
 

 

 

Primary Care Commissioning Committee (PCCC) 
 

Meeting to be held at 9.00am on Thursday 25 January 2018 in the 
Board Room, Sanger House, Brockworth, Gloucester GL3 4FE 

 

No. Item 
 

Lead Recommendation 

1. Apologies for Absence 
 

Chair  

2. Declarations of Interest  
 

Chair  

3. Minutes of the Meeting held on 
30 November 2017 

Chair Approval 

4. Matters Arising 
 

Chair Information 

5. Business Case for the 
development of new premises 
for Dockham Road Surgery 
and Forest Health Care, 
Cinderford Health Centre 

Andrew 
Hughes 

Decision 

6. 
 

Learning Disabilities DES 
Preliminary Report  

Helen Goodey Information 

7. Outcome of APMS 
Procurement of registered List 
and Urgent Primary Care 
Centre – Verbal Update 

Helen Goodey Information 

8. Primary Care Workforce 
Strategy 

Stephen Rudd Recommendation 

9. Delegated Primary Care 
Financial Report 

Cath Leech Information 

10. Primary Care Quality Report Marion 
Andrews-
Evans 

Information 

11. Primary Care Commissioning 
Committee self-assessment 

Chair Information 

12. Any Other Business Chair  

Date and time of next meeting:  Thursday 29 March 2018 at 10.30 am in 
the Board Room at Sanger House. 
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Primary Care Commissioning Committee (PCCC) 

  

Draft Minutes of the Meeting held on Thursday 30th November 2017 

in the Board Room, Sanger House, Gloucester GL3 4FE 

Present: 

Alan Elkin (Chair) AE Lay Member – Patient and Public 
Engagement  

Dr Andy Seymour (Non-
Voting) 

AS Clinical Chair 

Cath Leech CL Chief Finance Officer 

Colin Greaves CG Lay Member - Governance 

Joanna Davies JD Lay Member – Patient and Public 
Engagement 

Julie Clatworthy JC Registered Nurse 

Marion Andrews-Evans MAE Executive Nurse and Quality Lead 

Mark Walkingshaw 
(Representing MH)  

MW Director of Commissioning 
Implementation  

In attendance: 

Alan Thomas AT Healthwatch Representative 

Andrew Hughes  AH Associate Director of Commissioning  

Becky Parish BP Associate Director Engagement and 
Experience 

Christina Gradowski CGw Associate Director of Corporate 
Governance 

Helen Edwards HE Associate Director of Primary Care and 
Locality Development 

Helen Goodey HG Director of Primary Care and Locality 
Development 

Jeanette Giles JG Head of Primary Care Contracting 

Jo White JWh Programme Director for Primary Care 

Cllr Roger Wilson RW Chair of Gloucestershire County Council 
Health and Wellbeing Board 

Ryan Brunsdon RB Board Administrator 

Sanjay Shyamapant 
(Agenda Item 5) 

SS GP at Springbank Surgery 

Deborah Matson-Beale 
(Agenda Item 5) 

DMB Church Street Medical Executive 
Manager 

There were no members of the public present. 
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 1 Apologies for Absence 
 

 

1.1 Apologies were received from Mary Hutton (MH). 
 

2 Declarations of Interest 
 

2.1 AS declared a general interest as a GP but more specifically in 

respect of agenda item eight, the Application from Hadwen to 

Close Branch surgeries St Michael’s and Wheatway. 

2.2 AE declared that the meeting was quorate and that he felt that AS 
should not be excluded from any discussions as he was a non-
voting member 
 

3 Minutes of the Meeting held on 5th October 2017 
 

3.1 The minutes were approved as an accurate record. 
 

3.2 CG highlighted that section 6.9 of the minutes which referenced 
the Local Medical Committee (LMC) changing its position from 
abstention to agreement in respect of the Application for merger 
and closure of a branch surgery was not reflected in the Primary 
Care Operational Group (PCOG) minutes, noted that these 
documents needed to correspond and that a post meeting note 
was required for the PCOG minutes.  
 

4 Matters Arising 
 

4.1 28/01/2016, Item 9.1, Any Other Business – AE identified that 
the self-assessment for the committee was to be brought back to 
the January meeting. Item to remain open. 
 

4.2 30/03/2017, Item 7.3, Practice Nursing Strategy – MAE 
informed the Committee that a draft strategy had been produced 
which was to go to Integrated Governance and Quality Committee 
(IGQC) in December but indicated that work was still required. 
Item to remain open. 
  

4.3 25/05/2017, Item 8.6, Primary Care Quality Report – MAE 
highlighted that Pharmacists were still being recruited and 
suggested that monthly recruitment figures could be electronically 
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circulated if requested. MAE agreed to provide a further update 
during the January PCCC meeting. Item to remain open. 
 

4.4 05/10/2017, Item 6.0, Application for merger and closure of a 
branch surgery – It was noted that the application to close the 
branch surgery of Hadwen (St Michaels) was included within the 
agenda at agenda item eight. Item Closed. 
 

5 Springbank Presentation 
 

5.1 AE welcomed SS and DMB to the Committee who provided a 
presentation update on Springbank Surgery. It was noted that it 
had been two years since Springbank Surgery had been in 
partnership with Church Street. 
 

5.2 SS identified some of the challenges that had been faced within 
the partnership, these included: culture, workforce, perception of 
locality, Key Performance Indicators (KPIs) and Care Quality 
Commission (CQC). 
 

5.3 DMB reported a challenge raised within the CQC inspection which 
had happened nine months into the partnership. The challenge 
related to public data reporting outcomes prior to the partnership. 
As a demonstration of improving outcomes DMB pointed to the 
Quality Outcomes Framework (QOF) for 2016/17 which was 
98.3% compared with that for the previous year of 77%. 
 

5.4 SS assured the committee that what had been identified within the 
Springbank bid had been had been delivered and this included: 

 Partner led practice with three days covered by locums; 

 Extended hours provision; 

 Twelve minute appointments were being made; 

 On the day access; 

 Workforce development including that of the roles of the 
Practice Nurse, Nurse Practitioner and Clinical Pharmacists, 

 IT improvements and systems were changed within six to 
eight weeks; and  

 Close working with other health providers. 
 

5.5 SS noted that the list size for Springbank had increased by 
approximately 1000 patients to 2813 patients and projected that 
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this was likely to increase to 2900 by the end of the year. DMB 
informed the group that possible expansion of provision was 
required. 
 

5.6 SS reported that the Clinical Pharmacist role would be developed 
based on previous experience at Church Street Medical Practice. 
DMB added that there was a lead Clinical Pharmacist which 
ensured consistency across all practices within the partnership. 
 

5.7 SS presented the next steps for Springbank Surgery which were: 

 Back office programme was continuing and work with the 
Productive General Practice (PGP) quick start had been 
beneficial; 

 Possible recruitment of Physician Associates; 

 A new self-help website was to go live which included online 
access; 

 Patient Participant Group (PGG) expansion; 

 Continuation of Nurse training; and 

  Premises expansion and it was added than an improvement 
grant had been applied for. 

 

5.8 JC commended the progress that had been made at Springbank 
Surgery and felt that Springbank was a showcase for other 
surgeries and added that the work done provided a toolkit for 
quality improvement.  
 

5.9 HG highlighted that integration within the partnership was 
achieved by having a lead GP take on the lead role of, for 
example, looking at economies and systemising processes. 
 

5.10 BP expressed gratitude on behalf of patients who had praised 
Springbank Surgery on the work that had been undertaken within 
the last two years. 
 

5.11 AE queried whether the KPIs that Springbank had been asked to 
fulfil were correct and noted that there was nothing within the KPIs 
which addressed the younger population. SS informed the 
Committee that not all KPIs were included, but were some were 
being evolved and developed alongside JG. 
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5.12 AE queried whether a cost benefit analysis had been carried out 
for the use of clinical pharmacists within the practice. DMB 
reported that a formal cost benefit analysis had not been 
completed but she was confident that their contribution was such 
that they would continue to form part of the team. SS added that 
there were three different funding streams for clinical pharmacists 
which were: national pilot which included centralised funding, 
locality funding and support pharmacists funded by the CCG.  
 

5.13 JC questioned whether twelve minute appointments had been 
successful. SS suggested that longer appointments would be 
beneficial to the patients and fifteen minutes would probably be 
appropriate. 
 

6 Application to Close Branch Surgery at Tetbury Hospital 
 

6.1 JG introduced the application from Romney House Surgery to 
close the Branch Surgery at Tetbury Hospital’ The paper was 
taken as read. 
 

6.2 JG informed the Committee that the reason this application had 
been made was because the GP who had historically held 
sessions at Tetbury Hospital had recently retired. It was felt that 
the new GP joining the practice could deliver the session within 
the main surgery and would more appropriately be based there 
where he could receive support and access the experience of his 
colleagues.  

6.3 
 

JG reported that patients who had recently used the branch 
surgery had been surveyed and the main issue against the 
closure highlighted was the perception of easier parking at the 
hospital. It was noted that there was an additional car park near to 
Romney House. However the survey also showed that 83% of 
respondents supported the closure and 92% normally visited the 
main surgery for appointments. 
 

6.4 JG confirmed that the Patient Participation Group (PPG) were 
supportive of the application.  
 

6.5 JC highlighted that there was no information on the Romney 
House website regarding the branch surgery closure and queried 
whether enough patient views had been solicited and collected 
and whether sufficient engagement had been carried out. JG 
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confirmed the scale of the survey work that specifically focussed 
on those who had used the branch surgery, identified that the 
letter and survey had been made available in the main surgery 
and the closure was to be reported in a newspaper circulating 
locally.  
 

6.6 HG clarified that the PCOG recommended approval to close the 
branch surgery. 
 

6.7 JD requested clarity as to how quickly the branch surgery would 
close and take effect as highlighted within the recommendations. 
JG informed the Committee that if the recommendation was 
approved, Romney House were keen for this to take effect as 
early as December 2017. JD expressed concern that this may not 
have provided enough time for patient engagement. 
 

6.8 RESOLUTION: The Committee agreed the request to close 
the Branch Surgery at Tetbury Hospital from Romney House 
Surgery. 
 

7 Application to Close Branch Surgery at Andoversford 
 

7.1 JG introduced the application from Sixways Clinic to close the 
Branch Surgery at Andoversford. The paper was taken as read. 
 

7.2 JG explained that the request had been made because the 
practice had acknowledged that the quality of care delivered 
within this branch surgery was compromised due to the lack of 
appropriate facilities to operate a modern medical surgery and 
patients had to travel to the main surgery site for appointments 
and access to nursing, additional and enhanced services. 
 

7.3 It was noted that the branch surgery was not compliant with CQC 
infection control regulations and had been closed as a `temporary` 
measure a considerable time ago due to the poor condition of the 
premises.  
 

7.4 AE identified the issue of the substantial distance between the 
branch surgery and the main surgery and the difficulties that 
would pose for those living close to the branch surgery. He 
expressed concern that the branch surgery was closed without the 
CCG having any prior knowledge. 
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7.5 In response to this second point, HG assured the Committee that 
an audit was being carried out on all practices which was looking 
at: surgery premises including branch surgeries, opening hours 
and what was in contract to allow practices to deliver services. 
 

7.6 JC requested that NHS Choices was corrected so as to provide up 
to date information to patients. 
 

7.7 MAE noted that the CQC no longer inspected branch surgeries. 
 

7.8 RESOLUTION: The Committee agreed the request to close 
the Branch Surgery at Andoversford from Sixways Clinic. 
 

8 Application to Close Branch Surgeries from Hadwen in 
relation to St Michael’s Square and Wheatway 
 

8.1 JG introduced the application from Hadwen Medical Practice to 
close the Wheatway Branch Surgery and St Michael’s Branch 
Surgery. The paper was taken as read. 
 

8.2 JG informed the Committee that during October 2015, NHS 
England (NHSE) supported Hadwen Medical Practice to move 
forward with the Primary Care premises development on their 
existing Glevum Way site but this was subject to the caveat that 
the development would lead to the closure of the two branch 
surgeries. 
 

8.3 JG highlighted that phase one of the project was to be completed 
by early March and that phase two of the project was the 
refurbishment of the current Glevum Way Surgery which was to 
be completed by August 2018. 
 

8.4 JG identified the two proposed branch surgery closure dates as 
31st August 2018 for Wheatway Surgery and 31st August 2019 for 
St Michael’s Surgery. 
 

8.5 JG reported that St Michael’s Surgery was situated within an area 
of “most deprived” as measured by the index of multiple 
deprivation. 
 

8.6 JG advised the Committee that a patient consultation event for the 
proposed closure of the Wheatway branch was held on 25th March 



  

Page 8 of 13 
 Primary Care Commissioning Committee Minutes 30/11/17 

 

2015.  The closure of St Michael’s had been discussed at several 
PPG meetings and the specific results of the June 2017 patient 
survey of those attending the branch surgery were discussed at 
the PPG meeting held on 20th July 2017.  
 

8.7 JG recognised the impact on other surgeries within Gloucester 
City who had recently been impacted by the College Yard closure 
should patients decide to move if St Michael’s was approved for 
closure. 
  

8.8 JG noted that Hadwen’s application stated that they would like to 
close St Michael’s on 31st August 2019, but the patient survey 
results proposed a closure by 31st December 2019 which was 
closer to the planned timescale for the potential new development 
at Quayside and Blackfriars.  

8.9 AE, as did the practice, felt that there was no real issue with the 
closure of Wheatway Branch Surgery as it was only a four minute 
walk from the main site. 
   

8.10 AE expressed concern regarding the proposed closure of St 
Michael’s and noted the: high levels of deprivation, that it was 
three miles away from the main surgery, and there was no 
guarantee of the Quayside and Blackfriars  development being 
completed within the projected timescales. CG expressed further 
concern regarding the proposed closure date of 31st August 2019. 
 

8.11 CG Questioned the context of the letter at appendix 1, which 
referred to the approval of the development at Hadwen.  He noted 
that, the letter of approval purported to be an NHSE approval but 
was in fact signed by the CCG Accountable Officer. It was added 
that the CCG had delegated authority during this time.  
 

8.12 HG felt that branch surgeries were not a sustainable solution to 
providing an effective service model for patients and as part of the 
CCG’s priorities to provide good access to Primary Care, a 
sustainable solution included fit for purpose premises with 
practices working together. AE identified that as the CCG moved 
towards the desirable model of providing a sustainable solution 
there was a need to recognise that a degree of risk needed to be 
embraced. 
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8.13 AE acknowledged that the report stated that if the Branch 
Surgeries were not closed, the CCG would be faced with a cost 
pressure.  
 

8.14 AS stated that he did not feel comfortable with a proposed closure 
date of 31st December 2019 due to this being in Winter and felt 
that this was not in patients best interests.  
 

8.15 JD questioned whether there was any flexibility around the 
proposed closure date. HG advised that CCG had to assess the 
impact on practices, the flow of patients and how well the practice 
manages which would influence the timespan of the closure date. 
 

8.16 JC queried whether there was likely to be any staff redundancies 
and whether the practice management team had requested any 
support. JG confirmed that the practice management team had 
not requested any support and noted that there had been no 
notifications of any possible redundancies.  
  

8.17 CG highlighted that the practice identified that approximately 200 
patients would have had to re-register at another practice if St 
Michael’s was agreed for closure and felt that this number was too 
high to be accommodated within other practices within  a high 
deprivation area within Gloucester City. AS added that the closest 
practice to the branch surgery was Gloucester City Health Centre 
who had identified in consultation that they could not take on any 
patients from Hadwen Medical Practice. 
 

8.18 AE suggested that if the Committee agreed the closure of the 
branch surgery, it was to be subject to the practice actively 
working with those patients who would be negatively impacted by 
the branch surgery closure of St Michael’s to ensure that those 
patients had a future in terms of GP support.  
 

8.19 JD requested to see the practice’s change management plan 
which would mitigate against any identified risks. CG stated that 
he felt comfortable with a closure date of 31st December 2019 but 
added that this date could be brought forward if a change 
management plan was presented. 
 

 RESOLUTION: The Committee agreed; 

 the request to close the Branch Surgery at Wheatway 
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on the proposed date of 31st August 2018; and 

 The request to close the Branch Surgery at St Michael’s 
Square on the proposed date of 31st December 2019 but 
subject to the practice actively working with the patient 
group most likely to be affected by the branch surgery 
closure to provide flexibility of the closure date. 

 

9 Update on Primary Care Premises Report 
 

9.1 AH introduced the Primary Care Premises Report which set out 
key progress that had been made within Primary Care for all areas 
of work. The report was taken as read. 
 

9.2 AH provided an update on the proposed Gloucester City Health 
Centre and informed the Committee that this was part of the 
Quayside and Blackfriars development. It was added that when 
the strategic plan was submitted to the Estates and Technology 
Transformation Fund (ETTF), no approval was given, but 
Gloucester City Health Centre remained a key priority for the 
CCG.  
 

9.3 AH identified that there had been no recent development around 
accommodation for the Gloucester City Health Centre due to an 
unsuccessful previous development proposal which cost the 
Health Centre quite a lot of money and they have subsequently 
struggled to find alternative premises. 
 

9.4 CG highlighted that there was an anticipated update due for 
December regarding Cheltenham Town Centre. AH expanded the 
information within the report and described this development as a 
flagship scheme and added that it would be a large multi-practice 
Primary Care centre. AH identified that this could potentially be 
the most expensive scheme ever within Gloucestershire with a 
cost of around £215-£220 per square metre based on a 25 year 
lease. AH added that a £3.2million ETTF grant had been 
submitted. 
 

