised using 
trusted assessors, building 
on the functional information 
collected on admission.  

Trusted Assessor work stream 
under discussion with GCCG. 

See Trusted Assessor section 
15.4. 

There should be a single 
point of access for health 
and social care to support 
D2A. Integrated discharge 
teams should be linked to an 
integrated intermediate tier 
of local services.  

Within Gloucestershire, the 
SPCA as well as a brokerage 
team supports D2A. 

The management and support 
of D2A has recently moved to 
the GCC brokerage team.  
Robust implementation plans 
will be in place to secure 
smooth transition.  

13. Planned Care 
 
Gloucestershire has a range of elective care providers who offer choice of location 
and provide competition in the market.  The main acute provider is GHNHSFT but 
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there are also a number of other independent providers offering a range of elective 
and diagnostic services across the county.  Focus on Referral To Treatment (RTT) is 
given to all providers of elective and diagnostic services and all contracts are subject 
to regular monitoring and, where necessary, performance management to ensure 
consistency of access and quality. 
 
Planned Care Performance 
 
GCCG had previously met the targets for RTT, Diagnostics and Cancer on a 
consistent basis.  However, performance of all of these targets has deteriorated 
significantly through 2016/17 and on into 2017/18.  A significant factor in this 
deterioration is due to the introduction of a new hospital patient administration 
system at GHNHSFT which has resulted in the Trust being unable to provide 
National reporting of RTT from November 2016.  Operational issues have resulted in 
lost capacity and an increase in the backlog of patients waiting for treatment.  A 
series of substantial recovery plans are in place to improve the position but will take 
a number of months to complete and will continue through the winter period.  These 
plans assume that elective care capacity is largely unaffected through winter and so 
the robustness of the resilience plan is critical to the continued recovery of these 
national standards.   
 
Actions being taken to improve cancer performance include: 
 

• GHNHSFT have transformation investments totalling £60K to support cancer 
recovery including admin support in colorectal to ensure most effective use of 
capacity. 

• Funding application submitted for additional MRI capacity in Urology to 
support prostate pathway (ideally 6 months until new MRI scanner is 
commissioned, c. £160k) and additional EBUS scope to increase diagnostic 
capacity for lung cancer pathway (c. £70k).  Permanent additional MRI 
capacity comes online in January 2018. 

• A new elective care programme is being implemented between GHNHSFT 
and the GCCG which is focussed on demand management and freeing up 
outpatient capacity.  A key to this will be increased collaboration between 
primary and secondary care to minimise inappropriate referrals through the 
2ww system. 

• Endoscopy recovery plan has been developed and initiated from August 2017. 
• GHNHSFT are attending NHS Elective Master Class on Cancer 

Improvements as part of programme for poor performing Trusts. 
• Capacity and demand work continues with GCCG and CSU support. 
• GCCG Head of Planned Care has taken the lead for performance and is 

attending GHNHSFT’s Cancer Performance Management Board.  He is also 
having weekly calls with NHSE about the cancer recovery plans and latest 
actions. 

• GCCG are exploring alternative providers of elective care in order to release 
capacity within GHNHSFT to deal with growth in 2ww referrals. 

 
Actions being taken to improve RTT and Diagnostics performance include: 
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• Fortnightly meetings chaired by GCCG with NHS England, NHS Improvement  

and GHNHSFT representation to support/challenge the recovery of data 
quality and accurate RTT reporting within the acute trust patient administration 
system. 

• External consultants (Cymbio) have worked with GHNHSFT to help provide a 
detailed action plan to resolve the issues created by the implementation of the 
patient administration system.  This plan is now being implemented by 
GHNHSFT with support from NHS England, NHS Improvement and GCCG.  

• GHNHSFT are using a tracking tool developed by Imperial Healthcare Trust 
which will strengthen the data quality work and tracking arrangements. 

• GHNHSFT have had significant investment and recruitment of additional 
validation and booking staff to help support the recovery plan and deal with 
the backlog of patients awaiting appointments. 

• Discussion are on-going with GHNHSFT to look at moving patients from their 
lists to other providers. Work has commenced in Orthopaedics, Urology and 
General Surgery. Opportunities  being explored to outsource to alternative 
providers to mitigate against peak in backlog once data issues resolved. 

• Communication has been provided to GPs to raise awareness of current 
pressures and performance at GHNHSFT – waiting times of other providers 
have been shared to try and divert work away from GHNHSFT.   

• Referral pathways being reviewed with CPG leads. 
• GHNHSFT have created a new RTT Recovery Steering Group which will have 

GCCG representation and feed into the Trust’s Planned Care Programme 
Board (PCPB).   

• GCCG are supporting the capacity and demand modelling work which is being 
taken forward through the Performance Finance Information Group. 

• Imperial monitoring tool to be reviewed at both the RTT Recovery Steering 
Group and the PCPB as well as at the informal Director of Ops meeting. 

• Diagnostic action plans for endoscopy and audiology are in place and being 
implemented. 

 
Planned care performance is overseen by the Performance Finance and Information 
Group (PFIG) held between GCCG and GHNHSFT while induvial actions and work 
streams are delivered through the PCPB held in both organisations.  There is a bi-
weekly review of the Patient administration system and RTT recovery plan and 
weekly review of cancer performance to provide senior focus on these key issues 
and unblock system obstacles. 
 
 
Capacity and Demand 
 
Capacity and demand modelling with GHNHSFT has started using the Intensive 
Support Team modelling tool.  This work is supported by GCCG and will continue 
over the coming months to inform the contract process for 2018/19.   
 

• Phase 1 (Dec-16) – Elective Orthopaedics, Gynaecology, Urology and 
Dermatology. 
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• Phase 2 – General Surgery (by sub-specialty), Oral Surgery, Ophthalmology, 
Neurology. 

• Phase 3 – All remaining specialties. 
 
Phase 1 has been completed and although data used to complete the demand 
elements is historic the models need further work to ensure the capacity elements 
are true for each specialty.  Ideally this should be done in conjunction with the 
General Manager and any jobs plans that are available. 
 
Once the capacity is a true reflection of what is available the modelling, together with 
the PTLs and waiting lists should help support the delivery of RTT going forward. 
 
Elective Demand Management 
 
There is an extensive programme of work aimed at reducing elective demand into 
acute providers.  This work is based on evidence from national benchmarking 
information supported by local clinical review of demand.  Identified schemes will 
develop alternative referral pathways and the provision of enhanced advice and 
guidance to patients, GPs and other healthcare professionals.  The G-CARE website 
includes referral forms, patient information leaflets and service information and will 
continue to be the main platform for this information.   
 
Developing new care pathways are a fundamental part of the Planned Care 
Programme. We will work with our providers to: 
 

• Refine and develop new pathways through the Clinical Programme Approach 
which is now well established in several specialties. 

• Manage pathway reviews formally to ensure that they remain up to date and 
relevant. 

• Ensure clinicians from both primary and secondary have dedicated time put 
aside to devote to pathway development work. 

 
Elective Capacity and Flow 
 
A key element of GHNHSFT’s overall bed capacity plan involves changes within the 
surgical division aimed at maintaining elective flow and mitigating the impact of 
medical bed pressures.  These include: 
 

• Establish an SAU on the surgical ward at GRH to accept GP expected 
surgical patients. 

• Implement the first phase of GIRFT (“Getting It Right First Time”) for T&O to 
reduce length of stay and improve outcomes for patients. 

• Other LoS reduction schemes for surgical patients to enable bed transfers to 
medicine in a planned way. 

• Surgical specialities will maximise the use of the Day Surgical Unit and newly 
created 23hr stay beds to provide some protected surgical capacity. 
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In addition to the above schemes, elective work will be reviewed daily in line with the 
trust escalation protocols (first case goes) to ensure priority is given to long waiters 
(>52 wks) and cancer patients. 

14. Primary Care 
 
GCCGs implementation of its Primary Care Strategy, published in September 2016, 
along with delivery of the General Practice Forward View (GPFV), is bringing 
significant change to Primary Care in Gloucestershire.  The initiatives being delivered 
are releasing time for GPs to care for patients, improving access for patients to 
appointments, addressing workforce and workload challenges and improving the 
sustainability and resilience of general practice.   
 
The schemes being progressed across the county, relevant to this winter, can be 
summarised against the following themes: 
 

1. Practice Transformation. 
2. Practice Resilience. 
3. Care Navigation and Clinical Correspondence. 
4. Improved Access. 
5. Time for Care Programme. 
6. Workforce. 
7. Estates. 
8. Integration. 
9. Additional winter pressures initiatives.  

14.1. Practice Transformation 
Practices in Gloucestershire were invited to from cluster groupings to develop 
transformative bids that would improve Primary Care sustainability and resilience.  
The GPFV asked that CCGs made £1.50/head available non-recurrently in 2017/18 
and 2018/19 for this transformation; GCCG made £1.89 available recurrently.   
 
This had led to the emergence of 16 natural groupings of practices, predominantly 
based on geography: 
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In 15 of the clusters, their practice transformation scheme is now live, with new roles 
in practice such as clinical pharmacists, frailty nurses, urgent visiting services 
delivered by paramedics etc, thereby adding additional capacity within those clusters 
and more proactively supporting patients in their local community.  This will reduce 
the need for acute intervention and release GP capacity.  

14.2. Vulnerable Practice and Practice Resilience Programmes 
GCCG are working with all 16 clusters, along with individually identified GP practices 
who are particularly vulnerable, to improve their collective resilience.  Schemes being 
supported by GCCG include standardising back-office processes and protocols 
between cluster practices, joint working initiatives such as improving their access or 
having some shared workforce roles, and exploring ‘at-scale’ initiatives, such as 
mergers, federations or closer networks. 

14.3. Care Navigation and Clinical Correspondence 
All of the GP clusters have chosen their providers and are either implementing, or 
about to commence, their training for either (or both) care navigation and clinical 
correspondence.  The aim is to reduce practice and GP workload and ensure 
patients are seen more quickly by the right professional for their need. 

14.4. Improved Access 
As a successful former GP Access Fund site, through which we delivered ‘Choice+’ 
appointments in Primary Care, GCCG has received £5.75/head of patient in 2017/18 
to deliver improved access.  For 2017/18, GCCG has extended the contract with 
GDOC to continue to deliver Choice+, but will be testing pilot sites across the county 
from October 2017 to deliver this differently and more innovatively to NHS England’s 
latest requirements.   



 

Page 62 of 85 
 

 
There is planned seasonable adjustment which will ensure more appointments (up to 
10%) are delivered in the November, December, January, February period to meet 
winter pressures.  There will also be greater integration with OOHs and NHS111 so 
the Choice+ appointments can be used more effectively to support the wider health 
system and reduce attendance to ED.   

14.5. Time for Care Programme 
With NHS England’s national Sustainability and Improvement Team, the LMC and 
RCGP GP Ambassador, we have planned an 18 month quality improvement 
programme.  Relevant for this winter: 
 

• Individuals: Two cohorts (July and October 2017) of a two-day, General 
Practice Improvement Leaders programme which is open to all general 
practice staff who lead change in their practice. 

• Practice: We have successfully secured 33 places on NHSE’s Productive 
General Practice (PGP) Programme, a fantastic success for Gloucestershire.   
The programme will run from September – December 2017, delivered by 
Qualitas. 

14.6. Workforce   
As one of the key components of our Primary Care Strategy, GCCG is supporting its 
member practices in the recruitment, retention and return of the GP workforce, 
Practice Nurse Education and Training, and supporting new skill mixes. Priority 
schemes have been identified and are aligned to the GP workforce 10 point plans 
and General Practice Forward View.  
 
To date, GCCG has successfully secured the services of 8 newly qualified GPs who 
are filling long standing vacancies in the Forest of Dean and Gloucester City 
localities.   This will positively support the urgent and emergency care system 
throughout winter 2017/18, improving access and waiting times.  This will reduce the 
likelihood of patients needing to access ED for minor ailments, particularly GRH.   
 
A Community Education Provider Network (CEPN or Training Hub) has been setup 
in Gloucestershire and we are working closely with various local stakeholders as well 
as the West of England Academic Health Science Network to develop the CEPN to 
support education and training requirements in Gloucestershire.  
 
A key focus of the CEPN for 2017/18 will be to evaluate existing programmes, and to 
facilitate the development of training and development for new roles developing in 
Primary Care settings which include: 
 

• Advanced Practice Nurses. 
• Physiotherapists. 
• Clinical Pharmacists. 
• Practice Nurse Mentoring. 
• Frailty Specialists. 
• Home Visiting Paramedics. 
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• Physician Associates. 
 

The CEPN has recruited an Education Lead clinician who will support projects from 
October 2017, and the network has connected with the STP OD and Workforce 
Strategy Group with a planning workshop to take place in September 2017 to ensure 
alignment of activities.   

14.7. Estates 
Considerable progress is being made across all three strands of the GCCG Primary 
Care estates programme: 
 

• Committed / legacy schemes. 
• Primary Care Infrastructure Plans / new proposals (including ETTF). 
• Improvement Grants (including ETTF). 

This significant estates programme is providing much more appropriate premises for 
Primary Care to be operating from, meaning they can also offer more services for 
patients locally.  A comprehensive update against the entire Estates programme was 
presented to the Primary Care Commissioning Committee in July and can be found 
at Agenda Item 6 by clicking the link below: 
 
https://www.gloucestershireccg.nhs.uk/wp-content/uploads/2017/07/PCCC-Final-Papers-V3-
27th-July-2017-1.pdf 

14.8. Integration 
GCCG has funded 7 GP clinical leaders, one for each locality to champion integrated 
ways of working and to act as conduits between practices and the New Models of 
Care Board (NMOC).  The NMOC Board includes a system-wide place-based model 
involving some of the above clusters of practices working with partners across our 
health and care system in Gloucestershire.  They seek new ways of supporting 
people as close to their home as possible and in so doing avoiding unnecessary 
pressure on ED when this is not the optimum location for treatment.  
 
Within the Stroud & Berkeley Vale and Gloucester City localities, they have 
commenced integrated working with providers within a ‘place-based’ approach.  This 
has involved developing needs assessments at individual cluster level, along with an 
overarching locality board that the clusters are accountable to.  
 
Projects include work with 2gNHSFT to establish dementia nurses in practices, MDT 
meetings across providers and Mental Health nurse specialists working in inner-city 
Gloucester practices alongside Primary Care. 
 
GCCG will be using the learning from this work, and elsewhere, to develop our 
locality and cluster infrastructure to more integrated working structures across the 
system before the end of December 2017. 

https://www.gloucestershireccg.nhs.uk/wp-content/uploads/2017/07/PCCC-Final-Papers-V3-27th-July-2017-1.pdf
https://www.gloucestershireccg.nhs.uk/wp-content/uploads/2017/07/PCCC-Final-Papers-V3-27th-July-2017-1.pdf
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14.9. Additional winter pressures initiatives 
GCCG is asking all practices and clusters whether they would, in addition to all of the 
above, are able to offer additional capacity during this winter.  This can be 
coordinated with the Improved Access work where there are pilot sites.  Responses 
are due back to GCCG by 29 September 2017 and will be collated and responded to 
by mid-October so practices and clusters can commence by 1 December 2017. 
 
Work is also being progressed with a number of cluster practices to look at ways in 
which we can positively impact on patient arrival patterns within the urgent care 
system, predominantly ED.  At present, later arrivals into ED is impacting negatively 
across the system so the proposal is to review current home visiting arrangements in 
order that these occur where necessary earlier in the day, maximising admission 
avoidance opportunities or earlier arrival into the acute trust for more enhanced 
assessment.  The expected impact will be reduced batching at peak evening times, 
reducing ED 4 hour target breaches and improving patient flow.  
 
There will be GP resource with SPCA to support admission avoidance and better 
quality emergency admissions.   All GP admissions will need to be via the SPCA 
giving the opportunity for advice and guidance as well as clinical challenge.   The aim 
is to ensure that patients who are better suited to treatment in a community setting   
are not conveyed. 

14.10. Choice Plus and Improved Access 
Current position 
 
Five clusters are piloting Improved Access schemes from October 2017 onwards, i.e. 
delivering access to Primary Care appointments until 8pm at night during weekdays, 
with further provision on Saturdays and Sundays, totalling a minimum of 30 – 45 
minutes per week of additional appointments per thousand patients.   The pilot 
clusters are: 
 

• St Paul’s in Cheltenham 
• Stonehouse, Frampton cluster with Nailsworth 
• Aspen and Saintbridge 
• Forest of Dean 
• Tewkesbury, Newent and Staunton 

These clusters cover a population of approximately 200,000 patients. Nearly all of 
the preferred bidders wish to pursue expansion of the Primary Care workforce for 
example by including professionals such as Mental Health Practitioners, 
Physiotherapists and Paramedics offering appointments and home visits.  This is an 
ambition nationally and locally that is now being realised by the work we’re doing in 
Gloucestershire. There will be a true STP approach to this and work together in a 
joined-up way, so as to give the maximum opportunities to staff locally, while 
wrapping care around patients in Primary Care and the community in a way that 
does not de-stabilise providers at the same time.   
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In the meantime, we are working with GDoc to continue the existing Choice+ project 
to ensure patient access to these extended appointments continues until November 
for the five preferred bidder’s populations, and then from October to March 2018 for 
the remaining clusters.   
 
 
System Actions 
 
GCCG will continue to work closely with GDOC (the service provider of Choice+) to 
ensure that appointments offered are in the most appropriate location to ensure 
appointments offered are fully utilised.    
 
In addition, Gloucester Health Access Centre (Eastgate House) in Gloucester City 
Centre is contracted to offer walk-in and booked on-the-day appointments 8am – 
8pm, 7 days a week, 365 days a year. 

14.11. Care Home Enhanced Service  
Within Gloucestershire, a locally enhanced service is in place with Primary Care 
practices that support care homes across the county.  This service is intended to 
proactively support patients within care homes providing regular review.  This 
ensures that, wherever possible, care is well planned, undertaken in conjunction with 
the patient and family and, wherever possible, admission to hospital is avoided 
unless clinically indicated.    This offer has evidenced positive impacts on both 
emergency admissions as well as quality of interventions within care homes.  

14.12. Out of Hours 
The Gloucestershire out of hours service provides advice, assessment and support 
to patients across Gloucestershire who have urgent Primary Care needs during the 
out of hours period (6:30pm – 8am Monday to Friday and at weekends and Bank 
Holidays).  Care UK, the out of hours provider, have undertaken detailed demand 
and capacity modelling (see section 9) for the winter months and have undertaken 
active recruitment of clinicians including GPs and Advanced Nurse Practitioners.  
Additional support and capacity can also be accessed via the wider Care UK network 
at times of peak demand or capacity constraints. 

15. Social Care  
 
Social care provision will be a critical element of securing effective flow through the 
Gloucestershire system this winter.   Within the content of this plan, significant 
evidence exists of schemes and initiatives that will support improved resilience 
through the winter months.  It is, however, acknowledged that a risk exists around 
demand outstripping available capacity within reablement, hospital to home and 
independent sector home care providers.  Signicifant work is underway to map and 
anticipate future demand requirements with a significant amount of additional 
investment as part of the iBCF funding being focused on remedying this resource 
gap as well as work being undertaken to review current domiciliary care capacity 
alongside new Care Navigator roles.  
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15.1. Reablement 
Reablement is offered and available across all localities and at any one time provides 
care for between 250 to 450 service users. The range in the number of users is 
dependent upon the level of complexity and need of the individuals in service. This 
emphasises the difficulty in demand planning due to the variance in the service user 
numbers. The reablement actions include: 
 

• Continuing to accept 100% of acute referrals for winter 2017/18. 
• Continuing to work on community hospital referrals. 
• Continued focus to increase productivity, reduce down time / sickness and 

progress cases. 
• Domiciliary care framework introduced in Spring/Summer 2016 now allows 

health and social care to purchase reablement from the independent sector to 
complement existing in-house reablement services.   

• Under the reablement offer, up to 6 weeks of free community hot meals can 
be provided via Adult Social Care.  

• H2H service provided by two urban domiciliary care providers which support 
timely acceptance of referral and discharge.  Initial assessment over 48-72 
hours to determine ongoing pathways which include no further service or 
diversion to voluntary sector, straightforward personal care and/or 
opportunities for reablement.  Within this service, a Trusted Assessor 
approach has been adopted. 

15.2. Domiciliary Care  
The Joint Brokerage Team operating within Gloucestershire currently commissions 
work from 78 different Domiciliary Care providers and cares for approximately 1600 
people, (though all providers also deliver care to self-funders). In addition to this 
there are a further 30 providers commissioned for delivering support services. There 
are also a number of providers operating in Gloucestershire who are not currently 
commissioned who are also providing care for ‘self-funders’ which fall outside of the 
remit of adult social care. The domiciliary care actions include: 
 

• Mapping the current market and identifying gaps in delivery in order to seek 
new providers for areas identified as risk areas. 

• Urban Prime providers, in place since October 2016, have first option for 
packages of care in Gloucester and Cheltenham, working with Urban 
providers to implement the contract aims of controlling and delivering all 
provision across their contracted areas. 

• The Rural framework in operation since April 2016 is undergoing review and 
formalisation of the use of rural providers as additional capacity & contingency 
in urban areas is currently out for consultation to be in place by late autumn 
2017. 

• An out of hospital service (H2H), though part of the urban prime contracts, has 
been procured separately, (whilst the prime providers become established), in 
order to aid discharges from the acute trust and community hospitals for new 
care requests. 
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• An enhanced brokerage function is in operation to work with providers to 
provide collaborative solutions which maximise capacity and manage 
expectations. 

 
The actions that have been outlined as part of the winter preparation for both 
domiciliary care and reablement are as follows: 
  

• Continue to monitor demand and capacity based upon understanding of 
predicted demand versus available and predicted capacity. 

• Seek to increase availability of respite care “offers” in lieu of packages of care. 
• Seek to increase the availability of reablement capacity through managing the 

discharge pathways and increasing use of alternative provision for 
reablement. 

• Continue to increase capacity with Domiciliary Care by bringing on line 
additional providers into the market, in line with demand modelling forecasts. 

• Work with providers on recruitment and retention of care staff through a 
dedicated workforce development recruitment and retention officer working as 
part of the Proud to Care Gloucestershire roll out. 

• Utilize RAG rating matrix and escalation plans to apply a consistent co-
ordinated approach on actions to be taken at varying levels of escalation.  

• Working with domiciliary care providers and reablement to understand how 
services could be scaled back safely and proportionately in periods of system 
wide escalation. 

15.3. Care Navigators 
This role has been developed to support deliver a seamless discharge service to 
those people who require support in arranging care in a hospital setting, but would 
not be eligible for social care funding. The objective of this role is to support the 
deflection in increasing levels of inappropriate referrals, or referrals that require 
Social Work input without resulting in funding of care packages. The post is also 
intended to support patients resolve simple housing issues e.g. refer into other 
support services, support benefit claims and having access to the Commissioning 
and Brokerage for Older People Team.  This follows a model promoted in Leicester, 
the ‘Lighthouse’ pilot. 
 
In response to the positive benefits realised by this role, additional investment has 
been identified for the winter months to extend current numbers of Care Navigators 
as well as incorporate into the community hospital services. 

15.4. Trusted Assessor 
The new trusted assessor role based in the existing Care Home Support Team is 
due to start on 9th September 2017 and will run for a year.   The post holder will work 
closely with the acute, community hospitals and local care homes to provide support 
and resolve concerns when discharge from hospital to care home does not go 
smoothly.  The aim is to improve the quality and timeliness of discharge to care 
homes.   During the winter of 2017/18, ongoing evaluation of this scheme will be 
undertaken.  
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15.5. Discharge to Assess (D2A) – Pathway 2   
D2A Pathway 2 supports patient discharge from the acute hospital setting and 
ensures that full MDT assessments are undertaken within an environment condusive 
to optimising outcomes for the patient. Across Gloucestershire a number of beds 
based within local Nursing Homes have been identified to provide this care and 
support. The number of  beds flex across the seasonal months with additional 
capacity being made available during the winter months to support patient flow. The 
beds that will be available throughout the winter months have been included within 
the bed modelling that has taken place and has accurately predicted future need 
based upon review of identified delays from the 2016/17 review.  

15.6. Gloucestershire Fire & Rescue Service (GFRS)  
GCCG and GFRS are working to enable isolated, vulnerable or elderly people return 
to their own home with the help of the Telecare Responder Service provided by 
GFRS and are “first responder” in the case of an emergency for >400 people in the 
county.   
 
In addition, GFRS are undertaking Safe & Well visits as part of discharge planning 
and social care assessments and GCCG are exploring the possibility of GFRS 
supporting the Telecare service with simple fire equipment installations (ie. smoke 
alarms), de-installations and battery changes.    

15.7. Voluntary Sector Out of Hospital Services 
In Gloucestershire, a collaborative contract is in place between Age UK 
Gloucestershire and the British Red Cross to support older people who are 
discharged following a stay in hospital or a visit to A&E.  The Out of Hospital service 
works with people (aged 65 or over and younger by exception) for up to 4 weeks to 
reassure and help identify what is needed in the short term to get them ‘back on their 
feet’ and build longer term confidence following discharge from hospital.  Support can 
include: 
 

• A ‘Safe & Well’ Home Safety Check. 
• Support to access benefits advice and guidance, e.g. attendance allowance. 
• Information, advice and sign-posting to other services relevant to people’s 

needs. 
• Practical tasks such as initial and essential food shopping. 
• Volunteer visitors who can help rebuild confidence and support with tasks 

such as posting letters, shopping, accompanying to appointments etc. 
 
In addition, the British Red Cross supports safe and timely discharge from hospital 
for anyone aged 18 and over and who have little or no immediate support at home 
including: 
 

• Safe transportation from hospital to home by car. 
• Resettlement for up to 2 hours once home to ensure immediate physical and 

emotional needs are met. 
• A limited Night Sitting service (from 10.30pm to 7.30am). 
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16. Mental Health 

16.1. 24/7 Liaison mental health (LMH) services in A&E  
The Mental Health Liaison Team Service has three component parts:  

Emergency Department Liaison 
• Since September 2015, the ED Liaison element has been available on a 24/7 

basis.  The service provides Emergency Department liaison on a 24/7 basis 
including CYPS by December 2017.  

Older People Liaison 
• The MH Older Peoples element of the MH Liaison Team essentially provides 

a service for adults with organic disorders: The MHLS team will provide advice 
and support and assessment to ward teams for an assessment of patients 
with complex dementia or where delirium has been identified or is suspected. 
The MHLS will following assessment, ensure that patients with a diagnosis of 
dementia are signposted to the dementia care pathway. 

Alcohol Liaison 
• This service will work with hazardous, harmful and dependent drinkers of all 

ages, attending ED and admitted as inpatients to GRH and CGH. The service 
will provide interventions in the hospitals to; reduce ED attendances and 
hospital re-admissions as a direct result of Alcohol misuse, reduce drinking 
behaviour for ED attenders and hospital inpatients, best manage the needs of 
dependent drinkers in hospital, including and provide education to hospital 
staff dealing with this client group.  

16.2. Crisis Care Concordat (CCC)  
Crisis Resolution and Home Treatment Teams have been remodelled and the new 
service is called the “Mental Health Acute Response Service (MHARS)” and will have 
increased capacity and resources to address gaps in the urgent care pathway.  The 
service will operate a broader eligibility criteria, faster response times for initial 
contact, triage and full assessment.  The service will be comprised of two elements:   
 

1. Urgent Response Team (URT). 
2. Rapid Assessment and Home Treatment (RAHT). 

 
Full implementation of the MHARS service has been hampered by recruitment issues 
related to lack of qualified nurses.  Phased implementation of the service has been 
agreed.  The service will be operational from December 2017.  Co-location with 
Police at Waterwells has taken place and 2gNHSFT staffs are working to agreed 
protocols with the Police which are aimed at reducing s136 MHA detentions.  The 
service is currently piloting a limited street triage project.  By December 2017, the 
service will be working with 12+ (triage assessment/short term crisis management 
pending handover to CYPS).  
 
It is envisaged that full roll out of the MHARS service will have far reaching impact 
including admission avoidance and reductions in ED attendances. 
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17. Transport 
 
Within Gloucestershire, ATSL is the main provider of non-emergency patient 
transport.  ATSL are responsible for the safe, timely and comfortable transport of 
patients between their place of residence and the healthcare facility, between 
healthcare facilities and from the healthcare facility to their place of residence.  
 
The main services that patients are transported to and from are: 
 

• Outpatient appointments at any treatment centre. 
• Day case and inpatient admissions and day care. 
• Discharges from hospitals/treatment centres.  
• Discharges from EDs/MIIUs.  
• End of life patients. 
• Renal dialysis patients. 
• Hospital transfers. 

 
Delivery of Patient Transport remains a challenge and it is noted that the 
effectiveness of the Patient Transport Service is only partly under ATSL’s control and 
ATSL needs to work together with acute and community providers to help deliver a 
cost-effective, high quality and timely service to all patients.  There are some ongoing 
areas for improvement in order for performance to increase. These include work to 
move more on day bookings to pre-booked and addressing an increasing number of 
aborted journeys.  In order to support and address the transport needs there 
currently is:  
 

• A dedicated discharge coordinator employed at GRH, this is a vital role in 
building relationships across the acute trust and ATSL, encouraging 
collaborative working and coordinated booking of patient transport.  

• A GCCG funded Dedicated Discharge Vehicle for the sole use of GHNHSFT 
which is over and above the overarching contract with ATSL. This vehicle 
provided by ATSL supports the discharges from GHNHSFT between Monday 
to Friday. GHNHSFT allocate the patients which go on this vehicle 
themselves. In addition to the Dedicated Discharge Vehicle, GCCG is 
proposing to reinvest rebates from the ATSL contract where activity has been 
below baseline during Quarter 1 and Quarter 2 of this year. This additional 
vehicle would prioritise discharges to Nursing Homes and Discharge to 
Assess beds to improve system flow.  Additional ad hoc arrangements, using 
other private providers, will be made during periods of high escalation.  

• A Gloucestershire locality manager for ATSL who works closely with 
GHNHSFT and with GCS, and an escalation process is in place. 

• A monthly transport working group between ATSL and providers. 
 
In addition GCCG has been working closely with GCC on the Department of 
Transport’s Total Transport Project and are currently exploring opportunities to utilise 
their resources which are underused at certain times of day e.g. SEN Transport.  We 
are also trying to maximise the use of Community Transport and Volunteer Car 
Schemes for those patients found not to be eligible for NHS funded transport. 
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At times of unpredicted high demand or system pressure, ATSL are able to pull 
resources from other neighbouring CCG areas, if available, as well as third party 
support.   
 
In order to minimise the impacts of adverse weather challenges, ATSL have a clear 
plan in place which complements their business continuity arrangements.  The plan 
outlines their approach to ensuring the continued provision of services during periods 
of adverse weather and provides guidance to ATSL staff on actions to be 
taken.  Contractual arrangements and ATSL performance are discussed and closely 
monitored at joint GCCG/ATSL contract boards.  The ATSL winter plan will be 
reviewed and discussed at the next contract board at the end of September.  GCCG  
acknowledges that the degree to which resources can be pulled from other CCG 
areas is limited in that pressure will be evident across all CCGs but ATSL do have 
the option of sub-contracting to 3rd party providers when additional capacity is 
required. Acute and Community Hospitals and the CCGs have a responsibility to 
ensure that the default is that patients make their own way to and from hospital and 
that patient transport resources are reserved for those patients that really need it due 
to medical need. 
 
The effectiveness of the service delivered by ATSL is only partly under ATSL’s direct 
control.  There are a number of key external actions and influences which impact on 
the effective delivery of a high quality and timely service to all patients.  This remains 
a challenging environment in which to deliver change and improve booking 
behaviours but ATSL and GCCG are working with acute trust colleagues to reinforce 
the need to plan ahead for the patient transport element of discharge planning in 
particular, in order to improve patient experience, maximise patient transport 
resource efficiency, and enable ATSL to better help support hospital flow.   

18. Communications  
18.1. Introduction 

This plan sets out public communication arrangements for GCCG and its health and 
social care partners during the autumn and winter period 2017/18. 
 
It includes details for planned campaign activity to promote preventative action and 
appropriate use of services and also sets out escalation arrangements for periods of 
increased pressure in the system.  
 
It incorporates local detail within a common framework that spans the whole of 
Gloucestershire, including GCCG, NHS England, local trusts, Public Health England 
and the County Council.   This joined-up approach recognises the advantages of: 
 

• Sharing resources and reducing duplication of effort. 
• Aligning messages. 
• Aligning timings. 
• Complementing national/regional communication and campaign plans. 
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• Handling inter-organisational issues, especially at time of escalation. 
 
It also takes account of the national integrated winter Campaign and describes how 
this will be supported locally.  

18.2. Co-ordinated and consistent communications 
As well as ensuring local winter messages are consistent and co-ordinated, GCCG 
working with the partners described above, will take account of national messaging 
and timings, make the most of the campaign resources available and use local 
partner networks and communication channels to maximise impact.  
 
GCCG, working with community partners, will also co-ordinate the local Advice ASAP 
campaign – a targeted campaign that encourages appropriate use of services and 
provides care advice by condition.  
 
Scope 
 
The organisations involved in shaping the local framework are: 
 

• NHS Gloucestershire Clinical Commissioning Group. 
• Gloucestershire County Council. 
• Gloucestershire Hospitals NHS Foundation Trust. 
• Gloucestershire Care Services NHS Trust. 
• 2gether NHS Foundation Trust. 
• South Western Ambulance Service NHS Foundation Trust. 
• NHS England – Area Team. 

 
Within this framework, the following issues are covered: 
 

i. Flu vaccination, which begins in the early autumn, but will continue throughout 
the winter period. 

ii. Combatting norovirus. 
iii. Keeping people well and encouraging best use of services. 
iv. Roles and responsibilities at times of increased pressure. 

 
The plan has also been drawn up in recognition of the move towards supporting 
greater resilience across the whole healthcare system, regardless of the time of year. 
 
As part of this process, communications leads will be identified to attend each of the 
local A&EDBs, in order to: 
 

• Understand the local position and outlook. 
• Provide advice. 
• Share intelligence and facilitate communications planning across 

organisations. 
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18.3. Resources 
The plan relies heavily on use of national promotional materials, existing local 
campaign materials e.g. ASAP, local web and App tools already in place, direct 
marketing, targeted social media advertising, local media sponsorship arrangements 
and local funding for the ASAP App/campaign. The Information Bus can also be used 
to promote messages e.g. “Safe and Well”. 
 