9.5 JC noted positively that section 106 funding had been used. AH 
clarified that the section 106 funding that was included within the 
report was predominantly Primary Care focused. 
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9.6 AE queried why the Culverhay scheme costs had increased by 
65% although noting that NHSE had agreed due diligence. AH 
suggested that this related to the evolution of the scheme beyond 
that originally planned.  
 

9.7 RESOLUTION: The Committee noted the report.  
 

10 Delegated Primary Care Financial Report 
 

10.1 CL presented the report, which outlined the financial position with 
regard to the delegated primary care co-commissioning budgets, 
at the end of October 2017. The paper was taken as read. 

10.2 CL advised that the CCG had reported an under spend of £398k 
against delegated budgets at the end of October, which 
represented an improvement from the previous month. CL 
informed the Committee that the underspend was primarily due to 
a refund in rates. 
 

10.3 CL confirmed that within the year to date position, there were also 
some areas which had overspent and these were caused by 
demographic increases beyond those projected and changes 
around sickness and maternity payments. 

10.4 CL assured the Committee that a breakeven position had been 
forecasted for 2017/18 and added that the recurrent underspend 
would be carried forward to 2018/19. 
 

10.5 AE highlighted that work was underway to model the impact of the 
2017/18 financial position into future years and noted the issue 
that, though not complete, the exercise had highlighted some 
potential pressures and an overview of the position would be 
discussed at a future PCOG and PCCC meeting. CL advised that 
the 2016/17 recurrent position had been rolled forward and tested. 
CL proposed that at a budget setting exercise would be undertaken 
at a future PCCC meeting. 

10.6 MAE expressed disappointment with an underspend with the 
Learning Disabilities (LD) Direct Enhanced Service (DES) and 
identified that it was of high importance that quality and outcomes 
were improved for people with LD. HG highlighted that there had 
been coding issues and added that practices codes for the LD 
DES had not been captured and that the practices had performed 
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better in LD healthchecks than what had been reported nationally. 
HG added that in terms of the budget, it needed to be identified 
whether this was a claiming issue as well as a coding issue. HG 
advised that a preliminary report on the issue would be brought 
back for the January PCCC.  
 

10.7 RESOLUTION: The Committee noted the report.  
 

11 Primary Care Quality Report 
 

11.1 MAE introduced the Primary Care Quality Report which provided 
assurance to the Committee that quality and patient safety issues 
were given the appropriate priority and clear actions had been 
identified to address them. The report was taken as read. 
 

11.2 MAE reported that there had been eleven reports sent via the 
National Reporting and Learning System (NRLS) since April 2017 
with an increased frequency since September 2017 due to the 
Quality Team within the CCG raising awareness at Practice 
Managers meetings. 
 

11.3 MAE acknowledged that the majority of quality alerts related to 
delays in accessing treatments and appointments but noted that 
this was due to Trakcare. 
 

11.4 MAE provided an update on a Gloucestershire practice that had 
received a warning notice from a CQC inspection back in July 
2017 and reported that the practice had received substantial 
support from the CCG including a mock CQC inspection.  
 

11.5 MAE highlighted that there was a measles outbreak in the Stroud 
and Berkeley Vale Locality in September 2017 which was now 
tailing off. It had probably occurred due to a large group of children 
who had not had Measles Mumps and Rubella (MMR) vaccination. 
The outbreak resulted in six individuals requiring hospitalisation 
during the outbreak, two of whom have required critical care. MAE 
emphasised that the CCG had been working with GP practices to 
promote MMR vaccination. 

11.6 AE identified that the lowest figure for vaccination was for the 
MMR 2 doses vaccination at 88.3%. He suggested that it would 
be helpful to understand the geography of the vaccinations. 
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11.7 MAE informed the Committee that there had been a drive to 
increase the intake of the influenza vaccinations and noted that 
more Primary Care staff required the vaccination. MAE identified 
that a new initiative was to be introduced which included a flu 
leaflet being attached to patient’s repeat prescriptions to help 
increase awareness. 
  

11.8 MAE advised that the GP Locum Education Event was recently 
held with over 70 Locums attending. It was noted that the content 
of the day included: safeguarding, basic life support and urgent 
care. MAE advised that this event was likely to be repeated. 
 

11.9 JC requested that future Primary Care Quality Reports included 
the topics of the different Primary Care complaints that had been 
made which would help identify any trends. MAE reported that 
eleven complaints had been received from eleven different 
practices and there were not any common themes.  
 

11.10 JD queried whether there was any data regarding the uptake of 
influenza vaccinations within schools. MAE advised that there was 
a Public Protection Board meeting in December where the data 
would be made available.  
 

11.11 JD identified the possibility of incorrect information being provided 
on social media regarding influenza vaccinations and felt that the 
CCG needed to ensure that this was challenged. MAE agreed to 
take this to the Public Protection Board meeting. 
 

11.12 RESOLUTION: The Committee noted the report.  
 

12 Any Other Business 
 

12.1 There were no items of any other business. 
 

The meeting closed at 12:23pm. 
 

Date and Time of next meeting: Thursday 25th January 2018, 10:30am, 
in the Board Room, Sanger House. 

 Minutes Approved by Gloucestershire Clinical Commissioning Group 
Primary Care Commissioning Committee: 
  

Signed (Chair):____________________   Date:_____________ 
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 Agenda Item 4  

Primary Care Commissioning Committee (PCCC) 
Matters Arising – January 2018 

 

Item Descripti
on 

Response 
 

Action 
with 

Due 
Date 

Status 

28/01/2016 
Item 9.1 

Any Other 
Business 

CG suggested that a self-assessment was undertaken to reflect 
on the role as a Committee in order to improve on processes 
and identify areas for development where further training was 

required. 
 

30/03/2017 – CG suggested that this be revisited again in 6 
months to review progress 

 
30/11/2017 – AE identified that the self-assessment for the 
committee was to be brought back to the January meeting. 

. 

AE January 
2018  

Due Jan 
18 

30/03/2017 
Item 7.3 

Practice 
Nursing 
Strategy 

JC commended the practice workforce work and asked if an 
equally comprehensive plan and strategy could be developed 
for the Nursing workforce.  HG agreed that a comprehensive 

plan was required and this would be brought to a future PCCC 
meeting to include information on the full Nurse development 

programme. 
 

27/07/2017 - MAE reported that a database of Practice Nurses 
was being collated although some practices had been reluctant 

to engage in the exercise. MAE added that a Strategy for 
Practice Nurses was being developed. 

 
 

MAE January 
2018 

For 
Update 
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05/10/2017 - Item deferred to the November meeting. 
 

30/11/2017 - MAE informed the Committee that a draft strategy 
had been produced which was to go to Integrated Governance 
and Quality Committee (IGQC) in December but indicated that 

work was still required. 
 

25/05/2017 
Item 8.6 

Primary 
Care 
Quality 
Report 

MH requested that the final number of recruited pharmacists be 
made available. MAE confirmed that recruitment was still being 
undertaken and that the final number would be made available 

once recruitment had finished. 
 

27/07/2017 - MAE informed the Committee that pharmacists 
were still being recruited and that an update on the final number 

of recruited pharmacists would be provided to the October 
meeting. 

 
05/10/2017 - MAE informed the committee that pharmacists 

were still being recruited and the picture was rapidly changing. 
There were two groups:  clinical pharmacists and prescribing 
support pharmacists. Recruitment was on-going; there were 

approximately 30 or so new recruits. MAE stated that she would 
confirm the exact number of clinical pharmacists in post, with 

details of which practices they were working with, at the 
November meeting. 

 
30/11/2017 - MAE highlighted that Pharmacists were still being 
recruited and suggested that monthly recruitment figures could 
be electronically circulated if requested. MAE agreed to provide 

a further update during the January PCCC meeting 
 

MAE January 
2018 

For 
Informati
on 
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30/11/2017 
Item 10.6 

Delegated 
Primary 
Care 
Financial 
Report 

HG highlighted that there had been coding issues and added 
that practices codes for the LD DES had not been captured and 
that the practices had performed better in LD healthchecks than 

what had been reported nationally. HG added that in terms of 
the budget, it needed to be identified whether this was a 

claiming issue as well as a coding issue. HG advised that a 
preliminary report on the issue would be brought back for the 

January PCCC. 
 

HG January 
2018 

For 
Update 

 
 
 
 
 
 
 
 

 



 

Page 1 of 19 
 

 Agenda Item 5    

Primary Care Commissioning Committee 

Meeting Date Thursday 25th January 2018 

Title Development of new premises for Dockham Road 
surgery and Forest Healthcare, a new Cinderford Health 
Centre   

Summary Cinderford Health Centre is located in Cinderford town 
centre. It was built in the 1970s to accommodate 
Cinderford’s two GP practices together with a range of 
community services. The practices are Dockham Road 
Surgery and Forest Health Centre. The Practices have a 
combined list that is expected to grow to 16,000 patients 
over the next 10 to 15 years.  Forest health care has a 
second site at Ruardean serving 2,000 of these patients. 
 
The current building has significant physical limitations to 
providing appropriate levels of care: the number of clinical 
rooms and the size of the clinical rooms fall below the 
standard required in HBN11-01 (the current guidance for 
clinical building standards). The current premises do not 
meet CQC standards, nor is it sufficiently accessible by 
people with a disability.  A new Cinderford Health Centre 
has been prioritised within the CCG’s PCIP1 and is 
assumed to need to be able to accommodate around 
14,000 patients. 
 

PCCC members have been regularly updated on progress 
and the Practices and their advisors presented to the 
Committee in October 2017.  
 
The business case2, which has been sent out to members 
in advance of the meeting, for the provision of a new 
building for Cinderford Health Centre provides the 
opportunity to improve patient services and address the 
serious inadequacies of the current accommodation as well 
as responding to the anticipated increase in population. 
 

The business case sets out the proposal in detail to 
construct a new surgery to include 1,198 m2 of 

                                                 
1 Primary Care infrastructure Plan, NHS Gloucestershire CCG, March 2016 
2 A business case for the development of new premises for Dockham Road surgery and Forest Health 
Care, Cinderford Health Centre, December 2017 
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reimbursable area for the provision of general medical 
services at Valley Road, Cinderford and in line with NHS 
England guidelines This will be carried out through a 3rd 
party development where the practices will sign a 25 year 
lease. 

Conflicts of 
interests 

None identified 

Risk Issues: 
Original Risk 
Residual Risk 

The business case sets out key risks around finance, 
planning and delivery. Additionally, from a CCG 
perspective, there is a key risk that should the new surgery 
development not proceed, the long term provision of 
suitable primary care premises for a growing population will 
be substantially affected, leading to loss of reputation and 
impact of service delivery and commissioning strategies.  

Financial 
Impact 

There are different financial elements that members need to 
consider and agree: - 
 

1. Existing reimbursed rent;  
2. New reimbursable recurrent current market rent and 

applicable VAT requirements (it should be noted 
recurrent market rent will be adjusted every 3 years); 

3. reimbursable rates requirements; 
4. Discretionary non recurrent fee support as defined by 

Premises Directions 2013; 
5. One off reimbursable IM&T costs funded primarily 

through GPIT. 
 

It should be noted that a full financial assessment has been 
completed for the business case and assessed by the 
District Valuer (DV). The development costs includes site 
purchase and associated costs, costs of construction and 
the estimated costs of site investigations, professional fees, 
finance and legal fees. The DV has formally written to CCG 
and provided a Value for Money report at the agreed 
recorded figures.  
 

Net additional annual revenue requirements will amount to 
£346,900 (required from November 2019) and one off 
reimbursable costs of £105,526 required in the financial 
year of 2019/ 2020 to cover reimbursable GPIT costs.  
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It is estimated the practice will need to pay around £87,500 
in fees. However, no fee support is able to be made 
available by the CCG. 

Legal Issues 
(including NHS 

Constitution)  

In respect of this scheme, the key legal issues will be 
around lease arrangements as the practice will be a tenant 
in the building.  The CCG will also need to apply NHS 
Premises Directions to rights and responsibilities of the 
practice and the CCG.  
In terms of the NHS Constitution the author considers ‘You 
have the right to expect your NHS to assess the health 
requirements of your community and to commission and put 
in place the services to meet those needs as considered 
necessary’ and ‘You have the right to be cared for in a 
clean, safe, secure and suitable environment’ as the most 
pertinent NHS Constitution rights applicable to this scheme. 

Impact on 
Health 
Inequalities 

No health inequalities assessment has been completed for 
this report. 

Impact on 
equality and 
Diversity 

An Equality Impact Assessment (EIA) has been completed 
for this project. There is no negative impact from this 
development. (EIA available). 

Impact on 
Sustainable 
Development 

As this scheme is over £2m in value, the practice has 
completed a BREEAM Pre – assessment for the new 
building. This has been reviewed by the CCG, NHS 
England and the District Valuer.  Whilst an excellent rating 
is anticipated for the building, for the overall project, this 
might not achievable due to factors outside its control. The 
project will proceed with the objective of meeting the 
excellent rating. All reasonable endeavours will be made to 
achieve, or come close to achieving excellent by the 
opening date and there will be sufficient evidence to show 
this. 

Patient and 
Public 
Involvement 

There has substantial patient engagement in the production 
of this business case as follows: - 
 

 The practices’ Patient Participation Groups (PPGs). 
Meetings have been held over the past year as this 
business case has been prepared, and meetings will 
continue to be held throughout construction and 
preparation for the move; 

 Specifically, a PPG ‘Options Appraisal’ event was held 
on 25th September 2017; 
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 All patients visiting the existing health centre via a 
Survey & Questionnaire completed by 562 people during 
the Summer of 2017; 

 Directly with patients via notice boards in the existing 
practice waiting areas where outline plans were 
presented with invitations to patients to comment on 
these at a drop-in event held on 4th December 2017; 

 Staff, who have continuously been asked to provide 

feedback on draft designs, both of physical space, and of 

new care pathways through premises specific items at 

team meetings.  

Recommenda
tion 

Members of the committee are asked to consider this report 
and formally support the Business case for the 
development of a new Health Centre at Valley Road, 
Cinderford. More specifically:  
 

 Agree the net additional revenue requirements 
amounting to £346,900 per year to cover current market 
rent, applicable VAT and rates to be required from 
November 2019 onwards; 

 Agree the IM&T costs amounting to £105,526 and 
needed in the financial year 2019/ 2020; 

 To support the recommendation of PCOG that no fee 
support will be available to the Practices and these will 
need to be paid by Practices and/ or 3rd Party Developer. 
Although, if available, the CCG support the use of ETTF 
funding to reimburse some/ of all of these costs.  

Author Andrew Hughes 

Designation Associate Director, Commissioning 

Sponsoring 
Director 

Helen Goodey 
Director of Locality Development and Primary Care 
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 Agenda Item 5    

Primary Care Commissioning Committee 

Thursday 25th January 2018 
 

Development of new premises for Dockham Road surgery and 
Forest Healthcare, a new Cinderford Health Centre

  
1. Purpose 

 
 The business case sets out the rationale for the practices’ proposed re-

location to a new purpose built premises on Valley Road, Cinderford. It 
sets out a full options appraisal it carried out with patients and how the 
decision to relocate has been arrived at. The business case includes 
financial investment requirements and, where applicable, these have 
been agreed with the District Valuation service. The document sets out 
key benefits. Subject to business case agreement, an expected timeline 
for practical completion is provided. 
 

 The Practices and their development partner submitted a number of paper 
copies of the business case and these are available to members on 
request. Additionally email copies of the document have been provided to 
lay members in advance of the meeting for background. This paper 
provides a summary of key contents plus additional content where the 
author has deemed inclusion to be relevant. 
 

2. Introduction 
 

 Cinderford Health Centre is located in Cinderford town centre. It was built 
in the 1970s to accommodate Cinderford’s two GP practices together with 
a range of community services and is owned by NHS Property services. 
The practices are: 
 

 Dockham Road Surgery (Dr Richard Roberts & Partners) 
comprising four GPs and a team of nursing and support staff, providing 
care to a growing list of some 6,350 patients; 
 

 Forest Health Care (Dr Deborah Lane & Partners) comprising six 
GPs and a team of nursing and support staff, providing care to a 
growing list of some 7,856 patients   The practice also has a branch 
surgery in Ruardean village, some four miles away (around 1,900 
patients use this as their main facility); 
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It should be noted that over the next 14 years, the combined list size is 
expected to be around 16,000 with around 14,000 patients using 
Cinderford Health Centre and 2,000 using Ruardean.  
 
In addition, the building provides offices and consulting facilities for district 
nurses, midwives, health visitors, chiropody, physiotherapy, orthoptics 
and dental services managed by Gloucestershire Care Services NHS 
Trust and Gloucestershire Hospitals Foundation NHS Trust. Whilst the 
developer is able to incorporate these organisations requirements, they 
are not a central aspect of the business case, which is focussed on 
general medical services requirements and those elements covered by 
the CCG’s delegated primary care responsibilities. 
 

3. Strategic Context 
 

 National policy sees general practice at the heart of the NHS. The GP 
Forward View, clearly stipulates that primary care is central to the 
country’s health system and supports the view of the British Medical 
Journal – “if general practice fails, the whole NHS fails” There are a range 
of plans across a number of thematic areas. Specifically, a commitment to 
invest in primary care infrastructure to achieve the following: - 
 

 Improving access; 

 Supporting the development of neighbourhood hubs to move care from 
hospitals into primary care; 

 Providing additional clinical space to deliver primary care services so 
as to reduce unplanned admissions to hospital, and to improve seven-
day access; 

 Increasing the capacity for training; 

 Improving the premises to enable a wider workforce to be employed 
within primary care; 

 Developments that bring practices together into a single building; 

 
Locally, the CCG primary care strategy supports the vision for a safe, 
sustainable and high quality primary care service, provided in modern 
premises that are fit for purpose. Our ambition is to support patients to 
stay well for longer, connect people to sources of community support and 
ensure people receive joined-up out of hospital care. This requires a 
resilient primary care service at the core of local communities, playing a 
leading role not only in the provision and co-ordination of high quality 
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medical care and treatment, but also in supporting improved health and 
well-being. 
 
Within the strategy. the CCG has a clear five-year prioritised Primary Care 
Infrastructure Plan (PCIP), which was approved by the CCG Governing 
Body in March 2016 and looked forward to Gloucestershire 2031. The 
plan sets out out where investment is anticipated to be made in either 
new, or extended buildings, subject to business case approval and 
available funding for the period 2021 to 2026.  
 

4. Case For Change   
 

4.1 CCG priority 
 

 The PCIP referenced in the previous section responds to the following: -  
 

 An emerging direction of travel for primary care service provision and 
out of hospital services where bigger, extended teams are providing a 
greater range of services; 

 Significant population growth in Gloucestershire over the next 15 
years;  

 A number of practices presently providing services in facilities 
significantly smaller than is now required;    

 For a number of practices in Gloucestershire, the current physical 
conditions and functional suitability of the surgery building is no longer 
satisfactory.  

A strategic prioritisation was completed and the redevelopment/ 
replacement of the current Cinderford Health Centre is one of core 
schemes taking into account the current condition of the building, planned 
housing developments and the current size of the existing building. It 
should be noted that the CCG supported the Estates, Technology and 
Transformation Fund (ETTF) application in the summer of 2016. Whilst 
unsuccessful in obtaining a development grant, the practices were 
awarded funding towards business case development costs. 

 
4.2 Practice assessment 

 
 The practices have also undertaken their own assessment and see the 

main drivers as follows: - 
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 Primary Care Workforce Development- To help develop an 
expanded, better skilled and more resilient workforce with greater 
recruitment and retention capabilities that is also more responsive to 
local needs and system changes; 
 

 Increased access - To improve access for patients by (for example) 
offering better extended opening hours, the promotion of self-care, and 
a fuller more integrated range of services; 

 

 Insufficient number of clinical rooms - The number of both 
consulting and treatment rooms within the current practice’s 
accommodation falls significantly short of the numbers required in 
HBN11-01 (the current guidance applicable to the sizing of primary 
care facilities); 
 

 Small, inadequately sized consulting rooms - All but one of the 
clinical rooms within the current premises are significantly smaller than 
the HBN11-01recommended sizes; 
 

 Premises condition including DDA & CQC issues - Disabled access 
and general quality of the facilities at the Centre falls significantly below 
national standards which are now expected by the Care Quality 
Commission (CQC) and other professional bodies; 

 

 Long term sustainability – the current premises are beyond 
economic use and impact service delivery, patient and staff morale.  
New premises will represent a long term, flexible solution for the 
practices and ensure ongoing expansion and extension is possible too. 

 
4.3 Critical Success Factors 

 
 The business case sets out the following key success factors:-  

 Providing high-quality, up-to-date medical services within a new health 
facility which is fit for purpose and CQC compliant ; 

 Providing better access to integrated services within the primary care 
setting and for those integrated services to reflect the needs of our 
patients; 
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 Providing increased support to patients with longer-term needs; 

 Remaining flexible to change as services expand, modernise and 
improve within the primary care setting; 

 Assisting with inequalities in provision of care by facilitating the 
provision of secondary care services in a community-based facility, 
with care delivered closer to home whenever possible; 

 Responding and adapting to local health care issues on an ongoing 
basis; 

 Providing an educational and learning environment for all staff both 
clinical and non-clinical; 

 Developing as a centre of excellence for medical training for GPs and 
nurses; 

 Positioning  to grasp opportunities afforded through holdings in the 
GDoc and Forest GP Cluster (detailed below) to provide a wider range 
of enhanced primary medical, community nursing and community 
mental health services as well as moving care out of secondary care 
settings wherever possible. 

 
5. Options  

 
 The business case sets out a number of options as set out in the table 

below:  

Do nothing Continue working as practices currently operate 

Do minimal Painting and decorating, re-organising internal layout where 
possible, adding a small extension. 

Redevelop the 
existing site 

Knock down the existing building and replace with new.  Site 
not currently owned by practices. 

Option A - Valley 
Road 

Large site, currently on market. Local authority has indicated 
that site is suitable for mixed use. 

Option B - Northern 
Quarter 

Large scale, council backed redevelopment area.  
Improvements to road network planned. 

Option C - Causeway 
Road/Latimer Road 
(School Fields) 

Former playing fields offered for sale by School Trust. 
Adjacent to Colliers Court and School Leisure Centre 

Option D - Belle Vue 
Fields 

Large gateway site.  Undeveloped agricultural land. 
Availability and planning issues of concern 
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These options were tested against the following weighted criteria: - 

 

 Sufficient land space to allow the inclusion of additional desirable 

facilities; 

 Sufficient land space to allow for expansion; 

 Sufficient land space to provide adequate car parking space; 

 Proximity to the practice population; 

 Proximity to public transport services; 

 Proximity to other health care and public facilities; 

 Increasing recruitment and training opportunities for health care 

staff; 

 Acceptability to neighbours. 

 

Following the event carried out on 25 September 2017 with some 18 
members of the Patient Participation Groups (PPGs) and staff from both 
practices .and facilitation by an independent representative from The 
Primary Care Partnership,  The preferred option was  to build a  new 
premises at Valley Road (Option A) by some considerable margin 
 

6. Patient engagement & staff involvement 
 

 There has substantial patient engagement in the production of this 
business case 
 

 The practices’ Patient Participation Groups (PPGs) have been involved 
in specific meetings over the past year as this business case has been 
prepared. Meetings will continue to be held throughout construction 
and preparation for the move;  

 Patients were involved in the selection of the preferred site through  a 
PPG Options Appraisal Event held on 25th September 2017; 

 All patients visiting the existing health centre via a Survey & 
Questionnaire completed by 562 people during the Summer of 2017;  

 Directly with patients via notice boards in the existing practice waiting 
areas where outline plans were presented with invitations to patients to 
comment on these at a drop-in event held on 4th December 2017; 

 Staff, who have continuously been asked to provide feedback on draft 

designs, both of physical space, and of new care pathways through 

premises specific items at team meetings. 
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7. The Proposal 
 

7.1 Overview   
   

 The business case sets out the proposal in detail to construct a new 
surgery to include 1,198 m2 of reimbursable area for the provision of 
general medical services at Valley Road, Cinderford through a third party 
developer where the practices will sign a 25 year lease.  A high level map 
is provided below.  

 

 
 

 Once completed, the building will replace and enlarge the existing 
accommodation with 21st-century facilities.  It should be noted that once 
opened, the existing Cinderford Health Centre will no longer be required 
for the provision of general medical services and the CCG will work with 
NHS Propco colleagues in respect of vacant space processes and future 
site disposal. It should be noted that the scale of the building is based on 
HBN11 – 01guidance. Key clinical space will include the following:- 
 

 16 consulting rooms;  

 4 training rooms; 

 4 treatment rooms  
 

The business case provides a detailed schedule of accommodation, 
which are in line with NHS England guidelines3 and detailed architect 

                                                 
3 It should be noted that NHSE guideline typically expect about 83m2 per 1,000 population. This will 
vary depending on single or multiple practices in building, training status and generally the larger the 
population and the less practices in a building the more efficient the building due to marginality. The 
Cinderford scheme is 86.5m2 per 1,000 and the median of new schemes is 82.25 m2 per 1,000.  
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drawings are available on request. A high level schematic is provided 
below: - 
 
 

 
 
 

7.1 BREEAM 
   

 The Building Research Establishments Environmental Assessment 
Method (BREEAM) is the national standard for assessing the 
sustainability of new construction developments.  
 
It aims to differentiate between developments with higher environmental 
performance by providing a sustainability ratings across 9 indicators 
(management, health and wellbeing, energy, transport, water, materials, 
wastes, land use and technology and  pollution)There are 6 performance 
levels (unclassified, pass, good, very good, excellent and outstanding). 
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There is a national government requirement that generally for new public 
buildings, the rating should be excellent. The NHS oversees compliance 
with this, although the NHS stipulates this applies to schemes that cost 
over £2m to complete. 
 
It is recognised, there may be instances where exceptional circumstances 
that might limit the ability of the designers to fully achieve an excellent 
rating, or where, again for exceptional reasons, the costs of meeting 
requirements would clearly not represent value for money. Such instances 
need to be considered by specialist BREEAM assessors and any 
derogation from the appropriate requirement needs to adequately 
explained and robust. 
 
As this scheme is over £2m in value, the practice has commissioned a 
BREEAM Pre – assessment report for the new building. This has been 
reviewed by the CCG, NHS England and the District Valuer. The 
development is seeking excellent rating. Whilst this is fully anticipated for 
the building, (particularly in the Energy consumption rating) for the overall 
project, this might not achievable due to factors outside its control due. 
The project will proceed with the objective of meeting the excellent rating. 
All reasonable endeavours will be made to achieve, or come close to 
achieving excellent by the opening date and there will be sufficient 
evidence to show this.     
 

8. Financial Elements  
 

 There are different financial elements that members need to consider and 
agree: - 
 

 Existing reimbursed rent  

 New reimbursable recurrent current market rent and applicable VAT 
requirements (it should be noted recurrent market rent will be adjusted 
every 3 years); 

 reimbursable rates requirements; 

 Discretionary non recurrent fee support as defined by Premises 
Directions 2013; 

 One off reimbursable IM&T costs. 
  

It should be noted that a full financial assessment has been completed for 
the business case and assessed by the District Valuer (DV) The 
development costs includes site purchase and associated costs, costs of 
construction and the estimated costs of site investigations, professional 
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fees, finance and legal fees. The DV has formally written to the CCG to 
confirm Value for Money and the report is available on request. 
 

8.1 Annual Revenue Requirements 
 

Item Description Annual 
recurrent 
revenue 
amount 

Reimbursable space for the provision of 
general medical services ( 

1198 m @ £197.16 per annum 
 

£236,198 

Reimbursable  car parking spaces for the 
provision of general medical services 

81 car parking spaces @ £320 
per annum 

£25,920 

Reimbursable   multi-function car parking 
spaces for the provision of general 
medical services and visiting mobile 
services 

9 spaces @£320 per annum £2,880 

Subtotal  £264,998 

VAT  Chargeable @20% on  lease total 
of  £265k (DV has rounded to 
nearest whole) 

£53,000 

Rates Estimated to be 26% of pre VAT 
lease value (£265k) 

£68,900 

Total annual recurrent  expenditure  £386,900 

Minus existing rent reimbursed   £  40,000 

Total net  annual revenue increase  £346,900 

 

8.2 Application For Fee Support  
 

 The ability of the CCG to fund one-off fees related to premises 
developments are set out in The National Health Service (General 
Medical Premises Costs) Directions 2013. These include support towards 
costs such as project management (1% of construction costs), monitoring 
surveyor (1% of construction costs), stamp duty land tax and legal fees 
(reasonable, justified costs associated with lease arrangements).  
 
The CCG policy approach to fees is set out in the PCIP and it is assumed 
that the normal practice will be that fees will either be part of the overall 
financial appraisal considered for rent reimbursement, paid by the 
Practice or paid by the 3rd Party Developer. Only in exceptional 
circumstances, will the CCG consider reimbursement. In such 
circumstances, there will be no commitment to 100% reimbursement. 
 
It should be noted that the CCG has provided specific fee support to other 
recent 3rd party led developments including circa £85k to Stow surgery 
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and circa £66k to Churchdown surgery. However, these were legacy 
schemes form NHS Gloucestershire PCT/ NHS England. Commitment to 
fee support had been set out in previous approval letters issued by prior 
organisations. 
 
It should also be noted that the CCG could award a % share of the fees 
incurred by the practices or agree to fund some elements but not others.  
The Practice seeks the following financial assistance as set out in the 
table below. 
 

Item/ expected financial year 2017/ 2018 2018/ 2019 2019/ 2020 Total 

Monitoring surveyor (assume 

spread over  more than one 

financial year and project 

completed by November 2019) 

including VAT -£42k 

£4,000  £24,000 £14,000 £42,000 

Legal fees  £18,000  £18,000 

SDLT   £37,500 £37,500 

Total £4,000 £42,000 £41,500 £87,500 

 
 In light of the Directions, the PCIP policy, current budgetary challenges 

and the further financial risk exposure of precedence setting, The Primary 
Care Operations Group (PCOG) concluded fee support could not be 
recommended to the committee. These costs will need to be paid by the 
Practice and/ or Developer. It is noted there might be further opportunities 
for the Practices to be able to apply for ETTF funding towards fee support 
and the CCG can facilitate and support this.    
 

8.3 IM&T Specification and Funding Requirements 
 

 As part of the PCIP, it was also agreed that all reimbursable IM&T costs 
would be set out in business cases for proposed new surgeries (this had 
not been the case with legacy proposals) so that the CCG had full 
understanding of future costs to be built into GPIT and other applicable 
IM&T budgets.  A standardised approach (facilitated by CSU IM&T 
specialists) has been developed and has been used to agree the IM&T 
specification.  
 
The Costs are split out into five separate budgets due to them coming 
from different sources of money 
 

 GPIT Capital – This covers all essentially GPIT hardware as mandated 
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in the GPSoc operating model (PCs, Printers, and Scanners etc.) 

 HSCN budget – This covers the new HSCN (replaces N3) Data circuit  

 Building Budget- This covers Comms Cabinet, PDU in comms room 
etc. 

 Wireless Budget – Wireless access points; 

 Practice Costs – Non GPIT funded items such Telephone, AV 
equipment etc.  

 

The business case sets out all the relevant costs. From a CCG 
perspective, the £105, 526 funding will be required for GPIT capital and 
HSCN requirements it is assumed for the financial year 2019/ 2020. 
 

9. Benefits 
 

 The business case sets out a range of benefits, expected to be achieved 
through the delivery of this proposal. A summary of key benefits is 
provided below: - 

 

 Having significantly improved accessibility for all patients as the new 
building will exceed all statutory obligations (such as the Equalities 
Act);  

 Improved reception and waiting areas to provide more appropriate 
space and comfort for patients; 

 Additional consulting and treatment rooms to provide high quality 
space to expand the practices and to meet the needs of existing and 
the expanding patient lists; 

 Far higher quality space for training medical students, GP registrars 
and nursing staff; 

 A safer environment for patients, staff and clinicians and far greater 
opportunities for the delivery of better integrated services with 
community providers and the voluntary sector; 

 An opportunity for the CCG to work towards several of their targets as 
documented in their commissioning strategies 

o Delivery of the CCG’s primary care strategy; 
 

o Supports the wider Forest of Dean Infrastructure programme; 
 

o In respect of primary care provision, provides long term assurance 
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and confidence to the residents of Cinderford;  
 

o Meets the commitment of the CCG in respect of delivering one of 
the priorities of the PCIP; 
 

o Supports new models of care and practice cluster working; 
 

 Increased flexibility of workforce (through sharing resources) enabling 
extended opening times to be offered to all patients;  

 Better car parking facilities to address this issue which has been 
highlighted in several patient surveys; 

 Room design which promotes privacy and dignity and better infection 
control ; 

 Integrated reception areas to enhance the patient experience; 
 

10. Risks 
 

 The business case provides a full risk assessment and the top three risks 
are set out below.  

Risk Description 
Severity 

(1-5) 

Likelihood 

(1-5) 

Score Management Strategy to 
Mitigate 

Financial  

Revenue 
funding 
required fails 
to 
materialise, 
including fee 
support 
 
 

5 2 10 PID funding approved by 
NHS Infrastructure Fund 
in May 2016 and ongoing 
detailed discussions 
since this time.  Existing 
premises funding to be 
transferred to new 
scheme, and CCG highly 
supportive of business 
case.  
Continue close liaison 
with commissioners and 
expedite approval. 
Further use of ETTF for 
fee support, sharing 
costs with Developer, 
Developer covering costs 
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Planning 

Failing to 
meet the 
requirements 
of the Local 
Authority 
planning 
department 

5 2 10 Good project 
management and 
effective partnership 
working 
 
Regular design meetings 
with architect and input 
from planners as required 

Delivery - 
Developer 
withdraws 
from project 

The preferred 
developer 
has indicated 
that they 
cannot wait 
for the project 
to receive 
approval for 
an 
unreasonable 
period of time 

5 
 

2 10 Developer   very keen for 
the project to proceed as 
planned.  Several 
meetings with the CCG to 
informally agree 
timescales and a process 
for the scheme to be 
developed. 
 
The developer is an 
experienced specialist 
company who take a long 
term view on 
developments and work 
proactively with the CCG 
in this area. 