The aim will be to secure economies of scale by using common materials and 
maximising partner organisation communication channels, routes and audiences. 

i. Flu vaccination 
 
Background  
 
The Gloucestershire Health Community approach will fit with Public Health England’s 
Flu Immunisation Communications Strategy and the national winter campaign.  
 
This year’s flu marketing campaign will be part of the wider “Stay Well This Winter” 
campaign, which will run from 9 October to 17 December 2017 in two stages.  
 
Phase 1 – Flu vaccination will run from 9 October to 29 October 2017 aiming to:  
 

1. Support reported flu vaccination uptake amongst key target groups (pregnant 
women, children, and those with long term health conditions). 

2. Improve awareness of the nasal spray among parents of 2–3 year olds. 
3. Continue to promote reasons to get the flu vaccine to pregnant women. 

 
Phase 2 – Winter (First Signs) will run from 6 November to 17 December 2017, 
looking to:  
 

1. Maintain high levels of awareness of the winter campaign among at-risk 
groups (C2DE adults aged 65+, people with long term conditions and carers). 

2. Prompt up to one million people, who are at risk of hospital admission, to visit 
pharmacies for advice and/or treatment for seasonal illnesses. 

3. Promote trust in the NHS and believe that the NHS is looking out for people. 
 
The main public target audiences for the flu communication campaign i.e. those who 
are eligible for the flu vaccination, are:  

• all children aged two to eight (but not nine years or older) on 31 August 2017 
(with a live attenuated influenza vaccine (LAIV), administered as a nasal 
spray). 

• all primary school-aged children in former primary school pilot areas (with 
LAIV). 

• those aged six months to under 65 years in clinical risk groups. 
• pregnant women. 
• those aged 65 years and over. 
• those in long-stay residential care homes. 
• carers. 
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A marketing toolkit (part of the national winter campaign) will be available for all 
partners from mid-September. 
 
For health and social care staff, the NHS Employers’ Flu Fighter campaign will be the 
primary means of increasing update of flu vaccination across all NHS organisations. 
A national CQUIN to increase the uptake of flu vaccination amongst Health Care 
Professionals will be implemented in the Trusts.  
 
The GCCG external plan, developed in partnership with GCC and Public Health 
England will focus on hard hitting preventative messages with the key feature being a 
high profile and targeted social media video campaign, supported also by traditional 
media, design and distribution of promotional material and internal communication.  
 
The social media video campaign will focus on three broad audiences: pregnant 
women and parents of young children, people with long term conditions and people 
aged 65 and over and carers.   
 
The Director of Public Health (DPH) and GCCG GPs will be media spokespeople for 
the flu immunisation campaign at a local level.   
 
Local approach  
 
Communications work on flu vaccination will focus on: 
 

 

Activity Roles Notes Timing 

Internal 
Communication – to 
support flu 
immunisation take 
up amongst front 
line staff/clinics 

GCC and Trusts.  Trust magazines, Team 
Briefs, What’s New This 
Week (GP practice 
bulletin), intranets, screen 
savers, posters and team 
meetings.        

From 
October 
2017 

Media Promotion GCCG to issue Primary 
Care release/GCC to issue 
local launch release/photo 
opportunity. 

GCCG to work with GCC 
on sponsored 
Gloucestershire media 
health pages. 

GCCG to produce 
PowerPoint slides for GP 
surgery waiting room TV 

Align with national 
messaging and marketing 
campaign. GCC releases 
to coincide with PHE 
national launch in Oct 17. 

GCC activities with Fire 
and Rescue, councillors 
etc. 

 

From 9 
October 
2017 
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screens. 

GCCG to work with GCC 
on radio advertising with 
Heart FM, other 
independent stations and 
BBC Radio 
Gloucestershire. 

Social Media  GCCG to use “RT Friday” 
(including campaign cards) 
to spread preventative 
messages. 

RT GCC activities with 
councillors fire and rescue 
etc. 

Facebook messages. 

Partner agencies to 
support.  

From 9 
October 
2017 

Web resources  GCCG/GCC home page 
carousel link to 
resources/key messages. 
Partner agencies to offer a 
home page link. 

ASAP App and website 
(latest news) to carry flu 
messages. 

 From 9 
October 
2017 

Campaign videos  GCCG to promote 
commissioned short films 
and use to support a 
targeted social media/on-
line campaign.  

 From 9 
October 
2017 

Promotional material 
– including detail on 
the distribution and 
audiences  

GCCG to liaise with GCC 
and PHE to tailor/confirm 
availability of promotional 
materials e.g. 
posters/leaflets and discuss 
distribution outlets e.g. 
Information Bus, Care 
Homes.  

GCCG to liaise with GCC 
over syndicated articles for 
community partner 
newsletters/sites. 

GCCG/GCC to co-
ordinate distribution – GP 
surgeries, pharmacies, 
hospitals (acute and 
community), schools and 
care homes. Bus to be 
reserved and materials 
agreed for the 
Information Bus. 

 

 

From 9 
October 
2017 
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GCCG to liaise with GHT 
and GCS over chronic LTC 
Groups and pregnant 
women. 

ii. Norovirus  
 
Background 
 
Each year, norovirus is responsible for ward closures and delayed admissions for 
hospital patients. As with many easily-spread infections, norovirus tends to be at its 
worse over the autumn and winter period, when pressures on the system are already 
high. It is therefore essential to minimise the impact. 
 
However, it is also important to make the public aware that norovirus is essentially a 
community-wide problem that is brought into hospitals, care homes and other 
settings where people are most vulnerable. It is therefore something that can be 
tackled at source.  
 
There is real scope for campaign work to help prevent, or reduce the spread of, 
outbreaks. GCCG is working closely with GHNHSFT, GCS and other community 
partners to launch this year’s Combat Norovirus campaign.  
 
This campaign, which includes high visibility billboards on health sites, promotional 
materials in public places, social media and media promotion, will get underway in 
early October.    
 
Local approach 
 
Communication work on norovirus will focus on: 
 

Activity Roles Notes Timing 

Internal 
Communication – 
to support infection 
control practices 

GCC and Trusts. Trust magazines, 
Team Briefs, What’s 
new this Week (GP 
practice bulletin), 
posters, team 
meetings, intranets, 
screen savers 

From early 
October 
2017 

Media Promotion Joint media activity with 
GHNHSFT and GCS. 

Media release and 
photo call 

From early 
October 
2017 
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Social media GCCG to use their ‘RT Friday.’  Tweet links directly to 
a branded e-key 
messages card, 
Support from 
community partners 

From early 
October 
2017 

Web resources GCCG and Trust website home 
page (carousel). 

Link to resources/key 
messages. Partner 
agencies to offer a 
home page link  

From early 
October 
2017 

Promotional 
materials 

GHT to organise billboard 
signs, posters & leaflets at 
DGHs. GCS to organise 
posters & leaflets at 
Community Hospitals. GCCG 
to organise posters & leaflets 
at GP surgeries and 
pharmacies. 

GCCG to liaise with GHT/GCS 
over syndicated article for 
community partner 
newsletters/sites. 

GHT Comms to look at the 
option of including NV 
promotional material in 
appointment letters.    

PowerPoint presentation slides 
on GP surgery waiting room TV 
screens. 

Information Bus presence at 
acute and community sites. 

Distribution also via 
Information Bus and to 
Community 
Connectors. 

 

 

 

 

 

 

 

 

Promoting Combat 
Norovirus to patients 
and visitors.  

From early 
October 
2017 

 

 

From early 
October 
2017 

 

From early 
October 
2017  

From early 
October 
2017  

From mid-
October 
2017  

iii. Keeping people well and encouraging best use of services 
 
Background 
 
An essential part of winter planning is the avoidance of hospital attendances and 
admissions and encouraging people to use the right health service for their ailment. 
This includes encouraging people to: 

• Keep warm and well. 
• Seek the right treatment early if they do become unwell. 
• Use their local health services appropriately through access to the right 

sources of information (both in-hours and out of hours). 
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The local NHS has developed a twin track approach to communicating messages 
about a) prevention, self-care and taking early action when unwell (target groups) 
and b) appropriate use of services.  
 

1) Supporting the national Winter campaign – across all media – encouraging 
early action and preventing serious illness from 6 November 2017. 

2) Marketing and promotion of the local Advice ASAP campaign (care advice and 
service signposting). This includes promoting the overall ASAP ‘ill or injured – 
not sure where to turn?’ campaign message (App, Search the website, Ask 
NHS 111 and Pharmacy).               

 
Local approach 
 
Communications will focus on: 
 

Track 1 – Supporting the national campaign 

Campaign: National NHS Winter Campaign – ‘Stay well this Winter’ - It’s objective is to 
ensure that people who are most at risk of preventable emergency admission to hospital 
care are aware of, and wherever possible, are motivated to take those actions that may 
avoid admission this winter.  Aims to reduce pressure on the NHS Urgent and Emergency 
Care system (from 6 November to 17 December 2017).  

Key theme: Encouraging people to take early preventative action. All activities below (apart 
from the first row) cover the preventative themes of ‘Keep warm and well’, flu immunisation 
and taking early action when feeling unwell.     

Activity Roles Notes Timing 

Internal 
Communication – 
promoting 
use/availability of 
materials and 
supporting campaign 
messages. 

All health and 
social care 
organisations.  

Trust magazines, Team 
Briefs, What’s New This 
Week (GP practice 
bulletin), GP promotional 
cards, and campaign 
materials.     

Late October 
2017 TBC 

Encouraging flu 
immunisation take up 

 Use of national materials 
(see flu section for specific 
actions). 

From early 
October 2017  

Media Promotion – 
media release/photo 
opportunity in 
healthcare setting 

GCCG to co-
ordinate and 
manage.  

Also use of the GCCG 
sponsored media health 
pages. 

Late October 
2017 TBC 

Social media GCCG to Tweet/share links directly Late October 
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promote media 
messages.  

to branded e-key 
messages cards – 
including RT Friday.   

2017 

Web resources  GCCG and care 
partner on-line 
resources/key 
messages.    

Partner agencies to offer a 
home page link.   

Late October 
2017 

Promotional materials  GCCG to 
organise. 

 

 

Posters and leaflets at GP 
surgeries, pharmacies and 
hospitals and sent to 
Community Connectors.  

Articles/artwork for 
community partner 
newsletters/sites. 

Successful distribution via 
Information Bus  

w/c 13 November 
2017 

Additional proactive 
actions during periods 
of particularly poor 
weather 

GCCG/GCC to 
co-ordinate.  

Proactive media (including 
ads and editorial). 

Social media channels 
(joint/co-ordinated 
approach in place with 
partners). 

As required 

Track 2 – The ASAP campaign 

The campaign, which provides guidance to the public on the right self-care and service 
options has already generated over 15,000 App downloads and over 15,000 website visits.    

The initiative targets adults and parents of young children with advice on what to do if they 
are ill or injured and are unsure where to turn.  

The promotional material encourages residents to check out the App (ASAP Glos NHS), 
Search the website (www.asapglos.nhs.uk), Ask NHS 111 or visit their Pharmacy.  

The ASAP website and App allows users to ‘Search by Service’ or ‘Search by Condition’ – 
providing a step by step guide through symptoms, self-care and signposting to the 
appropriate NHS service/s. It actively encourages use of pharmacies, NHS 111 and 
Community Minor Injury and Illness Units where appropriate.  

Campaign: local Advice ASAP campaign 

Key theme:  Provides self-care advice and signposts to appropriate services (from October 
2015). 

http://www.asapglos.nhs.uk/
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Activity Roles Notes Timing 

Internal 
Communication – 
promoting 
use/availability of 
materials and 
supporting campaign 
messages 

All health and 
social care 
organisations. 

Trust magazines, Team 
Briefs, What’s new this 
Week (GP practice 
bulletin), GP promotional 
cards, and campaign 
materials.     

From October 
2017 

Media package (1) - 
Working with 
Gloucestershire Media 
group to develop an 
integrated 2 month 
(seasonal) media 
package 

GCCG to co-
ordinate. 

To include newspaper, 
social media platforms, 
website take over 
(campaign web banners) – 
link to App download. 
Highlighting specific 
conditions.      

From mid 
November 2017 

Media package (2) - 
Working with other 
media organisations in 
Gloucestershire to 
develop an integrated 2 
month (seasonal) 
media plan 

GCCG to co-
ordinate. 

To include newspaper, 
social media platforms, 
website take over 
(campaign web banners) – 
link to App download. 
Highlighting specific 
conditions.       

From mid 
November 2017 

Facebook advertising GCCG. Targeting young parents 
and adult population (18-
40). 3 month period. Single 
biggest contributor to App 
downloads to date. 
Including highlighting 
specific conditions.    

From mid 
November 2017 
(3 month duration) 

Household winter 
mailer 

GCCG to co-
ordinate. 

All households in 
Gloucestershire 
postcodes. 

w/c 28 November 
2017 

Further hardcopy 
collateral distribution– 
posters, flyers, leaflets, 
key message cards 

GCCG to co-
ordinate. 

Supporting the ASAP 
campaign call to action 
including App downloads.  

NHS and community 
outlets. 

Early November 
2017 

Bus advertising GCCG to co-
ordinate. 

To coincide with the key 
seasonal campaign period 
and to link with other 

December 2017 –
January 2018 
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activities above.  Bus 
needs to be reserved. 

Information Bus GCCG to co-
ordinate. 

Continuing roadshow 
presence e.g. Rugby Club, 
shopping centres, schools, 
other neighbourhood 
venues. 

Winter 2017/18 

Local radio advertising GCCG to co-
ordinate. 

2 periods of 2 weeks. 
Heart FM.   

Mid November 
2017 & January 
2018 

Specific activity linked 
to Holiday periods e.g. 
Christmas/New Year 
period e.g. access to 
services, repeat 
prescriptions etc. 

 

GCCG to co-
ordinate. 

Proactive media (including 
ads and editorial). 

 

Social media channels 
(joint/co-ordinated 
approach in place with 
partners). 

December 
2017/January 
2018 

19. Mortuary 
 
GCC has a Managing Excess Deaths Contingency Plan that has been adopted by 
Multi Agency partners throughout the county and GCCG has worked extensively with 
GCC’s Mortuary Manager and the Coroner’s office with regard to this. 
 
The accommodation within the existing County Mortuary (62) was at no time under 
pressure during the difficult times last winter. The Excess Deaths Plan is to increase 
the capacity of the County Mortuary to 100 through the use of refrigerated units 
called "Nutwells" each of which holds 20 bodies. 
 
There is additional capacity within both GRH and CGH Mortuaries that are no longer 
licensed for post mortems under the Human Tissue Act but still perform a 
refrigerated holding capacity for storage.  
 
There are good working relationships across Gloucestershire between GCC’s  
Mortuary, the acute mortuaries and the various undertakers which help facilitate 
prompt services and will continue to ease pressure into winter 2017/18. 

20. Infection, Prevention and Control 

20.1. Infection Control 
There is an increased risk of infection control during periods of escalation typically 
during winter when the levels of community acquired infections (predominantly 
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norovirus) are higher.  In 2016/17 a total of 150 bed days were lost affecting 86 
patients due to norovirus at GHNHSFT.  In GCS 186 bed days were lost over the 
year due to viral gastroenteritis outbreaks with a total of 67 patients.  
 
At GHNHSFT outbreaks of diarrhoea and vomiting are managed using the 
Southwest Norovirus Toolkit (V2) and this tool kit provides guidance on the 
escalation procedure for the management and communication of norovirus outbreaks 
within the Trust. The annual deep cleaning programme and when necessary an 
enhanced programme of cleaning provides assurances that the environment cannot 
act as a reservoir for the contagion.  The Combat Norovirus Campaign is refreshed 
each year aims key messages at visitors, patients and staff including symptoms, 
promoting hand washing, restricting visiting and restrictions for returning to work.   
 
From October 2016 to May 2017, Infection Control Nurses at the GHNHSFT will 
provide an additional service to review outbreaks of diarrhoea and vomiting at 
weekends and bank holidays between 08:30am-12:15pm by telephone from home.  
 
Currently proposals are being prepared for the GHNHSFT Infection Control & 
Prevention Meeting which will be held in September 2017 during which further 
measures will be discussed to improve winter resilience in relation to infection 
prevention and control.   
 
At GCS in the event of an outbreak Infection Prevention and Control team undertake 
best practice and close the ward/unit where the outbreak has been identified. This 
results in less patients becoming affected by the circulating infectious organism. 
Within the Community Hospitals, there are robust infection control policies in place 
with strict monitoring of adherence to policy in order to ensure that bed closures are 
minimised as a result of infectious outbreaks.  Cleaning schedules are in place 
throughout the community hospitals with regular cleanliness reviews to ensure 
standards are maximised and consistent. 

20.2. Seasonal Influenza 
NHS England working with Public Health England has a well-defined delivery and 
action plan for the 2017-2018 seasonal flu programme, integrated into a multi-
organisation communications and marketing plan.  
 
Within Gloucestershire, weekly infection prevention and control alerts are received 
into the GCCG from Public Health regarding intelligence from across the country.  
This information is used for both planning purposes and dissemination in order to 
maximise preparedness and awareness.   

20.3. Staff 
NHS England has identified flu Preparedness as a priority for planning across all 
healthcare providers.  For 2016/17 the percentage of staff who received flu 
vaccinations was:    77.2% for 2gNHSFT, 57.8% for GHNHSFT and 56.2% for GCS.  
 
Stocks of Tamiflu are available across the county with a rolling programme of 
vaccination campaigns across all health and social care providers.  Improving the 
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uptake of flu vaccinations for front line staff is a CQUIN target for all Gloucestershire 
NHS providers.  Uptake of flu vaccination will be regularly reviewed internally by the 
hospital trusts. 
 
GHNHSFT and GCS have a comprehensive seasonal influenza plan.  A key part of 
this is staff vaccination and an internal communications strategy will be launched 
ahead of vaccination roll-out.  It is expected that a proactive roll-out of the trust 
vaccination programme commences in late September 2017, as soon as the vaccine 
is available.  GHNHSFT Occupational Health will use flu champions, targeting and 
vaccinating front-line staff in high risk areas and offering evening sessions for 
maximum uptake.  GCS will use peer vaccinators targeting and vaccinating front-line 
staff in high risk areas for maximum uptake.    
 
ATSL offer all their employees a free flu vaccination voucher which is redeemable at 
Boots the Chemist.  Staff sign up for their free vaccination via their line manager and 
the appropriate vouchers are purchased and distributed. 

20.4. Gloucestershire Citizens 
Organisations are taking a pro-active approach this winter to maximise the 
vaccination uptake by Gloucestershire citizens, by making it more widely available.  
GCCG is working together with NHS England on a plan to achieve a greater uptake 
in all groups, including working with GP practices, care homes and community 
pharmacies. 
 
Below is evidence of previous uptake of seasonal flu vaccinations from 2014/15 – 
2016/17. 
 

Patient Group 2014/15 2015/16 2016/17 
Patient > 65 years 74% 72.7% 71.9% 
Patients < 65 years 
with long term 
condition 

49.5% 45.1% 50.57% 

Pregnant woman 42.6% 43.9% 46.3% 

21. Adverse Weather 
 
Appendix 1 of the National Cold weather plan identifies the impact of cold weather on 
the Health Economy.  All members of the Local Health Resilience Partnership 
(LHRP) are required to refer to the National plan within their business continuity 
planning process which has been assured by GCCG against NHS England Core 
standards. 
 
Severe weather warnings issued by the Met Office are received by those 
organisations through widespread warnings and briefings. These warnings contain 
actions that must be taken as per Appendix 3 of the National Severe Weather Plan. 
 
Upon receipt of a warning of severe weather, if appropriate, a Multi-Agency 
teleconference will be called amongst the members of the Gloucestershire Multi 
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Agency Local Resilience Forum. This group includes a member of staff for NHS 
England who will disseminate information across the Health Community via the 
format listed in Chapter 4 of the Health Community Response Plan. 

22. Business Continuity Plans  
 
All key stakeholders have resilience embedded within their Business Continuity 
Plans (BCP) with all organisations subject to the EPRR & BC core standards 
assurance process by NHS England during Q2 of 2017. All stakeholder plans were 
found to be fit for purpose. 
 
All Key stakeholder plans are aligned with good practice and appropriate guidance of 
ISO 22301. 
 
The key elements of Business Continuity (listed below) have been tested by all 
organisations to ensure that their plan: 
 

• Identifies and manages current and future threats to their organisation. 
• Takes a proactive approach to minimising the impact of incidents. 
• Provides a framework for building organisational resilience. 
• Keeps critical functions up and running during times of crises. 
• Minimises downtime during incidents and improves recovery time. 
• Demonstrates resilience to stakeholders and suppliers. 
• Protects reputation and brand. 

 
Irrespective of the disruption, BCP need to cater for the loss or unavailability of the 
following: 
 

• People. 
• Premises and utilities. 
• Technology. 
• Information. 
• Supplies. 
• Transport. 
• Stakeholders. 

23. Conclusion  
 
Gloucestershire health and social care community are committed to providing high 
quality and responsive services during winter 2017/18. Significant work is underway 
to ensure resilience is embedded across the system and provide assurance that 
services can effectively respond to fluctuating demands that are created by seasonal 
variation. 
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Ensuring that services have undertaken detailed demand and capacity modelling for 
individual services is regarded as critical, alongside robust bed modelling which has 
been based upon accurate assumptions. 
 
New “offers” have been identified which provides enhanced services alongside 
assurance to the Gloucestershire system that we are “winter fit” and ready to meet 
the challenges that are known and anticipated throughout the winter period. 
 
It has been acknowledged by all health and social care providers that “working 
together” and ensuring where possible that services are integrated and seamless for 
patient care delivery is pivotal. This will provide assurance to the staff and 
Gloucestershire citizens that “The system becomes more than just the sum of its 
part”.  

24. Appendices  
 

Appendix 1 - Bank Holiday Planning and Provider Assurance 
 

Bank Holiday 
assurances FULL      

Bank Holiday 
assurances REDUCED  

Appendix 2 - GCCG Escalation Plan 2017/18  
 

GCCG Escalation Plan 
17-18 DRAFT v 1.2.pd

 
 

Appendix 3 - Gloucestershire A&EDB High Impact Actions - Plan on a 
Page  
 

PoP GCCG HIA 
Aug17  



XX Bank Holiday:   Resilience Planning
Period of Assurance:  XX to XX  

Levels of Assurance Definition

Gloucestershire CCG Fully Assured
No issues identified across entire holiday period, i.e. capacity planning will effectively meet anticipated demand. 

Partially Assured
Some issues identified however mitigating actions in place to minimise impact, i.e. capacity planning will partially 
meet anticipated demand. 

Not Assured
Significant issues identified which could cause major risk to the system, i.e. capacity planning will not meet 
anticipated demand. 

All providers and services should appropriately plan and respond  to known predicted demand and associated 
challenges throughout school holiday periods.   Particular focus is required around staffing, resourcing and 
service delivery.   Please highlight any specific areas of risk to delivery and confirm mitigating actions in place. 

On-call managers with senior, operational experience are all fully briefed, trained and aware of escalation 
processes in place for the bank holiday/school holiday period, including support to system wide escalation calls 
(when required).   Managers to have ability to take action as necessary. 

 

Assurance that organisational Business Continuity Plan and provider Holiday Plans are  in place across the school 
holiday period including the activation of internal escalation process and system escalation actions where 
necessary.

Organisational Key Priorities

Priority Organisational Actions Required to Reach Full Assurance
(please complete if priority is RAG amber or red)

Organisational Level 
of Assurance



Saturday XX Sunday XX Monday XX Tuesday XX

On-call manager:
Via pager:  07623 972600

(include mobile/bleep & email address)

Exec Director:
Via pager:  07623 951454

(include mobile/bleep & email address)

Capacity & Resilience Management on call
(include mobile/bleep & email address)

General  on-call guidance
(include mobile/bleep & email address)

Bronze commander  07770 698957 07770 698957 07770 698957 07770 698957

Silver commander 0300 303 2578 0300 303 2578 0300 303 2578 0300 303 2578 

Gold commander 0300 369 0002 0300 369 0002 0300 369 0002 0300 369 0002

Bronze commander 07816 170626 07816 170626 07816 170626 07816 170626

Silver commander 07816 170647 07816 170647 07816 170647 07816 170647

Gold commander

Urgent Care Services (18:00 – 08:00) via GTEC hub
01452 726496

via GTEC hub
01452 726496

via GTEC hub
01452 726496

via GTEC hub
01452 726496

(include mobile/bleep & email addresses for all)
via GTEC hub
01452 726496

via GTEC hub
01452 726496

via GTEC hub
01452 726496

via GTEC hub
01452 726496

Arriva On-call manager
(include mobile/bleep & email address)

Senior Manager – 0845 600 3792 Senior Manager – 0845 600 3792 Senior Manager – 0845 600 3792 Senior Manager – 0845 600 3792

NHS111 On-call manager
(include mobile/bleep & email address)

07918 690871 07918 690871 07918 690871 07918 690871

DOS team on call 
(for DoS emergencies only)

CCG

On-call manager
Pager Number: 07623 948860

On-call director
Pager Number: 07623 957544

(include mobile/bleep & email address)
01452 614194

For safeguarding adults and children out of hours, as an emergency intervention.

SWAST 999

SWAST OOH

2G

Clinical on-call
(include mobile/bleep & email address)

Ops on-call
(include mobile/bleep & email address)

Via Wotton Lawn Switchboard & Gloucestershire  Hospitals main switchboard (01452 894500) externally or 74100 internally for 2gether) and request the 2gether On Call 
Operational Manager be paged.  Please note: that our "On Call"  Executive can be contacted via either Clinical or Operational On Call Manager.  In the event of an external 
incident that impacts upon the Trust or any of its services the notifying agency should contact the On Call Executive using the pager – 07699 734976 (leave numeric 
message).

GCC

GCS

All via:    Alamac.capacity@glos-care.nhs.uk

All via:    Alamac.capacity@glos-care.nhs.uk

Organisational On-Call Managers/Executives – XX Bank Holiday 

GHT

On-call:
(include mobile/bleep & email address)

Via GHT switchboard (0300 422 2222)

Exec:
(include mobile/bleep & email address)

Via GHT switchboard (0300 422 2222)



XX:   Bank Holiday Resilience Planning

Gloucestershire CCG

GHT GCS IDT GCC SWAST 
999

SWAST 
OOH

2G 111 Primary 
Care

Arriva CCG NHSE

Type 1 emergency departments should have extended consultant presence (of at least 12 hours) every day and a senior nurse 
coordinating the department 24-hours a day

N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A 

As part of escalation, additional staff should be available to the emergency departments when demand exceeds internal capacity. 
Awareness of and enacting this escalation action is to be communicated to operational managers. 

N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A 

The Acute Assessment Units within Cheltenham & Gloucester Hospitals will have extended consultant presence every day for at 
least 12 hours.

N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A 

Every patient in every bed should be reviewed by midday every day by a consultant and discharged as soon as their planned care is 
complete. Particular priority should be on patients with a NEWS score of >3, those with the appropriate EDD and potential 
discharges.

N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A 

To expedite discharges and maintain flow, there must be timely and efficient access to:
1)  diagnostics
2) pharmacy
3) therapists
4) portering

N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A 

Activities focused on discharging non-complex patients should be prioritised, including ensuring take-home medicines are written 
up and dispensed promptly and a senior review of all patients (not just new and unstable patients)

N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A 

SAFER care bundle will be applied rigorously across Cheltenham & Gloucester Hospitals for all patients. N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A 

Early and timely booking of PTS vehicles in line with hospital flow policy to maximise use of vehicle capacity. N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A 

Confirmation that critical specialities are available to provide telephone advice to primary care and ED departments. N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A

Confirmation that AEC will be available 12 hrs a day, 7 days a week within the acute trust. N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A

Confirmation that staffing and pathways will support the ability to directly refer patients to assessment units for defined clinical 
pathways. 

N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A

Confirmation of availability of OPAL 12 hrs a day, 7 days a week. N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A

Confirmation that "red and green days" approach will be consistently applied within the acute trust. N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A

Confirmation that all wards will utilise ward round checklists throughout the assurance period. N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A

Confirmation that plans are in place to ensure that bed occupancy is reduced and remains at 85% for the duration of the 19th 
December 2016 to 16th January 2017.  This will involve the reviewing of elective care in order to support delivery of this 
requirement. 

N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A

All processes are in place to be assured that weekend discharges will ensure consistent delivery of the required 85% bed 
occupancy.   

N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A

Rapid Response to be available across the county for the entire bank holiday period. N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A 

Every patient in a Community Hospital bed should be reviewed by the senior MDT by midday every day across the  holiday period. N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A 

Every ward in each Community Hospital will have GP attend by midday every day, as per agreed SLA. N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A 

On a daily basis, 12 community hospital beds are to be available as a result of a patient discharge weekdays, 4 at weekends & bank 
holidays.

N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A 

SPCA will be fully staffed to ensure optimisation of admission avoidance. N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A 

Assurance that MIIUs are fully and appropriately staffed to deal with increased demand across all sites. N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A 

Assurance that robust coverage is in place for the ED front door APT (Admission Prevention Team) to enhance admission avoidance 
where appropriate.  

N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A

Robust OCT (Onward Care Team) to maintain flow and discharge through acute hospital.  
Assurance required that discharge management and alternative capacity models are in place in line with recovery plan targets. 

N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A

There will be 24 hour robust cover to the emergency departments for acute mental health referrals. N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A 

Hospital and community based mental health services are fully resourced and assured. N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A 

Ambulance services should be able to discuss patients with a general practitioner where this might affect a conveyance decision 
and alternative pathways are suggested. Where possible, a GP should be based in ambulance control rooms to take calls and 
provide an urgent visiting service.

N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A 

Ensure appropriate levels of clinical advisors within the CSD across the bank holiday period achieves the performance target of 
8.08%. 

N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A 

Definition
No issues identified across entire bank holiday period, i.e..  capacity planning will effectively meet 
anticipated demand. 
Some issues identified, however, mitigating actions in place to minimise impact, i.e.. capacity planning 
will partially meet anticipated demand. 
Significant issues identified which could cause major risk to the system, i.e.. capacity planning will not 
meet anticipated demand. 

Levels of Assurance

Fully Assured

Partially Assured

Not Assured

Provider/Commissioner

MASTER COPY - Key priorities

Priority System 
Level RAG 

Rating

Period of Assurance:   XX to XX



Assurance that sufficient vehicles and staffing are available to support and meet anticipated demand. N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A 

Assurance that non-conveyance performance will be maintained and achieves the performance target of 37%. N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A 

Assurance that the use of See and Treat in local ambulance services is maximised. N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A

Assurance that the HCP line is fully staffed and accessible to all including nursing home staff. N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A 

Ensure all Primary Care Centres are open in accordance with the agreed plan. N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A 

Ensure full staffing coverage across entirety of service and period. N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A 

Full coverage of Primary Care in ED across the holiday period (except Saturday and Sunday) with particular assurance for individual 
days that are known to see an increase in demand.  

N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A 

Assurance that sufficient vehicles and staffing available to support and meet anticipated demand. N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A

CHOICE+ to provide additional evening and weekend appointments for planned cases N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A 

Full coverage in GHAC services. N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A 

Assurance that care homes have arrangements with primary care, pharmacy and falls services for prevention and response training 
to support management of falls without conveyance to hospital where appropriate. 

N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A 

NHS111 staffing capacity increases to meet with potential surges in demand. N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A 

NHS111 to provide assurance against consistent clinical validators across the holiday period. N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A 

Confirmation that staffing will be available to support 30% of calls being able to be transferred to a Clinical Advisor/clinician within 
the Urgent Care System.

N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A

Confirmation that staffing will support maintenance of the 10% disposition to 999 and 5% disposition to ED. N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A

The local Directory of Services supporting NHS111 and ambulance services is complete, accurate and continuously updated so that 
a wider range of agreed dispositions can be made. 

N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A 

The DoS is proactively updated to ensure that service availability is accurate. Confirmation that on-call/standby coverage is in place 
for the DoS team.

N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A 

Assurance that the communication plan processes and actions are completed as agreed in the current Gloucestershire Urgent and 
Emergency Care Resilience Plan.

N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A

Ensure that the CHC workforce is in place in order that predicted increases in demand can be responded to in a timely and effective 
manner. 

N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A

Confirmation that capacity and processes are in place to maintain a Home and Bed based Discharge to Assess offer. N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A

Confirmation that an effective Trusted Assessor function will be maintained throughout the assurance period. N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A

Robust rota of pharmacy provision across Gloucestershire in relation to repeat medications and minor ailment services.  N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A

Accurate and comprehensive communication to all relevant partners of the available and relevant dentistry services over the 
holiday period. 

N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A 

Confirmation that full arrangements in place informing all providers of availability and access of a community pharmacy service. N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A 

Assurance is required that should a patient be admitted and discharged within the duration of the holiday weekend and their 
condition and needs have not changed significantly that a POC can be reinstated

N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A 

Assurance that emergency out of office hours social worker service is accessible for situations that cannot wait until the next 
working day

N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A 

On-call managers are all fully briefed, trained and aware of escalation processes in place for the holiday period, including daily 
system wide escalation calls. 

N/A

All providers have in place robust plans in order to ensure senior leaders with operational experience are part of the on-call 
preparedness and on-call system. 

N/A 

All providers and services should appropriately plan and respond  to known predicted demand and associated challenges during 
the holiday period (including bank holidays and the day(s) following a bank holiday weekend). Particular focus is required around 
staffing and resourcing (please provide assurance for individual days that are known to see an increase in demand). 

Assurance that organisational Business Continuity Plan and provider Bank Holiday Plans are  in place across the bank holiday period 
including the activation of the escalation process where necessary.

All organisations to be fully sighted and aware of large events across Gloucestershire that may create additional demand upon 
services. 

N/A N/A N/A N/A N/A N/A 

Provider Overall RAG rating
*Based on the above table and template submissions

XX



XX:   Bank Holiday Resilience Planning Levels of Assurance Definition

Gloucestershire CCG Fully Assured
No issues identified across entire bank holiday period, ie.  capacity planning will effectively meet anticipated 
demand. 

Partially Assured
Some issues identified however mitigating actions in place to minimise impact, i.e.. capacity planning will partially 
meet anticipated demand. 

Not Assured
Significant issues identified which could cause major risk to the system, i.e.. capacity planning will not meet 
anticipated demand. 

Current Level of 
Assurance

GHT

Type 1 emergency departments should have extended consultant presence (of at least 12 hours) every day and a senior nurse 
coordinating the department 24-hours a day

As part of escalation, additional staff should be available to the emergency departments when demand exceeds internal capacity. 
Awareness of and enacting this escalation action is to be communicated to operational managers. 