 

 Additionally, from a CCG perspective, a key risk regarding this proposal is 
that should the new surgery development not proceed, the long term 
provision of suitable primary care premises for a growing population will 
be substantially affected, leading to loss of reputation and impact of 
service delivery and commissioning strategies. 
 

11. Deliverability & Timescales 
 

 The high level timeline is set out in the table below: 
 
  

Item Date Status 

Business Case approval January 2018 Awaiting 

Site acquisition May 2018 On track 

Planning application May 2018 On track 

Anticipated planning approval September 2018 On track 
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Construction tender completed September 2018 On track 

Construction commences November 2018 On track 

Construction completed and new building open November 2019 On track 

 
12. Recommendation  

 
 Members of the Committee are asked to consider this report and formally 

support the Business case for the development of a new Health Centre at 
Valley Road, Cinderford. More specifically:  
 

 Agree the net additional revenue requirements amounting to £346,000 
per year to cover current market rent, applicable VAT and rates to be 
required from November 2019 onwards; 

 Agree the IM&T costs amounting to £105,526 and needed in the 
financial year 2019/ 2020; 

 To support the recommendation of the PCOG that no fee support will 
be available to the Practices and these will need to be paid by 
Practices and/ or 3rd Party Developer. Although, if available, the CCG 
support the use of ETTF funding to reimburse some/ of all of these 
costs, if available. 

 
 
Andrew Hughes 
Associate Director 
11th January 2018 
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 Agenda Item 6  

Primary Care Commissioning Committee 
 

Meeting Date Thursday 25th January 2018 
 

Report Title  Learning Disability Enhanced Service 
Preliminary Report 
 

Executive Summary The Learning Disability enhanced service (ES) 
was first introduced in 2008/09.  The current 
enhanced service is designed to encourage 
practices to identify all patients aged 14 and over  
with learning disabilities, to maintain a learning 
disabilities 'health check' register and 
offer them an annual health check, which will 
include producing a health action plan. 
 
In Gloucestershire there are 3,329 people 
registered with a learning disability on GP 
registers who would be eligible for an annual 
health check (0.63% of the population of 
Gloucestershire compared to 0.5% average of 
general population nationally).  In 2016/17, 2209 
claims were made by practices for completed 
annual health checks (66%)   This is in 
comparison to the Primary Care Clinical Audit 
Group (PCCAG) audit completed in Q3 of 
2016/17 of 58% and the Public Health England 
published figure of 58%.  The NHS England 
target is currently 65%, which rises to 75% in 
2018/19. 
 

Key Issues 
 

 This preliminary report seeks to explain the 
discrepancy, between the different sources, 
of the number of completed learning 
disability health checks.  It explores the 
reason why there was a difference in 
PCCAG data which indicated an uptake of 
58.9% when compared to primary care data 
of 66%. 

 It draws on the findings of the Annual 
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Health Check Working Group and the 
primary care team’s experience.  It outlines 
the steps being taken to increase the 
number and quality of annual health 
checks.  

 

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

LD patients are not offered, or do not take up 
their invitation for a Health Check and as a 
consequence have poorer health outcomes. 
 
C4xL3 = 12 
C4xL2 = 8 
 

Management of 
Conflicts of Interest 

There are no conflicts of interest in relation to this 
paper  
 

Financial Impact Practices that sign up to the Learning Disability 
ES are paid £140 per health check completed, 
this has been increased from £116 in 2016/17.    
 
The primary care budget for 2017/18 is £284,981 
The 2016/17 spend was £251,355, therefore an 
increase in uptake will increase expenditure on 
this enhanced service and will potentially cause a 
cost pressure. 
 
The primary care team are investigating if there 
are any coding or claiming issues which may 
explain why the enhanced service is not showing 
a higher take up by Gloucestershire practices.   
  

Legal Issues 
(including NHS 
Constitution)  

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 has therefore worked within this 
remit in the commissioning of this enhanced 
service. 
 

Impact on Health 
Inequalities 

People with learning disabilities can face health 
inequalities and are less likely to proactively seek 
help to address health issues.  The annual health 
check is a reasonable adjustment that appears to 
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be effective in the detection of unmet yet 
potentially treatable health needs.    
 

Impact on Equality 
and Diversity 

There are no negative impacts anticipated. 

Impact on 
Sustainable 
Development 

There are no negative impacts anticipated. 

Patient and Public 
Involvement 

Not applicable  

Recommendation The Committee is requested to: 
 

 Note the contents of this report  

Author Jeanette Giles 
 

Designation Head of Primary Care Contracting  
 

Sponsoring Director 
(if not author) 

Helen Goodey,  Director Locality Development 
and Primary Care 
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 Agenda Item 6  

Primary Care Commissioning Committee  
 

Thursday 25th January 2018 
 

Learning Disabilities Enhanced Service  
Preliminary Report 

 

1. Introduction 
  

1.1 It is well recognised that people with a Learning Disability 
experience poorer health and have a shorter life expectancy (this 
equates to about 14 years less for a male and 20 years less for a 
female). The mortality for patients with moderate or severe LD is 
three times greater than the general population1.  
 
Annual Health Checks help to detect and manage health 
conditions early, review current treatments are appropriate and to 
help build continuity of care.  A report published in The Lancet in 
2014, stated they result in increased investigations, general and 
specific health assessments, identification of common comorbid 
disorders, medication reviews and referrals to secondary care.    
 
To achieve the Learning Disabilities indicator within the Quality 
Outcomes Framework (QOF), a contractor must establish and 
maintain a register of patients (of any age) with learning 
disabilities.  
 
Enhanced Services are services which require an enhanced level 
of service provision above what is required under core GMS 
contracts and QOF.  The Learning Disability enhanced service 
(ES) is designed to encourage practices to identify patients with 
learning disability2 and offer them an annual health check.    The 
aim is to identify people who may need more health support and 
who may otherwise have health conditions that go undetected or 
that require reasonable adjustments to navigate their way through 
the health care environment to manage their health condition 
safely and  effectively.  In England based on prevalence figures it 

                                                           
1 Confidential Enquiry into the Premature Deaths of people with a Learning Disability (CIPOLD 2013) = 
http://www.bris.ac.uk/cipold/reports/ 
2 A list of Read codes to help identify patients with LD can be found on the Royal College of GP website = 
http://www.rcgp.org.uk/clinical-and-research/toolkits/-/media/B22E022401A8418285821D320D8398DD.ashx  

http://www.rcgp.org.uk/clinical-and-research/toolkits/-/media/B22E022401A8418285821D320D8398DD.ashx
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is estimated that approximately 240,000 patients across the 
country fall into this category.   

 
In the UK the legislative framework requires primary and 
secondary care to make reasonable adjustments to be made to 
policies and practice in order to provide fair access and treatment 
to people with learning disabilities and other disadvantaged 
groups. The annual health check is a reasonable adjustment. 
 

  

2. Executive Summary / Purpose 
  

2.1 From 2008/09, the directed enhanced service (DES) offered 
health checks to people with learning disabilities aged 18 and over 
who were on the learning disability registers of participating 
practices. These practices were required to attend specified 
training and to use a health check format complying with certain 
requirements. The DES was based on evidence about the 
effectiveness and value of health checks in mitigating the health 
inequalities faced by people with learning disabilities. 
 
Practical guidance for commissioners and practitioners on 
implementing the DES can be found on the Public Health England 
website3

 and a step-by-step guide for primary care is available 
from the Royal College of General Practitioners4.  
 

A new enhanced service (ES) was introduced from April 2014.  It 
built on the DES to extend eligibility to young people with learning 
disabilities aged 14 and over, and to require participating practices 
to produce a health check action plan linked to each person’s 
health check.  

 
In Gloucestershire there are 3,329 people (aged 14+) registered 
with a learning disability on GP registers which is approximately 
0.63% of the population.   
 
An annual health check is an opportunity for a holistic review of a 
person’s health, lifestyle, medication and interrelated risks to 

                                                           
3www.ihal.org.uk/publications/1168/Improving_the_Uptake_of_Health_Checks_for_Adults_with_Learning_Disabil

ities._Evidence_into_practice_report_no.6  
www.ihal.org.uk/publications/1224/Making_reasonable_adjustments_to_primary_care_services:_supporting_the_implem
entation_of_annual_health_checks_for_people_with_learning_disabilities   
4 www.rcgp.org.uk/learningdisabilities/~/media/Files/CIRC/CIRC-76-
80/CIRCA%20StepbyStepGuideforPracticesOctober%2010.ashx   



Page 6 of 9 
 

health and wellbeing. It is also a chance to meet them when they 
are more likely to be well, to understand more about their lives and 
to gain mutual trust to help develop a long-term relationship. 

  

3. Learning Disability Health Checks in Gloucestershire 
  

3.1 All GP practices with the exception of two (Kingsholm and 
Rendcomb) are signed up to the ES.   
 

3.2 The requirements for taking part in the ES are: 
 

 The practice will establish and maintain a learning 
disabilities ‘health check register’ of patients aged 14 and 
over with learning disabilities. This should be based on the 
practices QOF learning disabilities register (QOF indicator 
LD003) and any patients identified (and not already on the 
QOF LD register) who are known to social services. 

 The practice providing this service will be expected to have 
attended a multi-professional education session (training is 
mandatory for any new practices wishing to participate in 
this service and should be updated as the practice requires). 

 The practice will invite all patients on the register for an 
annual health check and produce a health action plan. 

 
3.3 The register requires the practice’s use of Read codes detailed in 

the technical requirements document which are in line with those 
used for the QOF LD Register.  
 
The Calculating Quality Reporting Service (CQRS), together with 
the General Practice Extraction Service (GPES) calculates 
achievement and payments to practices.   CQRS is the automated 
system used to calculate achievement and payments for this ES 
and GPES collects information from general practice IT clinical 
systems.   
 

3.4 PCCAG carried out a Primary Care Learning Disability Audit in 
December 2016 which indicated 1,962 people (58.9%) had 
received an annual health check.  The national target is 65%. 
 
 
Table 1: 2016 Gloucestershire PCCAG Audit – Annual health 
checks completed by locality – RAG status 
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  No. on LD register No. Received AHC Locality % 

Cheltenham  603 293 48.6% 

Forest 599 420 70.1% 

Gloucester City 1024 536 52.3% 

North Cotswolds 73 35 47.9% 

South Cotswold  134 73 54.48% 

Stroud & Berkeley 
Vale 

669 450 67.3% 

Tewkesbury 227 155 68.3% 

Total  3329 1962 58.9% 
 

 
3.5  

 
Analysis of data from CQRS for ES 2016/17 
 
Table 2: Analysis of data from CQRS for ES 2016/17 
 

  No. on LD register No. Received AHC Locality % 

Cheltenham  603 315 52.24% 

Forest 599 454 75.79% 

Gloucester City 1024 628 61.33% 

North Cotswolds 73 43 58.90% 

South Cotswold  134 73 54.48% 

Stroud & Berkeley 
Vale 

669 555 82.96% 

Tewkesbury 227 141 62.11% 

Total  3329 2209 66.36% 
 

 
3.6 

 
Comparison of PCCAG and CQRS data 
 
The CQRS analysis by primary care team indicated that the CCG 
had achieved its overall target of 65% full year analysis. 
 
The PCCAG audit showed the position at a point in time (part year 
analysis Q3 2016/17) but the CQRS analysis accounts for the 
16/17 period as a whole and will pick up those practices:  
 

 Who undertake their health checks towards the year end; 

 Have been late to claim for health checks undertaken during 
2016/17; 

 Undertook health checks but had not used the relevant 
annual health check coding; 

 Who put in manual claims which were authorised by the 
Primary Care Team. 
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The PCCAG audit would also have excluded patients who chose 
to opt out of sharing data outside the practice. 
 

3.7 A new health check template was developed by NHS England 
which has been integrated into the 3 main practice clinical 
systems in 2017/18.  Practices have discretion to use this 
template but if used it will ensure that the health check follows a 
comprehensive template and all clinical coding is accurate and 
consistently in line with national coding requirements. 
 

3.8  Another way GPs and Practices can help patients with a learning 
disability is by asking for their consent to add Additional 
Information (AI) to their Summary Care Record (SCR), either as 
part of the annual health check or at any time. 
 
This will help improve quality of care for patients when and if they 
are treated by other services as additional information will be 
available to help those services understand some of the 
background of the patient and  any reasonable adjustments they 
need to provide to support timely and safe care. 
 

4. Addressing health inequalities in people with learning 
disabilities 
 
An Annual Health Check Working Group was set up in 2017 to 
improve the uptake and quality of annual health checks in line with 
the national requirements.   
 
The Annual Health Check Improvement Model, Appendix 1 
includes the following: 

 Developing local LD resources, including top tips to help 
practices and support materials to encourage LD patients to 
attend, working with care providers and user led 
organisations to support this initiative.  Resources will be 
available on G-Care for all clinicians to access 

 Establish and publish on the intranet a locality based 
dashboard to monitor annual health check take-up 

 Offer to work with and support practices who do not meet 
national target.  In the first instance there will be targeted 
support for practices who achieved an uptake rate of 50% or 
less 

 Primary Care will continue to work proactively with practices 
to ensure CQRS claims are submitted on a regular basis 
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 Proposal to the CCG’s LES Review Group to improve the 
primary care offer in 2019/20 in relation to Annual Health 
Checks, i.e. all practices utilising the pre-health check 
questionnaire, easy read invitation letter.  

 PCCAG will also conduct a further audit at Q4 2017/18 and 
results will be compared with Primary Care CQRS data. 

 

5. Recommendations 
  

5.1 The Committee is requested to: 
 
• Note the contents of this report 

  
6 Appendices 

 
Appendix 1 – Annual health check improvement model 
 

AHC Improved 
Delivery model v3.pptx 

  
 
 
 
 
 
 
 



Improve 
quality 
of AHC

7. Practice Training
• Review content & Delivery 

of DES Training & 
Reasonable adjustments 
training

• Use of PLT – hot topic 
sessions

• E-Learning

Improve 
performance 

& increase 
delivery of LD 

AHC

1. Learning materials

•National Templates
•G-Care – care pathways clear
•E-learning
•Access to current training – health 
check day / learning events etc

2. Communications 
Campaign

•What's new this week

•Social Media

•Internet/intranet

•Leaflets/Posters

3. Work with Social Care

•AHC part of contract 
monitoring

•Active / targeted engagement 
with specific providers and 
working with GP practices

4. Work with practices

•Endorsement of programme by 
LMC

•Engagement with Practice 
nurse facilitator re: training 
delivery model

•Interface with Social care by 
practice

• Clarity over the AHC Vs CHES

5. Pilot Locum GP 
undertaking AHC in practices 
not performing well

6. Transitions

•Work with CYPS LD, School 
nurses, Health visitors & 
Paediatric services within GHT 
to improve transition process 
via Ready Steady Go 
programme

v3 – Model to improve performance & increase delivery of LD Annual Health Checks
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 Agenda Item 8  

Primary Care Commissioning Committee 
 

Meeting Date Thursday 25th January 2018 
 

Report Title  Primary Care Workforce Strategy 
 

Executive Summary The Gloucestershire Primary Care Strategy 2016-

2021 is an enabler of the Gloucestershire STP 

and was approved by the Governing Body in 

September 2016. The Strategy had six key 

components, one of which was Workforce and a 

Workforce Plan sat as an Appendix to the 

Strategy.  

Since the Workforce Plan was developed, we’ve 

recognised the need for this to become a more 

detailed Primary Care Workforce Strategy that 

explicitly sets out our challenges, our ambitions 

and our plan to achieve them. 

This Strategy therefore supports our vision for a 

safe, sustainable and high quality primary care 

service for patients registered in Gloucestershire. 

Our traditional Primary Care roles, such as GPs 

and nurses, remain incredibly important and we 

must do all we can to maximise their time 

available for patients. We are also keen to build a 

more clinically diverse workforce to expand the 

skill mix in primary care, which will simultaneously 

free up clinical staff from work or tasks that could 

be safely undertaken by others. 

We will need to invest in developing our primary 

care workforce, attracting primary care staff to 

Gloucestershire and developing a new skill mix in 

primary care while maintaining a stable system 

across the STP.  This Strategy sets out how we 



Page 2 of 5 
 

will ensure this happens. 

Our overarching ambition, above all others, is to 

empower clinicians to support patients to stay 

well for longer and receive care and treatment 

outside of hospital wherever safe and appropriate 

to do so. To do that, we need a resilient primary 

care service at the core of local communities, 

playing a leading role not only in the provision 

and co-ordination of high quality medical care and 

treatment, but also in supporting improved health 

and wellbeing. To achieve that, we need a 

workforce that can deliver our, and the 

communities, aspirations.    

The production of this Strategy has included 

engagement with a wide range of internal CCG 

senior management and clinical colleagues, 

including members of the Primary Care 

Commissioning Committee (PCCC).  Additional 

colleagues and partners who have contributed 

include: 

 CCG Locality Executive Chairs; 

 Gloucestershire Local Medical Committee 

(LMC); 

 NHS England South (South Central); 

 Dr Eley, Health Education England; 

 Gloucestershire STP Chair; 

 Gloucestershire STP Workforce and OD 

Project Manager 

The version presented with this covering paper 

remains draft and will continue to be edited to 

include any further feedback from members of the 

PCCC prior to the Governing Body meeting in 

March 2018, where the Strategy will be presented 

for approval. 