The Acute Assessment Units within Cheltenham & Gloucester Hospitals will have extended consultant presence every day for at least 
12 hours.

Every patient in every bed should be reviewed by midday every day by a consultant and discharged as soon as their planned care is 
complete. Particular priority should be on patients with a NEWS score of >3, those with the appropriate EDD and potential 
discharges.

To expedite discharges and maintain flow, there must be timely and efficient access to:
1)  diagnostics
2) pharmacy
3) therapists
4) portering

Activities focused on discharging non-complex patients should be prioritised, including ensuring take-home medicines are written up 
and dispensed promptly and a senior review of all patients (not just new and unstable patients)

SAFER care bundle will be applied rigorously across Cheltenham & Gloucester Hospitals for all patients. 

Early and timely booking of PTS vehicles in line with hospital flow policy to maximise use of vehicle capacity.

All processes are in place to be assured that weekend discharges will meet the required trajectory of 70 discharges per day.   

On-call managers are all fully briefed, trained and aware of escalation processes in place for the holiday period, including daily 
system wide escalation calls. 

*Please note, Bank Holiday weekend assurance includes Saturday, Sunday, Monday and Tuesday .   If pressure is historically seen post Bank Holiday, please provide assurance that 
resourcing and capacity is in place to manage demand effectively. 

Priority Organisational Actions Required to Reach Full Assurance

Organisational Key priorities



XX:   Bank Holiday Resilience Planning Levels of Assurance Definition

Gloucestershire CCG Fully Assured
No issues identified across entire bank holiday period, i.e..  capacity planning will effectively meet 
anticipated demand. 

Partially Assured
Some issues identified however mitigating actions in place to minimise impact, i.e.. capacity 
planning will partially meet anticipated demand. 

Not Assured
Significant issues identified which could cause major risk to the system, i.e.. capacity planning will 
not meet anticipated demand. 

Current Level of 
Assurance

GCS

Rapid Response to be available across the county for the entire bank holiday period.

Every patient in a Community Hospital bed should be reviewed by the senior MDT by midday every day across the bank holiday 
period.

Every ward in each Community Hospital will have GP attend by midday every day, as per agreed SLA. 

On a daily basis, 10 community hospital beds are to be available as a result of a patient discharge

SPCA will be fully staffed to ensure optimisation of admission avoidance. 

Assurance that MIIUs are fully and appropriately staffed to deal with increased demand across all sites. 

On-call managers are all fully briefed, trained and aware of escalation processes in place for the holiday period, including daily 
system wide escalation calls. 

All providers and services should appropriately plan and respond  to known predicted demand and associated challenges on the 
day(s) following the bank holiday weekend. Particular focus is required around staffing and resourcing (please provide assurance for 
individual days that are known to see an increase in demand). 

Assurance that organisational Business Continuity Plan and provider Bank Holiday Plans are  in place across the bank holiday period 
including the activation of the escalation process where necessary.

All organisations to be fully sighted and aware of large events across Gloucestershire that may create additional demand upon 
services. 

*Please note, Bank Holiday weekend assurance includes Saturday, Sunday, Monday and Tuesday .   If pressure is historically seen post Bank Holiday, please provide 
assurance that resourcing and capacity is in place to manage demand effectively. 

Priority Organisational Actions Required to Reach Full Assurance

Organisational Key priorities



XX:   Bank Holiday Resilience Planning Levels of Assurance Definition

Gloucestershire CCG Fully Assured
No issues identified across entire bank holiday period, i.e..  capacity planning will effectively meet 
anticipated demand. 

Partially Assured
Some issues identified however mitigating actions in place to minimise impact, i.e.. capacity 
planning will partially meet anticipated demand. 

Not Assured
Significant issues identified which could cause major risk to the system, i.e.. capacity planning will 
not meet anticipated demand. 

Current Level of 
Assurance

IDT

Assurance that robust coverage is in place for the ED front door IDT to enhance admission avoidance where appropriate. 

Robust IDT to maintain flow and discharge through acute hospital.  
Assurance required that discharge management and alternative capacity models are in place in line with recovery plan targets. 

On-call managers are all fully briefed, trained and aware of escalation processes in place for the holiday period, including daily 
system wide escalation calls. 

*Please note, Bank Holiday weekend assurance includes Saturday, Sunday, Monday and Tuesday .   If pressure is historically seen post Bank Holiday, please provide 
assurance that resourcing and capacity is in place to manage demand effectively. 

Priority Organisational Actions Required to Reach Full Assurance

Organisational Key priorities



XX:   Bank Holiday Resilience Planning Levels of Assurance Definition

Gloucestershire CCG Fully Assured
No issues identified across entire bank holiday period, i.e..  capacity planning will effectively meet 
anticipated demand. 

Partially Assured
Some issues identified however mitigating actions in place to minimise impact, i.e.. capacity 
planning will partially meet anticipated demand. 

Not Assured
Significant issues identified which could cause major risk to the system, i.e.. capacity planning will 
not meet anticipated demand. 

Current Level of 
Assurance

GCC

Assurance is required that should a patient be admitted and discharged within the duration of the bank holiday weekend and their 
condition and needs have not changed significantly that a POC can be reinstated

Assurance that emergency out of office hours social worker service is accessible for situations that cannot wait until the next 
working day

All providers and services should appropriately plan and respond  to known predicted demand and associated challenges on the 
day(s) following the bank holiday weekend. Particular focus is required around staffing and resourcing (please provide assurance for 
individual days that are known to see an increase in demand). 

Assurance that organisational Business Continuity Plan and provider Bank Holiday Plans are  in place across the bank holiday period 
including the activation of the escalation process where necessary.

Priority Organisational Actions Required to Reach Full Assurance

*Please note, Bank Holiday weekend assurance includes Saturday, Sunday, Monday and Tuesday .   If pressure is historically seen post Bank Holiday, please provide 
assurance that resourcing and capacity is in place to manage demand effectively. 

Organisational Key priorities



XX:   Bank Holiday Resilience Planning Levels of Assurance Definition

Gloucestershire CCG Fully Assured
No issues identified across entire bank holiday period, i.e..  capacity planning will effectively meet 
anticipated demand. 

Partially Assured
Some issues identified however mitigating actions in place to minimise impact, i.e.. capacity 
planning will partially meet anticipated demand. 

Not Assured
Significant issues identified which could cause major risk to the system, i.e.. capacity planning will 
not meet anticipated demand. 

Current Level of 
Assurance

SWAST 999

Ambulance services should be able to discuss patients with a general practitioner where this might affect a conveyance decision and 
alternative pathways are suggested. Where possible, a GP should be based in ambulance control rooms to take calls and provide an 
urgent visiting service.

Ensure full GP coverage within the CSD across the bank holiday period achieves the performance target of 8.08%. 

Assurance that sufficient vehicles and staffing are available to support and meet anticipated demand. 

Assurance that non-conveyance performance will be maintained and achieves the performance target of 37%. 

Assurance that the use of See and Treat in local ambulance services is maximised.

On-call managers are all fully briefed, trained and aware of escalation processes in place for the holiday period, including daily 
system wide escalation calls. 

All providers and services should appropriately plan and respond  to known predicted demand and associated challenges on the 
day(s) following the bank holiday weekend. Particular focus is required around staffing and resourcing (please provide assurance for 
individual days that are known to see an increase in demand). 

Assurance that organisational Business Continuity Plan and provider Bank Holiday Plans are  in place across the bank holiday period 
including the activation of the escalation process where necessary.

*Please note, Bank Holiday weekend assurance includes Saturday, Sunday, Monday and Tuesday .   If pressure is historically seen post Bank Holiday, please provide 
assurance that resourcing and capacity is in place to manage demand effectively. 

Priority Organisational Actions Required to Reach Full Assurance

Organisational Key priorities



XX:   Bank Holiday Resilience Planning Levels of Assurance Definition

Gloucestershire CCG Fully Assured
No issues identified across entire bank holiday period, i.e..  capacity 
planning will effectively meet anticipated demand. 

Partially Assured
Some issues identified however mitigating actions in place to minimise 
impact, i.e.. capacity planning will partially meet anticipated demand. 

Not Assured
Significant issues identified which could cause major risk to the system, i.e.. 
capacity planning will not meet anticipated demand. 

Current Level of 
Assurance

SWAST OOH

OOH service will ensure that the HCP line is fully staffed and accessible to all including nursing home staff.

Ensure all Primary Care Centres are open in accordance with the agreed plan. 

Ensure full staffing coverage across entirety of service and period.

Full coverage of Primary Care in ED across the bank holiday period (except Saturday and Sunday), particularly Monday and Tuesday. 

On-call managers are all fully briefed, trained and aware of escalation processes in place for the holiday period, including daily system 
wide escalation calls. 

All providers and services should appropriately plan and respond  to known predicted demand and associated challenges on the day(s) 
following the bank holiday weekend. Particular focus is required around staffing and resourcing (please provide assurance for individual 
days that are known to see an increase in demand). 

Assurance that organisational Business Continuity Plan and provider Bank Holiday Plans are  in place across the bank holiday period 
including the activation of the escalation process where necessary.

All organisations to be fully sighted and aware of large events across Gloucestershire that may create additional demand upon services. 

Provider Overall RAG rating
*Based on the above table and template submissions

*Please note, Bank Holiday weekend assurance includes Saturday, Sunday, Monday and Tuesday .   If pressure is historically seen post Bank Holiday, 
please provide assurance that resourcing and capacity is in place to manage demand effectively. 

Priority Organisational Actions Required to Reach Full Assurance

Organisational Key priorities



XX:   Bank Holiday Resilience Planning Levels of Assurance Definition

Gloucestershire CCG Fully Assured
No issues identified across entire bank holiday period, i.e..  capacity planning will effectively meet 
anticipated demand. 

Partially Assured
Some issues identified however mitigating actions in place to minimise impact, i.e.. capacity 
planning will partially meet anticipated demand. 

Not Assured
Significant issues identified which could cause major risk to the system, i.e.. capacity planning will 
not meet anticipated demand. 

Current Level of 
Assurance

2G

There will be 24 hour robust cover to the emergency departments for acute mental health referrals.

Hospital and community based mental health services are fully resourced and assured. 

On-call managers are all fully briefed, trained and aware of escalation processes in place for the holiday period, including daily 
system wide escalation calls. 

All providers and services should appropriately plan and respond  to known predicted demand and associated challenges on the 
day(s) following the bank holiday weekend. Particular focus is required around staffing and resourcing (please provide assurance for 
individual days that are known to see an increase in demand). 

Assurance that organisational Business Continuity Plan and provider Bank Holiday Plans are  in place across the bank holiday period 
including the activation of the escalation process where necessary.

Provider Overall RAG rating
*Based on the above table and template submissions

Priority Organisational Actions Required to Reach Full Assurance

*Please note, Bank Holiday weekend assurance includes Saturday, Sunday, Monday and Tuesday .   If pressure is historically seen post Bank Holiday, please provide 
assurance that resourcing and capacity is in place to manage demand effectively. 

Organisational Key priorities



XX:   Bank Holiday Resilience Planning Levels of Assurance Definition

Gloucestershire CCG Fully Assured
No issues identified across entire bank holiday period, i.e..  capacity planning will effectively meet 
anticipated demand. 

Partially Assured
Some issues identified however mitigating actions in place to minimise impact, i.e.. capacity 
planning will partially meet anticipated demand. 

Not Assured
Significant issues identified which could cause major risk to the system, i.e.. capacity planning will 
not meet anticipated demand. 

Current Level of 
Assurance

111

NHS 111 staffing capacity increases to meet with potential surges in demand

NHS111 to actively staff clinical intervention line  to meet potential surges in demand.  

On-call managers are all fully briefed, trained and aware of escalation processes in place for the holiday period, including daily 
system wide escalation calls. 

All providers and services should appropriately plan and respond  to known predicted demand and associated challenges on the 
day(s) following the bank holiday weekend. Particular focus is required around staffing and resourcing (please provide assurance for 
individual days that are known to see an increase in demand). 

Assurance that organisational Business Continuity Plan and provider Bank Holiday Plans are  in place across the bank holiday period 
including the activation of the escalation process where necessary.

All organisations to be fully sighted and aware of large events across Gloucestershire that may create additional demand upon 
services. 

Provider Overall RAG rating
*Based on the above table and template submissions

Priority Organisational Actions Required to Reach Full Assurance

*Please note, Bank Holiday weekend assurance includes Saturday, Sunday, Monday and Tuesday .   If pressure is historically seen post Bank Holiday, please provide 
assurance that resourcing and capacity is in place to manage demand effectively. 

Organisational Key priorities



XX:   Bank Holiday Resilience Planning Levels of Assurance Definition

Gloucestershire CCG Fully Assured
No issues identified across entire bank holiday period, i.e..  capacity planning will effectively meet 
anticipated demand. 

Partially Assured
Some issues identified however mitigating actions in place to minimise impact, i.e.. capacity 
planning will partially meet anticipated demand. 

Not Assured
Significant issues identified which could cause major risk to the system, i.e.. capacity planning will 
not meet anticipated demand. 

Current Level of 
Assurance

Primary Care

CHOICE+ to provide additional evening and weekend appointments for planned cases (service not available on Monday)

Full coverage in GHAC services. 

Assurance that care homes have arrangements with primary care, pharmacy and falls services for prevention and response training 
to support management of falls without conveyance to hospital where appropriate. 

On-call managers are all fully briefed, trained and aware of escalation processes in place for the holiday period, including daily 
system wide escalation calls. 

All providers and services should appropriately plan and respond  to known predicted demand and associated challenges on the 
day(s) following the bank holiday weekend. Particular focus is required around staffing and resourcing (please provide assurance for 
individual days that are known to see an increase in demand). 

Assurance that organisational Business Continuity Plan and provider Bank Holiday Plans are  in place across the bank holiday period 
including the activation of the escalation process where necessary.

Provider Overall RAG rating
*Based on the above table and template submissions

Priority Organisational Actions Required to Reach Full Assurance

*Please note, Bank Holiday weekend assurance includes Saturday, Sunday, Monday and Tuesday .   If pressure is historically seen post Bank Holiday, please provide 
assurance that resourcing and capacity is in place to manage demand effectively. 

Organisational Key priorities



XX:   Bank Holiday Resilience Planning Levels of Assurance Definition

Gloucestershire CCG Fully Assured
No issues identified across entire bank holiday period, i.e..  capacity planning will effectively meet 
anticipated demand. 

Partially Assured
Some issues identified however mitigating actions in place to minimise impact, i.e.. capacity 
planning will partially meet anticipated demand. 

Not Assured
Significant issues identified which could cause major risk to the system, i.e.. capacity planning will 
not meet anticipated demand. 

Current Level of 
Assurance

Organisational Actions Required to Reach Full Assurance

Arriva

Assurance that sufficient vehicles and staffing available to support and meet anticipated demand. 

On-call managers are all fully briefed, trained and aware of escalation processes in place for the holiday period, including daily 
system wide escalation calls. 

All providers and services should appropriately plan and respond  to known predicted demand and associated challenges on the 
day(s) following the bank holiday weekend. Particular focus is required around staffing and resourcing (please provide assurance for 
individual days that are known to see an increase in demand). 

Assurance that organisational Business Continuity Plan and provider Bank Holiday Plans are  in place across the bank holiday period 
including the activation of the escalation process where necessary.

Provider Overall RAG rating
*Based on the above table and template submissions

*Please note, Bank Holiday weekend assurance includes Saturday, Sunday, Monday and Tuesday .   If pressure is historically seen post Bank Holiday, please provide 
assurance that resourcing and capacity is in place to manage demand effectively. 

Priority

Organisational Key priorities



XX:   Bank Holiday Resilience Planning Levels of Assurance Definition

Gloucestershire CCG Fully Assured
No issues identified across entire bank holiday period, i.e..  capacity planning will effectively meet 
anticipated demand. 

Partially Assured
Some issues identified however mitigating actions in place to minimise impact, i.e.. capacity 
planning will partially meet anticipated demand. 

Not Assured
Significant issues identified which could cause major risk to the system, i.e.. capacity planning will 
not meet anticipated demand. 

Current Level of 
Assurance

CCG

Assurance that care homes have arrangements with primary care, pharmacy and falls services for prevention and response training 
to support management of falls without conveyance to hospital where appropriate. 

The local Directory of Services supporting NHS111 and ambulance services is complete, accurate and continuously updated so that a 
wider range of agreed dispositions can be made. 

The DoS is proactively updated to ensure that service availability is accurate. Confirmation that on-call/standby coverage is in place 
for the DoS team.

On-call managers are all fully briefed, trained and aware of escalation processes in place for the holiday period, including daily 
system wide escalation calls. 

All providers and services should appropriately plan and respond  to known predicted demand and associated challenges on the 
day(s) following the bank holiday weekend. Particular focus is required around staffing and resourcing (please provide assurance for 
individual days that are known to see an increase in demand). 

Assurance that organisational Business Continuity Plan and provider Bank Holiday Plans are  in place across the bank holiday period 
including the activation of the escalation process where necessary.

All organisations to be fully sighted and aware of large events across Gloucestershire that may create additional demand upon 
services. 

Provider Overall RAG rating
*Based on the above table and template submissions

Priority Organisational Actions Required to Reach Full Assurance

*Please note, Bank Holiday weekend assurance includes Saturday, Sunday, Monday and Tuesday .   If pressure is historically seen post Bank Holiday, please provide 
assurance that resourcing and capacity is in place to manage demand effectively. 

Organisational Key priorities



XX:   Bank Holiday Resilience Planning Levels of Assurance Definition

Gloucestershire CCG Fully Assured
No issues identified across entire bank holiday period, i.e..  capacity planning will effectively meet 
anticipated demand. 

Partially Assured
Some issues identified however mitigating actions in place to minimise impact, i.e.. capacity 
planning will partially meet anticipated demand. 

Not Assured
Significant issues identified which could cause major risk to the system, i.e.. capacity planning will 
not meet anticipated demand. 

Current Level of 
Assurance

NHSE

Accurate and comprehensive communication to all relevant partners of the available and relevant dentistry services over the bank 
holiday period. 

On-call managers are all fully briefed, trained and aware of escalation processes in place for the holiday period, including daily 
system wide escalation calls. 

All providers and services should appropriately plan and respond  to known predicted demand and associated challenges on the 
day(s) following the bank holiday weekend. Particular focus is required around staffing and resourcing (please provide assurance for 
individual days that are known to see an increase in demand). 

Assurance that organisational Business Continuity Plan and provider Bank Holiday Plans are  in place across the bank holiday period 
including the activation of the escalation process where necessary.

Provider Overall RAG rating
*Based on the above table and template submissions

Priority Organisational Actions Required to Reach Full Assurance

*Please note, Bank Holiday weekend assurance includes Saturday, Sunday, Monday and Tuesday .   If pressure is historically seen post Bank Holiday, please provide 
assurance that resourcing and capacity is in place to manage demand effectively. 

Organisational Key priorities



Saturday XX Sunday XX Monday XX Tuesday XX

On-call manager:
Via pager:  07623 972600

(include mobile/bleep & email address)

Exec Director:
Via pager:  07623 951454

(include mobile/bleep & email address)

Capacity & Resilience Management on call
(include mobile/bleep & email address)

General  on-call guidance
(include mobile/bleep & email address)

Bronze commander  07770 698957 07770 698957 07770 698957 07770 698957

Silver commander 0300 303 2578 0300 303 2578 0300 303 2578 0300 303 2578 

Gold commander 0300 369 0002 0300 369 0002 0300 369 0002 0300 369 0002

Bronze commander 07816 170626 07816 170626 07816 170626 07816 170626

Silver commander 07816 170647 07816 170647 07816 170647 07816 170647

Gold commander

Urgent Care Services (18:00 – 08:00) via GTEC hub
01452 726496

via GTEC hub
01452 726496

via GTEC hub
01452 726496

via GTEC hub
01452 726496

(include mobile/bleep & email addresses for all)
via GTEC hub
01452 726496

via GTEC hub
01452 726496

via GTEC hub
01452 726496

via GTEC hub
01452 726496

Arriva On-call manager
(include mobile/bleep & email address)

Senior Manager – 0845 600 3792 Senior Manager – 0845 600 3792 Senior Manager – 0845 600 3792 Senior Manager – 0845 600 3792

NHS111 On-call manager
(include mobile/bleep & email address)

07918 690871 07918 690871 07918 690871 07918 690871

DOS team on call 
(for DoS emergencies only)

Organisational On-Call Managers/Executives – XX Bank Holiday 

GHT

On-call:
(include mobile/bleep & email address)

Via GHT switchboard (0300 422 2222)

Exec:
(include mobile/bleep & email address)

Via GHT switchboard (0300 422 2222)

SWAST OOH

CCG

On-call manager
Pager Number: 07623 948860

On-call director
Pager Number: 07623 957544

2G

Clinical on-call
(include mobile/bleep & email address)

Ops on-call
(include mobile/bleep & email address)

Via Wotton Lawn Switchboard & Gloucestershire  Hospitals main switchboard (01452 894500) externally or 74100 internally for 2gether) and request the 2gether On Call 
Operational Manager be paged.  Please note: that our "On Call"  Executive can be contacted via either Clinical or Operational On Call Manager.  In the event of an external 
incident that impacts upon the Trust or any of its services the notifying agency should contact the On Call Executive using the pager – 07699 734976 (leave numeric 
message).

SWAST 999

GCS

GCC (include mobile/bleep & email address)
01452 614194

For safeguarding adults and children out of hours, as an emergency intervention.

All via:    Alamac.capacity@glos-care.nhs.uk

All via:    Alamac.capacity@glos-care.nhs.uk



Organisation Questions Answer

Are there any issues the CCG is aware of for reporting to the wider system?

Are there any infection control issues?

Has the CCG received any Met Office alerts (ie. heat or cold)?

Are there any communications issues to note?

How many ED attendances were there yesterday, and how many breaches?   

How many emergency admissions and discharges are you predicting?

What is the current waiting time (in majors and minors)?

What is the longest Decision To Admit (DTA) time? Is there any risk of a 12 hour trolley breach?

How many beds are closed?

Are there any infection control issues?

How many escalation beds are open (out of how many available)? Do you have staffing available to open more?

Are there any staffing issues (in ED and ward based)? What is the reason for this?

If the Trust (or site) are in a challenged position, what internal measures have been taken – e.g. escalation beds opened, cancelation of surgical lists, extra medical and nursing staff utilised, 
actions taken to address in flow through the front-door

How many beds are available today?

How many patients are on the pending list and of this list, how many are from GHT?

How many patients on this pending list will transfer today?

How many pts have been allocated by 1000 from GHT to Community beds?

How many patients from GHT were transferred yesterday?

Are there any staffing or bed issues (e.g. closures for infection)?

If GCS are in a challenged position, what additional measures have they taken? How can the system support them?

What is the capacity with RR today?

What has the call demand been like?

How many calls have resulted in a conveyance to GRH and CGH?

Have there been any significant handover delays? (Information by site required)

Are there any specific issues with SWAST that would impact on performance, e.g. staffing issues, vehicles off the road.

What was the CSD closure rate yesterday?

What was Red 1 performance yesterday?

If SWAST are in a challenged position, what additional measures are they able to take, and how can the system support them?

What has the call demand been like?

What % of these have resulted in ED disposition? Is this within target?

 What % of calls have triaged to ambulance? Is this within target?

What % of calls have been abandoned? Is this within target? 

Is there anything significant that we should be made aware of, e.g. surge in respiratory complaints, paediatric calls etc.?

What is resourcing like for today? Staffing/ Vehicles..

What proportion of today’s journeys have been booked by 1500 yesterday?

What proportion of discharges were collected within 4 hrs?

What is the number of patients on the MSL? How many were added yesterday?

What is the number of definite and potential discharges for today?

Are there any staffing issues today/ tomorrow?

Are there any patients that require escalation?

Any hot spots of demand within PCCs e.g. resources cannot match demand

Are there any significant staffing issues or other concerns?

Are there any areas where you require support from the wider health community?

System Escalation call telephone number:      0800 229 0687    
 

PIN:   For Chair - 816597;   For Participant - 723435

IDT

GP OOH

GHT

GCS

South Western 
Ambulance Service NHS 
FT

Care UK NHS 111

Arriva

CCG
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1. SCOPE OF PLAN 

i. The Gloucestershire Clinical Commissioning Group (GCCG) Escalation Plan sets out 
the procedures across Gloucestershire to manage day to day variations in demand 
across the health and social care system as well as the procedures for managing 
escalation. The purpose is to ensure that all partners across Gloucestershire use a 
consistent and effective mechanism to access additional short term capacity in the 
right part of the system when demand peaks. 

 
ii. The document has acknowledged and adapted the NHS England South Central 

Escalation Framework Version 2.0. It also reflects guidance contained within 
“Transforming urgent and emergency care services in England, safer, faster, better, 
good practice in delivering urgent and emergency care”.  

 
iii. This plan will support the work being delivered via the Gloucestershire A&E Delivery 

Board (A&EDB) which is responsible for assuring effective and sustainable all round 
operational delivery. This will ensure that the Gloucestershire system is continually 
robust and provides a proactive approach to managing operational problems across 
the system all year round. 

 
iv. This plan is designed for managers and clinicians involved in managing capacity and 

patient throughput at time of excess demand. This document will be circulated to all 
staff who participate in such events, to provide a practical working reference tool for 
all parties, thereby aiding co-ordination, communication and implementation of the 
appropriate actions in each organisation.   
 

v. The escalation plan reflects the role of wider system escalation within 
Gloucestershire, and therefore should be regarded as ‘in operation’ on a year round 
basis. The plan applies to all organisations contributing to Urgent and Emergency 
care in Gloucestershire.  

 
vi. The plan must be read in conjunction with individual provider internal escalation 

plans. 
 

vii. The plan also adheres to the ‘National Operational Pressures Escalation Levels 
Framework’ (OPEL) guidance 2016, which aims to create a consistent approach 
across health systems in times of pressure. The subsequent roles and 
responsibilities of GCCG, NHS England and NHS Improvement are in Appendix 2.  
 

viii. The escalation plan may also be supported by NHS England South Central Onward 
Care Procedure Version 2.0. 

 

2. AIMS, OBJECTIVES AND EXPECTATIONS 

 

Aim: To ensure safe, efficient, urgent care and emergency services for patients and the 
public. 

Objective:  The wider system is Green/OPEL 1, Amber/OPEL 2 for the majority of the 
time. 

 The system works collaboratively to ensure relevant national key 
performance targets are met (e.g. 4 hour performance, ambulance 
handovers). 

 The plan supports the wider working of the A&EDB. 

Expectations:  Each organisation has a robust, up-to-date escalation plan which dovetails 



       

  Page 4 of 42 
 

effectively with this escalation plan.  

 Each organisation has clearly identified roles and responsibilities for 
escalation planning and management, and there is an Executive Director 
with overall responsibility for ensuring escalation plans are actioned and 
reviewed. 

 There will be an ethos of integration, transparency and collaboration 
embedded within the escalation process. 

 Organisational plans, policies and procedures, and their operation, support 
delivery of safe, efficient services and delivery of key performance targets 
which help demonstrate this.  

 Where an issue is escalated in accordance with agreed pathways / 
protocols, the owner will retain responsibility for ensuring full resolution.    

 Pressures are managed at local system level, with the majority of issues 
being managed within local system calls and procedures and escalation to 
wider system level the exception.  

 Each organisation has responsibility for implementing the agreed actions 
(Appendix 3b) as agreed across the urgent care network in response to an 
increased escalation status. 

 All organisations are to take escalation actions based on system 
performance as well as own internal performance. 

 Risks will be managed proportionally across the system in line with the 
system risk register.  

 Providers work proactively with each other including agreeing the 
implementation of local escalation outside of local or wider system calls. 

 All organisations follow the policy and procedures as set out, including 
provision of daily accurate data and information in a timely way; internal 
and external communications are of a high standard. 

 Organisations join wider system calls as needed, represented by staff able 
to fulfil their organisations’ role in the context of operating the policy and 
the specific call in question.  

 When email escalation alerts are received by organisations, immediate 
organisation dissemination and appropriate actions will commence. 

 Wider system calls will be pre-emptive as well as responsive, looking 
ahead to a potential period of pressure e.g. Bank holidays, adverse 
weather, outbreaks.  

 Where a ‘Summit’ level call is needed to take stock of serious concerns 
and agree exceptional action, it will be at Chief Executive Level and 
include Director Level input from the local NHS England (NHSE) Team.  

 Special action will be required where an Emergency Department (ED) has 
to close (as opposed to not being able to receive new attenders) as it will 
not be able to offer resuscitation facilities.  

 For any patients that are moved during escalation (e.g. a patient that is 
taken to Cheltenham during an internal divert instead of Gloucester), plans 
must be in place for the repatriation of patients transferred or initially taken 
to a receiving organisation.  

 The declaration of Black/OPEL 4 escalation status should only be in 
exceptional circumstances and can only be triggered if all actions have 
been implemented from each OPEL level 1-4. 

 GCCG will inform the local NHSE Area Team of an imminent move to 
Black/OPEL 4 and if Black/OPEL 4 status is declared NHSE will inform 
Regional and National NHSE and NHS Improvement (NHSI).  
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3. DEFINITIONS OF ESCALATION 

The Gloucestershire system wide escalation follows the National NHS England levels, and 
aligns with the national Resource Escalation Action Plan 2 (REAP), comprising of 4 distinct 
statuses: 

 
Definition of Escalation Statuses for A&E Delivery Boards 

 
 
OPEL 1 

 
 

Patient Flow Management 
The local health and social care system capacity is such that 
organisations are able to maintain patient flow and are able to 
meet anticipated demand within available resources. The local 
A&E Delivery Board area will take any relevant actions and 
ensure appropriate levels of commissioned services are 
provided. Additional support is not anticipated 

 
 
OPEL 2 

 
 

Mitigation of escalation 
The local health and social care system is starting to show signs 
of pressure. The local A&E Delivery Board will be required to 
take focused actions in organisations showing pressure to 
mitigate the need for further escalation. Enhanced co-ordination 
and communication will alert the whole system to take 
appropriate and timely actions to reduce the level of pressure as 
quickly as possible. Local systems will keep NHSE and NHSI 
colleagues at local regional level informed of any pressures, with 
detail and frequency to be agreed locally. Additional support 
requirements should also be agreed locally if needed. 

 
 
 
OPEL 3 
 

Whole system compromised 
The local health and social care system is experiencing major 
pressures compromising patient flow and continues to increase. 
Actions taken in OPEL 2 have not succeeded in returning the 
system to OPEL 1. Further urgent actions are now required 
across the system by all A&E Delivery Board partners, and 
increased external support may be required. Regional teams in 
NHS E and NHS I will be aware of rising system pressure, 
providing additional support as deemed appropriate and agreed 
locally. National team will also be informed by DCO/Subregional 
teams through internal reporting mechanisms.  

 
 OPEL 4 
 
(whole system) 

 

Severe pressure and failure of actions 
Pressure in the local health and social care system continues to 
escalate leaving organisations unable to deliver comprehensive 
care. There is increased potential for patient care and safety to 
be compromised. Decisive action must be taken by the Local 
A&E Delivery Board to recover capacity and ensure patient 
safety. All available local escalation actions taken, external 
extensive support and intervention required. Regional teams in 
NHS E and NHS I will be aware of rising system pressure, 
providing additional support as deemed appropriate and agreed 
locally, and will be actively involved in conversations with the 
system.Where multiple systems in different parts of the country 
are declaring OPEL 4 for sustained periods of time and there is 
an impact across local and regional boundaries, national action 
may be considered. 
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4. OVERVIEW OF SYSTEM WIDE ESCALATION MANAGEMENT 

4.1. Activation of whole system escalation 
1. The system escalation process is led by GCCG on-call Director and will entail 

implementing escalation actions to manage, contain and reverse system pressure. The 7 
day process is described in the flowchart below: 

 

2. The daily system assurance level is created by all providers submitting data based on 
their demand and capacity measures and the status of their individual organisation 
pressure. All the data is weighted in accordance to the organisations potential impact on 
the whole system (Appendix 3a).  
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3. When the whole system daily assurance level is declared (via email), immediate 
organisation dissemination and appropriate actions (Appendix 3b) will commence in 
order to prevent and reverse further escalation.  
 

4. Each provider organisation has defined and agreed actions to be taken to avoid the need 
for further escalation and to manage de-escalation effectively (Appendix 3b). 

 
4.2. Daily Calls 
 

1. The strategic and operational conference calls are a key vehicle for system wide demand 
and capacity planning, confirming actions taken and for identifying required solutions to 
maintain system flow and reduce escalation.  

2. The frequency of calls is increased as needed during periods of escalation (as shown in 
the flowchart) and a whole system strategic conference call should be arranged before 
declaration of Black/OPEL 4 escalation status.  

3. During winter and commencing on 30th October 2017, daily system management calls 
take place Monday and Thursday at 11:00am as standard.   During periods of escalation, 
calls will be increased to a frequency determined by the system metrics.  Calls will be 
chaired by GCCG Directors. Calls will take place daily when the system is at level 
Red/OPEL 3 and the content will be focused around de-escalation and the required 
exception report. Director level representation will be expected if the system has been in 
Red/OPEL 3 for three consecutive days.   

4. The remit of the system wide escalation call is to address issues and discuss mitigating 
actions. Where existing or building pressure has prompted the call, the aim will be to: 

i. Confirm that planned escalation actions and contingencies appropriate to 
the level of escalation have been carried out.  

ii. Discuss and agree additional or exceptional actions to address system 
flow. 

iii. Agree adjustment up or down of system escalation status. 
iv. Agree communications to a wider audience, where appropriate, to secure 

and coordinate additional support or capacity.  
 

5. The responsibility of the individual representatives on the call is to 

i. Provide accurate and up to date information. 
ii. Circulate information internally within their organisation. 
iii. Follow up actions within the timescales agreed. 
iv. Work collaboratively in a solution focused approach.  
v. Ensure that decisions and actions are circulated to appropriate persons in 

their respective organisations.  
 
 

 
4.3. Locally agreed processes and principles 
 

 Escalation measures have been agreed and weighted which dictate the whole 
system escalation levels. These are defined within Appendix 3a. 
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 The whole system declared level may differ from levels declared within individual 
organisations. All organisations are expected to undertake the actions related to the 
highest ranking declared level.  
 

 During periods of escalation, levels of tolerance may be adjusted to reflect the whole 
system risk. This will be agreed under the direction of GCCG. 
 

 Data will be entered into the ‘Escalation kitbag’ 7 days a week (where appropriate) 
which will activate alerts providing the escalation level trigger.  
 

 GCCG in collaboration with A&EDB members have agreed that before opening beds 
at short notice the system must satisfy that: 

 
i. Every patient in every bed has been reviewed by his/her consultant that 

day. 
ii. There has been a rapid review of every patient who has been assessed to 

no longer require acute inpatient care by team of clinicians. 
iii. There is a clear de-escalation plan to close the beds as soon as possible. 
iv. Escalation wards will have dedicated consultant, nursing and therapy 

staffing with twice daily ward rounds.  
v. Escalation wards will not be used to accommodate frail older people 

moved from other wards to become outliers. 
vi. The hospitals full capacity protocol has been invoked. 
vii. All economy staffing has been deployed to ensure that patient safety in 

the Acute Trust is not compromised. 
 

4.4. Exception Reporting to NHS England 
 

For the winter period, there will be daily escalation status reporting processes to NHS 
England and NHS Improvement in place (by exception). The required level of reporting is 
dependent on the system daily escalation status generated by Alamac.  
 
Reporting Requirements: 
 
GREEN/OPEL 1: No reporting required.  
 
AMBER/OPEL 2: No local reporting required (unless deescalating from RED/OPEL 3).  
 
RED/OPEL 3: NHSE/I will require an exception report to be completed by the CCG (and 
signed off by the A&E Delivery Board). The reporting process is as follows: 
 

 10am - escalation status declared RED/OPEL 3 by Alamac. 
 11am - Daily call required, with the focus being the content for the exception report, 

de-escalation and ensuring that the appropriate action cards are being implemented. 
 1.30pm – Complete and submit sitrep/esception report to NHSE (Appendix 8)   

 
If the reporting lands on a Friday, Saturday or Sunday, a handover will be required 
between the reporting leads (5pm on Friday and 9am on Monday).  

Black/OPEL 4: The CCG Chief Executive must be informed of this decision. NHSE-
South Central are to be contacted regarding the move to Black/OPEL 4 on 
07623505519, NHS43, and the below procedure followed.  
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5. Black/OPEL 4 system wide STATUS  

Agreed procedures prior to declaration of OPEL 4 system wide status 
 

1. If the system is predicted to move to Black/OPEL 4 escalation status, the GCCG on 
call director should be contacted.  

2. Prior to declaration of Black/OPEL 4 status, all actions must be taken to reduce 
pressure and all system partners must be fully involved. The expectation is that, 
whilst not all parts of the system need to meet all triggers in order to escalate it would 
be extremely rare and the reasons exceptional to declare Black/OPEL 4 status whilst 
any of the Gloucestershire providers were reporting pressure less than Red/OPEL 3 
level. 

3. An identified executive level director in each partner organisation will hold the 
responsibility for ensuring that escalation plans are actioned, reviewed and held to 
account on expected delivery and follow through. 

4. Prior to the declaration of Black/OPEL 4 the whole system must ensure that the 

following actions have been implemented: 

 

Actions to undertake before requesting escalation from  Red/OPEL 3 to Black/OPEL 4 

WHOLE SYSTEM 

1 All escalation actions listed in Appendix 4 have been implemented. 

2 CEOs / Lead Directors have been involved in discussion and agree with escalation. 

3 All providers to cease non-essential activities which will not positively impact on system status. 

4 All actions from local escalation plans have been utilised.  

 

 
5. The GCCG on-call Director will then convene a system wide strategic conference call 

with all relevant partners to help put in place actions to de-escalate the situation. 

6. The Executive Director On-Call for GCCG will immediately inform NHSE South 
Central on Call Manager of the escalation status when at system level Black/OPEL 4. 
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Actions following Black/OPEL 4 declaration status: 
 

At Alert Status Black/OPEL 4 the following actions must be completed: 

WHOLE SYSTEM 

1 
Continue to explore agreed Amber/OPEL 2, Red/OPEL 3 and Black/OPEL 4 actions and take decisive 

action to alleviate pressure. 

2 
Contribute to system-wide communications to update regularly on status of organisations (as per local 

communications plans). 

3 Provide mutual aid of staff and services across the local health economy as appropriate. 

4 
Consider implementation of external support – must be agreed by all relevant parties and NHSE to be 

informed. 

5. Stand-down of Black/OPEL 4  alert once review suggests pressure is alleviating. 

 
7. Special measures and specific escalation action will be required where an ED is unable 

to take new attenders into a safe environment. Discussion with agreed actions must be 
directed through NHSE South Central in conjunction with the relevant CCG prior to any 
declaration of a Critical Incident. 
 
 

6. Communication 

 

6.1 Communications with local partners and NHSE 

 Please see Appendix 6 and 7 for the communication flow chart and provider contact 
details. 

 The escalation level will be sent out via email everyday between 10.15am-10.30am 
to all providers and agreed contacts (escalation list as at September 2017, see 
Appendix 11).  

 

6.2 Communications with the public 

 
When communicating pressure to the public or media as a way of managing demand and 
bringing stability to the situation, it is important that all organisations in the A&EDB should 
take the following steps: 

 
 Ensure all partner organisations are made aware of any public facing 

communications being issued in relation to operational pressures and escalation, and 
should be sighted on these communications ahead of time if possible;  

 Ensure terminology consistent with the national framework is used when describing 
the operational pressures and escalation status within the local area;  Ensure the 
description of the operational pressures and escalation status is accurate and 
responses being taken are proportionate;  



       

  Page 11 of 42 
 

 If the decision is taken by organisations within a local A&E Delivery Board area to 
communicate to the public that ED pressures are severe, and advise them to 
consider alternative places to seek treatment, then detailed information on all 
appropriate alternatives must be provided.  
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Appendix 1 

Escalation and Protocol Flow Chart: Local partners, NHS England and NHSE Improvement 

(Please note, OPEL 1 = Green, OPEL 2 = Amber, OPEL 3 = Red, OPEL 4 = Black) 
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Appendix 2 

Commissioner Roles and Responsibilities: Local, Regional and National Level (OPEL Framework, v1.0 NHSE 2016)  
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Appendix 3a 

Escalation triggers and measures 

Trigger Lead Measure Kitbag Measure Green Amber Red Black 

1 GHT ED 4hr Target 

(GHT) No. of Attendances at 1000 null 

(GHT) No. of Breaches at 1000 null 

(GHT) 4hr Performance at 1000 >=90% 85% 80% <75% 

2 GHT Patient Flow and Discharges (GHT) Bed Deficit at 1000 <=25 26 to 34 35 to 54 >=55 

3 
GHT/SWAST 
999 

Ambulance Handover in 60mins 
(SWAST) Total Number of Minutes Lost to Handover Delays at 
1000 (0000 to 1000) 

<=15 15 to 60 61 to 120 >120 

4 GHT Demand and Capacity 

(GHT) Trust Internal Escalation Status 1 2 3 4 

(GHT) Number of Escalation Beds <=20 21 to 25 26 to 30 >30 

5 GCS Demand and Capacity 

(GCS) SPCA - Escalation Status 1 2 3 4 

(GCS) Community Beds - Escalation Status 1 2 3 4 

(GCS) No. of Reablement Beds at 1000 >=6 5 to 3 2 to 1 0 
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Trigger Lead Measure Kitbag Measure Green Amber Red Black 

6 GCC Demand and Capacity 

(GCC) Total Number of Patients Waiting for POC <=75 76 to 95 96 to 115 >115 

(GCC) Number of Patients in Acute Waiting for POC at 1000 <=5 6 to 10 11 to 15 >15 

(GCC) Number of Patients in Community Waiting for POC at 
1000 

<=10 11 to 15 16 to 20 >20 

7 
Primary Care / 
OHH 

Demand and Capacity 

(PC) Primary Care Level of Pressure 1 2 3 4 

(OOH) Number of Cases in Clinical Advice Pool at 1000 <20 20 to 60 61 to 100 >100 

8 111 Demand and Capacity (111) % Abandonment Rate at 1000 <=5% 6% to 8% 
9% to 
15% 

>15% 

9 All Staffing 

(GCS) Are There Staffing Concerns Within Critical Areas 
Impacting on the Urgent and Emergency Care System? (0 = 
Green; 1 = Amber; 2 = Red; 3 = Black) 

1 2 3 4 

(GHT) Are There Staffing Concerns Within Critical Areas 
Impacting on the Urgent and Emergency Care System? (0 = 
Green; 1 = Amber; 2 = Red; 3 = Black) 

1 2 3 4 

(SWAST) Are There Staffing Concerns Within Critical Areas 
Impacting on the Urgent and Emergency Care System? (0 = 
Green; 1 = Amber; 2 = Red; 3 = Black) 

1 2 3 4 

(IDT) Are There Staffing Concerns Within Critical Areas 
Impacting on the Urgent and Emergency Care System? (0 = 
Green; 1 = Amber; 2 = Red; 3 = Black) 

1 2 3 4 

(OOH) Are There Staffing Concerns Within Critical Areas 
Impacting on the Urgent and Emergency Care System? (0 = 
Green; 1 = Amber; 2 = Red; 3 = Black) 

1 2 3 4 
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Trigger Lead Measure Kitbag Measure Green Amber Red Black 

(111) Are There Staffing Concerns Within Critical Areas 
Impacting on the Urgent and Emergency Care System? (0 = 
Green; 1 = Amber; 2 = Red; 3 = Black) 

1 2 3 4 

10 All 
Support Services (technology, 
facilities, pathology etc.) 

(GCS) Are There Support Services Within Critical Areas 
Impacting on the Urgent and Emergency Care System? (0 = 
Green; 1 = Amber; 2 = Red; 3 = Black) 

1 2 3 4 

(GHT) Are There Support Services Within Critical Areas 
Impacting on the Urgent and Emergency Care System? (0 = 
Green; 1 = Amber; 2 = Red; 3 = Black) 

1 2 3 4 

(SWAST) Are There Support Services Within Critical Areas 
Impacting on the Urgent and Emergency Care System? (0 = 
Green; 1 = Amber; 2 = Red; 3 = Black) 

1 2 3 4 

(IDT) Are There Support Services Within Critical Areas Impacting 
on the Urgent and Emergency Care System? (0 = Green; 1 = 
Amber; 2 = Red; 3 = Black) 

1 2 3 4 

(OOH) Are There Support Services Within Critical Areas 
Impacting on the Urgent and Emergency Care System? (0 = 
Green; 1 = Amber; 2 = Red; 3 = Black) 

1 2 3 4 

(111) Are There Support Services Within Critical Areas Impacting 
on the Urgent and Emergency Care System? (0 = Green; 1 = 
Amber; 2 = Red; 3 = Black) 

1 2 3 4 

11 All Infection Control 

(GHT) Are There Infection Control Challenges Within Critical 
Areas Impacting on the Urgent and Emergency Care System? (0 
= Green; 1 = Amber; 2 = Red; 3 = Black) 

1 2 3 4 

(GCS) Are There Infection Control Challenges Within Critical 
Areas Impacting on the Urgent and Emergency Care System? (0 
= Green; 1 = Amber; 2 = Red; 3 = Black) 

1 2 3 4 

(CCG) Are There Infection Control Challenges Within Critical 
Areas Impacting on the Urgent and Emergency Care System? (0 
= Green; 1 = Amber; 2 = Red; 3 = Black) 

1 2 3 4 



       

  Page 18 of 42 
 

Trigger Lead Measure Kitbag Measure Green Amber Red Black 

12 Arriva Transport (Arriva) Internal Escalation Status  1 2 3 4 

13 SWAST 999 REAP Level (SWAST) REAP Level at 1000 1 2 3 4 
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Appendix 3b 

Actions taken during escalation 

Please note, these do not replace organisational actions which should be enacted alongside 
those stipulated below. If the system is in a higher level of escalation than the organisation, 
the higher level actions must be taken. However, if it is agreed by the provider and CCG that 
an action is not appropriate or will not provide the desired outcome, the action will not need 
to be implemented. The actions highlighted in purple  are from the OPEL Escalation Levels 
Framework - NHS England 2017. 

Where the ‘Lead’ is highlighted, these are the priority actions to be taken, these potentially 
will be considered when in the previous OPEL.  

Further information regarding outcomes of actions and timeframe of implementation is 
available upon request.   

OPEL 2 
Amber 

 

  Lead Action 

GHT 
Inform patients who are waiting in minors of ED pressures and potential delays and 
alternative care pathways where appropriate. 

GHT 

Chiefs of service contacted to contact all speciality Directors to do walk around of 
their areas to increase discharges 

GHT Activate redeployment plan and allocate staff to areas of greatest pressure 

GHT Instigate RATing in ED and ACUs 

GHT 
All Matrons to attend their key areas of responsibility to ensure all escalation actions 
are underway 

GHT Maximise use of nurse led wards and nurse led discharges. 

GHT 
Undertake additional ward rounds to maximise rapid discharge of patients. All TTO’s 
to be written up for in day and next day discharges. 

GHT Clinicians to prioritise discharges and accept outliers from any ward as appropriate.  

GHT Implement measures in line with Trust Ambulance Service Handover Plan 

GHT Ensure patient navigation in ED is underway if not already in place.  

GHT Notify CCG on-call Director to ensure that appropriate operational actions are taken.  

GHT 
Senior ED Manager/Clinician to attend ED and ensure consistent and effective 
coordination  

GHT 
Acute physicians mobilised to review and discharge from ED and prioritise patients 
for transfer to ACUs across site as per SOP 

GHT 
Patients to leave hospital in advance of TTAs with medications sent via taxi post 
discharge 

GHT 

Pharmacy services to prioritise TTOs for appropriate areas and ensure medications 
are delivered to wards without delay. Seek transcribing/prescribing Pharmacist’s 
support in writing prescriptions as needed. 

GHT Facilities, porters or transfer teams to prioritise all aspects of transferring patients. 

GHT 
Clinicians to prioritise discharges, onward care and accept outliers from wards as 
appropriate 

GHT Arrange alternative forms of transport to discharge patients 
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GHT Utilise staff from other areas of service and deploy to relieve key pressure points 

OCT 

OCT to work proactively with their ward HUBS, attending Red to Green board 
rounds/huddles and actively escalating where blocks to discharge appear. Each HUB 
is responsible for their Medically Stable Patients including facilitating discharge for 
their Fast Track and zero length of stay patients. 

OCT 
OCT will escalate issues and concerns via the site meetings to the whole system: 
feedback loop completed 

OCT 
OCT Leads will highlight to rest of system current pressures: feedback loop to be 
completed 

SWAST 999 
Review and reallocate resources to meet current emergency workload in accordance 
with REAP and demand management requirements 

SWAST 999 

Continue to identify additional capacity of staff (Call Centre and operational) and 
support organisations (appropriate resource providers). Identify fleet capacity to 
provide additional resources if required. 

GCS 

Escalation information to be cascaded to all community providers with the intention 
of avoiding pressure wherever possible. Maximise use of reablement/intermediate 
care beds 

GCS 
All services (RR, DNs, CHs) to identify blockages to discharge and escalate to relevant 
Head of Service 

GCS SPCA lead to call IDT to prioritise working list 

GCS 

Community hospitals to bring forward discharges to allow transfers in as appropriate. 
Community hospitals to liaise with Social and Healthcare providers to expedite 
discharge 

GCS 
Additional ward rounds to take place within community providers to expedite 
discharge and create capacity 

GCS 

Community providers to lower admission/treatment thresholds wherever possible 
through implementation of previously agreed flexible working arrangements to 
alleviate pressure 

GCS Apply flexibility regarding beds and staffing to increase capacity where possible 

GCS 
Expedite rapid assessment by multidisciplinary team (MDT) including Social Care 
assessment 

GCC 
Request part-time adult social care staff to work additional hours in the normal 
working week (overtime) 

GCC Request for adult social care staff to work additional hours at weekends (overtime) 

GCC 

Maximise referrals into other services e.g. Out of Hospital (Age UK & British Red 
Cross), Community Meals, Care Navigators, GFRS Safe & Well visits – all services 
outlined on revised Discharge Decision Tool. 

GCC 

Locality social work teams to evaluate pathways and facilitate discharge to a short 
term setting (where appropriate) in order to free up capacity in the system.   

GCC Expedite care packages and nursing/dementia/care home placements 

GCC 
Liaise with care providers both in the community and residential to explain the issue 
of system escalating and the need for assistance 

GCC 
Where possible, increase support and/or communication to patients at home to 
prevent social admissions. Maximise use of re-ablement/intermediate care beds 

GCC 

Deploy additional social work capacity from localities (where safe to do so) between 
November and March to support hospital social work teams. 

OOH In reach activity to EDs to be maximised as per business as usual. 

OOH Fully utilise the Choice+ availability  

OOH 

Initiate operational escalation options: move mobiles into treatment centres for 
triage, Instant message clinicians to triage between patients, block slots in areas of 
low activity to ensure that those clinicians focus on triaging. 
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OOH 
Review staffing levels and contact staff to identify additional support or extended 
hours for those on duty. 

OOH Contact Remote Triage GP’s for availability to work from Home. 

PC 
Community matrons to support district nurses/hospital at home in supporting higher 
acuity patients in the community 

PC 
Alert GPs to escalation status and consider alternatives to ED referral be made where 
possible.  

111 Staff requested to extend shift patterns.   

111 Cease non vital training and redeploy staff on operational duties 

111 
Allocate clinicians to ensure robust floor walking in place to avoid demand being 
deflected to other services 

111 Utilise HA to comfort call patients in the event of a large clinical queue 

Arriva 

At times of acute hospital escalation pressures, to assess internal capacity and, if 
required and agreed, to look at bringing in additional external resources. 

Arriva 
Ensure current PTS capacity is fully utilised for patient discharge and transfer 

2G 
Ensure all staff in MHLT are aware of escalation level and to reflect this within their 
working day and prioritisation of system.  

2G 
MHLT to ensure pathways are being used appropriately, confirm that guidance is 
accessible and communicate when information cannot be found   

2G 
Where possible, community based services to increase support and/or 
communication to patients at home to prevent admissions. 

2G Expedite rapid assessment for patients waiting within another service e.g. ED 

2G 
For inpatients in acute hospitals prioritise MH assessments where delays are 
impacting on quality/capacity of service provision 

2G 

MHLT to ensure all referrals are verbally responded to within 2 hour target and 
subsequent response is in keeping with level of risk identified using risk matrix 

2G 

MHLT Manager to ensure that all patients awaiting review before discharge are to be 
prioritised so that they are seen within 4 hours where staffing capacity permits 

CCG 
Expedite additional available capacity in PC/OOH, community sector and 
independent sector. 

CCG 
Coordinate the redirection of patients towards alternative care pathways as 
appropriate. 

CCG 
Co-ordinate communication of escalation across the local health economy (including 
independent sector, social care and mental health providers). 

CCG 

Support providers to access patient transport and identify alternative solutions if 
commissioned capacity exceeded.   
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OPEL 3 
Red 

 

  Lead Action 

GHT Ensure all support services (radiology etc.) continue working until activity completed 

GHT ED consultant to be present in ED department 24/7, where possible.  

GHT 
Senior Physician to be present in ED 24/7 to monitor all admissions and expedite 
discharges, where possible 

GHT Enact process of cancelling day cases and staffing day beds overnight if appropriate.  

GHT 
Place NHS patients on private patient ward(s) if there are empty nursed beds as 
appropriate (business as usual). 

GHT 
Ensure reverse triage has been implemented to support rapid discharge of all patients 
in the green category 

GHT 

Consideration to be given to elective programme, including clinical prioritisation and 
cancellation of non-urgent elective inpatient cases.  

GHT All senior managers: GM and above to cancel meetings to drive operational recovery 

GHT Open additional beds on specific wards, where staffing allows. 

GHT ED to open an overflow area for emergency referrals, where staffing allows.  

GHT 
Review and reschedule plans for scheduled maintenance where work is likely to impact 
on capacity or patient flow 

GHT 

Consider extra staffing in ED (GP, Emergency Care Practitioner / Advanced Nurse 
Practitioner, Specialist Nurses and other hospital staff, such as ITU or CCU staff, 
paediatrics staff) 

GHT 
Liaise with Ambulance Service to ensure risk assessment and agreed clinical plan for 
any patients awaiting handover 

GHT 
Bring in extra staff to radiology, pathology, pharmacy, occupational therapy etc. If 
appropriate deploy staff from other areas of service to relieve key pressure points 

GHT 
Assign clinical staff to care for any ambulance patients waiting for space (in ED, 
Assessment Units and other admission areas etc.) 

GHT Alert Social Services on-call managers to expedite care packages 

GHT 
Notify CCG on-call director so that appropriate operational actions can be taken to 
relieve the pressure when appropriate.  

GHT 
Liaise with voluntary and independent sector for the availability and use of private 
beds and other services/assets 

GHT Senior Clinicians to actively scrutinise all GP requests for admission 

GHT 
Reduce clinics by 1 hour to enable medical specialities with bed shortfalls to do extra 
ward rounds 

GHT Full capacity protocol to be implemented 

GHT 
Contact on-take and ED on-call Consultants to offer support to staff and to ensure 
emergency patients are assessed rapidly 

GHT 
Ensure senior decision making and Registrar/Consultant availability in A&E, AMU and 
SAU 

GHT 

Reschedule appropriate elective admissions. The Acute Trust must remain mindful of 
the need to maintain planned care targets and take on-going action as necessary to 
ensure that there is no slippage against these wherever possible 

GHT 

With ward sisters, nurse in charge & therapies; consider the risk of discharging patients 
who are medically fit, but not ready for discharge for other reasons, subject to 
appropriate support at home in place. 

OCT 
Priority access to social care assessment within the Emergency Department (agreed at 
summit last month. Work in progress) 
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OCT 
OCT Leads Interrogates each HUB Band 6 to ensure all discharges are timely and those 
that require escalation have been escalated.  

OCT 
OCT Leads attend operational and escalation meetings and liaises regularly with site 
management. 

OCT 
Review of allocation or resources by team leads and IDT manager to direct resources to 
areas of greatest need. 

OCT OCT Manager will highlight to rest of system current pressures. 

SWAST 999 
Review and reallocate resources to meet current activity 

SWAST 999 

Ensure effective use of managers/officers and staff and community responders is 
maximised in response to pressures being faced within the system 

SWAST 999 

Maintain communication with GP and OOH services (regarding HCP calls) to review 
potential delays to patient transport to ED and consider alternative transport 
arrangements  

SWAST 999 

Ensure appropriate duty officers and directors are aware of current status levels and 
attend daily teleconference calls 

SWAST 999 

Target Specialist Paramedics to use alternative care pathways whenever possible to 
avoid ED attendances and retain patients within the community. Raise with 
Commissioners/Duty Directors to cascade amongst providers 

SWAST 999 

Ambulance Trust to ensure available to liaise with Acute Trust to ensure that 
ambulance handover is maintained with minimal impact on Ambulance Trust delivery 

SWAST 999 

If handover delays are continuing, with increasing resource impact, consideration for 
deployment of appropriate officer to Acute Trust must be made. Role of the officer is 
to liaise with ED to ensure priority is maintained in turning ambulance resources 
around to be able to provide service to community. The officer is not to manage 
patients in queue, but to support relationship with Acute Trust and liaise with senior 
Managers/Officers within Ambulance Trust. 

SWAST 999 

Consideration for any level of Immediate Handover Procedure (SOP 008) utilised by 
Ambulance Trust to be reviewed and considered if ability to deliver ambulance 
provision to community is deemed to be increasingly compromised 

SWAST 999 
Review clinical appropriateness of all inter-hospital transfers. 

SWAST 999 

If emergency response is severely compromised consider use of Significant Incident 
and wider business continuity procedures. 

SWAST 999 Implement appropriate level REAP and Demand Management actions 

GCS 

Senior Nurses to review patients that could be moved with ongoing support 
requirements in order to realise capacity 

GCS 
Mix sex breach requests to be sent to CEO for review and decision - CEO agreement 
only.  

GCS Head of Services to escalate blockages to Deputy COO/COO 

GCS SPCA - Prioritise discharge from relevant GHT site 

GCS As able, Rapid Response to send staff into ED 

GCS MIIU social media push to advise capacity 

GCS 
Capacity Manager / Deputy Director to monitor escalation status, taking part in 
teleconferences as required. 

GCS 
SPCA - call in bank staff to handle call volumes 

GCS 
Assess and reprioritise any non- housebound DN visits 
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GCS 
Review all daily visit patterns to identify bi-daily options 

GCS 
Review all non-urgent visits 

GCS 

All community care teams to review all patients awaiting assessments (with single 
point of access) in order to expedite discharge or transfer where possible – this to 
include In-reach teams and community hospitals 

GCS 

Community providers to continue to undertake additional ward rounds and review 
admission and treatment thresholds to create capacity where possible 

GCS 

Community providers to expand capacity wherever possible through additional staffing 
and services, including primary care 

GCS 

Community providers to consider the use of wider group of agencies (e.g. higher cost 
agencies) to increase staffing capacity 

GCS 

Patients waiting at home for admission to be referred to Community Teams (by In-
reach nurses) and/or single point of access and Emergency Medical Unit (EMU) 

GCC 

Social Care managers to have oversight and support staff to expedite care packages 
e.g. make immediate funding decisions. Social Care to review all re-ablement packages 
and re-ablement placements to improve flow 

GCC 
Social Care to review all assessments in pipeline to expedite discharges in line with 
Onward Care Procedure 

GCC 
Maximise available domiciliary support to service users at home and care home 
vacancies (including in leu of domicillary care) in order to prevent social admissions. 

GCC 
Ensure close communication with Acute Trust, including on site presence where 
possible 

GCC Actively support all Onward Care referrals 

OOH 

Engage with CareUK senior on call to understand current capacity across 
Gloucestershire and ascertain what support can be offered between Gloucestershire 
sites. 

OOH 

OOH to communicate with clinicians about the current escalation level and highlight 
any ED issues in order to allow clinicians to consider further alternate pathways and 
facilitate the most appropriate decisions. 

OOH 
Review staffing level of GP OOH service. This will include calling on the Care UK wider 
network to move resource around. 

OOH 
OOH provider able to draw on neighbouring areas with the same OOH provider,  
regional utilisation across borders is available if needed. 

PC All possible actions are being taken on-going to alleviate system pressures. 

PC 
Representative from Primary care to review patients within acute Trust beds to identify 
those that may be discharged.                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                               

PC 
In hours GP services to identify and implement alternative care pathways to avoid 
attendance at ED 

111 Request call streaming to OOH providers 

111 
Ensure that Call Centre staff are aware of and act on information about organisational 
capacity and changes to service provision 

111 
Agree NHS 111 advice strategy with local Directory of Services (DoS) lead and update 
Interactive Voice Response (IVR) to warn/inform/signpost patients away from ED 

Arriva 

Ensure all capacity is being utilised to alleviate system pressures and instigate plans for 
bringing in additional vehicles to support demand, if required. 

Arriva 

Ensure that capacity is fully utilised for patient discharge and transfer, and that liaison 
between different PTS providers and the Ambulance Service is functioning well 
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2G 
Continue to expedite discharges, increase capacity and lower access thresholds to 
prevent admission where possible.  

2G 
Review all discharges currently referred and assist within whole systems agreed actions 
to accelerate discharges from acute and non-acute facilities, where possible.  

2G 
Community based teams to increase support to service users at home to prevent 
admission.  

2G Escalation to relevant on call manager 

2G Liaison with Social Care if delays relate to arranging MH Act Assessment 

2G 
Liaison/joint working with Social Care and Housing to identify appropriate 
accommodation/care packages 

2G Regardless of level of risk and within resource available will prioritise ED referrals 

2G 

MHLT manager to prioritise ED referrals and recruit additional resources from off duty 
staff and staff bank 

2G MHLT manager to recruit additional resources from off duty staff and staff bank. 

2G 
MHLT Manager to prioritise assessments in ED from 2 hours to 1 hour where staff 
capacity permits 

CCG 
CCG to continue to chair daily teleconference calls. Ensure all actions listed in OPEL 2 
have been completed 

CCG NHSE/I notified of alert status and involved in discussions. 

CCG 
CCG to co-ordinate communication and co-ordinate escalation response across the 
whole system. 

CCG 
Notify CCG on-call Director who ensures appropriate operational actions are taken to 
relieve the pressure.  

CCG Review NHS111 advice strategy with local DoS lead. 

CCG Notify local DoS Lead and ensure NHS111 Provider is informed.  

CCG 
Cascade current system-wide status to Primary Care and OOH providers and advise to 
recommend alternative care pathways.  

CCG 
Liaise with reablement bed providers to extend admission thresholds for reablement 
beds 

DoS 

DoS lead to ensure that any changes to service provision are logged on the DoS and 
that NHS111 is aware of changes to service provision and the nature of pressure on the 
system. 

DoS 
Ensure that call centre staff are aware of and act on information about organisational 
capacity, changes to service provision and closures. 
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OPEL 4 
Black Organisational level 

 

 
All actions from OPEL 3 and 2 must be completed before escalation to OPEL 4 

Lead Action 

GHT Ensure routine elective admissions have been cancelled 

GHT Provide 24/7 senior management support to ED in order to manage situation 

GHT 
Ensure urgent elective admissions have been reviewed and, where possible, 
rescheduled or cancelled 

GHT Actively discharge patients in line with Onward Care Procedure 

GHT 

Consider implementation of the reverse triage protocol to manage all patients in 
category Green 

GHT 

With the Ward Sisters, Nurses In Charge and Therapists, consider the risk of 
discharging patients who are medically fit, but not ready for discharge for other 
reasons, subject to appropriate support at home in place. Involve Discharge Teams and 
Social Care links via the daily teleconference calls 

OCT 
Clinically prioritise patients with the greatest acuity and ensure that all clinical 
resources allocated to the shop floor where the pressure is.  

OCT 
Clinical leads remove from non-clinical positions to work clinically with the team and 
assist with patient flow 

OCT 

OCT Manager Interrogates OCT team leads to ensure all HUBS are working to full 
capacity, have adequate staff etc. Decisions will be made about additional 
hours/overtimes 

OCT OCT Manager attends the hourly site meetings in order to facilitate flow 

OCT OCT Manager supports Whole System Escalation Call 

OCT OCT Manager and Leads to support in a physical way any HUBS under pressure 

SWAST 999 
If emergency response is severely compromised consider use of Critical Incident 
procedures. 

SWAST 999 

Consider evoking National mutual aid and the NACC when the criteria described within 
the National Ambulance Mutual Aid MOU are met.  

SWAST 999 Implement appropriate level REAP and Demand Management actions. 

SWAST 999 Communicate any changes to escalation status or SWAST across the system. 

Arriva Ensure all capacity is being utilised to alleviate system pressures 

GCS Review opening times of the Single Point of Clinical Access.  

GCS 
Cease theatres and outpatient activity and redeploy staff to GCS inpatient unit(s) 

GCS 

Close smaller MIIUs and reallocate staff to strategic MIIUs (Stroud, Cirencester, 
Tewkesbury & Lydney) 

GCS 

Ensure all possible capacity has been freed up and redeployed to ease system 
pressures 

GCC 
Continue to expedite discharges and increase capacity to prevent admission where 
possible 

GCC 

Wherever possible, ensure additional appropriately qualified staff are brought in from 
other community teams to support hospital teams as required. Make full use of 
voluntary resources and community networks to support discharges where 
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appropriate. 

GCC Identify respite in lieu of dom care facilities where appropriate. 

OOH 
Ensure all actions from previous stages enacted and all other options explored and 
utilised. 

OOH Ensure all possible actions are being taken on-going to alleviate system pressures. 

OOH Contact Cross-Border OOH’s providers for assistance. 

PC Fully utilise Choice plus and open access to SWAST and GHT. 

PC Ensure all possible actions are being taken on-going to alleviate system pressures. 

111 
Ensure that Call Centre staff are aware of and act on information about organisational 
capacity and changes to service provision 

111 

Agree NHS 111 advice strategy with local Directory of Services (DoS) lead and update 
Interactive Voice Response (IVR) to warn/inform/signpost patients away from 
ED as appropriate. 

2G 

Continue to expedite discharges, increase capacity and lower access thresholds to 
prevent admission where possible. 

CCG 

Executive Directors/Senior Managers from all partners have been involved in 
discussion and agree with the escalation level 

CCG CCG continue to chair all daily teleconference calls 

CCG 
CCG to continue to co-ordinate communication and escalation response across the 
whole system 

CCG 
Expedite additional capacity and increased support wherever possible across the whole 
system 

CCG 
Make a risk based assessment of the best use of capacity and resource across the 
whole system and shift resources to best meet demand and maintain patient safety 

CCG 

Review NHS 111 advice strategy with local Directory of Services (DoS) lead and update 
Interactive Voice Response (IVR) to warn/inform/signpost patients away from ED as 
appropriate. Agree options with NHS 111 provider how DoS can be flexed to reduce 
impact 

CCG 
Utilise actions from organisational Major Incident /Critical Incident plans to create flow 
and capacity 

 

 

 

 

 

 

 

 

 

 

OPEL 4 
Black System Level 
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All actions from OPEL 3 and 2 must be completed before escalation to OPEL 4 

Lead Action 

NHSE 
Chair system-wide teleconference calls as required and inform the regional office of 
the situation 

NHSE 
Assist in mutual aid requests if support is required from beyond locality and/or regional 
boundaries 

NHSE Assist with and arbitrate any requests for ambulance diverts 

NHSE Assist in the management of communications and media handling 

NHSE Post escalation: Involvement in and sign-off of SI investigation process 

CCG 
Contribute to system-wide communications to update regularly on status of 
organisations (as per local communications plans) 

CCG Confirm all actions at OPEL 2, 3 and 4 (organisation level) have been completed 

CCG Provide mutual aid of staff and services across the local health economy as appropriate 

CCG Stand-down of OPEL 4 once review suggests pressure is alleviating 

CCG 
Local NHSE office notified of alert status and involved in decisions around support from 
beyond local boundaries 

CCG 
In conjunction with Ambulance Service and Whole System the CCGs act as the hub of 
communication for all parties 

CCG 
CCG to ensure that a SI has been entered on the STEIS system by each organisation 
that declared status OPEL 4 

CCG 
Post escalation: Contribute to the Root Cause Analysis and lessons learnt process 
through the SI investigation 

CCG 

Post escalation: Complete Root Cause Analysis and lessons learnt process in 
accordance with SI process 

GHT ED consultant to be present in ED 24/7 

GHT Consultant Physicians to be present on wards and in ED 24/7, where possible 

GHT Surgical consultants to be present on wards in theatre and in ED 24/7, where possible 

GHT 
Assign appropriate qualified clinician to manage care of patients awaiting handover 
from ambulance service to enable ambulance crews to be released 

GHT 

Assign patient navigator/co-ordinator in ED to relieve pressure on clinical staff 
(business as usual). Assign site team manager to AMU to push flow and support 
immediate decision making. 