Page 3 of 5 
 

Key Issues 
 

The workforce issues in the NHS are well 

documented, while the production of this Strategy 

has highlighted the particular issues for 

Gloucestershire if we did nothing to address 

them.  Based on current workload assumptions 

and anticipated retirements, we would need to 

recruit c.85 WTE new GPs by 2020/21 and c.80 

WTE nurses.   

Furthermore, the development of the Strategy 

demonstrated the deficiency of information 

relating to our workforce, which is another area 

we address within the Strategy. 

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

Inability to recruit to positions in primary care 

places huge pressure on the system.  Gloucester 

City and Forest of Dean have particularly 

struggled to recruit over recent years.  As 

practices and clusters seek to extend their teams 

with new professionals in order to see and treat 

more patients in the community, they need to 

work together with the whole system to meet this 

in a sustainable way for all partners to avoid 

risking the delivery of safe, high quality, core 

services. 

(3x3) 9 
(3x1) 3  
 

Management of 
Conflicts of Interest 

Not Applicable 
 

Financial Impact A range of existing investments support 

implementation of this Strategy, predominantly 

those within our Primary Care Strategy, derived 

from the funding associated with the General 

Practice Forward View.   

In addition, we have received £134,000 through 

Health Education England to establish our 
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Community Education Provider Network.   

 

We will also seek to continue to invest in the 

implementation of this Strategy, particularly to 

support health inequalities, training and 

development.   

Legal Issues 
(including NHS 
Constitution)  

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 development and delivery of this Strategy. 

Impact on Health 
Inequalities 

Positive impacts are anticipated through ensuring 

practices are at workforce complement and with a 

diversified team who can offer more services 

within practices and joined up care.  We will also 

target support to practices, clusters and localities 

that have had difficulty recruiting, as these have 

often correlated with those areas of increased 

deprivation and health inequalities.   Furthermore, 

we are developing a ‘Health Inequalities 

Fellowship’ with our CEPN, STP partners and 

Health Education England South West. 

Impact on Equality 
and Diversity 

An Equalities Impact Assessment was completed 

for the overarching Primary Care Strategy. 

Impact on 
Sustainable 
Development 

This document supports the overarching Primary 

Care Strategy, which seeks to maximise the 

delivery of appropriate services in the community. 

Patient and Public 
Involvement 

Engagement with the public and patients has 

been through the development of the overarching 

Primary Care Strategy.  The approach was 

focused through representative bodies, in 

particular the Patient Participation Group Network 
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and Healthwatch Gloucestershire.   

 

Recommendation The PCCC is asked to: 

 Comment on the Primary Care Workforce 
Strategy, with a view to making a 
recommendation to the Governing Body to 
approve the Strategy. 

Author Stephen Rudd 

Designation Head of Locality and Primary Care Development 

Sponsoring Director 
(if not author) 
 

Helen Goodey, Director of Locality Development 

and Primary Care 
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This Gloucestershire Primary Care Workforce Strategy should be read in conjunction with our Gloucestershire 
Primary Care Strategy 2016-2021. This Strategy supersedes the Workforce Plan that features within the 
Primary Care Strategy; however, this is evolution rather than revolution. Since the Workforce Plan was 
developed in early 2016, we’ve recognised the need for an overarching Primary Care Workforce Strategy 
that sets out our challenges and our ambitions, with a plan to achieve them. This is critical, not just for the 
sustainability and success of primary care, but for the whole Gloucestershire Sustainability and Transformation 
Partnership (STP).

This Strategy therefore supports our vision for a safe, sustainable and high quality primary care service for 
patients registered in Gloucestershire. Our traditional primary care roles, such as GPs and nurses, remain 
incredibly important and we must do all we can to maximise their time available for patients. We are 
also keen to build a more clinically diverse workforce to expand the skill mix in primary care, which will 
simultaneously free up clinical staff from work or tasks that could be safely undertaken by others.

Transformational change does not happen quickly or easily; this Strategy not only sets out our strategic 
direction, but also our pathway for achieving it.

We will need to invest in developing our primary care workforce, attracting primary care staff to 
Gloucestershire and developing a new skill mix in primary care while maintaining a stable system across the 
STP. This Strategy sets out how we will ensure this happens.

Our overarching ambition, above all others, is to empower clinicians to support patients to stay well for longer 
and receive care and treatment outside of hospital wherever safe and appropriate to do so. To do that, we 
need a resilient primary care service at the core of local communities, playing a leading role not only in the 
provision and co-ordination of high quality medical care and treatment, but also in supporting improved 
health and wellbeing. To achieve that, we need a workforce that can deliver both our, and the communities, 
aspirations. 

Executive Summary
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“Health is all about people. 
Beyond the glittering surface 

of modern technology, the 
core space of every health care 

system is occupied by the 
unique encounter between one 
set of people who need services 

and another who have been entrusted 
to deliver them”

– Frenk, J., L., et al. (2010)  

Gloucestershire CCG Primary Care Workforce 
Strategy 

 2017 - 2021

Part 1:  
Setting the Context

Stroud and Berkeley Vale

Tewkesbury, Newent
and Staunton

South Cotswolds

North 
Cotswolds

Gloucester City

Cheltenham

Forest of Dean
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Foreword by our Clinical Chair

In my Foreword to our Gloucestershire Primary Care 
Strategy, I emphasised the strain that increasing 
workload was placing on us as primary care 
clinicians and how we must address this to enable 
the sustainability of general practice and to deliver 
great patient care.

We have made a very strong start in the first year 
of the Primary Care Strategy. However, I am not 
complacent and recognise there is much more still to 
do and, underpinning our continued progress, is the 
need to address the workforce issues.

I therefore commissioned this specific Primary 
Care Workforce Strategy to ensure we have a clear 
strategic intent and a roadmap of how we’re going 
to achieve it. This document sets out the challenges 
we face right now, the challenges we’ll face in the future if we do nothing, and a range of measures to 
ensure we continue to tackle those challenges today and tomorrow. 

I am proud to be a GP in Gloucestershire and am proud of the work we’ve already done and what we 
commit to do within this Strategy. I am proud too of the investment the CCG has made, over and above that 
which NHS England mandates, to acheive the sustainability and transformation of general practice.

We have a beautiful county in which to work, and a fantastic primary care service that delivers great care 
and outperforms the national average on patient satisfaction scores. We work with supportive partners at 
Gloucestershire Hospitals, Gloucestershire Care Services, 2gether Mental Health Trust, Gloucestershire County 
Council, South West Ambulance Service and others, that understands the importance of general practice to 
the overall system.

It is therefore imperative that we maintain the momentum already generated thus far in the development 
of our workforce and strive for more. We want Gloucestershire to be a great place to work, with diversity 
of roles, opportunities for growth and development of individuals so that we can be recognised as a county 
providing universally outstanding primary care.

 Dr Andy Seymour

Clinical Chair – Gloucestershire CCG
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Introduction

This Strategy updates the workforce element of the Gloucestershire CCG Primary 
Care Strategy 2016- 2021, with a concomitant upgrade to the Primary Care 
Workforce Plan.

‘Developing the workforce’ was one of the Six Strategic Components we 
set out within the strategy, recognising that workforce is a key enabler for 
primary care sustainability and transformation.

We are committed to implementing the Primary Care Workforce Plan, with key actions focused on:

1. Recruitment, retention and return of the GP workforce;

2. Education and training of the practice nurse workforce;

3. New skill mix introduced in general practice.

The Plan associated with this Strategy represents an evolution of our original workforce plan. We have 
already made significant progress on these three areas of focus and now aspire to do even more.

Integration
Across pathways 
expecially urgent 
care, maximising 
partnerships in 

place-based  
care

Access
Evenings and 

weekends; flexible 
to patient needs

Developing 
the workforce
Attracting and 

retaining talent; 
an expanded 

workforce
New ways 
of working 

from which our 
patients will 

benefit

Estates
Improve the 
Primary Care 

estate to be fit 
for the future Greater use 

of technology
Online patient 
records, appt  

booking, apps, 
self-care,  

Skype

Primary 
Care at scale
Working closer 

together to deliver a 
greater range of  

services for 30,000+  
patients
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Our Vision

Workforce is a principal feature of our vision for primary care, as set out within our Primary Care Strategy:

Our Gloucestershire Primary Care Vision

So patients in Gloucestershire can stay well for longer and receive joined-up out of 
hospital care wherever possible, we need to have a sustainable, safe and high quality 
primary care service, provided in modern premises that are fit for the future. 

To do this, we will:

zz Attract and retain the best staff through promoting Gloucestershire as a great place 
to live and work, and offering excellent training opportunities;

zz Ensure good access to primary care 7 days 
a week;

zz Create a better work-life balance for 
primary care staff;

zz Maximise the use of technology; 

zz Reduce bureaucracy;

zz Support practices to explore how they 
can work closer together to provide 
a greater range of services for larger 
numbers of patients.

As well as explicitly stating our intention to attract and retain staff, while also creating a better work-life 
balance, there is an implicit need to develop the workforce for the purposes of enabling the other elements 
of our vision. For example, we could not deliver sustainable, safe and high-quality care, let alone deliver 
7-day access, if we did nothing to cultivate the skills and professional diversity of the Gloucestershire primary 
care workforce.
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Part 2 of this Strategy sets out how Gloucestershire CCG will work with primary care and our partners across 
the STP to enable this workforce vision to be achieved.

Our Gloucestershire Primary Care Workforce Vision

To enable delivery of the ambitions of our Primary Care Strategy, so that patients in 
Gloucestershire can stay well for longer and receive high quality joined-up out of 
hospital care wherever possible. We will attract, retain and educate a skilled multi-
professional workforce built around the needs of our population, who deliver exceptional care 
in an environment where they’re encouraged to continually improve. 

To do this, we will:

zz Undertake analysis and evaluation of current workforce and future needs, tracking and 
responding to the trend over time;

zz Encourage and support the development of new roles in primary care by working across 
the Gloucestershire STP;

zz Reduce bureaucracy and unnecessary tasks to 
release time for care;

zz Build the pipeline of supply of highly skilled 
staff;

zz Develop and promote new ways of working;

zz Enable upskilling and new opportunities;

zz Source training in quality impovement for all 
general practice staff.

In order to do this, we have set out a specific vision for our workforce that sets the tone and principles on 
which this Strategy is based:
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National Context: Overview

There is a great deal documented about the difficulties in recruiting and retaining the primary care workforce 
in the UK, most notably GPs and practice nurses. The King’s Fund report “Workforce planning in the NHS” 
(Addicott et al, 2015) on workforce pressures affecting the delivery of NHS England’s Five Year Forward View 
(NHS England et al, 2014), notes pressures on general practice nationally have led to fewer training posts 
being filled and more GPs looking to retire early, resulting in a shortfall in GPs. The report further notes 
the benefit of the establishment of Health Education England (HEE) to co-ordinate local training needs and 
identifies that HEE’s role will have a greater effect on the future workforce, whilst the national responsibility 
for the management of the current workforce is less clear.

Our Primary Care Strategy 2016-2021 set out the significant challenges facing the NHS and general practice 
in particular. As life expectancy continues to increase, so does the number of people who will live with one 
or more long-term health conditions that limit their lifestyle.

With an estimated 90% of all patient contacts with the NHS occurring in general practice, these challenges 
are inevitably being encountered by this workforce particularly, but not exclusively. A British Medical 
Association (BMA) Future of General Practice survey (BMA, 2015) found from GP responses that:

zz Almost a third of GPs who were currently working full time said they were thinking about moving to  
part time;

zz One third of GPs were considering retiring from general practice in the next five years;

zz One in five GP trainees were considering working abroad before 2020;

zz Over two-thirds were experiencing a significant amount of work related stress;

zz Under half would then recommend a career as a GP;

zz When asked which factors had a negative impact on their commitment to being a GP:

 z Excessive workload (71%)

 z Un-resourced work moving into general practice (54%)

 z Not enough time with patients (43%)

During the period 2006-13, the total GP workforce rose by just 4%, while hospital and community services 
consultant numbers increased by 27% over the same period. In their workforce review of October 2017, The 
Health Foundation (Buchan et al, 2017) found this to be a continuing trend.

In addition, the crisis is set to worsen: 

zz A large number of GP retirees within the next five years – 54% amongst over 50 year olds  
(Dayan et al., 2014); 

zz A lack of new medical students entering the profession with more than one in ten slots for new GP 
trainees unfilled (BMJ Careers, 2014);

zz Health Education England reporting only 40% of medical students chose general practice (Health 
Education England, 2014);
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zz A significant proportion – 33% – of general practice nurses are due to retire by 2020; 

zz A detailed seven-year study published in the Lancet (Hobbs et al., 2016) demonstrated a substantial 
increase in consultation rates, consultation duration and total patient-facing clinical workload.

The Health Foundation’s latest report also found that:

zz The UK is below the Organisation for Economic Co-operation and Development (OECD) average for both 
doctors and nurses per head of population;

zz The UK trains significantly fewer nurses than comparable countries – 29 nursing graduates per 100,000 
population versus an OECD average of 45, whilst the US trains 63 and Australia 76;

zz The GP workforce is increasingly female, with more female GPs in every age bracket until c.50 years of 
age, with less than 20% full-time compared to 50% of the males. If this trend continues, the headcount 
growth of GPs required will continue to increase to fill the whole-time equivalents (WTE) required by the 
growing and increasingly older population;

zz The impact of Brexit is reducing the number of nurses wanting to work in the UK, creating further 
uncertainty on future workforce supply. This point was also picked up in a report by the Nursing and 
Midwifery Council (2017) that demonstrated a reducing number of staff on their register over the 
previous year, with fewer people from the European Economic Area (EEA) joining and more leaving 
during September 2016 – September 2017.

Additionally, the NHS has had stifled pay inflation since 2011/12, with a two-year pay freeze followed by 
a 1% cap for the following five years. The Institute for Public Policy Research (Dromey & Stirling, 2017) 
found that the impact of this has significantly eroded real-terms pay, which has not supported recruitment, 
retention or morale during a challenging period for the whole NHS. Funding for general practice has similarly 
eroded, a point explored in our Gloucestershire Primary Care Strategy.

Health Education England’s (2017) ‘General Practice Nursing Workforce Development Plan’ along with NHS 
England’s (2017) ‘Ten Point Action Plan for General Practice Nursing’ (see diagram) states the importance 
of general practice nursing to the future of sustainable general practice. HEE, meanwhile, set out a plan 
of entry, education, enhancement and expansion of the primary care workforce as necessary to tackle the 
challenges the profession faces now, and over the coming years, with a maturing workforce and increasing 
demand. The Queen’s Nursing Institute (2016) concludes that much needs to change for practice nursing 
now – as well as in the planning of the future workforce – to address areas such as training, development, 
pay and lack of succession planning, in order for this vital part of the general practice workforce to be 
placed on a more sustainable footing. We also recognise that nursing is a major component of nearly every 
healthcare service within the Gloucestershire STP and we must therefore work with colleagues to address 
these issues and the shortages across the wider nursing profession.
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Ten point action plan 

Celebrate and raise the profile of 
general practice nursing and 
promote general practice as a 

first destination career

1 

Increase the number of 
pre-registration 

placements in general 
practice

3 

Establish inductions and 
preceptorships 

4 

Improve access to ‘return 
to practice’ programmes

5 

Improve 
retention 

10 

Develop healthcare 
support worker (HCSW), 

apprenticeship and 
nursing associate career 

pathways

9 

Support access 
to educational 
programmes

7 

Embed and deliver a radical 
upgrade in prevention

6 

8 

Increase access to clinical 
academic careers and advanced 

clinical practice programmes, 
including nurses working in 
advanced practice roles in 

general practice   

2 

Extend leadership and 
educator roles 

The combination of all these factors is threatening the sustainability of services and employment of staff, 
resulting in a crisis in general practice. Without taking mitigating actions, this situation will inevitably impact 
upon patients.
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National Context: Policy

The Five Year Forward View (FYFV), published in October 2014, set out a new 
roadmap for the NHS. While setting out a whole range of changes, primary 
care is prominently placed: 

“The foundation of NHS care will remain  
list-based primary care”

The FYFV acknowledges the need for a suitably skilled workforce to 
deliver these new models of care. It encourages greater integration and 
promotes growth, both areas that Gloucestershire is actively developing. 
It highlights that whilst there has been growth in the overall healthcare 
workforce since 2000, this growth has not been equitable across 
all parts of the system. The ‘new deal’ for general practice includes 
a commitment to expand the number of GPs in training as fast as 
possible, while training more practice nurses and other primary care staff.

More recently, in April 2016, NHS England published the “General Practice 
Forward View” (GPFV). Building on the FYFV, the GPFV sets out a plan to 
stabilise and transform general practice through additional investment and 
support in relation to workload, workforce, infrastructure and care redesign. 
The document commits that NHS England, in partnership with Health Education 
England, Royal Colleges and other stakeholders, will grow the GP workforce 
whilst accelerating use of the wider, multi-disciplinary workforce. It sets out a 
bold ambition to create an extra 5,000 doctors in general practice and a further 
5,000 non-medical staff over the next five years. 