GHT GP to be present in ED 24/7, where possible 

GHT Executive Director to provide support on site 24/7, where possible 

GHT 

An Acute Trust wishing to divert patients from ED must have exhausted all internal 
support options before contacting the CCG to request authorisation to explore a divert 
to neighbouring trusts (with the exception of Cross Trust Divert CGH – GRH) whether 
these are in or out of the region. Refer to Appendix 3 of Operational Pressures 
Escalation Levels Framework – NHSE South Central, ‘Implementation of a Divert Flow 
Chart’. 

SWAST 999 

Continue to make a risk based assessment of the best use of capacity and resource 
across the whole system and shift resources to best meet demand and maintain 
patient safety 

SWAST 999 
Review the escalation status every 2 hours and communicate this across the local 
system 

SWAST 999 If not deployed at OPEL 3, officer to be identified if appropriate for deployment to 
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Acute Trust. 
Role of officer to liaise with ED team to ensure priority is maintained in turning 
ambulance resources around. Officer is not to manage patients in queue, but to 
support relationship with Acute Trust and liaise with senior Managers/Officers within 
Ambulance Trust. 
On instruction of Senior Manager within Ambulance Trust, officer will have 
conversations with Acute Trust in line with any Immediate Handover Policy 

SWAST 999 

If Immediate Handover Policy activated (if utilised in Ambulance Trust) process in 
policy to be followed until situation is resolved. Appropriate review of implementation 
to be taken 1-2 hourly. 

SWAST 999 

Discussion to be had with Commissioners/Strategic Commander around capacity to 
support GP/HCP referrals and any actions that can be taken to enable patients to be 
managed within the community until such time as Acute Trust ability to accept is 
returned 

GCC 
Senior Management Team and cabinet member involved in decision making regarding 
use of additional resources. 

GCC 

Hospital service manager, linking closely with Director Adult Social Care, and teams will 
prioritise quick wins to achieve maximum flow, including supporting ED re prevention 
of admission and turn around. Identification via board rounds and links with Discharge 
Team and therapists 

GCC 

Hospital Service Manager/Deputy Director to monitor escalation status, taking part in 
teleconferences. Communicate to senior management team so any further actions can 
be agreed & additional resource released if needed 

GCC Actively support discharge of patients in line with Onward Care Procedure. 

 

To be established by the Acute Trust prior to a divert request to the CCG  

 Have whole systems teleconferences taken place and actions taken to relieve pressure?  
 

 Is the safety and care of patients in the hospital compromised?  
 

 Are you considering declaring an internal critical incident?  
 

 Are ambulances stacking outside/been stacking throughout the day?  
 

 Are contingency plans in place for staffing for the next 24hours and 48 hours?  
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Appendix 4 

Activation of diverts (internal/external) 

Please note that the standard operating procedure for diverts is currently under review and 
the below will be amended once the new procedure is agreed. 
 
Expectations 

1. The protocol for an internal divert will only be used when GHNHSFT have exhausted 
all internal systems and escalation plans as well as local health and social care plans 
to reduce system pressure to a safe level.  

2. Patient safety and dignity must take priority over everything and all actions must be 
focused upon providing patient access to definitive clinical assessment and treatment 
at the most appropriate receiving site.  

3. Taking a patient to an alternative site is only appropriate if the closest receiving unit 
is physically incapable of providing the right care in a safe environment or demand 
result in ambulances queuing for significantly prolonged periods and escalation 
measures have been ineffective.   

4. Internal diverts should only require the authorisation by a GCCG Director when 
GHNHSFT and SWAST cannot reach agreement locally. 

5. Emergency Departments will not close other than in extremis (i.e. fire, flood) and 
therefore full requests for a deflect will be by exception only.   

Procedure for Requesting an Internal Divert 

1. GHNHSFT Director On-Call must provide executive authority for the On Call 
Manager to contact the SWAST Silver Commander to instigate an internal divert to 
support relief of the current situation. 

2. GHNHSFT On-Call Manager must confirm that all internal actions are in place.  

3. GHNHSFT On-Call Manager must confirm situation and internal divert requirements 
(e.g. rationale, timeframe required and review of requirements).  The following should 
be included in agreeing the internal divert.  

a. GHNHSFT Director On-Call or On-Call Manager with Executive authorisation 

b. SWAST Silver Commander 

4. All local escalation actions must have been taken, as far as is reasonably practicable 
before contacting the SWAST Silver Commander to requesting an internal divert.  

5. If agreement on actioning an internal divert cannot be reached, the GCCG Director 
On-Call will be contacted for the request to be considered and if required, 
implemented. 

External Diverts 

If an external divert is required, the system will follow the guidelines set out in Appendix 5. 

The following will be established by the Acute Trust prior to a divert request to GCCG: 

 Have whole systems teleconferences taken place and actions taken to relieve 
pressure? 

 Is the safety and care of patients in the hospital compromised? 
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 Are you considering declaring an internal significant incident? 

 Are ambulances stacking outside/been stacking throughout the day? 

 Are contingency plans in place for staffing for the next 24hours and 48 hours? 

 

Implementation of an Out of County Divert (OPEL Framework NHSE v2.0 2017) 
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Appendix 5 

Serious Incidents Requiring Investigation (SIRIs) 

The Framework applies to serious incidents which occur in all services 
providing NHS funded care. This includes independent providers where NHS 
funded services are delivered. 
 
The emphasis in the updated framework is one of open and honest discussion and ‘if in 
doubt – report it’. Downgrading can be agreed at any time. 
 
Definition of Serious Incident 
 

 Acts and/or omissions occurring as part of NHS-funded healthcare (including in the 
community) that result in:  

 Unexpected or avoidable death of one or more people. This includes  
 suicide/self-inflicted death; and  
 homicide by a person in receipt of mental health care within the recent past;  

 Unexpected or avoidable injury to one or more people that has resulted in serious harm; 

 Unexpected or avoidable injury to one or more people that requires further treatment by 
a healthcare professional in order to prevent: 
 the death of the service user; or  
 serious harm; 

 Actual or alleged abuse; sexual abuse, physical or psychological ill-treatment, or acts of 
omission which constitute neglect, exploitation, financial or material abuse, discriminative 
and organisational abuse, self-neglect, domestic abuse, human trafficking and modern 
day slavery where:  
 healthcare did not take appropriate action/intervention to safeguard against such 

abuse occurring10; or  
 where abuse occurred during the provision of NHS-funded care.  

 
This includes abuse that resulted in (or was identified through) a Serious Case Review 
(SCR), Safeguarding Adult Review (SAR), Safeguarding Adult Enquiry or other externally-
led investigation, where delivery of NHS funded care caused/contributed towards the 
incident (see Part One; sections 1.3 and 1.5 for further information). 
 

 A Never Event - all Never Events are defined as serious incidents although not all Never 
Events necessarily result in serious harm or death. 

 An incident (or series of incidents) that prevents, or threatens to prevent, an 
organisation’s ability to continue to deliver an acceptable quality of healthcare services, 
including (but not limited to) the following:  

 Failures in the security, integrity, accuracy or availability of information often described 
as data loss and/or information governance related issues (see Appendix 2 for further 
information);  

 Property damage;  

 Security breach/concern; 

 Incidents in population-wide healthcare activities like screening13 and immunisation 
programmes where the potential for harm may extend to a large population;  

 Inappropriate enforcement/care under the Mental Health Act (1983) and the Mental 
Capacity Act (2005) including Mental Capacity Act, Deprivation of Liberty Safeguards 
(MCA DOLS);  

 Systematic failure to provide an acceptable standard of safe care (this may include 
incidents, or series of incidents, which necessitate ward/ unit closure or suspension of 
services); or  

 Activation of Major Incident Plan (by provider, commissioner or relevant agency) 
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Definition of Serious Harm 
 Severe harm (patient safety incident that appears to have resulted in permanent harm to 

one or more persons receiving NHS-funded care);  

 Chronic pain (continuous, long-term pain of more than 12 weeks or after the time that 
healing would have been thought to have occurred in pain after trauma or surgery ); or  

 Psychological harm, impairment to sensory, motor or intellectual function or impairment 
to normal working or personal life which is not likely to be temporary (i.e. has lasted, or is 
likely to last for a continuous period of at least 28 days).  

 
Responsibilities and Timescales 
 

Event/Action Timescale Further Information/ 
Guidance 

Responsibility 

Serious Incident identified 
- Report to commissioner 
of service or lead 
commissioner (as 
agreed). 

As soon as possible and within 2 
working days of the incident being 
identified. 
 
Or 
 
Immediate where: 
- The provider or commissioner 

Major Incident Policy is 
invoked. 

- There is (or is likely to be) 
significant public concern 
and/or media interest. 

- Incident will be of significance 
to the police. 

Report via STEIS (or if no 
access to STEIS, via the serious 
incident reporting form agreed 
with the commissioner, sent via 
e-mail to agreed e-mail 
address). 
 
Where immediate notification is 
required, this must be also by 
telephone (including use of On-
Call system Out of Hours). 

Provider where 
incident occurred 

If there is any doubt about 
whether an incident is serious or 
not, the principle is to report it as 
it can be downgraded later if 
necessary. 

 

If provider has no STEIS 
access, input details of 
incident from report form 
from provider onto STEIS. 

On receipt of form.  Commissioner 

Comply with any further 
reporting and liaison 
requirements with 
regulators and other 
agencies. 

Within 2 working days of the 
incident being identified. 

See appendix 2 of the 
Framework. 

Provider where 
incident occurred 

Carry out an initial review 
of the incident and 
provide a copy of the 
report of this to the 
commissioner. 

Within 3 working days of the 
incident being identified. 

This will inform the level of 
investigation required. 

Provider where 
incident occurred 

 
Requirements after the first few working days are included in the main summary (available 
from the Nursing and Quality Directorate team) document and within the full ‘Serious 
Incident Framework, March 2015’ which can be obtained from the NHS England website: 
https://www.england.nhs.uk/ourwork/patientsafety/serious-incident/.

https://www.england.nhs.uk/ourwork/patientsafety/serious-incident/
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Appendix 6 

Key Contacts and Teleconference details 

 

 
Conference call details: 0800 229 0687, PIN:  723435 
Primary number for On-call Manager: 07623 948860 

Email: GLCCG.HIC@nhs.net 
 
 
 
TYPE  ORGANISATION  ON CALL 24/7   COMMENT ICC SPOC EMAIL 

(not routinely 
monitored. Used 
as default SPOC 
on activation of 
plan) 

NHS 
England  
 

Bath, 
Gloucestershire 
Swindon and 
Wiltshire – South 
Central 

07623 505 520 Pager: Please leave a 
telephone number (numeric 
message) or hold for the 
operator.  

england.bgsw-
icc@nhs.net  

Bristol, North 
Somerset, Somerset, 
and South 
Gloucestershire – 
South West 

0303 033 8833  england.bnsssg-
icc@nhs.net  

NHS England South 
- Communications  

0844 822 2888 and 
quote SCOMM01 

Support for NHS England 
only. 

N/A 

NHS England South 
Region 

08445 449 633   

CCG Bath and North East 
Somerset  CCG 

0303 033 9922  BSCCG.banesccgr
esilience@nhs.net  

Gloucestershire CCG  07623 948 860  Primary number for on call 
manager. If this is 
unavailable page the On 
Call Senior on 07623 
957544 

GLCCG.HIC@nhs.
net  

Swindon CCG 07699 759 234 (On 
Call Pager) 
 

Ask to speak to Director On 
Call.  

emergencyplannin
g@swindonccg.nh
s.uk  

Wiltshire CCG 07699 757 981  WCCG.Dutyofficer
@nhs.net  
The CCG will 
advise when to use 
this email 

North Somerset CCG 0303 033 9911  N/A 

Acute  
Provider  

Royal United 
Hospital 

01225 428 331 Ask for Manager on Call N/A 

Gloucestershire 
Hospitals NHS 
Foundation Trust 

0300 422 22 22 
(Direct Dial:0300 
422 5800) 

 Switchboard ask for : 
               Director on call 
               or 
               Silver lead 
(operational lead) 
 

Ghnhsft.controlroo
m@glos.nhs.uk  
Only monitored if 
control room 
activated 

mailto:GLCCG.HIC@nhs.net
mailto:england.bgsw-icc@nhs.net
mailto:england.bgsw-icc@nhs.net
mailto:england.bnsssg-icc@nhs.net
mailto:england.bnsssg-icc@nhs.net
mailto:BSCCG.banesccgresilience@nhs.net
mailto:BSCCG.banesccgresilience@nhs.net
mailto:GLCCG.HIC@nhs.net
mailto:GLCCG.HIC@nhs.net
mailto:emergencyplanning@swindonccg.nhs.uk
mailto:emergencyplanning@swindonccg.nhs.uk
mailto:emergencyplanning@swindonccg.nhs.uk
mailto:WCCG.Dutyofficer@nhs.net
mailto:WCCG.Dutyofficer@nhs.net
mailto:Ghnhsft.controlroom@glos.nhs.uk
mailto:Ghnhsft.controlroom@glos.nhs.uk
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TYPE  ORGANISATION  ON CALL 24/7   COMMENT ICC SPOC EMAIL 
(not routinely 
monitored. Used 
as default SPOC 
on activation of 
plan) 

Great Western 
Hospital  (Acute) 

01793 604 020 Ask for Acute Site Manager incident@gwh.nhs.
uk  

Salisbury Hospital  
Foundation Trust 

01722 336 262 Ask for duty manager  shc-
tr.SFTICC@nhs.ne
t  

Communit
y Provider  

Sirona  01225 831 400  N/A 

CARFAX 07545 800862 Same for Walk in Centre 
and Medical Centre 

Sarah.smith4@nhs
.net 
Lindsay.gibson@n
hs.net 

Gloucestershire Care 
Services NHS Trust 

On-Call Manager 
Pager  
07623 512 393 
On Call Director 
Pager   
07623 951 454 

 GCSIncident.Contr
ol@glos-
care.nhs.uk  

Wiltshire Health and 
Care 

On Call Director 
Pager Number 
07699 713 967 
On Call Manager 
Pager Number 
07699 747 571 

Alternative contact can be 
made via the GWH 
switchboard on 01793 
604020 and ask for 
Wiltshire Health & Care On 
Call Director / Manager. 

incident@gwh.nhs.
uk  

Virgin Care 03332 341 127 – 
On Call Manager 

 
 

 

Mental 
Health 
Trust  

2gether 07699 734 976 Please leave numeric 
message i.e. the telephone 
number you would like to be 
called back on. SPOC email 
address to be used for 
information. 

2gnft.Incident-
Room@nhs.net 
 

Avon and Wiltshire 
Mental Health 
Partnership 

01225 325 680 Ask for the Executive 
Director on call. 
NHS England South Central 
hold rota in ICC account. 

awp.icc@nhs.net 

Primary 
Care   

BDUC  0300 123 1809 Ask for On Call Operations 
Manager-VoCare 

N/A 

Medvivo 
Out of Hours GP 

0300 111 4008 
0300 111 5818 

Ask for the On Call 
Manager  

mg.outofhours@nh
s.net  

GP /  Pharmacies  N/A NHS England South Central 
hold GP and Pharmacies 
distributions list in the ICC 
account. 
CCGs hold GP distribution 
lists  
 

N/A 

Ambulanc
e  

South West 
Ambulance Service 
Trust (SWAST) 

Bristol ICC – 0300 
369 0105 
Exeter ICC – 0300 
369 0106 

Information received will be 
in the form of a METHANE 
report, more information will 
be able to be found from 
the following link. 
www.swast.nhs.uk/majorinci
dent 

N/A 

mailto:incident@gwh.nhs.uk
mailto:incident@gwh.nhs.uk
mailto:shc-tr.SFTICC@nhs.net
mailto:shc-tr.SFTICC@nhs.net
mailto:shc-tr.SFTICC@nhs.net
mailto:Sarah.smith4@nhs.net
mailto:Sarah.smith4@nhs.net
mailto:GCSIncident.Control@glos-care.nhs.uk
mailto:GCSIncident.Control@glos-care.nhs.uk
mailto:GCSIncident.Control@glos-care.nhs.uk
mailto:incident@gwh.nhs.uk
mailto:incident@gwh.nhs.uk
mailto:2gnft.Incident-Room@nhs.net
mailto:2gnft.Incident-Room@nhs.net
mailto:awp.icc@nhs.net
mailto:mg.outofhours@nhs.net
mailto:mg.outofhours@nhs.net
http://www.swast.nhs.uk/majorincident
http://www.swast.nhs.uk/majorincident
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TYPE  ORGANISATION  ON CALL 24/7   COMMENT ICC SPOC EMAIL 
(not routinely 
monitored. Used 
as default SPOC 
on activation of 
plan) 

 

SWAST NILO 
(National Incident 
Liaison Officer) 

0300 303 8608 NILO@swast.nhs.uk 

The NILO can be contacted 
for tactical information and 
to link with SWAST 
directors on call. 

 

Patient 
Transport 
Services 

Arriva  0845 600 3792 South West On call senior 
manager 

N/A 

111 Care UK 0117 240 1111  N/A 

Local 
Authority 
(Public 
Health) 

Bath and North East 
Somerset Council 

01225 394 067 (In 
hours) 
07980 998 560 
(Out of hours)  
 

In hours: Actioned by Public 
Health.  
Out of hours: Duty 
Emergency planning Officer 
 

N/A 

Gloucestershire 
County Council 

07920 766 400 Public Health not available 
out of hours 

N/A 

Swindon Borough 
Council 

01793 444 673 
(General office – in 
hours only) 
01793 466451/2/3 
or 01793 488 677 
(Duty EPO) 
Director of Public 
Health 07824 
081153 
Consultant in 
Public Health 
07824 081160 

Email address preferred 
method of communication. 
Telephone numbers for 
Duty EPO out of hours only, 
directly via contact centre. 
Public Health staff not 
officially on call but have 
provided mobile and would 
like to alerted in a 
response.  

emergencyplannin
g@swindon.gov.uk  

Wiltshire Council 07699 719 123 Public Health duty pager to 
alert Public Health On-Call. 
They will then alert the 
Associate Director On-Call 
as required.  

eprr@wiltshire.gov.

uk 

Public 
Health 
England  

PHE South West 
(North) 

0300 303 8162 
Option 1 followed 
by Option 2.  
 

Opt 1 for Health Protection, 
followed by Opt 2 for Avon, 
Gloucestershire, Wiltshire 
and Swindon (during office 
hours 09.00 – 17.00)  
0344 257 8195 (out of 
hours 17.00 to 09.00) 

AGWARC@phe.go
v.uk 

Multi 
agency 
(Operation 
Link) 

Wilts. / Swindon. 
Local Resilience 
Forum 

01380 861 282 Ext 
11282 
07977 197 193 (fall 
back only) 

To request a multi-agency 
teleconference or cascade 
information for multi-agency 
information.  
To join conference 0844 
809 0936  
Participants – 49336436# 

N/A 

Gloucestershire 
Local Resilience 
Forum 

01452 887733  
and state you wish 
to initiate 

To join conference 0800 
032 8068 
Participants – 76911994# 

N/A 

mailto:emergencyplanning@swindon.gov.uk
mailto:emergencyplanning@swindon.gov.uk
mailto:eprr@wiltshire.gov.uk
mailto:eprr@wiltshire.gov.uk
mailto:AGWARC@Phe.gov.uk
mailto:AGWARC@Phe.gov.uk
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TYPE  ORGANISATION  ON CALL 24/7   COMMENT ICC SPOC EMAIL 
(not routinely 
monitored. Used 
as default SPOC 
on activation of 
plan) 

‘Operation Link 
Gloucestershire’  

 

Police  
(Control 
Room) 

Wiltshire  01380 861 282 Information from scene (a 
good way to confirm 
information). 

N/A 

Avon Somerset  01275 818 181 N/A 

Gloucestershire 01452 887 733 N/A 

Fire and 
Rescue  
(Control 
Room) 

Dorset  & Wilts 03067 990 019 N/A 

Avon & Somerset  01225 310 846 N/A 

Gloucestershire  01452 753 245 N/A 

Met Office Met Office 01392 886 095 Met Office Duty Number 
24/7 

N/A 

Voluntary Wessex 4 x 4 07092 262 428 Web bookings preferred.  www.wessex4x4response.
org.uk/callout/  

Gloucestershire 4 x 4 07092 847 407 Web bookings preferred. 
Technical support and 
logins accessible via 
webmaster&gw4x4r.co.uk.  

www.gw4x4r.co.uk
/tickets  

British Red Cross 0115 965 8558   

 

http://www.wessex4x4response.org.uk/callout/
http://www.wessex4x4response.org.uk/callout/
http://www.gw4x4r.co.uk/tickets
http://www.gw4x4r.co.uk/tickets
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Appendix 7 

Escalation Communication Flow Chart (OPEL Framework, v2.0 NHSE South Central 2017) 
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Appendix 8  

Sitrep for NHSE 

NAME of CCG  Date  

Lead/Report Author 
 Contact Details 

Tel/Email 
 
 

Acute Trust 
 

OPEL STATUS 
 

Whole SYSTEM  

 

OPEL STATUS 

 

TODAY  
(Complete as 
appropriate) 

SILVER Call 
Yes/No 
Time 

 Gold Call  
Yes/No 
Time 

 

Yesterday’s 
Performance Details 

 

A&E % 

 

No. of Outliers 

 

111 / Ambulance 
/Transport  
Status and issues 

 

How much Community 
Capacity is there? 

 

How much Social 
Service availability is 
there? 

 

Number of Patients 
Medically Fit for 
Discharge (MFFD) & 
Delayed Transfer of 
Care (DTOC) figures 

MFFD: 
 

DTOC: 
 

Particular Issues / 
Pressures Leading to 
Escalation 
 
Impact on 
Performance and 
Activity 

 

 

What else is the CCG 
doing to manage the 
system? 
 
What support is 
required from 
NHSE/NHSI? 
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Appendix 9  

Definitions  

 
Complete Closure 
When an Emergency Department accepts no patients at all. This will happen in very extreme 
circumstances only, e.g. when an Internal Incident is declared. 

ECMO 
In intensive care medicine, extracorporeal membrane oxygenation (commonly abbreviated ECMO) 
or extracorporeal life support (ECLS) is an extracorporeal technique of providing both cardiac and 
respiratory support to patients whose heart and lungs are so severely diseased or damaged that 
they can no longer serve their function.  

Escalation Triggers 
All organisations have adopted the common triggers to ensure equity of pressure; capacity and 
access (see Appendix 2). 

Local Health Economy (LHE) 
A health and social care whole system grouping (usually geographically defined). This is likely (but 
not exhaustively) to comprise a number of CCGs, Acute Trust(s), social care organisations, mental 
health trusts, ambulance service and OOH providers. 
 
Major Incident 
Any event which presents a serious threat to the health of the community, disruption to the service, 
or causes (or is likely to cause) such numbers or types of casualties as to require special 
arrangements to be implemented by NHS England Local regional offices, NHS Trusts, ambulance 
services or CCGs. 
 
Operational Pressures Escalation Levels 
New National guidelines are to be used when communicating to the public, media and other local 
health authorities. The levels (1-4) directly mirror the levels of REAP, and also the green, amber, red 
and black escalation levels used by the Gloucestershire system in the Escalation Framework and on 
a daily basis.  
 
Peripheral Divert 
Border patients are taken by the Ambulance Service to neighbouring organisations to alleviate 
capacity issues. 

Resourcing Escalatory Action Plan (REAP) 
The REAP plan is essentially a set of pre-agreed actions to manage escalating demand by 
increasing capacity. It is always in operation, normally at level one, but higher levels are triggered as 
demand increases.  

Responsible Person 
A senior employee authorised by the Chief Executive of an individual provider to implement agreed 
diversions and to notify relevant parties in accordance with this plan. The responsible person must 
have decision making ability and authority, and an organisation wide view.  

 

 

http://en.wikipedia.org/wiki/Intensive_care_medicine
http://en.wikipedia.org/wiki/Extracorporeal
http://en.wikipedia.org/wiki/Respiratory_system
http://en.wikipedia.org/wiki/Human_heart
http://en.wikipedia.org/wiki/Human_lung
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Appendix 10 

Email addresses for NHSE and NHSI report submission 

 
To: england.bgsw-icc@nhs.net 

england.tv-icc@nhs.net 
england.southcentraloperations@nhs.net 

 
CC: maria.metherall@nhs.net 

Sally.jones24@nhs.net 

 
Please note, these email addresses are to be used for all correspondence regarding 
OPEL/Escalation.  
  

mailto:england.bgsw-icc@nhs.net
mailto:england.tv-icc@nhs.net
mailto:england.southcentraloperations@nhs.net
mailto:maria.metherall@nhs.net
mailto:Sally.jones24@nhs.net
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Appendix 11 

Escalation Distribution List 

Below are the names on the escalation distribution list for  
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



High Impact Action 5 
 
National strategic aim is to connect all urgent and emergency 
care services together so the overall system becomes more 
than just the sum of its parts. 
 
The A&E Delivery Board will support urgent care design and 
delivery, pooling our resources and expertise across the 
system to redesign our model of care to ensure we can deliver 
responsive joined up care for our population when they need 
us. 
 
Key areas of focus are: 
• Workforce 
• JUYI 

High Impact Action 3 
 
National strategic aim is to provide highly responsive urgent 
care services outside of hospital so people no longer choose to 
queue in A&E.   
 
The A&E Delivery Board will define and develop an agreed 
approach to delivering integrated urgent primary and 
community care. 
 
Key areas of focus are: 
• IV therapy (S) 
• Case Management 
• Primary Care & CHOICE+ (R)  
• Urgent Care Centres 
 
 

 
High Impact Action 4 
 
National strategic aim is to ensure that those people who are 
deemed to require acute hospital care and assessment receive 
this within environments that meet their needs and increase 
opportunities for avoidable admission.  
 
The A&E Delivery Board will continue to develop and monitor 
the pathways within the Emergency Department (ED) and 
across the ‘front door’ of the acute hospitals.  
 
Key areas of focus are: 
• OPAL (R)(S) 
• AEC (R)(S) 
• Acute Trust reconfiguration of flow for GP admits (S) 

High Impact Action 6 
 
National strategic aim is to achieve a cohesive process for 
patients who need to access onward health and social care. 
 
The A&E Delivery Board will work collaboratively to ensure the 
principles of onward care and achieve person-centered, 
coordinated care for patients needing to move to an 
alternative care setting. 
 
Key areas of focus are: 
• Onward Care Team (OCT) (R)(S) 
• Red & Green Bed Days (S) 
• Pathways 1 and 2:   Discharge to Assess ® (S) 
• Trusted Assessor 
• Simple discharges 
• Pull model (S) 
• Care Navigators (S) 
• Reablement beds (R)(S) 
• Social care demand & capacity 
• To reduce medically fit and DToCs 

‘To achieve an urgent and emergency health and social 
care system that is more than just the sum of it parts’  

 
Delivery of 4 hour system level performance. 

Gloucestershire A&E Delivery Board  
High Impact Actions 2017/18  

 

High Impact Action 1 
 
National strategic aim is to provide better support for people to 
self-care and take control of their own  health. 
 
The A&E Delivery Board will focus on providing individuals and 
communities with the knowledge, skills and confidence to self-
care and live in well-connected, resilient and empowered 
communities and reduce reliance on urgent and emergency 
services.  
 
Key areas of focus are: 
• Social Prescribing & Village Agents (Community Connectors) 
• Patient Activation Measure 
• Expert Patient Self-Management Education 
• Online Patient Information Website 
• Urgent & Emergency Care Communications Campaign (R) 
• Telecare Responder Service with Glos Fire & Rescue Service 

(R) 
 

 
 
High Impact Action 2 
 
National Strategic aim is to help people with urgent care needs to 
get the right advice in the right place, first time.  
 
The A&E Delivery Board will focus on reducing demand and 
preventing unnecessary acute attendances and emergency 
admissions. 
 
Key areas of focus are: 
• Hot advice (S)  
• Clinical advice in NHS111 (S) 
• Clinical assessment of A&E and green ambulance dispositions  
• SPCA  
• SWASFT 999 Appropriateness & Timeliness of Conveyance 
• Maternity Triage  (R)(S)  
• Primary Care ED Streaming (R)(S) 
• Mental Health Crisis & Liaison  (S) 
• Integrated Urgent Care Procurement 
 

Key: 
(R) = resilience scheme/funding 
(S) = STP solution 

http://www.clipartpanda.com/clipart_images/ambulance-clip-art-png-23964828?sa=X&ved=0CDYQ9QEwEGoVChMI5Zav_cXxxgIVBp3bCh3P5wZk
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 Agenda Item 13 
  

Governing Body 
 

Meeting Date Thursday 5 October 2017 
 

Report Title Primary Care Strategy Update 
 

Executive Summary The Gloucestershire Primary Care Strategy was 
signed off by GCCG Governing Body in September 
2016.  This paper therefore provides an update of that 
first year since publication. 

Significant progress has been made in implementing 
the Strategy.  The General Practice Forward View 
Plan was approved by the Primary Care 
Commissioning Committee and signed-off by the 
Governing Body in May 2017, which drew largely 
upon the Strategy. It was rated ‘Green’ by NHS 
England.   

Furthermore, while a longer trend and further 
evaluation will ascertain the long-term benefits, we 
can report a more diverse workforce, more integrated 
service offerings for patients and a range of exciting 
innovations happening across Gloucestershire.  Our 
progress in implementing the strategy, and the 
enthusiasm and cohesion this has generated in 
practices, has also brought further national investment 
in to the county for quality improvement. 

Key Issues 
 

Having made so much progress and have so many 
schemes in place, capacity and resource has been  
and continues to be – a key issue for both practices 
and for the Localities and Primary Care team.  This 
has been mitigated through a variety of measures, 
including reallocation of team members to localities 
and clusters, funding cluster lead GPs so that – for the 
larger localities – the GP Provider Lead has had 
support in delivery, and bringing in additional short-
term resource. 
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Risk Issues: 
Original Risk (CxL) 
Residual Risk (CxL) 

Workforce: Original 4 x 3; Residual 2 x 3 

Risk: Practices are unable to recruit to traditional GP 
and nurse roles and therefore look to employ other 
professions, which destabilises the system. 

Mitigation: The pace at which the Primary Care 
Strategy has progressed this year has meant clusters 
are working much closer with STP partners than just 
one year ago.  They are looking for employment 
models that complement, rather than disrupt or 
destabilise, the health and care system in their 
innovative models of care delivery ideas.  In addition, 
practices are now finding recruitment to traditional 
posts to be improving, with long-term vacancies being 
filled and multiple applicants to positions.   

Management of 
Conflicts of Interest 

Not applicable to this report 

Financial Impact GCCG receive several funding streams from NHS 
England in relation to the following elements that 
relate to the Primary Care Strategy: 

• Improved Access: £3.66m 17/18 

• Primary Care Resilience: £176k 16/17; £87k 
17/18 

• Care Navigation and Clinical Correspondence 
training: £55k 16/17; £110k 17/18 

CCGs were also asked to invest £1.50/head non-
recurrently in 2017/18 and again in 2018/19 for 
practice transformation.  GCCG has invested 
£1.89/head recurrently.  This investment has been the 
catalyst to bringing practices together in clusters and 
the collaboration that has followed. 

Legal Issues 
(including NHS 
Constitution)  

Gloucestershire CCG needs to fulfil the requirements 
of the NHS Operational Planning and Contracting 
Guidance 2017-2019, with Annex 6 relating to the 
General Practice Forward View planning 
requirements, particularly pertinent to the delivery of 
the Primary Care Strategy. 
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Gloucestershire CCG needs to act within the terms of 
the Delegation Agreement with NHS England dated 
26 March 2015 for undertaking the functions relating 
to Primary Care Medical Services and is therefore 
working within this remit in the delivery of this 
strategy. 

There are no known legal issues. 

Impact on Health 
Inequalities 

The Strategy seeks to reduce identified health 
inequalities through, for example, commissioning on a 
place-based approach to ensure that local needs are 
best met. 

Impact on Equality 
and Diversity 

There are no equality and diversity implications. 
 

Impact on 
Sustainable 
Development 

There are no sustainability implications. 

Patient and Public 
Involvement 

Engagement with the public and patients during the 
development of the strategy was focused through 
representative bodies, in particular the Patient 
Participation Group Network and Healthwatch 
Gloucestershire.  Feedback from those groups was 
incorporated into the final strategy.  Those groups 
also supported the development of the patient facing 
version that followed in December 2016. 

Within localities, patient reference groups are involved 
in shaping the final design of local solutions, so that 
they represent the place-based provision for their 
population. 

Recommendation Members are asked to note the content of this report. 
Author Stephen Rudd 
Designation Head of Locality and Primary Care Development  
Sponsoring Director 
(if not author) 
 

Helen Goodey 

Director Locality Development and Primary Care 
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Agenda Item 13 
 

Governing Body 
 

Thursday 5 October 2017 
 

Primary Care Strategy Update 
 

1. Introduction 
  
1.1 Having successfully taken delegated commissioning for primary 

medical care in April 2015, Gloucestershire CCG commenced 
working with its member practices in early 2016 to develop a 
comprehensive Primary Care Strategy for 2016 – 2021. 

  
1.2 The timing of developing the strategy was fortuitous, coinciding with 

the development of the One Gloucestershire Sustainability and 
Transformation Plan and the release of the General Practice 
Forward View in April 2016.  The strategy was therefore written 
within the context of the latter, while forming a key enabler of the 
former. 

  
1.3 Shortly after publication, NHS England asked all CCGs to submit 

plans for implementation of the General Practice Forward View. A 
first draft was submitted by 23 December 2016 and a final version by 
May 2017, approved and signed off by the Primary Care 
Commissioning Committee and Governing Body.  The plan needed 
to cover how we would deliver against our commitments as follows: 
 

• Our Primary Care Vision 
• Primary Care Investment 
• Primary Care Workforce 
• Access 
• Technology 
• Estates 
• Workload 
• Organisational form 
• Engagement 
• Risks and mitigations 
• Governance 
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1.4 Gloucestershire’s submission was directly populated from the 
Primary Care Strategy, with some additional detail where required, 
and was very well received by NHS England.  We received the 
following RAG ratings by theme: 
 

 
 

  
1.5 We understand this to be one of the best ratings given to a CCG for 

its plan and while we were disappointed to receive an ‘Amber’ rating 
for workforce, we have been assured that this does not reflect our 
work or ambition, but of the general workforce problems being 
experienced in Primary Care regionally and nationally.  We do, 
however, continue to pursue a ‘Green’ rating, meeting with NHS 
England South Central monthly on this particular theme to share our 
continued progress and gain best practice from elsewhere to ensure 
we are doing our very best for our practices and, ultimately, our 
patients. 

  
1.6 Through a close working partnership with Healthwatch 

Gloucestershire, a patient-facing version of the Strategy was 
published in December 2016. 

  
1.7 The Strategy set out ‘Six Strategic Components’ in order to deliver 

our vision; these were: 
 

 
This paper sets out how we have responded to each of these 
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components during our first year. 
 

  

2. 
 
2.1 

Delivery against our strategy: Access 

Our Commitments 
  

2.1.1 Within this component, our commitments can be summarised as: 

• Provide patients with extended evening and weekend access 
to primary medical care; 

• Stimulate and pursue continued implementation of the ‘Ten 
High Impact Actions’, releasing time for patient care and 
relieving some of the pressure from staff; 

• Secure sustainability of our member practices in order to 
provide a strong platform from which to deliver our long-term 
aims of new models of care delivery. 

  
2.2 Our Progress and Achievements 

2.2.1 Evening and weekend access 

2.2.1.1 As a former Prime Minister’s Challenge Fund site, Gloucestershire 
received £6/head of patient (weighted) for 2017/18 and will continue 
to receive at least this on a recurrent basis in order to deliver 
improved access for our patients.  The core requirements for this 
funding are for routine and urgent access to appointments on 
weekday evenings and both Saturdays and Sundays.  This must be 
for a minimum of 30 minutes additional consultation capacity per 
1,000 population per week, rising to 45 minutes in future. 

 
2.2.1.2 To ensure we get the right long-term solution, as per our Primary 

Care Strategy, we determined, with the support of the Primary Care 
Commissioning Committee that a place-based approach would be 
the most appropriate method of providing this improved access in the 
future.  While our Choice+ service continues in 17/18 to ensure we 
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meet the national requirements, we invited our 16 clusters to express 
an interest in delivering a local service that not only met the national 
criteria, but also invested in transformative, innovative, primary care 
provision for the future. 

  
2.2.1.3 Eleven of our clusters put forward bids, demonstrating the interest 

and commitment of our clusters to work together to deliver new 
models of care.  These were assessed and five were put forward to 
‘preferred bidder’ status.  We have been working with and supporting 
these five clusters to develop their final models.    They represent the 
progress made in just one year in working in a more integrated way 
across the STP and include: 

• Urgent visiting services working with SWAST to second 
paramedics to release GP home visits for chronic care; 
 

• Advanced physiotherapists working in practices while 
employed by Gloucestershire Care Services; 
 

• Mental health workers employed by 2gether, providing mental 
health support to patients in practices. 

  
2.2.1.4 The pilots have been going through a rigorous due diligence process 

with the ambition of going live in October or November 2017, running 
until March 2019.  Clusters have also been working with their 
practice Patient Participation Groups (PPGs) to ensure the right 
service is provided that meets patient need and that patients are well 
informed about the new services. 

  
2.2.1.5 We will be continuing Choice+ for those clusters who are not pilot 

sites and have invited them to start considering their Improved 
Access models from 1 April 2018. 

  
2.2.1.6 We will use the learning from across the cluster pilots over the next 

6-12 months to determine our long term commissioning strategy for 
Improved Access from April 2019, keeping in mind the principles of 
our Primary Care Strategy. 
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2.2.2 

 
2.2.2.1 

Ten High Impact Actions: Releasing Time for Care 

In partnership with the Local Medical 
Committee (LMC), Gloucestershire CCG 
made an expression of interest to NHS 
England in December 2016 for the Time 
for Care Programme, to gain access to 
resources that support implementation of the ‘Ten 
High Impact Actions’ shown here.  This expression of interest was 
successful and we were allocated a Development Adviser from the 
national team. 

  
2.2.2.2 With the support of the Development Adviser, we planned a 

programme as follows: 

• General Practice Forward View 
launch event – January 2017.  
Focused on the Ten High Impact 
Actions, this event attracted over 200 
GPs and Practice Managers in 
Gloucestershire.  Facilitated by Dr 
Robert Varnam, NHS England’s Head 
of General Practice Development, 
and with workshops including national 
and local speakers, the event was an 
outstanding success.  Feedback from the day included 
comments such as “inspirational” and “a watershed moment for 
General Practice”. 

 
  

2.2.2.3 • General Practice Improvement Leaders.  As our local GPs and 
Practice Managers were finding it difficult to obtain places on 
the national six day training courses, which has very limited 
places available, the national team agreed to hold a local 
Gloucestershire two-day event in July 2017, focused on the 
fundamentals of improvement.  The feedback from the event 
was unparalleled; scores captured on the second day for the 
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overall event gave a mean score of 4.9 (where 1 was poor and 
5 was excellent), with feedback such as “I feel like I’ve been 
given my management stethoscope”.  The national team have 
agreed to run a second cohort for us in October. 

  
2.2.2.4 • Productive General Practice Programme.  The CCG invited 

practices, through various communication mediums and 
meetings, to consider this quality improvement programme for 
their practice.  We then made an expression of interest to NHS 
England and were invited to then write a Delivery Plan that 
demonstrated how we would run the Programme and how it 
aligned with our General Practice Forward View plan and 
ultimately, our Primary Care Strategy.  We therefore submitted 
a Delivery Plan at the end of July 2017 and through recognition 
of an excellent plan, the commitment demonstrated by our 
practices and negotiation with the national team – we have 
secured places for all 35 practices who were interested!  
Qualitas are our assigned Delivery Partners and will be 
delivering the programme, with our support in the organisation 
and facilitation, from September – December 2017.   

  
2.2.2.5 • Releasing Time for Care Collaborative.  We have asked all 

clusters for the remaining High Impact Actions they would like 
to target.  All 16 clusters have prioritised, with “Develop the 
Team”, “Partnership Working” and “Support Self Care” all 
popular choices.  We are now planning this programme with 
the NHS England Development Adviser to run from spring 
2018 for 6 – 9 months. 

2.2.2.6 In addition, we have been working across all 16 clusters to support 
them to start either their “Active Signposting” (care navigation) or 
their “Productive Workflows” (clinical correspondence) training.  
Every cluster has commenced this training with their chosen 
provider(s) and are planning their future training over the next 12-18 
months to ensure they do both.  This is funded by NHS England, with 
£55k available to Gloucestershire in 2016/17, £110k in 2017/18 and 
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again every year until 2020/21. 

  
2.2.2.7 Finally, with regards to High Impact Action 8, the CCG has 

commissioned the Community Connector Service as our social 
prescribing service that helps practices manage demand and support 
people with broader, non-medical needs to improve their well-being 
and access sources of community and social support. 

  
2.2.3 Secure sustainability 

2.2.3.1 We invited all practices to consider how they could improve their 
sustainability by working together within their clusters more 
cohesively.  Working closely with our Gloucestershire RCGP GP 
Ambassador and the LMC, we have supported all 16 clusters with 
their proposals, prioritising support to commence for twelve in 
2016/17 and the remaining clusters commencing in 2017/18.   

  
2.2.3.2 While the NHS England resilience funding is quite limited at £176k in 

2016/17 and £87k in 2017/18, this has supported proposals for 
building greater sustainability including: 

• Mergers; 
• Federations; 
• Sharing back-office functions, processes and protocols. 

Thereby minimising duplication of effort, sharing best practice 
and synchronising procedures; 

• Sharing staff; 
• Creating shared working initiatives across clusters. 

  
2.2.3.3 There is increasingly close working between practices in their 

clusters, and increasingly across clusters too within localities.  This 
work is providing a strong platform for clusters, and their constituent 
practices, from which to build new models of care delivery, which is 
covered later in this paper. 
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3. 
 
3.1 

Delivery against our Strategy: Primary Care at Scale 

Our Commitments 

3.1.1 Within this component, our commitments can be summarised as: 

 
• Set-up a Provider Clinical Leadership development group, 

forming the basis of primary care representation on the newly 
established “New Models of Care Board” for our STP. 

• Develop and deliver a programme of clinical and managerial 
leadership and skills training for future general practice. 

• Support practices and localities in developing their ‘at scale’ 
provider models. 

  
3.2 Our Progress and Achievements 

3.2.1 
 
3.2.1.1 

GP Provider Leadership Group 

We invited applications for GP Provider Leads in each of our seven 
localities, funded for three sessions per month.  Where necessary, 
localities undertook selection processes to determine their 
nominated leaders.   

  
3.2.1.2 We then established a GP Provider Leads group from these seven 

GPs and quickly increased their knowledge to equip them for their 
roles.  This included visits to national ‘Vanguard’ sites, such as the 
Dudley multi-speciality community provider (MCP), meetings with the 
senior CCG Executive team and appropriate members of the NHS 
England national team. 

  
3.2.1.3 The GP Provider Leads then took up their roles on the New Models 

of Care Board, representing Primary Care in the STP. 

  
3.2.1.4 The GP Provider Leads continue to meet monthly with senior 

members of the GCCG Localities and Primary Care Directorate for 
networking and identifying further opportunities for learning.  One of 
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the GP Provider Leads was also nominated by their colleagues to 
represent Primary Care on the STP Delivery Board. 

  
3.2.1.5 In addition, we established that, for the larger localities where there 

are multiple clusters, the GP Provider Leads were spread too thinly.  
We therefore offered some additional funding for cluster lead GPs, 
within Gloucester City, Stroud & Berkeley Vale and Cheltenham, to 
take responsibility for leading the provider work within their clusters, 
while the GP Provider Leads retain overall responsibility within their 
localities. 

  
3.2.2 Leadership and skills training  

3.2.2.1 As detailed within 2.2.2.4, we have secured local General Practice 
Improvement Leaders training from the NHS England General 
Practice Improvement team.  The second cohort runs on 11 and 12 
October 2017. 

  
3.2.2.2 In addition, while places are very limited, we have also promoted the 

national programme to our GP Provider Leads and our practices.  
Both courses are open to all staff within general practice. 

  
3.2.2.3 Specifically for practice nurses, while they can attend the leaders 

training mentioned above, the Practice Nurse Facilitators Team have 
established, or are in the process of establishing, practice nurse 
forums across the county. 

  
3.2.3 Developing ‘at scale’ provider models 

3.2.3.1 Under the NHS Operational Planning and Contracting Guidance, 
each CCG must commit £1.50/head of population non-recurrently in 
2017/18 and 2018/19 for practice transformational support.  This 
must stimulate the development of at scale provider models, while 
also securing the sustainability of general practice. 
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3.2.3.2 Demonstrating our commitment to implementing our Primary Care 
Strategy, Gloucestershire CCG went much further.  We committed 
£1.89/head, made it recurrent, and invited our practices to form 
clusters and make bids that would achieve the aims of the fund. 

  
3.2.3.3 This was the catalyst for the development of the 16 clusters we now 

have and provided the foundation for the progress throughout this 
paper. 

  
3.2.3.4 We have supported every cluster with their individual proposals, 

which is now live in all but one cluster, with some clusters working 
together to achieve greater scale.  The initiatives are: 

• Clinical Pharmacists – eleven clusters chose to employ clinical 
pharmacists, working across their allocated clusters and 
equitably shared amongst their constituent practices.  This has 
resulted in almost 20 additional clinical pharmacists in 
Gloucestershire alone.  The CCG has supported the clusters 
throughout, with our Medicines Management team providing 
expertise with recruitment along with a peer support network.  
Some examples of the work the pharmacists have been able to 
undertake for patients and practices include polypharmacy 
reviews, medication queries, hospital discharges, repeat 
prescribing reviews, protocol alignments and so on.  The 
feedback from practices on their new workforce has been 
excellent. 

  
3.2.3.5 • Community matron / frailty nurses.  Three clusters decided to 

pursue elderly care services for patients in their own homes.  
While one is still developing their service, the other two have 
gone live.  Not only do these services reduce pressure on 
general practice, they are also supporting frail patients to stay 
healthy and in their own homes. 

  
3.2.3.6 • Urgent visiting service.  One cluster in Cheltenham has 

developed a shared urgent visiting paramedic service, working 
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with SWAST.  While relieving the pressure on all their GP 
practices, this service also enables urgent home visiting to be 
undertaken in a timely way, with patients being seen by the 
right professional for their needs. 

  
3.2.3.7 • Repeat Prescribing Hub.  One cluster has set-up this back-

office service for all their practices.  Based on evidence from 
similar services elsewhere in the country, the CCG Medicines 
Management team has supported the set-up of the service, run 
by GDOC on behalf of the cluster.  While the savings of the 
scheme will be evaluated separately, the cluster practices are 
reporting significant freed-up time already. 

  
4. 
 
4.1 

Delivery against our Strategy: Integration 

Our Commitments 

 
  
4.1.1 Within this component, our commitments can be summarised as: 

 
• Work with pilot localities to develop a model for integration. 

 
• Deliver integrated place-based care consisting of community 

based teams. 
 

• Create a Primary and Community Urgent Care Working Group 
to develop an integrated urgent care model. 

  
4.2 Our Progress and Achievements 

4.2.1 
 
4.2.1.1 

Developing the model 

While creating the strong foundation for primary care to develop the 
basis from which to build integration, we have also been piloting 
some early models. 

  
4.2.1.2 Within the Gloucester City and Stroud & Berkeley Vale localities, we 

have set-up place-based pilot boards.  These boards have been the 
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test-beds for developing new models of integrated working.   

  
4.2.1.3 With senior leadership from Gloucestershire Care Services and the 

2gether Trust, these two localities have trialled integration initiatives 
such as: 

• Mental health practitioners in primary care 
• Community dementia nurses in primary care 
• Multi-disciplinary meetings to provide integrated care “without 

walls”. 
  
4.2.2 Delivering integrated place-based care 

4.2.2.1 Learning from the place-based pilots, we are working with our 
localities and STP partners in developing a proposal for ‘Integrated 
Locality Boards’. 

  
4.2.2.2 Integrated Locality Boards will bring together primary care with key 

partners from across the STP that serves the populations of our 
communities.   They will promote the development of ‘virtual patient-
centred teams’ that work across organisational boundaries. 

  
4.2.2.3 We are currently determining the operational structures and any 

required changes to our constitution, with the ambition of launching 
these across our localities in 2018.  A separate paper will follow for 
Governing Body approval later this year. 

 
4.2.2.4 In the meantime, Gloucestershire Care Services has realigned their 

integrated community teams with the seven localities and 16 
clusters, while the CCG’s Primary Care and Localities Team has 
similarly reorganised their Locality Managers to support across the 
relevant clusters and localities to bring consistency of approach. 

  
4.2.3 Create a Primary and Community Urgent Care Working Group 

4.2.3.1 Invitations were sought for locality leads to support development of 
an integrated urgent care model.  Leads were identified from each 
locality and funded for this work. 
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4.2.3.2 This has subsequently progressed through the countywide Urgent 

Care Centre development.  This is currently at pre-consultation 
business case phase and is being led and reported separately.   

  
5 Delivery against our Strategy: Technology  

 

5.1 Our Commitments 

5.1.1 Within this component, our commitments can be summarised as: 
 

• Moving towards a fully interoperable health and care system. 

• Access for patients and their carers/clinical teams to their 
digital health records and more online services. 

• Maximising remote monitoring / health alerting technology. 

• Continued investment in technology for primary care, including 
Wi-Fi for all practices. 

5.2 Our Progress and Achievements 

5.2.1 This work is led through the Primary Care Digital Group.  A succinct 
summary of progress is provided below: 

5.2.1.1 •  The Joining Up Your Information (JUYI) project will provide 
local doctors, health workers and social care professionals 
secure and immediate access to key parts of patients’ personal 
health and social care information when there is a clear clinical 
need. Initially this will provide a read-only view across an 
individual’s health and care records, progressing to read-write 
over time. The initial focus is on urgent and unplanned care 
environments. 

  
5.2.1.2 • 95% of our practices have Online Services available and over 

128,000 patients are registered for these services. 45% of 
practices have at least 20% of their registered patients 
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available to book appointments, order repeat prescriptions or 
view their medical records. 

  
5.2.1.3 • Successful Estates and Technology Transformation Fund 

(ETTF) bid for the redesign of primary care IT.  This is 
supporting clusters to work towards greater interoperability, 
thereby enabling working at scale. 

  
5.2.1.4 • The CSU Digital Transformation team are working with many 

clusters to support this interoperability work and particularly 
with the Improved Access pilot sites, creating plans for how 
patients can safely be seen across multiple practices, with read 
and write access to patient records.  

5.2.1.5 • A second successful ETTF bid is supporting the 
implementation of a common Wi-Fi platform for mobility, 
interoperability and to work in conjunction with other projects 
such as, Server Upgrade/Single GP AD Domain which will 
facilitate integrated team working.  The procurement for the Wi-
Fi solution has taken place with installations planned to be 
complete across practices by year end. 

  
6 Delivery against our Strategy: Estates 

 

6.1 Our Commitments 

6.1.1 Within this component, our commitment was to implement the 
Primary Care Infrastructure Plan.  This meant that we would 
undertake, as a minimum, the committed/legacy developments along 
with the eleven key strategic practice developments as prioritised by 
the six facet survey. 

6.2 Our Progress and Achievements 

6.2.1 Progress against the Primary Care Infrastructure Plan is regularly 



Page 18 of 22 
 

reported to the Primary Care Commissioning Committee within the 
Premises Report.  The latest update was included within the Primary 
Care Commissioning Committee papers for July 2017. 

  
6.2.2 Therefore, to avoid duplication, please see that separate paper 

which demonstrates significant progress in the year since 
publication. 

  
7. Delivery against our Strategy: Workforce 

 

 
7.1 Our Commitments 

7.1.1 Within this component, our commitment was to implement the 
Primary Care Workforce Plan, which can be very briefly summarised 
as: 

• Recruitment, Retention and Return of the GP workforce. 

• Education and training of the Practice Nurse workforce. 

• New skill mix introduced in general practice. 

  
7.2 Our Progress and Achievements 

7.2.1 Having established a Primary Care Education and Workforce 
Steering Group in 2016, we have made considerable progress on 
delivering our plan.  The paragraphs that follow provide a succinct 
summary of this work, while other sections of this report demonstrate 
the new skill mix that has been brought into primary care in the last 
year, supported by this workstream. 
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7.2.2 During 2016/17, we worked with the British 
Medical Journal (BMJ) to create a ‘Be a 
GP in Gloucestershire’ campaign.  With 
print, online and social media content that 
highlighted the benefits of a career in 
Gloucestershire, along with 
recruitment packages for practices to call 
upon, the initiative was well received.  While 
it is difficult to directly attribute 
recruitment success to the campaign in isolation, practices are 
reporting that recruitment issues are easing and that this BMJ 
scheme has been supportive.  The CCG Communications Team will 
be refreshing the microsite content, including videos of recently 
appointed GPs from out of county. 

  
7.2.3 A countywide NHS recruitment event in November 2016 provided a 

perfect opportunity to work with STP partners.  Members of the 
Primary Care and Localities Directorate attended to promote clinical 
and non-clinical vacancies being carried across practices, along with 
the benefits of making a move to Primary Care in Gloucestershire. 

  
7.2.4 The workforce group identified a need to support GPs that have 

trained in Gloucestershire once qualified in order to retain them in 
county.  Working with newly qualified GPs and identifying interested 
practices for placements, we devised a rotation scheme to work 
across a minimum of two practices with matching and facilitation by 
the CCG in order to make the process as simple as possible.  We 
promoted the scheme locally and within the BMJ.  Four placements 
have been made at the time of writing, with another three GPs 
finding salaried posts.  Eight practices remain interested in the 
scheme and we will continue to offer matching and facilitation of 
places. 

  
7.2.5 We are in the process of developing a bid to NHS England to explore 

international recruitment opportunities.  The deadline is 30 
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November 2017 and we are therefore working with our local NHS 
England team, LMC and Health Education England to support this 
work. 

  
7.2.6 We have also been supporting a GP retention scheme, with five GPs 

currently working as GP retainers in the county, enabling them to 
continue to practice while supporting those practices with vacancies.  
We continue to promote this scheme, working with the LMC, with 
new enquiries still being made. 

  
7.2.7 Community Education Provider Network (CEPN) 

7.2.7.1 Gloucestershire CCG, of behalf of all practices, submitted an 
expression of interest – followed by a formal bid – to obtain support 
in setting up a Community Education Provider Network (CEPN).   

  
7.2.7.2 Our bid was successful, allowing us to establish the CEPN with the 

explicit remit of improving provision of education and training for all 
roles in primary and community care.    

  
7.2.7.3 Health Education England South West has a contract with the West 

of England Academic Health Science Network (AHSN) to host and 
deliver the CEPNs, and as such Gloucestershire is benefitting from 
the cross-regional experience of the AHSN.   

  
7.2.7.4 Recruitment to the role of a CEPN Education Lead has recently been 

completed, with two GPs sharing this post.   

  
7.2.7.5 The CEPN is also supporting our practice and community nursing 

workforce, working closely with the seven Practice Nurse Facilitators.   

  
7.2.7.6 The CEPN will also be supporting across the workforce initiatives 

included within this paper, such as the evaluation of the recent new 
roles in primary care (clinical pharmacists, mental health workers, 
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physiotherapists, paramedics) and pipeline planning the future 
workforce. 

  
8. Conclusion 

8.1 There has been considerable progress in this first year of the 
Primary Care Strategy.  The time invested by Primary Care 
Commissioning Committee members and many individuals within the 
CCG in the initial Strategy, including the Primary Care Infrastructure 
and Workforce plans, must be recognised.  This has given 
Gloucestershire a cohesive strategy that has allowed us to access 
additional national support initiatives that would otherwise not have 
been so easy to access, if at all.   

  
8.2 This is an exciting time for Primary Care in Gloucestershire.  The 

next year will see our Improved Access pilots launch – with many 
watching regionally and nationally.  Our Estates and Workforce plans 
will continue to come to fruition and our clusters will further develop 
and mature, with ever greater IT interoperability as practices within 
clusters work increasingly together.  We will also see our place-
based pilots migrate to Integrated Locality Boards and roll-out across 
the county, providing increasingly joined-up care for our patients.  
Our Productive General Practice programme will run in 35 practices 
and there will be a range of quality improvement training for 
individuals and our clusters.   

  
8.3 As we continue the pace in our second year, we will also be utilising 

the support of Public Health, the CCG Primary Care and Clinical 
Audit Group, the CCG Information Team and the CEPN in supporting 
the evaluation of the workstreams.  This will ensure that we robustly 
assess the schemes, adapt them as necessary and share best 
practice.   

  
9 Recommendation(s) 

 
9.1 Members are asked to note the content of this report. 
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 Agenda Item 14 

Governing Body 

Meeting Date Thursday 5 October 2017 
 

Title Assurance Framework 2017/18 
 

Executive Summary The attached Assurance Framework for 2017/18 
provides details of the assurances to 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 
high-level risks that have been identified by lead 
managers. 
 

Key Issues 
 

A number of risks have been identified which 
could adversely affect achievement of the 
objectives. Action plans have, however, been 
devised and are being implemented to minimise 
the effect of these risks. 
 
There are a total of 22 risks included within the 
current Assurance Framework.  
• 20 risks currently rated as ‘amber’ (3x4) 
• 2 risks currently rated as ‘red’ (16) 

o Risk to the fragmentation of pathways 
related to specialised services for 
children and young people with mental 
health problems, due to specialised 
commissioning transferring to NHS 
England = 16 (4x4). 

o Risk that the implementation of 
Trakcare within acute provider has led 
to reporting issues for clinical 
correspondence, national performance 
reporting and contractual management. 
Resulting in increases clinical risk = 16 
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(4x4) 
Management of 
Conflicts of Interest 

None identified 

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) 

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 and the attached Assurance Framework. 

Author Zoe Barnes 
Designation Corporate Governance Support Officer  
Sponsoring Director 
(if not author) 

Cath Leech 
Chief Finance Officer 
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Governing Body 

Thursday 5 October 2017 
 

Assurance Framework 2017/18 
 

 
1. Introduction 
 
1.1 The Assurance Framework provides the Governing Body with a 

structure and process that enables the organisation to: 
 
• focus on those high-level risks that could compromise 

achievement of the organisational 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 Governance Statement which is completed each year as part 
of the annual report. 

 
1.3 The principal 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 six summary 

objectives outlined in the 5 Year Plan for 2014/19.  
 
2.2 The document outlines the principal high-level 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. 

 

 
 

Agenda Item  14 
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2.3 Progress regarding the achievement of each objective is 
monitored separately through the performance management 
process. 

 
2.4  This version of the Assurance Framework is based on the 

document considered at the August 2017 meeting of the 
Integrated Governance and Quality Committee.  

 
2.5 There are currently 22 risks included within the Assurance 

Framework, 20 of these have been rated 12 (orange) and 2 are 
rated as 16 (red). The red rated risks are related to the following 
issues which members will be familiar with: 
 
•        Specialised services for children and young people with 

mental health problems; 
•        Reporting issues as a result of the implementation of 

Trakcare within Gloucestershire Hospitals NHS Foundation 
Trust. 

 
3. Recommendation 
 
3.1 The Governing Body is requested to note this paper and the 

attached Assurance Framework. 
 
 
4. Appendix 
 

Appendix 1: Assurance Framework 
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Actions / Status
Risk ID Principal Risks to achieving strategic objectives Risk Owner(s) Original 

Risk 
Ratings 
(LxC)

Current 
Risk 
Ratings 
(LxC)

Key Controls Gaps in 
Controls

Sources of 
Assurance

Gaps in 
Assurances

Actions

L2 Risk to the quality, resilience and sustainability of Primary Care due 
to GP practices running at maximum capacity and certain practices 
not being financially viable. 

Increasing examples in 2016/17 of practices becoming 
unsustainable, with this likely to continue through 2017. 

Furthermore - NHS Property Services are notifying practices 
occupying health centres of significant increases in facility costs in 
2017/18.Primary Care sustainability.  

Practices are at the core of our system with c.90% of all patient 
contacts and the future basis of new models of care; we need 
general practice to thrive and be benefiting from the ambitions of our 
PCS and the GPFV.  Therefore Primary Care becoming 
unsustainable risks the stability to the whole system and a lack of 
foundation on which to build new models of care.

The ambitions of the Primary Care Strategy are unfulfilled, risking the 
delivery of the STP. The resource available within the CCG is 
insufficient to support the cluster’s emerging ambitions of how they 
want to deliver the GPFV and PCS

Helen Goodey
Helen Edwards
Stephen Rudd
Jeanette Giles

12 (3x4) 12 (3x4) Primary Care Strategy & General 
Practice Forward View - robust 
implementation.
General Practice Resilience 
Programme & Vulnerable 
Practice Programme.
Exercising Delegated 
Commissioning Responsibilities.
Close working with member 
practices.
Practices need to work with their 
cluster colleagues in delivering 
transformation and primary care 
at scale, to reduce the risk to 
their future sustainability and 
furthermore the resilience of 
neighbouring practices.

Primary Care 
Commissioning 
Committee, Primary 
Care Operational 
Group, Risk and 
Issues log. 

GPFV & PCS in implementation.  16 clusters established.  Vulnerable practice funding reaching 
those practices most at risk.  Resilience will support every practice through cluster based resilience 
work in 16/17 and 17/18, with additional change management support to those that need it.  Practice 
transformation funding made recurrent and every cluster has transformation schemes.  Care 
navigation and clinical correspondence training being arranged in every cluster.

Established 7 GP Provider Leads (and Cluster Leads  where applicable) to lead this locally
Hosted an event in January 2017 for all practices countywide
Successfully applied to the national NHSE ‘Releasing Time for Care’ programme on behalf of the 
whole county, working with the LMC and RCGP Ambassador
Investing resource in the cluster development of their ‘at scale’ models

GCCG are utilising existing resource through re-prioritisation and re-alignment of work programmes 
in order to release sufficient capacity.  For example, we are currently reviewing our locality 
commissioning infrastructure for 2017/18 to align this with the clusters, thereby reducing duplication 
of functions and investment by both CCG staff and GPs.  Additional change management expertise 
have also been secured.

Clusters have also recognised their need for specialist support and have bid for General Practice 
Resilience Programme Funding, which we are supporting as a delegated CCG.

L3 Currently an APMS procurement of a registered list (6,285) 
and same day access service for 17,500 appointments per 
annum is taking place. Overall, the composite programme 
risk is that there is insufficient time to mobilise new service 
arrangements by the target date of the 5th May 2018 
mainly due to a truncated procurement timetable, premise 
negotiation and staff transfers. This means that potentially 
no service is in place for both the registered list and the 
same day access service for those that need to be seen 
urgently by an appropriate primary care professionals 
leading to patient safety risk and damage to organisational 
reputatation

Helen Goodey
Helen Edwards
Jeanette Giles

12 (3x4) 12 (3x4) Programme Board, multi 
disciplinary project team; detailed 
risk register and risks reassessed 
fortnightly. 

None Primary Care 
Commissioning 
Committee, Primary 
Care Operational 
Group, Project 
Board  and detailed 
risk register 

None Further mitigating actions - premises subgroup in place; advanced negotiation of 
lease/sub lease arrangements have taken place. Temporary short term extension to 
existing contract to be discussed 10th August 2017

T12 Insufficient clinical capacity and leadership across the 
system to deliver changes required within the CPG.

Kelly Matthews/ 
Kathryn Hall

12 (3x4) 12 (3x4) Clinical programme approach, 
locality structure and meetings. 
Terms of reference for CPG, Use 
of CPG Board.  

Performance 
reports to 
Governing Body

1. 2016/17 CPG programme agreed.   

2.a  Terms of Reference developed with clinicians included and expectation of 
attendance at meetings.  CPG Minutes monitored for attendance of clinicians.

2.b Job roles for CPG members that have been drafted, are being considered within 
the CPGs.

3.Clinical Programmes Board established as part of the STP, Terms of Reference 
Agreed. Clinical capacity risk escalated from CPGs to the board.

4. Development session with CPG clinical leads and Governing Body members held 
on 2nd March 2017 to develop roles and identify development.

Risk  Controls Assurances

Objective 1: Develop strong, high quality, clinically effective and innovative services.
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Actions / Status
Risk ID Principal Risks to achieving strategic objectives Risk Owner(s) Original 

Risk 
Ratings 
(LxC)

Current 
Risk 
Ratings 
(LxC)

Key Controls Gaps in 
Controls

Sources of 
Assurance

Gaps in 
Assurances

Actions
Risk  Controls Assurances

T13 Risk around the specialised services for children and 
young people with mental health problems due to 
specialised commissioning transferring to NHS England 
leading to fragmentation of pathways. 

Simon Bilous, 
Helen Ford, 
Kathryn Hall

12 (3x4) 16 (4x4) Monitoring service provision with 
local providers and feedback to 
Area Team. Issue raised in CQC 
review report. 

Assurance from 
Area Team

NHS England in process of procuring extra bed capacity nationally. But some cases 
are still not being found appropriate provision in a timely way which can have an 
impact on local systems with inappropriate admissions to GRH or Wotton Lawn.

Opportunities for co-commissioning with NHS England are being explored. NHS 
England have now launched a new models of care approach to delivering Tier 4 beds 
with providers taking the budget/responsibilities via consortium.

Local work ongoing includes changing the service arrangements for crisis support and 
psychiatric liaison including extending the age range to include u18s and u16s 
respectively as part of overall Children's Mental Health Transformation Plan; and 
developing additional options for care and support of young people in need of 
accommodating in a crisis (Safe Places / Place of Safety) - jointly with the council and 
other partners.

T14 There may be insufficient project management resource 
and skills to deliver the transformation programme/QIPP 
across all organisations.

Kelly 
Matthews/Kathryn 
Hall

12 (3x4) 12 (3x4) Project Resource identified, 
documented and agreed across 
all CPGs. Clinical Programme 
Approach understood. Provider 
Representatives appointed to 
CPGs along with TOR. STP 
agreed across health community. 
Clinical Programme Board 
developed for governance and 
assurance.

Performance 
reports to 
Governing Body

1. PIDs developed for agreed Prioritised projects and 2016/17 CPG programme 
therefore agreed.   

2. Project Board and Project Team Terms of reference agreed by relevant CPG, CCG 
and providers. 

3.  Resource Plan being developed.

4.  Clinical Programme Board operational since September 2016 - Bi-monthly.

5. Design for Delivery developed within Transformation Approach.

Objective 2: Work with patients, carers and the public to inform decision making. 

C3 Increased risk of CCG receiving legal challenge as a result 
of competitive tendering following the introduction of the 
EU Remedies Act, the National Health Service 
(Procurement, Patient Choice and Competition) (No 2) 
Regulations 1 April 2013 and the Public Procurement (The 
Public Contracts Regulations 2015).

David Porter 12 (3x4) 12 (3x4) Ensure that EU procurement 
process is followed for all 
procurement exercises (above 
and below) the EU threshold in 
accordance with DoH, Cabinet 
Office and Government 
Procurement Service Guidelines.

Project reports to 
Core Executive 
Team and 
Governing Body

Continual adherence to European Union Public Contracts Regulations 2015 and the 
National Health Service (Procurement, Patient Choice and Competition) (No.2) 
Regulations 2013.  Continued risk which applies to all procurement process but 
particularly those which exceed the Light Touch Regime threshold (£589,148 total 
aggregated contract value)

C27 Risk to KPI delivery and Patient experience due to 
operational issues and financial sustainability of the Non-
Emergency Patient Transport contract

Gill Bridgland 12 (3x4) 12 (3x4) Risk to be managed consistently 
across Gloucestershire, Swindon, 
Wiltshire and BaNES CCGs.

Monthly Contract 
Board Meetings and 
ad hoc meetings with 
ATSL and other 
commissioners. 
Performance reports 
to Governing Body.

Contract funding agreed for 2017/18 and discussions underway re potential to extend 
contract for 18 months (from Nov 18) to allow time for development of a revised 
service specification, procurement and mobilisation (avoiding winter implementation of 
new service).  Improvements have been seen in Contact Centre performance and a 
pilot to improve the way that dialysis transport is delivered has been rolled out in 
Gloucestershire.  GCCG is undertaking a NEPT eligibility review together with 11 
other SW CCGs..

C5 (Discharge) High Impact Action 6: Risk that system 
partners  will be unable to effectively deliver a timely and 
coordinated approach to patient flow and discharge 
ensuring a reduction of patients who remain in the acute 
trust when medically stable and with a LOS greater than 14 
days.