In relation to the GP workforce, the GPFV describes plans to increase recruitment 
and retention of GPs by: 

zz Increasing training capacity;

zz Promoting general practice as a career choice;

zz Offering flexibility of career paths;

zz Supporting post CCT (Certificates of Completion of Training) fellowships;

zz Developing a new portfolio route for GPs with previous UK experience wishing to return;

zz Investing in leadership development, coaching and mentoring skills;

zz Offering targeted financial incentives to GPs to work in areas of greatest need;

Other workforce measures include:

zz Double growth rate of workforce;

zz Support for doctors suffering burnout;

zz An extra 1,500 clinical pharmacists for practices;

zz Practice nurse development and return to work;

zz Practice manager development;

zz Piloting medical assistant roles;

FIVE YEARFORWARD VIEW

October 2014

GENERAL PRACTICE 
FORWARD VIEW   

APRIL 2016 

#GPforwardview 
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zz 1,000 new physician associates;

zz 3,000 new mental health workers;

zz New legal requirements in the NHS standard contract for hospitals that will reduce workload on GP 
practices, such as preventing hospitals from re-referring patients back to their GP due to outpatient non-
attendance;

zz A £30 million three year programme: “Releasing Time for Care”, which will support implementation of 
the ‘Ten High Impact Actions’ (see below).

2 New consultation 
types

3 Reduce DNAs1 Active 
signposting

Online portal Reception 
navigation

Phone
E-consultations

Text message
Group consultations

Easy cancellation
Reminders
Patient-recording

Read-back
Report attendances
Reduce ‘just in case’

Minor illness nurses
Pharmacists
Therapists

Physician associates
Medical assistants
Paramedics

Productive federation
Specialists

Community pharmacy
Community services

Practice based 
navigators

External service Prevention
Acute episodes

Long term 
conditions

Leadership of change
Process improvement

Rapid cycle change
Measurement

Match capacity & 
demand

Efficient processes

Productive 
environment Personal resilience

Computer confidence
Speed reading
Touch typing

5 Productive 
work flows

6 Personal 
productivity

4 Develop the 
team

8 Social 
prescribing

10Develop QI 
expertise

9 Support 
self care

7Partnership 
working

The role of HEE is to provide system wide leadership and oversight of workforce planning, education, and 
training. Their Workforce Plan for 2016/17 recognises that investment into the primary care workforce is 
essential to ensure that primary care remains the foundation of the NHS. It sets out a vision to ‘ensure that 
we will provide challenging and fulfilling careers as part of a modern, innovative primary care system’. HEE’s 
workforce plan defines the additional investment into GP training to support the GP ten point action plan, 
published by NHS England in 2015, which aims to: 

zz Increase recruitment into general practice;

zz Retain more doctors within general practice, and;

zz Support more doctors to return to general practice.

In addition to investment into GP training, HEE acknowledges that a wider, multi-professional workforce is 
required in primary care. The Workforce Plan highlights that new clinical roles such as physician associates, 
clinical pharmacists and paramedics and the creation of the new administrative support roles will ensure an 
integrated, diverse workforce for the emerging service models.
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In 2015, HEE commissioned an independent review of the primary care workforce. Their report ‘The future 
of primary care – creating teams for tomorrow’ includes three key recommendations:

1. A multi-disciplinary workforce. The report sets out how new clinical and support roles can enhance the 
skill mix in primary care. It specifically highlights the contribution that clinical pharmacists, physician associates, 
physiotherapists, paramedics and medical assistants can make to patient care within general practice.

2. Better use of technology. The report emphasises that education and training will need to reflect the 
different skillsets required for alternative forms of consultation.

3. Organisational changes to the NHS primary care system. The commission recommended that 
networks or federations of practices will enable primary care to offer a wider range of services, as well as 
better opportunities for staff development and training and the creation of new roles. It also highlights that 
the primary care workforce has historically been relatively unengaged in NHS opportunities for leadership 
development and that this must be redressed.
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Local Context

zz Access: 

 z Improving access to general practice in the evening and at weekends;

 z Stimulate and pursue continued implementation of the ‘Ten High Impact 
Actions’;

 z Secure sustainability of member practices.

zz Primary Care at Scale:

 z Set-up a Provider Clinical Leadership development group;

 z Develop and deliver training for clinical and managerial leadership for 
future general practice;

 z Support practices and localities to develop their ‘at-scale’ models.

zz Integration:

 z Work with pilot localities to develop a model for integration;

 z Deliver integrated place-based care consisting of community based teams;

 z Create a Primary and Community Urgent Care Working Group to develop 
an integrated urgent care model.

zz Technology:

 z Moving towards a fully interoperable health and care system;

 z Access for patients/carers to their digital health records and increased 
online services;

 z Maximising remote monitoring/health alerting technology;

 z Continued investment in technology for primary care, including Wi-Fi.

Access
Evenings and 

weekends; flexible 
to patient needs

Primary 
Care at scale
Working closer 

together to  
deliver a greater 
range of services 

for 30,000+ 
patients

Integration
Across pathways 
expecially urgent 
care, maximising 
partnerships in 

place-based  
care

Greater use 
of technology
Online patient 
records, appt  

booking, apps, 
self-care,  

Skype

Strategic

The strategic context for general practice in Gloucestershire is set out 
within our Primary Care Strategy 2016-2021, which is an enabler of our 
Gloucestershire Sustainability and Transformation Plan.

The Strategy sets out a broad range of commitments that can be 
summarised within the following components:



16

While these workforce commitments were detailed within our Workforce Plan, featuring as an appendix 
to the Primary Care Strategy, they are not an isolated component. Without workforce, there is no general 
practice. 

This Strategy is, therefore, the key enabler to the success of our Primary Care Strategy, and by extension, the 
One Gloucestershire STP which explicitly states one of the three priorities of the Joint Workforce Strategy for 
the county is a sustainable primary care workforce.

zz Estates:

 z Fulfil our commitments against all committed legacy developments;

 z Undertake the prioritised key strategic practice developments as 
detailed within the Primary Care Infrastructure Plan.

zz Workforce:

 z Recruitment, retention and return of the GP workforce;

 z Education and training of the practice nurse workforce;

 z New skill mix introduced in general practice.

Estates
Improve the 

Primary Care estate 
to be fit for the 

future

Developing 
the workforce
Attracting and 

retaining talent; 
an expanded 

workforce
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Local Geographic and Demographic Context: Gloucestershire

As stated within our Primary Care Strategy, we have approximately 635,000 patients registered with our 80 
GP practices in Gloucestershire, creating an average registered list size of 7,845 patients per practice (which 
compares to a national average of 7,292 (HSCIC, 2015)). However there is wide variation in practice list sizes, 
ranging from 2,700 patients up to almost 24,000.

In Gloucestershire there is already 
a significant proportion of the 
population aged over 65 years; 
20.1% of our population in 2015 
were aged 65 or over (17.1% 
nationally), 9.2% aged 75 or over 
(7.8% nationally) and 2.8% aged 
85 or over (2.3% nationally) (Public 
Health England, 2016). Given the 
increasing GP consultation rates 
reported in The Lancet (Hobbs et 
al., 2016) especially for the older 
population, this has significant 
consequences for Gloucestershire’s 
general practice workforce 
requirements.

The study by Hobbs et al. also found 
higher workload associated with 
the very young. Around 124,000 
people in Gloucestershire are aged 
under-18. While this is a lower 
proportion of the population than 
the national average, there are areas of the county with higher proportions, particularly Gloucester and 
Stroud. The population of under-18 year olds is expected to increase over the next 20 years, but not as 
significantly as the older population. In addition, deprivation was found to be correlated with an increase in 
the rates of consultation, again particularly (but not exclusively) impacting on Gloucester City.

An essential part of our plans to improve patient care for the local population is to develop the workforce 
according to patient need. This will vary according to the demographic population within different areas 
of the county. As part of the Primary Care Strategy, the development of 16 clusters in Gloucestershire is 
actively encouraging the development of specific roles that are more relevant for the cluster’s populations 
and demographics. Examples of clusters developing their workforce aligned to meeting their patient 
health needs are included throughout this document and are at the crux of what the Primary Care 
Strategy aims to achieve.
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Gloucestershire’s Primary Care Workforce

As per the national workforce pressures described earlier, GP 
practices in Gloucestershire are experiencing these same challenges. 
Our Primary Care Strategy and Primary Care Workforce Plan set out 
to start addressing these challenges.

By the end of the first year of the Strategy we had achieved 
the following:

zz Established a Primary Care Education and Workforce 
Steering Group to oversee delivery of the Workforce Plan.

zz We developed a successful recruitment campaign with 
the British Medical Journal (BMJ) called “Be a GP in Gloucestershire”. The campaign included print, 
online and social media content that highlighted the benefits of a career in Gloucestershire, along with 
recruitment packages that practices could call upon. Practices have reported that the BMJ scheme has 
been supportive of filling vacancies, some of which were longstanding.

zz In an endeavour to retain GPs that have trained in Gloucestershire once qualified, we have worked with 
newly qualified GPs and identified interested practices for placements. Furthermore, research suggests 
that there is a strong link between where people train and where they begin and continue to work 
(HEE). We then 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. Of the 25 GPs who have recently newly qualified, four were placed on this 
scheme, two found partnership roles in Gloucestershire, while a further six stayed as salaried GPs and 
three as locums. While we do not have accurate baseline measures, anecdotal feedback is that this is a 
significant improvement on recent years, and feedback from participants has been very positive. Early 
engagement with the next cohort, due to complete training in August 2018, is very positive and sharing 
feedback on the implementation of the 2017 newly qualified GP scheme has increased the numbers of 
people on the scheme in comparison to a year earlier. 

zz We have also been supporting the 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 in partnership with HEE and promoting the help of the LMC, with new 
enquiries being made by GPs on a regular basis.

zz Practice Nurse Facilitators have been appointed to cover the seven Gloucestershire localities, supporting 
the education, training and support needs of practice nurses, such as revalidation requirements and 
increasing student nurse placements in general practice.

zz Funding for nine nurses to undertake advanced nurse practitioner training courses for our practice nurses 
who are keen to progress with this five year part-time course. This is in addition to an existing programme 
of training which takes places at both practice and locality level, including specialist courses and Protected 
Learning Time events specifically aimed at practice nurses.
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zz Developed a “Nursing Strategic Framework” for Gloucestershire’s 
nurses, health visitors, midwives and care staff across all providers, 
along with a specific focus on how general practice nursing will be 
supported and developed.

zz 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.

zz Established seven GP Provider Leads, one for each locality to cover 
the 16 clusters, to support the development of general practice 
working at scale, the Primary Care Strategy and the GPFV. These 
seven GPs also represent general practice on the New Models of Care 
Board, which forms the STP “One Place, One Budget, One System” 
programme.

zz We held a Locum GP Event on 19 October 2017, which was attended by 75 GPs. It was a fantastic 
opportunity to bring together this important part of our health community. We shared with them the 
latest news on referral pathways across urgent and planned care, prescribing, G-Care and the STP, along 
with some mandatory training provision and the opportunity to network with the team, the CCG Chair 
(and Clinical Sponsor for this workstream) and the CCG GP Commissioning Leads, all of whom supported 
the event. The event was an unequivocal success, with excellent feedback from delegates reflecting a 
valuable educational opportunity as well as a supportive network event, and we are planning to host such 
an event again next year.

zz On behalf of all practices, we submitted an expression of interest – followed by a formal bid – to obtain 
support from HEE in setting up a Community Education Provider Network (CEPN). 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. The CEPN is one of our key focus areas for the future and will 
be returned to later in this Strategy.

zz Secured a local General Practice Improvement Leaders course, for two cohorts (July and October 2017) 
to undertake focused quality improvement sessions for anyone working within general practice. Based 
on the same principles of change management from the NHS Improvement QSIR College (quality, service 
improvement, redesign) that has been adopted across the STP, this programme has benefited over 40 
primary care staff, primarily (but not exclusively) GPs and Practice Managers.

zz As a CCG, we decided to go beyond the national requirement of £1.50/head of patient non-recurrently 
invested in general practice for transformation in 2017/18 and 2018/19 and instead offer £1.89/head 
recurrently. This investment had to be spent collaboratively, forming our 16 clusters. This has resulted in 
the following additional workforce:

 z Eleven clusters employing clinical pharmacists working across their respective clusters, equitably shared 
amongst constituent practices. This has equated to c.20 (c.12 WTE) clinical pharmacists working in 
general practice, undertaking polypharmacy reviews, medication queries, hospital discharges, repeat 
prescribing reviews and more. A proportion of the clinical pharmacists in-post have carried out 
telephone consultations, and will begin face-to-face consultations in the near future. This advanced 
clinical level of managing patients is a benefit to GPs and patients, and has been suggested as part of 
the clinical pharmacist role of the future by WHO. 
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 z Three clusters employing community matrons/frailty nurses to support those more frail and vulnerable 
patients to stay healthy and in their own homes.

 z An urgent visiting service by paramedics, working with SWAST as a delivery partner, for one cluster in 
Cheltenham. 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.

 z A Repeat Prescribing Hub staffed outside of the practices for one cluster, reducing workload and 
pressure on GP practices and their administrative staff.

zz Secured additional clinical pharmacists through successive waves of the national clinical pharmacist 
scheme.

zz We have also been trialling in our place-based pilots, in Gloucester City and Stroud & Berkeley Vale, 
mental health practitioners and community dementia nurses from 2gether Trust working in general 
practice as part of the practice team.

Understanding our workforce challenge

With a significant amount of work already undertaken, as previously demonstrated, in August 2017 the 
GCCG Primary Care and Localities Team undertook the same workforce survey of our practice members as 
undertaken for the original Primary Care Strategy in late 2015. 79 of our practices responded (previously 78), 
with the headline findings of the two surveys shown alongside each other:

Original workforce 
survey Q3 15/16

Latest workforce survey 
Q2 17/18

Does your practice have any vacancies? 31 practices 20 practices

Partner vacant sessions 146 sessions* 54 sessions*

Salaried vacant sessions 49 sessions* 82 sessions*

Any planned GP retirements? 44 practices “Yes” 15 practices “Yes”

Total retirements headcount 57 GPs 17 GPs

* Not all practices confirmed number of sessions, therefore 8 sessions assumed where unstated; increase in 
salaried session vacancies could be due to a change in partnership positions between switched to salaried 
roles, but this is an untested assumption at this stage.

The data from NHS Digital supports these findings. Comparing September 2016 to September 2017, we 
saw an increase in the headcount of all GPs in Gloucestershire of c.4%, an increase of c.1% in WTE. This is 
against a backdrop in our South Central region of a c.2% headcount increase and c.1% WTE reduction and 
national figures of a c.1% headcount reduction and c.3.5% WTE reduction (see tables below).



21

Gloucestershire
Sep-16 Sep-17 Variance (2016 vs 2017)

HC WTE HC WTE HC WTE

All GPs 459 365 478 368 4.1% 0.8%

GPs (excl. Locums, Registrars & Retainers) 434 344 434 339 0.0% -1.5%

South Central
Sep-16 Sep-17 Variance (2016 vs 2017)

HC WTE HC WTE HC WTE

All GPs 2,972 2,407 3,030 2,388 2.0% -0.8%

GPs (excl. Locums, Registrars & Retainers) 2,415 1,905 2,394 1,866 -0.9% -2.0%

National
Sep-16 Sep-17 Variance (2016 vs 2017)

HC WTE HC WTE HC WTE

All GPs 41,865 34,495 41,324 33,302 -1.3% -3.5%

GPs (excl. Locums, Registrars & Retainers) 34,921 28,455 34,416 27,836 -1.4% -2.2%

Therefore, the work we have already started as a result of our Primary Care Strategy and Workforce Plan 
appears to be helping when considering the movement against these benchmarks locally, regionally and 
nationally.

So we have made a good start, but there is much more to do.

To identify the scale of the challenge, we have undertaken workforce planning based on data from the NHS 
Workforce Report June 2017 (NHS Digital, 2017), determined our population by age band and utilised ONS 
projections to forecast this for 2020/21. To understand activity for GPs and practice nurses and what the 
growth trend has been over time to extrapolate and forecast for the future, we have utilised evidence from a 
range of sources, including an in-depth 7 year general practice activity study published in The Lancet (Hobbs 
et al, 2016) and a study of 30 million general practice contacts over five years published by The Kings Fund 
(Baird, et al, 2016).

This has provided the following information to support our planning (the spreadsheet supporting this analysis 
and including sources and assumptions is included within the appendices to this Strategy):

GPs:

Whole Time Equivalent (WTE) GPs at Sept 2017 (excl. Locums, Registrars and Retainers) 339

Headcount GPs at Sept 2017 (excl. Locums, Registrars and Retainers) 434

Age 
band

Registered 
patients 
(2015/16)

ONS 
forecast 
growth 

by 
2020/21

Patients 
by 

2020/21

GP 
appointments 
(face-to-face & 
telephone (per 

year, per patient)

Est. total 
appointments 

2015/16

Est. total 
appointments 

2020/21 
(population 

growth only)

Est. total GP 
appointments 

assuming 
appointment 
growth trend 

0-14 103,887 5.30% 109,393 3.75 389,576 410,224 459,451

15-44 228,279 -0.70% 226,681 3 684,837 680,043 761,648

45-64 174,782 1.50% 177,404 3.75 655,433 665,264 745,096

65-74 69,965 4.40% 73,043 6 419,790 438,261 490,852

75-84 40,541 19.70% 48,528 8.25 334,463 400,353 448,395

85+ 18,027 18.30% 21,326 9.75 175,763 207,928 232,879

Total 635,481 3.29% 656,375 4.05 2,659,862 2,802,072 3,138,321
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In addition, from our workforce survey we identified 10.9 WTE GP retirees anticipated by 2020/21. 
Furthermore, calculating the impact of Improved Access on GP demand, the GPFV project to provide primary 
care weekday evening appointments (6.30 – 8pm) and at weekends, suggests that by 2020/21, we will need 
an additional 13.1 WTE GPs. Other demands will be made upon the GP workforce pool by this date too, 
such as Urgent Treatment Centres, but these factors are unknown at this stage and therefore not included 
within our modelling. In addition, the locum GP community is a burgeoning one. As noted earlier, we’re 
aware of over 70 locum GPs in county but we do not have robust monitoring of their headcount, their hours 
and thus their contribution to this workload. This ongoing monitoring of workforce demand and capacity is 
a point we will return to later.