Maria Metherall 16 (4x4) 12 (3x4) A&EDB, Onward Care Task & 
Finish Group, Urgent Care 
Strategy Group

Performance 
Reports and 
dashboards, critical 
milestones 
reviewed, regular 
programme 
stocktake.

Continual monitoring and review via the A&EDB 4-hour Improvement Plan to be 
undertaken through the Onward Care Task & Finish Group and A&E Delivery Board 
throughout 2017/18. 

A&EDB have agreed a focussed effort to improve performance by 10% by September 
2017 which includes 5 key areas:
1.  ED workforce
2.  ED and specialty streaming
3.  SAFER care bundle (which will impact specifically on the discharge element)

  

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.
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Actions / Status
Risk ID Principal Risks to achieving strategic objectives Risk Owner(s) Original 

Risk 
Ratings 
(LxC)

Current 
Risk 
Ratings 
(LxC)

Key Controls Gaps in 
Controls

Sources of 
Assurance

Gaps in 
Assurances

Actions
Risk  Controls Assurances

C6 (Acute Care) High Impact Action 4:  Non-delivery of the 
Constitution standard for maximum wait of 4 hours within 
the Emergency Department.

Maria Metherall 12 (3x4) 12 (3x4) A&EDB,  Attendance & 
Admission Avoidance Task & 
Finish Group, Urgent Care 
Strategy Group

Performance 
Reports to 
Governing Body, 
weekly situation 
report, project 
status updates.

Continual monitoring and review via the A&EDB 4-hour Improvement Plan to be 
undertaken through the Attendance & Admission Avoidance Task & Finish Group and 
A&E Delivery Board throughout 2017/18. 

A&EDB have agreed a focussed effort to improve performance by 10% by September 
2017 which includes 5 key areas:
1.  ED workforce
2.  ED and specialty streaming
3.  SAFER care bundle (which will impact specifically on the discharge element)
4.  AEC
5.  Frailty pathways.

C8 (inc 
C28)

(Signposting & Admission Avoidance ) High Impact 
Action 2:   Risk of failure to reduce demand and prevent 
unnecessary acute attendances and emergency 
admissions.

Maria Metherall 12 (3x4) 12 (3x4) A&EDB,  Attendance & 
Admission Avoidance Task & 
Finish Group, Urgent Care 
Strategy Group

Performance 
Reports to 
Governing Body, 
weekly situation 
report, project 
status updates.

Continual monitoring and review via the A&EDB 4-hour Improvement Plan to be 
undertaken through the Attendance & Admission Avoidance Task & Finish Group and 
A&E Delivery Board throughout 2017/18. 

Development of 7 day/week ED front door GP streaming at GRH.

C15 Failure to comply with the NHS Constitution national and 
local access targets for planned care; including 2ww, over 
52ww, 62 day cancer target, diagnostic 6-week target, 
planned follow-ups could result in inadequate and/or 
delayed care.

Christian Hamilton 12 (3x4) 12 (3x4) Acute provider contracts, 
including AQP.

Performance 
Reports to 
Governing Body

Number of targets 
not being met, 
insufficient capacity 
in planned care. 
Lack of detailed 
and robust action 
plans from GHFT.  
Lack of accurate 
activity and RTT 
reporting due to 
TrakCare issues.

Issues following the implementation of TrakCare and/or insufficient planned care 
capacity to meet demand is resulting in increasing waiting lists and inability to meet 
waiting time targets, impacting on the quality of local health services. Targets regularly 
not being met, including RTT, 2ww, 62 day cancer target, 6 week wait for diagnostics, 
and a number of 52 week wait breaches.

Change fortnightly calls to weekly from October to monitor plans and trajectories. 
Monthly access and performance meeting arranged to discuss progress. Attendance 
at Trust internal cancer performance and access and performance meetings.  
Fortnightly TrakCare validation call with GHFT to monitor validation actions and 
progress against trajectory.

Recovery action plans in place in a number of areas. Monthly communications being 
sent to GPs regarding waiting times across providers to encourage informed choice. 
Waiting times have been included on G-Care as part of the referral process.  

Some patient transfers underway for long waiters and diagnostics, although this is 
primarily in General Surgery, GI Endoscopy and Urology. Increase in Urology 
community outpatient services.  Alternative providers regularly sought for 
conditions/procedures where capacity is constrained.

K2 Impact on discharges due to delays sourcing independent 
sector domiciliary care.

Donna Miles 12 (3x4) 12 (3x4) GCC CPAC / Brokerage for LA 
funded service users

Performance 
Reports to 
Governing Body

Maintain regular monitoring of performance/progress at quality groups.  Daily updates 
for the System Call.  Demand and capacity being mapped to try and understand 
underlying issues and monitored as part of the implementation of dom care new 
contracting arrangements.  'Hospital to Home' re-launched county wide and in-reach 
offer in May 2017.  Successful roll out of Care Navigator roles to support self funders

Robust financial plan aligned to 
commissioning strategy.

Budgets approved 
by the Governing 
Body. Monthly 
reporting to CCG 
Governing Body. 

Ongoing work to ensure financial commitments are affordable and CCG is achieving a 
recurrent balance (at least quarterly).  The delivery of 2017/18 financial performance 
targets are dependent upon QIPP performance throughout the financial year..  All 
major contracts for 2017/18 now agreed with principles agreed for 2018/19.  Financial 
planning for 2018/19 has now commenced.

F11 - 
F16

Failure to deliver financial targets. Cath Leech 12 (3x4) 12 (3x4)
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Actions / Status
Risk ID Principal Risks to achieving strategic objectives Risk Owner(s) Original 

Risk 
Ratings 
(LxC)

Current 
Risk 
Ratings 
(LxC)

Key Controls Gaps in 
Controls

Sources of 
Assurance

Gaps in 
Assurances

Actions
Risk  Controls Assurances

Robust contract management 
including activity monitoring and 
validation, additional monitoring 
of volatile budget lines such as 
prescribing & CHC

Monthly 
performance 
dashboard for larger 
contracts with 
robust out of county 
contract monitoring 
reflected within 
performance 
reports.  Monthly 
prescribing & CHC 
information 
including trends

Monthly performance meeting which reviews all contracts (including out of county) 
together with Contract Boards and Performance, Finance & Information Groups for 
larger contracts.

Internal audit of financial 
procedures undertaken on an 
annual basis

Internal audit 
reports and 
recommendations 
to be reported to 
Audit Committee.

Internal audit considered to be a low risk but procedures will be regularly reviewed 
(next due by Q3 2017/18)

F23 The proposed allocation change relating to the new tariff for 
2017/18 may not be cost neutral for Gloucestershire.

Steve 
Lowson/Sarah 
Hammond

12 (3x4) 12 (3x4) Due diligence being carried out 
through running information 
through the latest grouper.  

Performance 
reports to 
Governing Body

Escalated NHSE request but no additional funding was received from NHSE.  The 
2017/18 financial plan includes a cost pressure of £1.3m relating to this change but 
analysis is still underway with NHS providers (this has been delayed due to the impact 
of Trakcare).                                                               

F24 Implementation of Trakcare within acute provider has led to 
reporting issues for clinical correspondence, national 
performance reporting and contractual management. This 
increases clinical risk.

Cath Leech/Mark 
Walkingshaw

16 (4x4) 16 (4x4) Remedial action plan being 
progressed

Regular reporting to 
CCG Governing 
Body

1. Remedial action plan in place for performance reporting,  fortnightly assurance calls 
in place to manage progress with NHSI/NHSE/GHFT/GCCG.  Update reports 
provided. GHFT have approached an external supplier to assist in identification of 
anomalies.  GHFT have recently submitted a proposal to NHSE for the funding of 
additional validators.
2. Ongoing communication with regular face to face meetings GHFT/GCCG
3. Confirmation of arrangements in place for management of operational and clinical 
risks – including operational risk review process.  The Governing Body have approved 
a strategy to implement a block contract type arrangement with GHFT in 2017/18.

C36 Inability to report on constitutional targets and provide 
information to operational staff relating to their service. 

Natasha Swinscoe    12 (3x4) 12 (3x4) Fortnightly provider, 
commissioner and regulator 
update call in place.

Regular reporting to 
CCG Governing 
Body

1. Weekly monitoring
2. Recovery actions agreed with specialist and CCG resource secured. 

F26 Local Digital Roadmap - Resources may not be available to 
deliver the programme or projects within the STP which will 
result in an impact on delivery  and benefits.

Sarah Hammond 12 (3x4) 12 (3x4) County Wide IM&T Steering 
Group and associated sub 
groups, STP delivery Board

Regular reporting to 
CCG Governing 
Body

On going dialogue within the Countywide IM&T Group on resourcing and potential risk 
to delivery.
Bidding to national funds in progress

F27 There is an increased risk of a cyber attack as the cyber 
threats continue and become more sophisticated which, if 
successful, would mean that the CCG's systems and 
information are at greater risk of being compromised.

Fiona Robertson 12 (3x4) 12 (3x4) The CCG has policies in place to 
reduce the probability and 
contracts with the CSU and CITs 
which include cyber security 
advice and services.

Regular reporting to 
CCG Governing 
Body

Recent cyber attacks have identified areas to review and strengthen.
1.  An action plan has been developed following recent testing
2.response actions across the community further developed and refined following 
recent attack in May 
3.staff training and communication under development
4. further network improvements being reviewed with potential business cases 

         

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 improved the lives of patients, their families and carers. 
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Actions / Status
Risk ID Principal Risks to achieving strategic objectives Risk Owner(s) Original 

Risk 
Ratings 
(LxC)

Current 
Risk 
Ratings 
(LxC)

Key Controls Gaps in 
Controls

Sources of 
Assurance

Gaps in 
Assurances

Actions
Risk  Controls Assurances

Q19 The CCG has a statutory duty to ensure that the health 
needs of Children in Care (CiC) are met and this includes 
the provision of RHAs whilst a child remains in care – every 
12 months for those over 5 and every 6 months for those 
under 5. The number of CiC has grown significantly, 
meaning that the services providing RHAs are struggling to 
manage the increased demand. The main service that 
provides RHAs (public health nursing) is the responsibility 
of the county council, making the situation and its 
resolution more complicated. There is therefore a risk that 
children and young people do not get a review of their 
health needs, or that the healthcare plan is not 
implemented effectively. This is known to have a negative 
impact on subsequent longer term health and wellbeing 
outcomes later in life.

Simon Billous 12 (3x4) 12 (3x4) Analysis of the impact of the 
increased numbers and the 
effectiveness of the current 
service arrangements has been 
undertaken, with proposals 
developed for a new model of 
provision. This is being overseen 
by the CiC Health Coordination 
Group, and decision making on 
next steps will be made by JCPE 
due to the multi-agency nature of 
the issue.

Governing Body 
performance reports

Joint Commissioner leading the finalising of potential new service model, including the 
need for investment in additional staff and the split of funding between CCG and 
council. Decision by JCPE followed by implementation of the new arrangements 
(including recruitment) to follow.

K7 The implementation of Trakcare within GHNHSFT means 
that there is no reportable data for maternity services. We 
are therefore not able to be satisfied about the quality of 
care provided other than through the risk management 
processes.

Helen Ford 12 (3x4) 12 (3x4) Ongoing monitoring. Regular reporting to 
CCG Governing 
Body

GHNHSFT are working to minimise the impact and record manual data where able. 
GHNHSFT are working to implement Trakcare fully.

C35 The transfer in providers of the OOH service from SWAST 
to CareUK and the ability to deliver an effective service 
during transition (including shift fill).

Maria Metherall 16 (4x4) 12 (3x4) Transition plan between providers 
being monitored and shift fill 
information prior to launch and 
during the week of transition daily 
updates will be provided to CCG.

Reports to OOH Contract 
Management Board with relevant 
updates provided to  A&E 
Delivery Board

Regular reporting to 
CCG Governing 
Body & OOH 
Contract 
Management 
Board.

1.  Production of rota fill schedule.  
2.  Salaried offer to GPs proposed by Care UK. 
3.  Contingency plans for access to network support.
4.  Access to CHOICE+ capacity.

Q20 The HSMR (Hospital Standardised Mortality Ratio) and 
SMR (Standardised Mortality Ratio) are statistically 
significantly higher than expected within GHNHSFT overall 
and individually at both acute sites. This could be an 
indication that there are high mortality rates at the Trust.

Kay Haughton 12 (3x4) 12 (3x4) Monthly mortality briefings 
provided by Dr Foster.
Trustwide mortality strategy 
reviewed at CQRG.

Reviewed by IGQC 
on behalf of 
Governing Body

Proposal to initiate a countywide mortality group to review deaths outside of the 
hospital. Discussed at STP variation board, proposal to develop joint governance 
arrangements to facilitate this work.

Objective 6: Develop strong leadership as commissioners at all levels of the organisation, including localities. 
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Governing Body 
 

 

Meeting Date Thursday 5 October 2017 
 

Title Integrated Governance and Quality 
Committee (IGQC) minutes 

Executive Summary The attached minutes provide a record of the 
IGQC meeting held on the 22 June 2017. 

Key Issues 
 

The following principal issues were discussed at 
this meeting: 
 
Standing Items  

• Quality Report and Dashboard 
• Risk Register and Assurance Framework 
• Policies for approval  
• Information Governance  
• HR Report 

 
Other issues 

• Fractured Neck of Femur Mortality Report 
• Eye Health Quality Update and Audit 

Results 
• IFR Framework 
• GHFT CQC Report 
• Quality of Cancer Care report  

 
Risk Issues: 
Original Risk 
Residual Risk 

Not applicable 
 
 

Financial Impact Not applicable 
 

Legal Issues (including 
NHS Constitution)  

Not applicable 
 

Impact on Health 
Inequalities 

None 
 

Impact on Equality and 
Diversity 

None 

 

 Agenda Item 15 
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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 Zoe Barnes 
Designation Corporate Governance Support Officer 
Sponsoring Director 
(if not author) 

Julie Clatworthy 
IGQC Chair and Registered Nurse 

 



 

Page 1 of 18 

Integrated Governance and Quality Committee (IGQC) 22/06/2017 

 

Integrated Governance and Quality Committee (IGQC) 
 

Minutes of the meeting held on Thursday 22nd June 2017, in the 
Board Room, Sanger House 

 

Present:  

Julie Clatworthy (Chair) JC Registered Nurse 

Dr Caroline Bennett CBe GP Liaison Lead – North Cotswolds 
Locality 

Marion Andrews-Evans MAE Executive Nurse and Quality Lead 

Peter Marriner PM Lay Member – Business 

Alan Elkin AE Lay Member – PPE and Vice Chair 

Colin Greaves CG Lay Member – Governance 

Cath Leech (part meeting) CL Chief Finance Officer 

Mark Walkingshaw MW Director of Commissioning 
Implementation 

Dave McConalogue DM Consultant in Public Health, GCC 

Dr Sheena Yerburgh SY GP Liaison Lead – Stroud & Berkeley 
Vale Locality 

Dr Alan Gwynn AG GP Liaison Lead – South Cotswolds 

 

In Attendance: 

Becky Parish BP Associate Director of Experience and 
Engagement 

Teresa Middleton TM Deputy Director of Quality  

Ian Sprigmore (agenda 
item 7) 

IS Transformation Programme Manager 

Caroline Graham (agenda 
item 11) 

CGr Commissioning Manager Planned Care 

Jo Bridgeman (agenda item 
9) 

JB Specialist Nurse, Safeguarding 

Alan Potter AP Associate Director of Corporate 
Governance 

Ryan Brunsdon RB Board Administrator 
 

JC welcomed AG as a new member of the Committee and briefly 
described the Committee’s responsibilities. 
 
1.0 Apologies 

 
1.1 Apologies were received from Andy Seymour (AS) and Mary 
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Hutton (MH). 
 

2.0 Declarations of Interest 
 

2.0 There were no declarations of interest received. 
 

3.0 Minutes of the Meeting held on 20th April 2017 
 

3.1 The minutes of the meeting were accepted as a true and correct 
record subject to the following amendments:  
 

3.1.1 Section 6.4 to be amended to read “JC highlighted point 5.1.2 of 
the report, and queried if Gloucestershire Care Services NHS 
Trust (GCS) were research active.” 
 

3.1.2 Section 13.2 to be amended to read “CL advised that the 2016/17 
IG toolkit had been submitted on time with a self-assessed 
achievement score of level 2”. 
 

3.1.3 Section 13.7 to be amended to read “RECOMMENDATION: The 
Committee noted the report”. 
 

3.1.4 PM noted that section 13.6 which related to the Data Protection 
Act was incorrect and should have referenced the introduction to 
the European directive for data protection instead of changes to 
the Data Protection Act.   
  

4.0 Matters Arising 
 

4.1 IGQC193 Primary Care Quality Report 
MAE highlighted that there had been changes within the 
inspection team for CQC and noted that the information was made 
available on the CQC website. MAE added that an email had been 
drafted to send to all practices regarding a possible inspection 
from CQC and asked that all recommendations from previous 
inspections had been actioned. Item closed.  
 

4.2 IGQC195 Primary Care Quality Report 
TM confirmed that the Locality leads had been contacted about 
the QAF and this was an item on the next Locality chair leads 
agenda. MAE noted intentions of creating a locality dashboard by 
breaking down information sent to the clinical quality review group 
into localities.  Item to remain open. 
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4.3 IGQC216 Quality Report 

MW confirmed that Karl Gluck had sent a briefing in relation to 
rapid response and crisis services which would be circulated to the 
committee. Item closed.  
 

4.4 IGQC228 Quality Report 
MAE reported that the clinical care protocol was being used and 
there was no further update. Item closed. 
 

4.5 
 
 
 
 
 
 
 
 
 
 
 
 
 
4.5.1 

IGQC229 Quality Report 
MW highlighted that AS and Hein Le Roux (HLR) had met with 
Sean Elyan and Sally Pearson from Gloucestershire Hospitals 
NHS Foundation Trust (GHFT) and that actions had been agreed 
against the concerns raised. MW confirmed that similar 
discussions around the list of concerns had happened between 
the Chief Executives of CCG and GHFT. MW agreed to check the 
progress of Deborah Lee attending a future development session 
to address the list of concerns. MW further agreed to ask for 
feedback from AS from the meeting with Sean Elyan and Sally 
Pearson. JC referred to the lessons highlighted in the report on the 
failings at Mid Staffs Hospital which highlighted that 
commissioners did not act forcefully enough in raising issues.  
 
MAE noted that there was an issue regarding split accountability 
and responsibility for quality at GHFT and that a new director of 
quality would be appointed. MAE further noted a new level of 
quality assurance within NHS England (NHSE) and NHS 
Improvement (NHSI). Item to remain open. 
 

4.6 IGQC230 Proposed Deviation from NICE guidance 
Dr C Buckley, Clinical Effectiveness Committee Chair, wrote to 
NICE for clarity on NICE guideline CG144 on venous 
thromboembolic diseases: diagnosis, management and 
thrombophilia testing, particular investigations for cancer. NICE 
responded to this enquiry that a four year surveillance review 
identified new evidence to suggest that CT scans of the abdomen 
and pelvis in addition to routine screening do not provide 
significant benefits in diagnosis or mortality rates for cancer in 
patients with VTE.  This guidance and quality standards are likely 
to be updated. Therefore, IGQC endorsed their previous 
recommendation that local clinical advice/pathway was amended 
to reflect this. Item closed. 
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4.7 IGQC235 Experience and Engagement Report 
BP noted that this item was included within the quality report at 
agenda item 5. Item closed. 
 

4.8 IGQC236 Experience and Engagement Report 
BP advised the committee that RB had sent the link via email to 
the new Healthwatch website to the committee. Item closed. 
 

4.9 IGQC237 Quality Report and Dashboard 
MAE recommended inviting Julie Hapeshi, Associate Director of 
Research and Design at GHFT, to the August IGQC to provide an 
update on workstreams. Item to remain open. 
 

4.10 IGQC238 Quality Report and Dashboard 
MAE confirmed that the Dementia Board was accountable to the 
Clinical Programme Group (CPG) Board and the accountability 
would be added into the document. Item closed. 
 

4.11 IGQC239 Quality Report and Dashboard 
CBe reassured the committee that the backlog of radiology patient 
letters had been worked through and the number of backlog was 
significantly lower. Item closed. 
 

4.12 IGQC240 Quality Report and Dashboard 
MAE advised the committee that the number of reported incidents 
from the community to GHFT was included within the quality report 
at agenda item 5. Item closed. 
 

4.13 IGQC241 Quality Report and Dashboard 
MAE advised that the work on Surgical Site Infections (SSI) was 
still ongoing and that a Matron from GHFT had been seconded to 
the Quality Team within the CCG who would be working on SSI’s. 
It was noted that the next update would be required for December. 
Item to remain open. 
 

4.14 IGQC242 Quality Report and Dashboard 
It was agreed that this matter was no longer required. Item 
closed. 
 

4.15 IGQC243 Quality Report and Dashboard 
JC noted that Clinical Effectiveness (CEC) minutes had been 
received. Item closed. 
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4.16 IGQC244 Briefing on the Development of the National 

Learning Disabilities Mortality Review Programme in 
Gloucestershire 
AP informed the committee that a paper had been requested for 
June IGQC but was not received. JC requested that this item be 
brought back to IGQC in August. Item to remain open. 
   

4.17 IGQC245 Briefing on the Development of the National 
Learning Disabilities Mortality Review Programme in 
Gloucestershire 
MAE agreed to circulate the terms of reference of the Learning 
Disabilities Mortality Review Group to the committee. Item closed. 
 

4.18 IGQC246 Risk Register 
 AP confirmed that all directorate leads had been contacted 
regarding long outstanding risks. AP noted that a comment had 
been made from the internal audit report and suggested that IGQC 
request further details on outstanding risks that have not changed 
much. Item closed.  
 

4.19 IGQC247 Assurance Framework 
AP confirmed that all directorate leads had been contacted 
regarding long outstanding risks. Item closed.  
 

4.20 IGQC248 Feedback from the GHFT Breaking the Cycle Event 
JC noted that this item was due for the October meeting. Item to 
remain open. 
 

4.21 IGQC249 Mortality Update 
MAE advised that there was a mortality update covered within 
agenda item 6. Item closed. 
   

4.22 IGQC250 IGQC Self-Assessment 
JC noted that this item was due for the August meeting. Item to 
remain open. 
 

4.23 IGQC251 Minutes of the Meeting held on 16/02/2017 
MAE confirmed that the emergency cascade system had been 
tested and that it had worked appropriately. MAE suggested 
providing an update on general emergency planning during the 
August IGQC.  Item to remain open. 
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4.24 AE queried the administration of matters arising noting the high 
number of matters and expressed concern over the lack of 
sufficient time to consider actions. AE suggested the possibility of 
more written reports on workstream updates for the agenda. AP 
agreed to circulate an extended matters arising document which 
would include written responses next to each action. 
 

5.0 Quality Report and Dashboard 
 

5.1 MAE introduced the Quality Report which provided assurance that 
quality and patient safety issues are given the appropriate priority. 
The paper was taken as read.  
 

5.2 MAE reported that there had been an increase of activity around 
research, and highlighted there had been a research showcase 
event and a joint signing event. MAE informed there would be a 
further update at the August IGQC. 
  

5.3 MAE highlighted that the children’s safeguarding serious case 
review (SCR) for “William” was ongoing.  
 

5.4 MAE informed the committee that the Ofsted inspection report into 
Children Services and the Local Children Safeguarding Board 
(LSCB) had been published. MAE noted that the LSCB had 
received a required improvement rating. MAE added that the chair 
of the LSCB had set up a working group to create an action plan 
and move forward. JC queried who the current lead was for 
Children’s Services and Safeguarding. MAE advised that there 
was an interim lead until September. 
 

5.5 MAE reported that a letter had been received from the coroner 
which included a regulation 28 report which related to a patient’s 
suicide at 2gether NHS Foundation Trust (2G). MAE noted that the 
letter had also been sent to 2G, NHSE and NHS Digital (NHSD) as 
records were not shared and a response was required.  
 

5.6 MAE advised that a prevent workshop was run for CCG staff and 
was facilitated by the CCG prevent lead. MAE added that the 
police prevent lead was in attendance to talk to CCG staff. It was 
noted around fifty staff members attended the event. 
 

5.7 BP reported that the results of the national patient experience 
survey for GHFT had been received and would be included within 
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the next report for the August IGQC. BP noted she was meeting 
with the head of Patient Experience at GHFT to look through the 
results. It was noted that different Trusts within the county had 
received similar results. 
 

5.8 BP informed the committee that NHS Digital (NHSD) had reviewed 
the presentation of Patient Reported Outcome Measure (PROMS) 
data. BP provided feedback regarding the positive value of the 
‘slidepack’ for CCG’s prepared by Ipsos Mori to support the 
presentation of GP Patient Survey data. NHSD indicated that they 
would investigate this suggestion.  
 

5.9 BP highlighted that the data found in the contacts table found at 
point 7.9.1 was low due to only having one month’s data and that 
a better update would be provided within the next report. 
 

5.10 BP advised that the Health Overview Scrutiny Committee (HOSC) 
and a revised membership and new chair following the elections. 
HOSC had been updated on the STP. BP noted that an update on 
the outcome of any STP engagement would be provided at the 
next HOSC meeting. 
  

5.11 AE queried whether the STP partners had been actively involved 
within workstreams. BP clarified that there was representation on 
the STP engagement group from all partners including social care 
and work plans had been discussed. BP added that there was a 
focus on communications and the sharing of engagement activity. 
 

5.12 MAE highlighted that the numbers of quality alerts were lower than 
normal. It was added that a member of the quality team had been 
working on raising the awareness of quality alerts in primary care. 
  

5.13 MAE advised that a never event (NE) had been reported from 
GHFT. MAE added that duty of candour had been completed. 
 

5.14 JC highlighted the care plan audit at point 13.1.4 of the report and 
questioned when the results would be made available of the audit. 
MAE confirmed that an update would be made available at the 
next 2G Quality and Risk Committee (QCRC). 
 

5.15 CG expressed concern with regards to poor access rates with the 
Improving Access to Psychological Therapies Service (IAPT). MW 
advised that a further update would be available if necessary. It 
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was agreed a further update would be provided for a future 
development session. 
 

5.16 MAE informed the committee that there were plans to create a 
county wide mortality meeting group. 
 

5.17 MAE noted that the GHFT CQC inspection had still not been 
published. MAE advised that GHFT had requested an extension to 
respond to the draft report. It was added that the CCG, NHSE and 
NHSI would be overseeing the CQC action plan implementation. 
 

5.18 MAE advised that a report would be required at the next IGQC 
with regards to staffing and noted the significant staffing issues at 
GHFT. MAE noted that the student recruitment numbers had been 
made available and noted the reduction of nursing applications. 
MAE expressed concerns about the reduction in numbers of 
mental health nursing, occupational therapy and radiotherapy 
applications. AE added that there was an 86% reduction in 
overseas nursing applications. 
 

5.19 MAE highlighted the development of a new Leg Ulcer Service 
pathway between GHFT and GCS and noted that a more joined 
up service would be created and staff would be better utilised.  
 

5.20 
 

MAE noted that additional places would be required for non-
medical prescribing training for the new clinical pharmacists. It was 
added that the CCG and Health Education England (HEE) would 
be funding more places this year on the training so more 
pharmacists could become prescribers. MAE reported that the 
development of the clinical pharmacist’s role had affected the role 
of prescribing support pharmacists (PSP’s) and added the 
possibility of converting some PSP posts into pharmacy 
technicians.  
 

5.20.1 CG expressed concern that an unforeseen consequence was that 
there would soon be a low number of pharmacists within GHFT. 
TM confirmed that work had been undertaken with pharmacists at 
GHFT and a rotational pharmacist proposal had been written but 
there had been no progress to date. 
 

5.21 MAE advised that a threshold had been set up for the first time for 
E.coli and the target was noted as 257 which was based on the 
2015/16 performance of 285. MAE informed the committee that 
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the CCG had the lowest number of incidents of E.coli within the 
Southwest.  
  

5.22 RECOMMENDATION: The Committee noted the contents of 
this report. 
 

6.0 Fractured Neck of Femur Mortality Report 
 

6.1 
 

MAE introduced the Fractured Neck of Femur Mortality Report 
which provided an update on the current mortality rates for 
patients with fractured neck of femur at GHFT. The report was 
taken as read. 
 

6.2 MAE identified to the committee that the Matron who was coming 
on secondment to the CCG had a high awareness of mortality 
rates and noted the work that they had previously done within 
GHFT. MAE felt this was a positive that awareness had already 
been made within GHFT. 
 

6.3 JC highlighted point 3 of the report which referenced the actions of 
the Trust which addressed fractured neck of femur mortality. JC 
noted the new ward nutritional nurse at GHFT and added how 
brilliant this new role was for GHFT. JC added that Trust length of 
stay had reduced to 15.7 days which was below the national 
average of 19.3 days. 
 

6.4 CG noted that former Governing Body Member Raju Reddy (RR) 
had previously queried whether the right regime was being used 
for anaesthetics and noted the change in the practice for 
anaesthetics highlighted at point 3.1.4 of the report.  
 

6.5 RECOMMENDATION: The Committee noted the report 
 

7.0 Eye Health Quality Update and Audit Results 
  

7.1 JC introduced IS to the committee who provided a verbal update 
on the Eye Health Quality Update and Audit Results. 
 

7.2 IS informed the committee that the project was to move clinically 
appropriate ophthalmology activity from the acute providers into 
the community where ophthalmology services would be provided 
for certain conditions.  
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7.3 IS advised that Primary Eye Care Gloucestershire (PEG) had been 
commissioned to deliver the service. IS noted that PEG provide a 
monthly update about quality markers and indicators which 
monitor patient feedback and patient outcomes. It was added that 
PEG also monitor clinical outcomes from the Medisoft computer 
system which linked into hospital systems. 
 

7.4 IS reported that resource for audit had been sourced within the 
CCG to run an audit on the implementation of the new service. A 
paper had been agreed and audit was due to commence on 4th 
July 2017. JC queried when the results of the audit would be made 
available. IS assured the committee that feedback from the audit 
would be made available around October/November following a 
three month deep dive analysis. It was noted that three months 
was required due to the project being implemented across five 
phases. 
 

7.5 IS reported that robust pathways and systems had been 
implemented for both community and hospital providers which 
regarded raising escalations of concerns of the service. JC queried 
who the escalations of concerns would be reported to. IS noted 
that optometrists report to the CCG on a weekly basis and 
confirmed that the quality team do not receive any data. IS added 
that he would share data with the quality team.  
 

7.6 CG questioned whether the last phase had been implemented. IS 
confirmed that phase five was being implemented in June 2017. 
CG highlighted that the project was to become business as usual 
and a routine update would be required. 
 

7.7 RECOMMENDATION: The Committee noted the verbal update 
and that the clinical audit results were due to December 2017.  
 

8.0 Risk Register 
 

8.1 AP presented the Risk Register which comprised a total of 44 
risks, four of which were graded as high ‘red’ risks. In addition, the 
Committee were asked to consider the addition of one new risk 
detailed at appendix 2, and the closure of one risk highlighted at 
appendix 3. 
 

8.2 JC highlighted that some risks had been on the risk register for 
some time. JC identified risk T13 which had been on the register 
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since 31st May 2013. CG added that it had previously been 
requested that NHSE be invited to a Development Session to 
update on the risk. MW confirmed he would check the progress of 
NHSE being invited to a Development Session. 
 

8.2.1 
 

CL reported that there was a business case that the clinical 
authorities had implemented regarding an intensive support 
service which focused on children and local provision. CL advised 
the CCG had not approved investment in the business case but 
this was being pursued. JC noted that this would need to be 
updated on the risk register.  
 

8.3 JC highlighted risk C6 which referenced the four hour ED wait and 
noted that this risk had been heavily scrutinised. JC queried 
whether the A&E delivery Board had made a difference. MW 
advised that it had and additional plans had been submitted to 
NHSE and NHSI regarding the national target of a minimum of 
90% by September. 
 

8.4 JC noted that risk F24 which related to the implementation of 
Trakcare had no further update from GHFT but there was a new 
trajectory. MW reported that the GHFT had recruited additional 
staff to support teams within GHFT. 
 

8.5 JC queried if risk C35, which referenced the transition from South 
Western Ambulance Service Foundation Trust (SWASFT) to 
CareUK, would be see a reduction in the risk rating. MW advised 
that the rating would lower due to moving from a transition period 
to a delivery phase. 
 

8.6 New Risk for Approval 
 

8.6.1 The Committee discussed the approval of the new risk as included 
at appendix 2. 
 

8.6.2 
 

JC queried whether risk F27 which referenced the increased risk 
of a cyber-attack would remain at a rating of twelve. CL advised 
that the likelihood of an attack was high but the CCG had made 
great progress to be prepared. JC noted that current progress 
made was robust enough for acceptance. 
 

8.6.3 The Committee accepted the addition of one new risk as outlined 
at appendix 2 and noted the work in progress. 
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8.7 Risk for Closure 

 
8.7.1 The Committee discussed the risk for closure as included at 

appendix 3. The committee accepted the closure of risk F18. 
 

8.7.2 Risk F18 was agreed for closure as a Local Digital Roadmap had 
been developed and a County Wide Steering Group jointly chaired 
by CCG GP and CEO of 2G. 
 

8.8 AP reported that that appendix 5 provided more information on the 
serious risks which was provided from the risk leads. 
 

8.9 RECOMMENDATION: The Committee: 

 reviewed the paper and the attached Risk Register;  

 approved the addition of one new risk detailed on 
appendix 2; and 

 approved the closure of one risk at Appendix 3. 
 

9.0 Assurance Framework 
 

9.1 
 

AP presented the Assurance Framework for 2017/18 which 
provided details of the risks against the achievement of the CCG’s 
strategic objectives. The framework was taken as read. 
 

9.2 JC questioned whether the rating for risk C35 would lower due to 
the amount of work referencing discharges. MW noted that it 
would possibly lower and that actions in place had made an 
impact. MW agreed to review this rating for the next IGQC. 
 

9.3 RECOMMENDATION: The Committee noted the updated 
Assurance Framework.  
 

10.0 Policies for Approval 
 

10.1 
 

AP advised the committee that the non-emergency patient 
transport policy was due for renewal on 30th June 2017 however 
due to the requirement for public consultation regarding the 
eligibility criteria, a reviewed policy would be brought forward in the 
Autumn once this had been completed. AP requested the 
committee agree to extend the existing policy. 
 