Therefore, the indicative totality of additional GPs we will need by 2020/21 (compared to September 2017) if 
we do nothing equates to:

Demand WTE GPs Headcount GPs

Population and activity growth 61 78

Known retirements 10.9 14

Improved Access 13.1 17

Total increase required 85 (25%) 109 (25%)

Current appointments per WTE GP (2017/18): 7,864

No. of WTE GPs required by 2020/21 if appointments per WTE GP remains static: 400

Growth in WTE GPs required by 2020/21: 61

Growth in GP headcount required by 2020/21 (assuming WTE:HC ratio remains static): 78

So if we do nothing, we will require an estimated additional 61 WTE GPs (an increase of 18%) by 2020/21 
based on population and activity growth. This represents an estimated headcount increase of 78, which 
could be higher should the national trend discussed earlier continue of an increasingly part-time GP 
workforce. Our own workforce mirrors the pattern found in those national trends, with more younger 
female GPs compared to males, whose numbers are more prevalent in the 50+ age range.
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It is important to set this in the context of the BMA’s (2016) safe working in general practice guidelines. 
The calculation offered by the BMA suggests a GP should see 13 patients face-to-face per session, with 15 
minutes per appointment, giving direct patient contact time as 3 hours 15 minutes. Under the definition of 
a session by NHS Digital, RCGP and BMA being calculated as a WTE GP working 37.5 hours/9 sessions, a 
session is 4 hours 10 mins. The remaining time is therefore to be utilised for additional activities undertaken, 
such as dealing with test results, letters, referrals etc.

This is a bold ambition, but an ambition we aspire to. Based on the estimated activity we have calculated 
for Gloucestershire (from published national studies) and utilising the workforce figures we have from 
NHS Digital, we estimate a WTE GP currently sees 153 appointments per week or 17 patients per session. 
To move to such a position immediately and to change no other variables would mean our number 
of GPs required by 2020/21 could as much as treble. This is not what the BMA suggest – rather they 
propose integrated ‘locality hub’ models to pick up the additional appointments to reduce GP workload, 
with practices working in c.30,000 units with GPs working with advanced nurse practitioners (ANPs), 
physiotherapists, pharmacists, mental health practitioners and so on. This aligns with our Primary Care 
Strategy and the work already underway in Gloucestershire that we will continue to progress with the aim 
of supporting this ambition. This includes working with STP colleagues on further integration of services, 
engagement with national programmes, and increasing allied health professionals working in primary care 
beyond the commitments made in this Strategy. At the time of writing it is not possible to model the impact 
of these interventions. For planning purposes, we will utilise the forecast assumption of an additional 85 
WTE GPs required by 2020/21 if we do nothing. 

Nurses:

We have undertaken similar forecasting for our practice nurses:

Whole Time Equivalent (WTE) Nurses at March 2017 179

Headcount Nurses at March 2017 280

Age 
band

Registered 
patients 
(2015/16)

ONS 
forecast 
growth 

by 
2020/21

Patients 
by 

2020/21

Nurse 
appointments 
(face-to-face & 
telephone (per 

year, per patient)

Est. total 
appointments 

2015/16

Est. total 
appointments 

2020/21 
(population 

growth only)

Est. total 
nurse 

appointments 
assuming 

appointment 
growth trend 

0-14 103,887 5.30% 109,393 1.25 129,859 136,741 140,570 

15-44 228,279 -0.70% 226,681 1 228,279 226,681 233,028 

45-64 174,782 1.50% 177,404 1.25 218,478 221,755 227,964 

65-74 69,965 4.40% 73,043 2 139,930 146,087 150,177 

75-84 40,541 19.70% 48,528 2.75 111,488 133,451 137,187 

85+ 18,027 18.30% 21,326 3.25 58,588 69,309 71,250 

Total 635,481 3.29% 656,375 1.35 886,621 934,024 960,177 

Current appointments per WTE Nurse (2017/18): 4,953

No. of WTE Nurses required by 2020/21 if appointments per WTE remains static: 194

Growth in WTE Nurses required by 2020/21 (based on June 17): 15

Growth in Nurse headcount required by 2020/21 (based on June 17): 23

Again, as for GPs, we have a maturing workforce. The national workforce report from NHS Digital 
demonstrates that we have 104 nurses over the age of 54, a WTE of 65.
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Total Nurses Headcount by Age and Gender in Gloucestershire

It may well be that this nursing profile is common in general practice, however we do not have trend data over 
time to ascertain if this is the case. Therefore, if we assume a worst case scenario of all nurses over the age of 
54 potentially retiring by 2020/21:

Demand WTE Nurses Headcount Nurses

Population and activity growth 15 23

Likely retirements (based on age 55 and over) 65 104

Total increase required 80 (45%) 127 (45%)

Therefore, while the need to increase the number of practice nurses as a result of population and activity 
growth is not as high as it is for GPs, in Gloucestershire we have a potential issue with the need to recruit 
to replace those who may retire by 2020/21. We must also be mindful of the nursing shortages across 
Gloucestershire too and take a partnership approach to building the nursing workforce of the future.

These workforce challenges are not equally spread across our practices, clusters and localities. In the 
Gloucester City locality where deprivation and health inequalities are at their most prevalent, practices are 
particularly impacted by not being able to recruit to vacancies (see GP vacancies infographic map) and we 
therefore need to ensure the actions that result from this Strategy directly supports this area.
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Stroud and Berkeley Vale

Tewkesbury, Newent
and Staunton

0.6 WTE (0.7 WTE)

9.5 WTE (2.8 WTE)

0.2 WTE (0.4 WTE)

0.7 WTE (3.8 WTE)

1 WTE (0 WTE)

3 WTE 
(2.9 WTE)

Current Vacant Sessions
(Future vacant sessions / 
anticipated retirements)

0 WTE 
(0.75 WTE)

South Cotswolds

North 
Cotswolds

Gloucester

Cheltenham

Forest of Dean

Conclusion to Part 1

The call to action is clear: we must act now on workforce. A ‘do nothing’ scenario equates to a need to 
recruit an additional 85 WTE GPs and 80 WTE practice nurses by 2020/21, representing a 25% and 43% 
increase respectively.

The national evidence cited demonstrates this problem is not limited to Gloucestershire and, therefore, we 
cannot simply expect to attract clinicians from other areas that are enjoying surplus primary care staff; they 
do not exist.

Part 2 of this Strategy therefore sets how we will continue the great start we have made, demonstrated by 
the shoots of recovery seen in our workforce survey, and accelerate this work to ensure we prevent 2020/21 
resulting in a ‘do nothing’ scenario. We are striving for more than just a resilient and sustainable general 
practice in Gloucestershire, but one that is an exceptional place for care, a great place to work and the first 
choice for those nurses and GPs training in Gloucestershire.

Furthermore, we are working to create a general practice that is strongly connected with all our partners 
across the STP, in order that there are increasing opportunities for staff to work across providers, building 
their careers and finding new opportunities in an integrated new model of care that is built around our 
patients.
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Key Strategic Commitments

Part 2 of this Strategy is focused on how we will achieve our Primary Care Workforce Vision (set out earlier 
and shown below) and address the challenges set out within Part 1.

Our Gloucestershire Primary Care Workforce Vision

To enable delivery of the ambitions of our Primary Care Strategy, so that patients in Gloucestershire 
can stay well for longer and receive joined-up out of hospital care wherever possible, we 
will attract, retain and educate a multi-professional workforce who deliver exceptional care in an 
environment where they’re skilled and encouraged to continually improve. 

To do this, we will:

zz Undertake analysis and evaluation of current workforce and future needs, tracking and 
responding to the trend over time;

zz Encourage and support the development of new roles in 
Primary Care by working across the Gloucestershire STP;

zz Reduce bureaucracy and unnecessary tasks to 
release time for care;

zz Build the pipeline of supply of highly skilled staff;

zz Develop and promote new ways of working;

zz Enable upskilling and new opportunities;

zz Source training in quality impovement for all general 
practice staff.

Health Education England offer a model for supporting 
workforce transformation, called the ‘HEE Star’ (see 
right), which focuses on five key enablers: supply, 
up-skilling, new roles, new ways of working and 
leadership. These five enablers have informed our 
thinking and the subsequent development of our key 
strategic commitments.

The actions outlined here are specifically in relation to 
tackling workforce and should be read alongside the 
other supporting and enabling actions detailed within 
our Primary Care Strategy, such as IT and Estates. 
For the sake of brevity, these are not replicated here, 
but should not be deemed to be excluded from our 
wider plans that will of course attract and retain our 
workforce in county.

We offer a range of strategic commitments to develop, stimulate and nurture our general practice workforce 
over the next few years, attracting and retaining talent and developing a great place to care and a great place 
to work.
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General 
Practice 

Workforce

Understanding 
demand and 
capacity in 

primary care

Developing 
the team

Attracting 
talent to 

traditional 
roles

Introducing 
new roles

Reducing 
Workload

In the next set of sub-sections, we will look at each of these five commitments, considering how they will 
support the Vision, our overall Strategy and the STP, and how they will impact the roles and teams working 
within general practice.

Commitment 1: Understanding demand and capacity

In an increasingly information-driven NHS, focused on measuring activity against quantitative targets in 
real-time, it is surprising that we still lack a crucial part of the jigsaw: activity in primary care. That is why we 
have utilised retrospective studies of healthcare activity, to build the assumptions for our workforce planning 
activity. We have also relied upon extraction and analysis of the NHS workforce survey from NHS Digital 
along with a quick local survey in order to draw up assumptions for our workforce planning baselines.

This needs to improve dramatically so that we have a much more contemporaneous data set, being able 
to monitor activity and workforce frequently to determine if our baseline and forecasting assumptions are 
broadly accurate or need amending over time and what impact this has on our planning. Given the potential 
need for more GPs as the plans for Urgent Care develop across the STP, the ability to easily refresh our 
forecasts and plans will be imperative through the duration of this Strategy and beyond.

NHS England has set out the intention to launch a nationally commissioned tool to automatically measure 
appointment activity in 2017/18 (NHS England, 2016). While we do not yet have sufficient information 
regarding this tool, it will certainly be a welcome addition, providing we have access to this data at the CCG. 
This will not only support workforce planning, but allow us to see the impact of this Strategy, our Primary 
Care Strategy and the overall STP. If this tool is not available within the anticipated timeline, we commit 
to working with the LMC to develop an interim measure. Similarly, ONS projections have been utilised for 
the predicted population growth and therefore refining projections over time to consider new housing 
developments, through good communication with housing authorities, will be important in continually 
testing our assumptions.

Our Five Strategic Commitments
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We will also need to better understand the changes in our workforce over time, again to be able to track 
our progress against baseline in the delivery of this Strategy. We will do this through our CCG Information 
Team adding the data taken from the national workforce survey to our local data warehouse so we can 
enable reporting by practice, cluster, locality and across the county. Being able to understand the geographic 
diversity across our county will be important in testing and refining our plans and assumptions, targeting our 
interventions and tracking our success.

In addition, we will develop, refine and systemise the survey we undertake of our practices on vacancies, 
impending retirements and locums, working with the Information Team to ensure we can aggregate the data 
and analyse it in a meaningful way. This will include information on workforce shared across practices too, so we 
capture the new ways of working that would otherwise not be captured in other workforce surveys.

Recognising that there can be a burden on practices to report workforce data, coupled with the accuracy, 
data quality and timeliness of national reporting, we are working with STP colleagues and national 
stakeholders to explore the best way of collecting data. As part of the STP capacity thematic group, clinical 
leads for workforce tools will be identified during 2018, including appropriate representation from primary 
care clinical leads.

Summary of actions for  
‘Understanding demand and capacity’:

We will:

 z Implement the national primary care workload tool locally or work with the LMC to 
implement an interim solution;

 z Place this activity data within our data warehouse in an automated way to enable 
tracking of activity in primary care by practice, cluster and locality, thereby getting a 
better understanding of system pressures within general practice and where additional 
support is required, along with better workforce planning over time;

 z Commence adding all workforce data from the national NHS workforce survey to our 
data warehouse.  Again, this will enable reporting and analysis by practice, cluster and 
locality along with analysis by role, age, gender, hours and headcount;

 z Develop, refine and systemise our workforce survey to our practices.  Working with our 
Information Team, the survey will complement the national picture and be added to our 
data warehouse to enable a full suite of reporting;

 z Utilise this evidence within our Primary Care Workforce Planning Meetings and within 
our commissioning infrastructure of Primary Care Operational Group and Primary Care 
Commissioning Committee to monitor the effectiveness of the delivery of this Strategy 
and to target additional actions where necessary.

Understanding 
demand and 
capacity in 

primary care
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Commitment 2: Reducing Workload

Reducing workload can take several forms in primary care and we intend to tackle this through these 
different approaches. In some instances this will mean ensuring non-clinical staff are working ‘at the top of 
their licence’, while in other cases it will mean practices working together to share back office functions or 
patients being supported to self-care. Reducing workload can also be achieved through actions the CCG can 
take to reduce both bureaucratic workload and unnecessary work filtering down from secondary care.

By reducing workload in general practice, we can:

zz Free-up clinical time to spend with patients, creating the potential for improving access to appointments 
and increased duration of appointments;

zz Create a better work-life balance that encourages staff recruitment, retention and a more motivated 
workforce;

zz Create opportunities for the workforce to learn and develop in their roles;

zz Reduce the workforce impact from a growing and ageing population, through ensuring patients are able 
to access the most appropriate care for them.

Non-clinical staff

In 2016/17 and in 2017/18, we have released the full funding available to practices for care navigation or 
clinical correspondence training. We asked practices to work within their clusters, if not at a greater scale, to 
organise and deliver this training, following the principles provided by NHS England. At the time of writing, 
Cheltenham, Forest of Dean and Gloucester City localities have at least commenced care navigation (if not 
completed), while Stroud & Berkeley Vale, North & South Cotswolds and Tewkesbury, Newent & Staunton 
have commenced clinical correspondence training.

Care Navigation

Care navigation (also known as ‘active signposting’) directs patients to the most appropriate service for 
their need. Receptionists are trained to ask patients about the reason for their call; patients are prepared for 
this approach via an automated telephone message prior to speaking to receptionist. Receptionists are also 
provided with training on the availability of local services, so they can correctly navigate the patient to the 
most appropriate service, whether that is within the practice to the most appropriate professional for their 
needs (rather than always a GP), or to an appropriate community service.

In 2017, GCCG and Gloucestershire County Council jointly commissioned a new Community Wellbeing 
Service, which incorporates social prescribing, building on the success of our earlier scheme. The service 
helps practices manage demand, and support people with broader, non-medical needs to improve their 
wellbeing by accessing sources of community and social support. Colleagues from the Community Wellbeing 
Service work closely with primary care through attendance at multi-disciplinary meetings and by holding face 
to face appointments in primary care and community settings, to encourage access and moving towards the 
de-medicalisation of wellbeing issues which can be better supported through socially based interventions, 
such as housing, debt management and social connectivity.

Clinical Correspondence

Clinical correspondence training upskills clerical staff to code incoming letters, taking action or passing 
the letter to a GP, or appropriate team member, where required. This is a more advanced task than simply 
document handling, but rather requires training to be confident and competent in using an approved 
protocol for determining whether a letter can be handled autonomously or when they need to be seen by 
a GP. When implemented successfully, this should significantly reduce the number of letters seen by a GP in 
practice. NHS England (2016) report that this should mean 80-90% of letters can then be processed without 
GP involvement, freeing up c.40 mins per day per GP.



31

With most practices having undertaken one of these two types of training, by the end of 2017, we will 
evaluate the impact of both and compile best practice, ready to share across the county from 2018/19 
onwards as practices embark on their second set of training, while also to improve upon their first initiative 
implemented. We have funding anticipated from NHS England until 2020/21 (at £110k per year) for this 
purpose and will ensure that practices obtain the full benefit from these schemes.

Reducing workload through scale

As detailed within our Primary Care Strategy, and from the clustering of practices within Gloucestershire, 
there is an increasing trend towards delivery of primary care at scale, i.e. practices working together to create 
more sustainable services delivering the highest quality care.

While this will often mean increased local services for patients, it also provides a mechanism to reduce 
workload through sharing functions, protocols and operational duties. We are currently seeing an increasing 
willingness to work together at scale and have supported this through the work of the Primary Care 
Strategy, with recurrent funding such as through ‘transformation’ support, and also non-recurrently with 
‘resilience’ funding at cluster level.