10.1.1 The committee approved the extension of the non-emergency 
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 patient transport policy until the October IGQC meeting. 
 

10.2 AP noted that there were six human resources policies due for 
review and was currently awaiting final consultation before being 
brought forward for approval. AP requested the committee agree 
to extend the existing policies. 
 

10.2.1 
 

The committee approved the extension of the six human resource 
policies until the August IGQC meeting. 
 

10.3 Health and Safety Policy 
 

10.3.1 
 

MAE reported that the health and safety policy had been updated 
and the main change to the policy was the use of mobile phones in 
vehicles. 
  

10.3.2 JC requested that the review dates on page one and two be 
amended.  
 

10.3.3 Subject to the change of the review date, the Committee approved 
the Health and Safety policy and noted the Equality Impact 
Analysis found at appendix 1. 
 

10.4 Safeguarding Policy 
 

10.4.1 MAE advised the committee that the safeguarding policy had a full 
re-write and had been through all internal processes. CG noted 
that he felt the policy read well and was much clearer. JC 
introduced JB to the committee and noted that the policy was 
taken as read. 
 

10.4.2
. 

JC requested that page 5 noted the correct reference for the 
Children Act 1989 and 2004 and needed to be included. 
  

10.4.3 JB noted that appendix two of the policy would be added to the 
call out folder. 
 

10.4.4 JC queried page nine of the policy and advised that IGQC receive 
regular safeguarding reports on behalf of the Governing Body 
rather than the Governing Body and requested that this be 
reflected within the policy. JC also advised that page nine of the 
policy refers to non-executive directors and that it should instead 
refer to Lay Members. 
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104.5 
 

Subject to the above changes, the committee approved the 
Safeguarding policy. 
 

10.5 Workplace Mental Wellbeing Policy 
 

10.5.1 
 

The committee discussed the Workplace Mental Wellbeing Policy 
and the committee approved the policy. 
 

10.6 RECOMMENDATION: The Committee approved the following 
policies: 

 Health and Safety Policy; 

 Safeguarding policy; 

 Workplace Mental Wellbeing policy; 

 The extension of the Non-Emergency Patient Transport 
policy until October 2017;  

 The extension of the six Human Resource policies until 
August 2017; and 

 The extension of the Records Management and Clinical 
Records Management policies until August 2017, as 
discussed at point 14.3 of the minutes 

 
11.0 IFR Framework 

 
11.1 MW introduced CGr to the committee and provided a brief 

overview of the process of the Individual Funding Request (IFR) 
and highlighted the importance of the process. MW noted that the 
report covered the 2016/17 financial year and focused around 
assurance and processes. The report was taken as read. 
 

11.2 
 

CGr summarised the key points of the report and noted that there 
was improved compliance with the CCG’s policy. CGr added that 
there were plans to ensure that the Criteria Based Access (CBA) 
audit process was as robust as possible and that it would drive a 
reduction in activity that was outside of the policy which was 
highlighted at point 6.2 of the report.  
 

11.3 JC questioned if benchmarking had been completed as there had 
been an increased number of requests. CGr confirmed that 
benchmarking had not been completed. CGr added that there was 
a lot of national interest regarding IFR policies and monitoring 
compliance. CGr further added that other CCG policies regarding 
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IFR would be looked at to check for any common themes. It was 
noted that the NICE Do not do list was to be aligned with the IFR 
framework. 
 

11.4 MW highlighted the benefits of the challenge process referenced 
at point 4.1 of the report. MW noted that there was a financial 
benefit in terms of adherence with the policy. MW added that there 
was also a benefit of changing the focus of acute clinicians to 
understand the compliance of the policies. 
 

11.5 
 

CBe queried whether there was any information of different 
providers other than GHFT which was referenced throughout the 
report. CGr confirmed that data for other providers could be made 
available and was accessible. MW added that this data would be 
included within future IFR reports. 
 

11.6 CG highlighted point 6.1 of the report and advised that criteria in 
out of county hospitals had to be similar otherwise a patient could 
potentially gain funding from the CCG for a procedure that 
wouldn’t apply within Gloucestershire. CGr reported that reports 
were being sent to out of county providers based on the CCG 
criteria and that this would be monitored for any potential 
challenges. CGr added that there was currently no evidence of 
people working the system. 
 

11.7 DM queried whether CCG policies were remarkably different to 
other providers. CGr confirmed that the policies were quite similar. 
 

11.8 RECOMMENDATION: The Committee approved the IFR annual 
report  
 

12.0 IFR Terms of Reference 
 

12.1 MW assured the committee that point 2.6.3 of the Terms of 
Reference highlighted that expert advisors could be invited as 
necessary to advise the panel but would not have a role within the 
decision making. 
 

12.2 RECOMMENDATION: The Committee approved the proposed 
changes to the IFR Standard Operating Procedure and Terms 
of Reference 
 

13.0 HR Report 
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13.1 
 

MW introduced the workforce report and noted that the report was 
provided to the CCG by the South Central and West 
Commissioning Support Unit (the SCW). The Workforce covered 
the six month period beginning October 2016 and ended 31st 
March 2017. The report was taken as read. 
 

13.2 JC noted the increase in headcount of 62 members of staff over a 
twelve month period highlighting a 26% increase. CL advised that 
some of the increase in headcount was reflected by staff members 
now being included within payroll who previously were not. This 
was to ensure compliance with Her Majesty’s Revenue and 
Customs (HMRC) rules and payroll changes. 
 

13.3 CL reported that the main increase in staffing was from the 
Continuing Healthcare Team (CHC) and that they were funded 
from programme funds and were not included as running costs. 
 

13.4 JC highlighted the turnover of the Strategy and Development team 
found at table 5 of the report. JC noted that five out of eleven 
leavers came from this team. MW confirmed that the five posts 
had been recruited to. 
 

13.5 MAE advised that the Quality Team was not included within the 
report. AP confirmed that HR had been contacted regarding this 
issue. 
 

13.6 
 

The committee requested that the staff list found at appendix 2 be 
removed the papers. AP agreed that this would be removed. 
 

13.7 RECOMMENDATION: The Committee noted the Human 
Resources Report. 
 

14.0 Information Governance 
 

14.1 
 

CL introduced the report which provided an update on the 
organisations information governance and cyber security 
arrangements. The report was taken as read. 
 

14.2 
 

JC highlighted the work undertaken for the preparation of a cyber 
security attack which was found at point 6 of the report. JC 
confirmed that work around cyber security was to be included 
within information governance. 
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14.3 JC queried when the Records Management and Clinical Records 

Management policies would run out, as stated within appendix 
one. AP informed the committee that both policies would be 
brought to the August 2017 IGQC. The committee agreed to 
extend the policies until the August IGQC.  
 

14.4 
 

CL reported that the Commissioning Support Unit (CSU) had been 
commissioned for additional records management support and 
training.  
 

14.5 JC highlighted appendix 2 which related to the NHS Cyber  
Security Incident and noted the work within the appendix. 
 

14.6 RECOMMENDATION: The Committee noted the Information 
Governance report. 
 

15.0 GHFT CQC Report 
 

15.1 MAE informed the committee that there was still no further update 
and that this was highlighted within the Quality Report. 
 

15.2 RECOMMENDATION: The Committee noted the verbal update. 
 

16.0 Improving the Quality of Cancer Care in Gloucestershire 
 

16.1 
 

MAE introduced the Improving the Quality of Cancer Care in 
Gloucestershire report which was a request from NHSE South 
Central Quality Surveillance Group (QSG). The CCG was asked to 
prepare a thematic review of Improving the Quality of Cancer Care 
in Gloucestershire.  The report was taken as read. 
 

16.2 The report was provided for information and JC commended the 
quality of the report. 
 

16.3 RECOMMENDATION: The Committee noted the report. 
 

17.0 Any Other Business 
 

17.1 JC requested the committee formalise the vice chair for IGQC. The 
committee formally endorsed that CBe was to become the vice 
chair for IGQC. 
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17.2 JC informed the committee that this was AP’s final IGQC meeting 
and expressed great gratitude towards AP for all his help that had 
been provided to the IGQC. 
 

17.3 AP reported that NHSE had issued the revised conflicts of interest 
guidance and that changes would be required to the CCG 
Standards of Business Conduct policy. AP requested that the 
policy was to be circulated electronically to the committee for 
approval outside of IGQC. The committee agreed that the policy 
was to be sent electronically for approval. 
 

17.4 PM requested clarity regarding the reports on health and safety to 
IGQC as stated within the policy and queried whether this was to 
become a regular agenda item.  
 

17.4.1 MAE advised that a health and safety report was sent monthly to 
the Joint Staff Consultative Committee (JSCC) and monthly health 
and safety inspections were carried out. MAE suggested putting 
together a health and safety report based upon the JSCC reports 
and inspections. The committee agreed that this would be 
presented to IGQC three times a year. 
 

 The meeting closed at 12:10 pm. 
 

 Date of Next Meeting: Thursday 17th August 2017, 9am in the 
Boardroom, Sanger House. 
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Governing Body 
 

 

Meeting Date Thursday 5 October 2017 
 

Title Primary Care Commissioning Committee 
(PCCC) Minutes  

Executive Summary The attached minutes provide a record of the 
PCCC meeting held on the 25 May 2017. 

Key Issues 
 

The following principal issues were discussed at 
this meeting: 
 

• Draft standard operating procedure for 
applications for contractual mergers 

• GP Forward View – NHS England feedback 
from March 2017 submission and updated 
CCG plan 

• Delegated Primary Care Commissioning 
Financial Report 

• Primary Care Quality Report  
Risk Issues: 
Original Risk 
Residual Risk 

Not applicable 
 
 

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 these 
minutes which are provided for information. 

Author Zoe Barnes 
Designation Corporate Governance Support Officer 

 

 Agenda Item 16 



Page 2 of 2 
 

Sponsoring Director 
(if not author) 

Julie Clatworthy 
IGQC Chair and Registered Nurse 
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Governing Body 
 

 

Meeting Date Thursday 5 October 2017 
 

Title Audit Committee minutes 
 

Executive Summary The attached minutes provide a record of the 
Audit Committee meeting held on the 11 July 
2017. 

Key Issues 
 

The following principal issues were discussed at 
this meeting: 
 
Standing Items  

• Internal Audit update report 
• External Audit update report 
• Counter Fraud update report 
• Corporate registers 
• QIPP report  
• Procurement decisions 
• Procurement waiver of standing orders 
• Aged debtor report 
• Debts proposed for right off 
• Losses and special payments register 

 
Other Issues 

• Terms of reference review, subsequently 
signed off by Governing Body in July 

 
Risk Issues: 
Original Risk 
Residual Risk 

Not applicable 
 
 

Financial Impact Not applicable 
 

Legal Issues (including 
NHS Constitution)  

Not applicable 
 

Impact on Health 
Inequalities 

None 
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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 Zoe Barnes 
Designation Corporate Governance Support Officer 
Sponsoring Director 
(if not author) 

Colin Greaves, Audit Chair 
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Audit Committee 

 
Minutes of the meeting held on Tuesday 11 July 2017 

Prout Room, Sanger House 
 

Members Present:  
Colin Greaves (Chair) CG Lay Member, Governance 
Alan Elkin AE Lay Member, Patient and Public Experience 
Dr Will Haynes WH GP Liaison Lead – Gloucester Locality 
Dr Hein Le Roux  HLR Deputy Clinical Chair  
Peter Marriner  PM Lay Member, Business  
 
In Attendance:  
Cath Leech CL Chief Finance Officer  
Andrew Beard AB Deputy Chief Finance Officer 
Liz Cave LC Director, Audit, Grant Thornton  
Natalie Tarr NT Internal Audit Manager, PWC 
Lee Sheridan LS Local Counter Fraud Specialist 
Alan Potter AP Associate Director of Corporate Governance 
Zoe Barnes ZB Corporate Governance Support Officer  

 
1. Apologies   
   
1.1 There were no apologies for absence received.   
   
1.2 CG confirmed that the meeting was quorate.   
     
2. Declarations of Interests  
   
2.1 WH declared an interest as his wife was a consultant breast 

surgeon at Gloucestershire Hospitals NHS Foundation Trust (GHT). 
WH also declared an interest as his son was currently undertaking a 
work placement with Price Waterhouse Coopers (PWC) however 
his work did not involve that of the CCG.  

 

   
2.2 HLR and WH declared a general interest in discussions regarding 

Primary Care as GPs.  
 

   
2.3 WH declared an interest in agenda item 10, and the procurement 

regarding provision of Primary Care registered list and Urgent 
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Primary Care Centre Services as his surgery was neighbouring to 
Matson Lane Surgery. This paper was for information and not 
decision therefore no further action was needed. 

   
3. Minutes of the meetings held on:  
   
 Tuesday 14 March 2017  
3.1 
 
 
3.2 

The minutes from 14 March 2017 were approved as an accurate 
record.  
 
CG highlighted point 3.2 of the minutes regarding Lay Member 
access to the Verto system and noted that he had now been 
forwarded access details. 

 

   
 Tuesday 9 May 2017 – Extraordinary Meeting  
3.3 The minutes from the extraordinary meeting held on 9 May 2017 

were approved as an accurate record.  
 

   
 Tuesday 23 May 2017 – Extraordinary Meeting  
3.4 The minutes from the extraordinary meeting held on 23 May 2017 

were approved subject to the following minor changes: 
 
• Section 3.3.3, ‘I’ to be removed; 
• Section 3.4.2 to be adjusted to read: ‘NT advised that work 

had commenced for 2017/18’; 
• Section 8.3 to be reworded to read:  LC provided an update 

regarding the impacts of the change in the financial position at 
Gloucestershire Hospitals NHS Foundation Trust as this had 
raised questions regarding Grant Thornton’s 2015/16 audit of 
the Trust. A review had been undertaken by the Quality 
Assessment Department (QAD) of the ICAEW which had found 
no significant issues with GT’s audit therefore LC wished to 
provide assurance to the Committee that no weaknesses were 
identified regarding the competence of GT. 

 

   
4. Matters Arising  
   
4.1 09.12.14 Item 5.20 – It was agreed that the first part of this matter 

was now closed however a whole system update on the ICT and 
Rapid Response programme was expected at a Development 
Session and it was unclear whether this had happened. ZB to 
contact Debbie Clark to confirm and an update to be brought to the 
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September Committee. Item to remain open. 
   
4.2 08.12.15 Item 5.1.5 – The Committee confirmed that they were 

satisfied that the process for business cases had been 
appropriately refined. Item closed. 

 

   
4.3 08.12.15 Item 7.5 – LS advised that he had discussed the issues of 

charging for overseas patients with CL and requested that this issue 
was deferred due to the amount of work required. CL added that the 
Director of Operational Finance at Gloucestershire Hospitals NHS 
Foundation Trust (GHT) was organising a meeting to share learning 
between Trusts. LS advised that he had also presented at a 
Practice Managers’ event and there was reasonable buy in from 
them in the community. It was agreed that an update would be 
given at the December 2017 meeting. Item to remain open.  

 

   
4.4 10.05.16 Item 3.0.23 – A separate Primary Care annual report had 

been published. Item closed. 
 

   
4.5 14.03.17 Item 5.1.27 – CL advised that conversations were 

continuing with NHS England regarding access to the Exeter 
payment system however this was under their control and not for 
the CCG. It was agreed that this matter could be closed, however 
CG requested that CL continued to pursue this issue. Item closed.  

 

   
5. Internal Audit Update  
   
5.1 Progress Report  
   
5.1.1 NT presented the internal audit progress report for 2017/18 and 

highlighted the summary on page 3.  
 

 

5.1.2 NT outlined the progress against the plan including the summary of 
individual audit assignments and advised that scoping meetings 
had been held for the Savings, Corporate Governance, Clinical 
Coding and Contract Management audit areas.  

 

   
5.1.3 NT highlighted the individual audit assignments including the 

number of days per plan for each area.  
 

   
5.1.4 NT discussed appendix D regarding recent publications of interest 

and noted the Cyber Security report which could be shared with 
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members.  
   
5.1.5 HLR highlighted the point on page 11 which stated that 76% of the 

public thought that quality of care should take priority over 
balancing the books. HLR suggested that the CCG should be 
stronger in pushing this message.   
 

 

5.1.6 WH advised that the right people within the organisation need to be 
informed about Cyber Security. CL informed members that staff 
briefings had been completed and the Commissioning Support Unit 
(CSU) were working with the wider Gloucestershire cyber team from 
a technical perspective, and a programme of work was being 
developed. The Integrated Governance and Quality Committee 
(IGQC) had also been briefed, and a potential investment case may 
be taken to the Priorities Committee on a future date. CL also noted 
that a test phishing email had been forwarded to staff whereby a 
number of staff had escalated it as a concern therefore there was a 
general feeling of reasonable awareness amongst colleagues. AP 
suggested that it would be useful for there to be a place where staff 
can forward emails of concern to know what to do. CL confirmed 
that a presentation had been given to Senior Managers which could 
be recirculated.  
 

 

5.1.7 Recommendation: The Committee noted the progress report.  
   
5.2 Recommendation Tracker  
   
5.2.1 NT noted the recommendation tracker and it was advised that this 

presented a positive report overall.  
 

   
5.2.2 NT advised that the outstanding risk management recommendation 

had now been closed, leaving 17 recommendations still open. 
Reports for Continuing Healthcare and Human Resources were 
outstanding and were high risk areas however would be brought to 
the next meeting.  

 

   
5.2.3 CG confirmed that the detail within the tracker was useful although 

the font was difficult to read. NT advised that the summary page 
also includes the risk detail for each area.  
 

 

5.2.4 Recommendation: The Committee noted the information 
contained within the tracker.  
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6. External Audit Update   
   
6.1 LC introduced the update which included the annual audit letter for 

2016/17 and the progress report. 
 

   
 Annual Audit Letter  
6.2 LC discussed the annual audit letter and noted that this reiterated 

the unqualified opinion given to the CCG in May, and requested any 
further comments from the Committee. 

 

   
6.3 CG noted that the third paragraph within the executive summary 

stated that the detailed findings were given to the Audit Committee 
as those charged with governance, which was incorrect. LC agreed 
to update this and also remove the term ‘Board’ and change this to 
‘Governing Body’. 

 

   
6.4 LC noted that the letter concluded the 2016/17 contract and it 

marked the beginning of the 2017/18 contract.  
 

   
 Update Report  
6.5 LC presented the external audit progress report and highlighted the 

cross sector board effectiveness report to the Committee.  
 

   
6.6 Recommendation: The Committee noted the annual audit letter 

and the update report which was provided for information. 
 

   
7. Counter Fraud update   
   
7.1 LS presented the Counter Fraud update which comprised of five 

reports.  
 

 

 Update Report  
7.2 LS discussed the update report and advised that he had attended 

the Practice Manager’s event to deliver a presentation on Counter 
Fraud which had been successful.  

 

   
7.3 LS noted that he attends the organised crime group for 

Gloucestershire which was a useful meeting and included 
procurement departments in its membership.  

 

   
7.4 LS noted the current cases as at point 4 of the report.   
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Annual Report 
7.5 LS presented the draft annual report of the Counter Fraud service 

for 2016/17 which was brought forward for approval. 
 

   
7.6 Recommendation: The Committee approved the annual report 

for 2016/17. 
 

  
Draft Work Plan 2017/18 

 

7.7 LS discussed the work plan for 2017/18 which was taken as read 
and noted that an additional 10 days had been added in order to 
include the impacts of a trial for one of the current cases.  

 

   
 
7.8 

Staff Survey 
LS presented the final Counter Fraud staff survey and advised that 
this had produced positive results overall with a good level of 
awareness amongst staff: 104 out of 107 people stating that they 
were aware of the role of the Counter Fraud service.  

 

   
7.9  CG noted that the layout of the survey was well presented and 

demonstrated good progress since the previous report. CG also 
noted that it was good that Counter Fraud have a physical presence 
within Sanger House. LS advised that the team were looking at 
altering this to two half days instead of one full day a month.  

 

   
 Self-review Tool Summary  
7.10 LS noted that the self-review tool was a self-assessment completed 

against NHS Protect standards.  
 

   
7.11 CG noted that some elements were previously rated as amber and 

these were all now green which was positive.  
 

   
7.12 Recommendation: The Committee noted the Counter Fraud: 

• Progress report; 
• Work plan 2017/18; 
• Staff survey final report; 
• Self-review tool 2016/17 and  
• Approved the Counter Fraud Annual Report for 2016/17.  

 

   
8. Corporate Registers   
   
8.1 ZB presented the registers which were provided for information to 

include updates on new declarations made since the last meeting. 
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There had been one addition to the Sponsorship register and no 
new declarations made to the Gifts and Hospitality register.  

   
8.2 ZB advised that the CCG Standards of Business Conduct policy 

had been updated and was currently being circulated to the 
Integrated Governance and Quality Committee (IGQC) for approval. 
This was in light of changes made to the NHS England guidance on 
managing conflicts of interest in CCGs. ZB noted that the new 
guidance would introduce more responsibilities for GP Practices 
and a significant increase in administration, therefore carefully 
considered communications and supporting documents had been 
drafted to support teams.  
 

 

8.3 CG noted that provisions around conflicts of interest should now be 
finalised and recommended a further review after six months of 
implementation of the new policy.  

 

   
8.4 Recommendation: The Committee noted the Gifts and 

Hospitality register and the Commercial Sponsorship register. 
 

 

9. QIPP Report  
   
9.1 CL reported that there was no QIPP report this month as there was 

significant work underway in assessing how to evaluate savings 
relating to the acute contract.  

 

   
9.2 CL advised that there was work needed in the validation of data, 

particularly within elective activity due to the issues relating to the 
implementation of TrakCare at GHFT. The team was looking at 
different information services to assist in the evaluation.  

 

   
9.3 CL noted that there would be detail available from Verto in terms of 

the progress of projects with information included from managers to 
include savings and implementation.  

 

   
9.4 CL informed the Committee that an update would be given to the 

Governing Body in July as part of the performance report.  
 

   
9.5 Recommendation: The Committee noted the update regarding 

QIPP. 
 

   
10. Procurement Decisions  
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10.1 CL presented the procurement decisions paper and requested any 
comments from the Committee.  

 

   
10.2 No questions were received.  
   
10.3 Recommendation: The Committee noted the update.  
   
11. Procurement Waiver of Standing Orders   
   
11.1 CL presented the paper on procurement waivers, of which there 

were three to note, and requested comments from members.  
 

   
11.2 CG highlighted the Teens in Crisis waiver and noted that there had 

been a similar waiver approved in March 2016 therefore queried if 
this was a different service. CL advised that she would confirm with 
the Head of Procurement.  

 

   
11.3 CG queried why waiver 214/08/16 had not been signed off until 

March 2017, when the procurement was completed in October 
2016. CL advised that this was due to an administrative error in 
which the waiver form was lost.  

 

   
11.4 AE raised concerns around the Teen in Crisis waiver, noting that 

there had been a delay in the procurement process. CL advised 
that she would raise this with the Head of Procurement. CG added 
that he would expect a full procurement in 2017/18 as this was a 
pilot at this stage.  

 

   
11.5 Recommendation: The Committee noted the waivers.   
   
12. Aged Debtor Reports  
   
12.1 AB presented the Aged Debtor Report which provided a summary 

of the aged debt as at 21 June 2017.  
 

   
12.2 AB noted that it had been four months since the last report and 

there had been an increase in the overall debt, with the main rise 
being in the 0 – 30 days.  

 

   
12.3 AB advised that the Swindon CCG debt of £132,777 had now been 

paid.  
 

   
12.4 AB discussed the non-NHS debt, highlighting the overall increase. It  
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was advised that the Gloucestershire County Council debt had now 
been received, along with MacMillian Cancer Support and the 
Agamatrix Europe ltd debt.  

   
12.5 HLR queried that the Agamatrix debt was for and AB agreed to 

confirm.  
 
Post meeting note: Upon further investigation, this relates to a 
standard quarterly recharge for the agreed rebate on 
Wavesense Jazz products.  This issue was, also, referenced 
within the sponsorship register discussed by the Committee at 
agenda item 8. 
 

 

12.6 CG noted that the trend appeared positive overall.   
   
12.7 Recommendation: The Committee noted the debtor report and 

the work currently ongoing to recover the outstanding debt. 
 

   
13. Debts Proposed for Write-Off  
   
13.1 There were no debts proposed for write-off to report this time.   
   
13.2 Recommendation: The Committee noted the verbal update.   
   
14. Losses and Special Payments Register   
   
14.1 There were no losses or special payments to report.    
   
14.2 Recommendation: The Committee noted the verbal update.  
   
15. Audit Committee Terms of Reference  
   
15.1 AP presented the revised Audit Committee terms of reference (ToR) 

which had been updated to incorporate responsibilities of the 
Auditor Panel in approving the appointment of the CCG’s internal 
audit auditors. These changes related to point 11.2 and 11.8 of the 
document.  
 

 

15.2 AP advised that the recommendation was to refer the ToR to the 
Governing Body for formal approval. 

 

   
15.3 PM highlighted point 4.1 and queried who would provide Secretariat 

in the absence of the Associate Director of Corporate Governance. 
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It was agreed that this should include a designated representative. 
AP agreed to update.  

   
15.4 CG pointed out that it was a CCG decision to appoint auditors using 

the Auditor Panel rather than the appointment by the executive 
team.  

 

   
15.5 PM queried if there should be a standard number of Auditor Panel 

meetings per year. CG advised that this was not a required as there 
could be no business for over a year in terms of the auditors.  

 

   
15.6 Recommendation: The Committee recommended the terms of 

reference for onward approval by the Governing Body, subject 
to minor adjustments as agreed.  

 

   
16. Any Other Business  
   
16.1 CG queried if the financial impacts for the CCG as a result of the 

recruitment of staff to support the Sustainability and Transformation 
Partnership (STP) had been resolved, as there were a number of 
staff within the CCG completing this work. CL advised that this was 
being worked through within the CCG.  

 

   
The meeting closed at 10:07am 
 
Date and time of next meeting: Tuesday 12th September 2017, 9:00am in 
the Prout room, Sanger House 
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Governing Body 
 

Meeting Date Thursday 5 October 

Title Joint Commissioning Partnership Board 
Minutes  

Executive Summary The attached minutes provide a record of the Joint 
Commissioning Partnership Board meeting held 
on the 10 July 2017 and 2 August 2017. 

Key Issues 
 

The following principal issues were discussed: 
  
10 July 2017 

• Finance report 
• Terms of reference, amendments  
• Joint Commissioning Action Plan  
• 2016/17 Annual Report 

 
Risk Issues: 
Original Risk 
Residual Risk 

Not applicable 
 
 

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 these 
minutes which are provided for information. 

Author Zoe Barnes 
Designation Corporate Governance Support Officer 
Sponsoring Director 
(if not author) 

Mary Hutton 
Accountable Officer 
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Gloucestershire County Council & Gloucestershire Clinical 
Commissioning Group 

Joint Commissioning Partnership Board (JCPB) 
10th July 2017 3:00pm – 4:30pm  

Prout Room, Sanger House 
 

Minutes 
These minutes may be made available to public and persons outside of the 

Gloucestershire NHS and Gloucestershire County Council community as part of the 
community’s compliance with the Freedom of Information Act 

Present: 
Cllr. Roger Wilson (Chair) RW 
Mary Hutton MH 
Cath Leech CL 
Margaret Willcox MW 
Linda Uren LU 
Sarah Scott SS 
Kim Forey  KF 

 

In Attendance: 
Angelique D’Boure  (Minutes) AD’B 

 

Apologies: 
Mark Walkingshaw MWa 
Dr Andrew Seymour AS 
Jo Walker JW 

 
 
 

1.0 Apologies  
Apologies noted. 
 

 

2.0 Minutes from the last meeting  
Confirmed as an accurate record of the last meeting. 
 

 

3.0 Matters Arising (Action Log)  
Actions 1-4 on the log are now closed. 
 

 

4.0 Joint Commissioning Partnership Finance Report – Cath Leech 
 
Apologies were given for the late submission of the Finance report which was 
tabled at the meeting due to the sequence of meetings which will be 
remedied.   
 
CL went through the report and answered any questions that arose.  The 

 
 
 
 
 
 
 
 



following was noted: 
 
- It was agreed that CL, JW and RB to have a meeting to go through the 

background history of this report and a detailed review. Action: 5 
 

- CL advised the group that the Finance report forms two part; a detailed 
and narrative report.   The detailed report lists all the budgets under the 
sections that provides another partnership agreement.  This is then split 
by the type of agreement.  It shows the annual budget, the forecast 
outturn and the forecast variance.  It also shows who the lead 
commissioners are for each organisation. 

 
- CL went through the 2017/18 – Forecast Month 2 report and explained 

the following: 
 

Explanations of Significant Variances Forecast for the full year 
2017/18 
Better Care Fund: £0.3m underspent 
Joint Arrangements: £1.00m overspent 
Continuing Health Care/Funded Nursing Care £0.89m forecast 
overspend 
Other Current Issues 

 
- CL mentioned that all the reserves are being utilised over a period 1-3 

years and there are programmes in place. 

- MH advised that Community Equipment is an area that requires further 
work. 

CL/JW/
RB 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

5.0 Terms of Reference – Kim Forey 
 
KF advised the group that at the last meeting, the ToR was in draft form and 
following that meeting, the following amendments were agreed: 

• Section 3.1 - The Group discussed the Board membership and agreed to 
remove the CCG Lead GP but return the CCG Chair as a member and to 
replace the CCG Associate Director Partnerships, Joint Commissioning 
and Community Services with the Director of Integration. 

 
• Point 6.3 – MB was to re-draft this section that the Council could sign up 

to.  KF confirmed that this is the form of words which fits with the Council.   
 

- KF suggested that the group should re-look at who attends this meeting.   
 
- MW queried the membership and council colleagues will discuss this 

issue. 
 

- MH advised that this Board holds the main responsibility for joint 
commissioning and is therefore a key meeting.   

 
- MH advised the group that the quoracy is 4 members of the partnership; 

two from each organisation either executive or non-executive member. 
 
- KF to change 3.1 to show CCG/GCC Director of Integration and not 

Director of Commissioning Implementation. Action: 6 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
KF 
 
 
KF 



 
- It was agreed by the group that a new Section 3.4 should read - Deputies 

to attend where appropriate.  KF to appropriately word and update. 
Action: 7 

 
- KF to make the changes to the ToR and to circulate electronically.  This 

does not need sign-off or coming back to JCPB. Action: 8 
 
- The ToR to be added to the forward planner and to be reviewed on a 

regular basis.  It was agreed that the ToR should be reviewed every year.  
KF to add to the forward planner for July 2018. Action: 9 

 

 
 
KF 
 
 
KF 

6.0 Joint Commissioning Action Plan – Kim Forey 
 
KF informed the group that this item was brought back to JCPB following an 
action from the last meeting.   
 
- The Action Plan was tabled at the last meeting for sign-off but the group 

wanted to receive this electronically. 
 
- The Action Plan does not include the childrens section however RW is 

meeting with each of the lead commissioners to look at the appropriate 
elements of the actions and to ensure they are updated in the annual 
report. Action: 10 

 
- RW and KF agreed that there was nothing in the Action Plan that needed 

to be referred to now. 
 

- KF advised that the plan was written in March 2017 and due to STP etc. it 
may be worth sense testing it against what was agreed.  

 

 
 
 
 
 
 
 
 
RW 

7.0 16/17 – Annual Report – Kim Forey 
 
RW advised the group that this report has to go to the Health & Wellbeing 
Board.  It is currently in draft form and the final version is subject to the 
Groups thoughts. 
 
The report covers the period 2016/17.  The next Health & Wellbeing Board is 
not until September however there is a Development Session on 18th July. 
 
RW asked the group whether they were happy for the Annual Report to go to 
the next Health & Wellbeing Board as the final document?   
 
LU commented that the significant scope of integrated commissioning 
becomes apparent when you look at a report.  There are some areas in the 
report which are not strictly within the ambit of the JCPE or JCPB ie. domestic 
abuse/supporting people, however they are joint commissioning works which 
are should be included for completeness. 
 
There is a longer term discussion about the scope of joint commissioning in 
Gloucestershire.   
 
BCF 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



MW advised that the planning guidance was received last week.   
 
The first target for all is that we have to get to 3.5% on DTOCs as the target 
by the end of October which will not be reported on until the middle of 
November.   
 
In each of the areas NHSE have said: 
 
• Well performing Councils must continue to perform at the same level or 

improve.   

• The middle performing Councils depending on the variation have a target  

• The poorly performing Councils have to improve by 2/3rds by the end of 
the year. 

This also applies for health except for the poorly performing Councils who 
only have to improve by 50%. 

MW advised we are between the top and middle category based on February 
2017 figures. 

Simon Stevens wants a 0% target for the top group to be achieved by 
Christmas 2017. 

The group discussed the level of decompensation per day experienced by 
medically fit patients.  KF to provide figures.  Action: 11 

The guidance has to go to the Health & Wellbeing Board (HWB).  MW 
mentioned that the last HWB agreed that this could be dealt with virtually 
rather than wait until September.   

RW said that this should be raised at the next Health & Wellbeing Board 
Development Session next week. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
KF 

8.0 AOB 
 
MW informed the group that The Royal College of Occupational Therapists 
are bringing out a report this week about how they treat people and how they 
want to change it for the future.  MW will circulate a copy of the report to the 
group.  MW will also be attending their launch on Wednesday. Action: 12 

 
Forward Planning 
 
RW asked the group to think about forward planning for the group and 
whether they wanted to look into specific areas in more depth. 
 
KF suggested that the group should put aside some time to explore the jointly 
commissioned areas.   
 
RW suggested a session on demand management at the next meeting.  MH 
suggested the frailty project, how we are piloting things and taking them 
forward around demand management.  MH also mentioned health coaching 
and changing staff behaviour. 
 

 
 
 
MW 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



KF to lead on this and to arrange for a presentation at the next JCPB meeting 
on 21st September 2017 around demand management.  This should be for an 
hour followed by a group debate. Action: 13 
 
The group to decide on the Agenda for the next JCPB meeting by the end of 
August.  Suggestions for the agenda:  
 
1. CCG Commissioned Demand Management (presentation) 
2. Impower Demand Management (presentation) 

 
RW asked that the dates for the JCPE/JCPB meetings are at least two weeks 
apart and that the papers are circulated at least 5 working days before the 
meeting. Action: 14 
 

 
KF 
 
 
 
 
 
 
 
 
AD’B 

 Date of Next Meeting:   21st September 2017, 10-00-11.30am, Biffen 
Room, Sanger House 
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