In some cases, this has formalised further into merger discussions and we now expect several mergers over 
the course of this Strategy. This continues a trend: practice numbers slowly reducing as practices choose 
to merge. In other instances, the arrangements are not contractual changes, but rather a sharing of best 
practice and developing better working relationships to take lead roles instead of each practice doing 
everything separately.

We commit to continue to support practices in coming together at scale. We anticipate further resilience 
funding in 2018/19 of circa £87k and will work with the LMC and RCGP GP Ambassador for Gloucestershire 
to establish the best method of investing the funding to fund further work.

Technology

An important part of the answer to reducing workload will be through technology. Our Primary Care 
Strategy details the elements we are progressing and therefore this will not be repeated here.

However, of particular note, currently there are a number of practices switching clinical IT systems to be on 
the same system as other practices within their cluster. All switches have been supported, with the CSU IT 
team providing the technical support as required and funded through the successful Estates, Technology and 
Transformation Fund (ETTF) bid. We will continue to look to support practices who wish to switch clinical IT 
systems to enable better working within their clusters.

Additionally, NHS England have recently published (at time of writing) details on how CCGs must commission 
online consultations. We will be working with the General Practice Forward View Project Team, Primary Care 
Digital Team and CCG colleagues, to determine the appropriate solution. The final outcome will enable patients 
to receive increased online support and encouragement of proactive self-care; online triaging will be available 
when they need to be seen by a clinician. These online elements will, in turn, reduce the practice workload.

Self-care, prevention and health coaching

We, as a STP, need to change the relationship that the NHS and social care have with patients, people 
and communities. Our systems need to be designed to ensure that people have every opportunity to help 
themselves to manage their healthcare needs, where appropriate.

Self-care and self-management are therefore central components of our STP and our Prevention and Self-
Care Plan. We recognise the growing evidence that increasing a person’s ability to self-care has positive 
outcomes, individually and organisationally. Research into the effectiveness of self-care suggests it has many 
benefits: 
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zz Development of more effective working relationships with professionals; 

zz Increases in patient/service user satisfaction; 

zz Improvements in self-confidence;

zz Improved quality of life; 

zz Increased concordance with interventions; 

zz More appropriate use of services; 

zz Increased patient knowledge and sense of control. 

Increasing people’s ability to self-care can only work through a whole system approach that is implemented 
as part of wider initiatives to improve care through educating practitioners i.e. health coaching, applying best 
evidence, using technology (as above), shared care planning, decision aids and community capacity building 
(e.g. our ‘Community Wellbeing Service’ social prescribing scheme and pharmacy minor ailment initiative). 
Self-care also has to be effectively embedded into routine healthcare, looking at the whole patient journey. 
It must be built into care pathways and service improvements in a more robust fashion. Our Gloucestershire 
STP Prevention and Self-Care Plan sets out how we will do this through to 2020/21 21, which can be 
accessed at: http://www.gloucestershireccg.nhs.uk/wp-content/uploads/2017/01/I-Gloucestershire-
Self-Careand-Prevention-Plan.pdf.

Further actions the CCG can take

As a CCG, we can do more to reduce the workload burden on practices. We enjoy delegated commissioning 
arrangements from NHS England, and have done since April 2015. Practices have the support of a local 
primary care team, based in the CCG, which have a focus not just on contract management but also on 
the support, development and growth of general practice in Gloucestershire. We must continue to utilise 
this arrangement in ensuring that reporting is automated, or as ‘light-touch’ as possible, wherever feasibly 
achievable. Payments must be slick and support as timely as we can make it. Practices tell us that they 
appreciate all that the team does, which we must continue and improve upon, where appropriate.

We must also continue to improve the interface between primary and secondary care. We have ensured that 
the new contractual requirements with our main secondary care provider, Gloucestershire Hospitals NHS 
Foundation Trust (GHNHSFT), relating to this interface have been enacted and will continue to follow up 
instances where this has not been followed. These relate to: 

zz Patient DNAs (did not attend) not being automatically referred back to the practice;

zz Intra-hospital referrals where a GP referral (or self-attendance) requires onward referral for the same 
presenting condition;

zz The hospital undertaking relevant tests in a patient’s pathway of care rather than referring back to the 
GP;

zz Secondary care communicating with patients about their care, including diagnostics requested by a 
secondary care clinician, rather than referring patients back to their GP;

zz Discharge summaries being provided to GPs within 24 hours after discharge from inpatient, day case or 
A&E;

zz Prescribing medication for an appropriate period of time so as not to cause adverse effects for patients 
and unnecessary GP appointments;

zz Fit notes being supplied to patients from secondary care for an appropriate period, preventing the need 
for patients to see their GP for these unless necessary beyond what was originally anticipated by the 
secondary care clinician.

http://www.gloucestershireccg.nhs.uk/wp-content/uploads/2017/01/I-Gloucestershire-Self-Careand-Prevention-Plan.pdf
http://www.gloucestershireccg.nhs.uk/wp-content/uploads/2017/01/I-Gloucestershire-Self-Careand-Prevention-Plan.pdf
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Summary of actions for ‘Reducing workload’:

We will:

 z Evaluate the impact of care navigation and clinical correspondence training over late 
2016/17 and through 2017/18 and create case studies of best practice;  

 z Utilise the learning from care navigation and clinical correspondence to implement best 
practice across the county by 2020/21 so that it is embedded in all practices, with our 
Gloucestershire share of this funding fully utilised for this purpose;

 z Continue to support primary care at scale initiatives, both through funding 
opportunities, such as general practice resilience, or through management capacity.  
These could be formal or informal structures, based upon the choice of the individual 
practices; 

 z Implement technical solutions, such as online consultations, in such a way that reduces 
workload on practice teams;

 z Work with STP partners in delivering our commitments set out within Gloucestershire’s 
Prevention and Self Care Plan;

 z Reduce workload and bureaucracy wherever we can as a ‘delegated’ primary care 
commissioner;

 z Work with GHNHSFT (and other secondary care providers as necessary) to ensure 
the interface between primary care and secondary care is effective and delivers best 
and safest patient care through the hospital undertaking the follow-up care and 
administration for patients as described.

Reducing 
Workload

Commitment 3: Introducing new roles

As demonstrated earlier in the report, we face a huge recruitment challenge for traditional general practice 
roles if we do nothing. While this is a pan-county issue, we have pockets of deprived areas in the county 
that particularly struggle to recruit, especially in Gloucester City and Forest of Dean localities.

There is increasing evidence of the efficacy of expansion of primary care teams beyond these traditional roles 
(BMA, 2015; Baird et al., 2016; Clay & Stern, 2015), along with commitments made regarding mental health 
workers, pharmacists and physician associates within the GPFV. This is an area we are already exploring and 
supporting, but we plan to do much more over the next four years, working with STP partners.

We continue to work with colleagues at GHNHSFT and have facilitated meetings between our GP Locality 
Chairs and GP Provider Leads and senior consultants and management at GHNHSFT. We will foster this 
relationship further, ensuring these contractual requirements are undertaken.
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As detailed earlier in this Strategy, we increased transformation funding to £1.89/head of patient (registered 
patients as at April 16/17) and made it recurrent, based on practices working together to design innovative, 
transformational ways of sustainable working. This has supported the following new roles in primary care 
through practices working at scale:

zz c.20 (c.12 WTE) clinical pharmacists;

zz Three WTE community matrons/frailty nurses;

zz An urgent visiting service staffed by paramedics, working with SWAST as a delivery partner; 

zz A Repeat Prescribing Hub staffed outside of the practices for one cluster, reducing workload and pressure 
on GP practices and their admin staff.

Our CCG Medicines Management Team has also supported practices to secure additional clinical 
pharmacists through successive waves of the national clinical pharmacist scheme and we have supported the 
development of a pipeline of new pharmacists through funding of practices to support their training. This, 
along with some additional temporary pharmacist support for practices, has further expanded the number 
of clinical pharmacists to – at the time of writing – 45 pharmacists, c.27 WTE.

Thus far much of the scheme feedback has been light and qualitative; now our priority is to undertake an in-
depth evaluation of all schemes during late 2017/18. This evaluation will enable us to share best practice and 
to support adaption of schemes and roles, where necessary, for best utility.

We have also been trialling in our place-based pilots, in Gloucester City and Stroud & Berkeley Vale, mental 
health practitioners and community dementia nurses from 2gether Trust working in general practice as part 
of the practice team. We will continue to work with the 2gether Trust in these pilots and evaluate them 
for rollout over the coming years. The GPFV commits to national growth of 3,000 full-time mental health 
therapists, representing a full time therapist for every 2-3 typical sized GP practices. Our approximate share 
in Gloucestershire of this figure would be 30 WTE and we will therefore target this number as a minimum by 
2020/21.

Our next major implementation of new roles will be through Improved Access across our clusters. This 
project is within the GPFV, providing patient access to evening and weekend appointments in primary 
care. Unlike many other CCGs, and in accordance with our Primary Care Strategy, we have committed this 
funding to cluster delivery of care as we believe place-based access schemes, designed around our patient 
populations, will provide the best possible care solutions.

Our clusters are responding with new models of care and new roles within those models. This has included 
specialist portfolio paramedics, advanced physiotherapists, mental health workers and clinical pharmacists. 
Working with our STP providers in these pilot cluster based roles will allow for general practice to better 
meet patient needs at a primary care level and also allows for a greater use and application of specialist skills 
of highly trained practitioners to improve patient care.

While practices could independently employ to these roles, sharing staff becomes more difficult. New roles 
could destabilise other local providers through migration to primary care that undermines the staffing of 
core services. The staff could become isolated as individual specialist practitioners and governance of the 
roles is less well defined. Early information from the recruitment and selection processes of these shared 
employment model roles has made us aware of the workforce impact across the healthcare system, however 
has also highlighted the opportunity to develop attractive career pathways in the Gloucestershire STP area 
which span over both community, acute and primary care.
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We therefore commit to working with STP partners to realise these new roles in primary care, in a way 
that is planned, safe, with good governance and without destabilising any part of the local health and care 
system. We will work with our STP partners to trial these roles over the coming 12 – 18 months and evaluate 
them in order to understand the value they add in primary care for rollout across the term of this Strategy. 
We believe (and emerging evidence from Vanguard sites and Primary Care Homes would suggest) that this 
will offer greater opportunities for staff within our STP, create closer working relationships and deliver more 
integrated care for our patients centred around their practice.

In addition, we will also look at the role of physician associates. In 2017 one cluster commenced student 
placements for physician associates from the University of Worcestershire, discussions are ongoing around 
primary care post-graduate student placements from the University of West England to start in 2018. We 
will look to evaluate these roles, combined with other national evidence, and then determine how we could 
implement them across Gloucestershire, exploiting the national opportunities under the GPFV commitment 
to make the rollout of this new role a success locally. This learning will also allow us to be prepared for 
any proposed higher apprenticeship framework for physician associates, which is likely to be attractive as a 
career choice due to proposed bursaries towards tuition fee payments.

We will seek to stimulate the workforce market in Gloucestershire through increased placement capacity 
and quality for training for these new roles and promote the multi-professional nature of primary care we 
are developing locally. This should lead to a breeding ground of opportunity, learning and development for 
enriching career choices. Placements will be earlier in their training too, so that exposure to primary care can 
be increased and improved to help it become a more frequently selected career choice. The GPFV commits 
to an additional 5,000 new roles working in general practice, 3,000 of which are mental health therapists, 
the remainder split across these new roles. As a minimum, considering the work already commenced 
in Gloucestershire described above, we will target recruitment of 30 WTE additional roles for physician 
associates, specialist paramedics and advanced physiotherapists.

All new ways of working roles are based on national guidance and competency frameworks for working 
in primary care according to the speciality. An example of this is the development of physiotherapist 
roles which takes into consideration the Chartered Society of Physiotherapists and RCGP guidance for 
scoping, implementation and successful measurement and evaluation of roles. Education leads from across 
Gloucestershire’s STP providers are currently developing a consistent competency framework which outlines 
the banding of specialist colleagues based in the health and care system, in line with national professional 
guidance. Once complete, this guidance will be applicable to specialist roles across primary care and will 
inform relevant workforce mapping and analysis in relation to specialist skills required at practice, cluster and 
locality level according to the patient and community based needs.

Gloucestershire CCG is aware of a number of developing GP tools in the national arena which can be used 
to support workforce analysis and planning, these include: the ‘WRaPT tool’, ‘Apex,’ ‘Insight’, HEE tools 
and a Demand and Supply Tool that is being developed by NHSE. In additional to information supplied by 
practices to the Primary Care Web Tool (PCWT), as described earlier, the Localities and Primary Care team 
collect information of workforce gaps which assists in both short term and long-term recruitment issues, 
and is able to provide some successful interventions through programmes such as the Newly Qualified GP 
programmes and the GP Portfolio scheme.
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Finally, while we are able to strategically plan, develop, implement and evaluate new roles working in a 
primary care setting, our member practices are autonomous and innovative, consequently they also look at 
new skill mixes independently. Already a minority of practices have employed pharmacists, physiotherapists 
and paramedics as part of their skill mix. We do not wish to dampen enthusiasm or innovation, but instead 
will be clear on how we can support practices to do this as part of a collective approach across the STP in 
future, so that they are better supported as a practice and initiatives are managed with partners to avoid 
destabilisation of other services. This will also ensure that specialised clinicians are not isolated in a practice 
but part of a wider peer support network.

Summary of actions for ‘Introducing new roles’: 

We will:

 z Undertake in-depth evaluation for efficacy of the following new roles recently 
introduced in order to inform sharing of best practice and further adoption across the 
county:

 { Clinical pharmacists

 { Community matrons

 { Paramedics

 { Shared administration for repeat prescribing

 z Work with STP partners in planning, developing, recruiting, implementing and 
evaluating the following new roles from late 2017/18 and through 2018/19: 

 { Specialist paramedics

 { Advanced physiotherapists

 { Mental health workers 

 z Evaluate the efficacy of physician associates from emerging local and national evidence 
and act accordingly in determining rollout;

 z Increase placement capacity for these new roles in Gloucestershire;

 z Support practices and clusters in employing new skill mix, with evidence, best practice 
and peer support networking across the STP.

Introducing 
new roles
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Commitment 4: Attracting talent to traditional roles

As detailed within Part 1 of this Strategy, we not only have population growth with an increasingly elderly 
population that need more GP and nurse appointments, but we also have an ageing workforce, particularly 
nurses. Therefore, while we will undertake commitments 2 and 3 that will diversify the workforce, support 
patients to self-care and utilise technology to its best, we will still need to attract talent to our traditional 
GP and nurse roles. Furthermore, we recognise that targeting of our resources is especially important as we 
must support those areas within Gloucestershire that find it more difficult to recruit to these clinical roles.

GP recruitment

Be a GP in Gloucestershire

As described in Part 1, we ran a campaign with the 
BMJ called ‘Be a GP in Gloucestershire’, with print, 
online and social media content. We also funded 
specific advertisements for practice vacancies to 
support their GP recruitment campaigns. Given the 
positive feedback from practices about the BMJ 
campaign, we commit to working with the BMJ to 
maintain a microsite presence and update it to include 
further ‘marketing’ information about why working 
in Gloucestershire is so attractive, including local 
amenities, schools and our progressive Primary Care Strategy inclusive of our estates programme and this 
Workforce Strategy.

Newly qualified GP scheme

Also described earlier is the work we have been undertaking with the Gloucestershire GP Education Team, 
the CEPN and with newly qualified GPs who have undertaken their final training in Gloucestershire. This has 
included how we have been able to retain them within the county and provide support for them to continue 
their professional development in specialist areas enabling them to become future system leaders. This 
scheme is something we will continue to support with the 2018 placements process to start in January 2018. 
We will evaluate the success of the 2017 scheme in the meantime and, utilising feedback from the 2017 
cohort, improve the offering to our 2018 cohort.

Given the difficulties outlined earlier specifying recruitment to the inner-city area of Gloucester, along 
with the health inequalities within other deprived communities in Gloucestershire, we will also look to 
develop a ‘Health Inequalities Fellowship’ with our CEPN, STP partners and HEE SW. The ‘Health Inequalities 
Fellowship’ combines clinical experience in primary care with formal education in public health and informal 
interaction with local services that support the developing health and social care needs of the cluster 
population.

International Recruitment

NHS England has announced a target of recruiting 2,000 overseas doctors by 2020 through an International 
GP Recruitment (IGPR) Programme. CCGs are invited to submit applications to join the programme, at least 
at a STP footprint level if not larger, detailing the GP numbers they are looking to recruit, practices interested 
in being part of the programme and how they will integrate them into their practice.

To support the attraction of talent we are committing to within this Strategy, we have developed and submitted 
a bid to NHS England at the end of November 2017. We have identified interested practices and will work with 
Bath, Swindon and Wiltshire in developing a joint bid.
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If successful, we will work with the LMC, local GP leaders, Health Education England and our local NHS England 
team in designing and implementing the local support package for overseas recruits, given the estimated 
timeline from recruitment to working in the UK is approximately an 18 month period.

GP retention and GP portfolio schemes

In addition to recruiting talent, we also recognise the opportunity to retain those in general practice who 
would otherwise leave, or those who are nearing retirement and are interested in more portfolio careers. As 
mentioned in Part 1, these are schemes we have supported over the last 12 months and we will continue 
to offer and support these schemes, working with Health Education England, the LMC and our member 
practices.

In terms of providing ongoing support that retains GPs in post, we already provide useful and supportive 
interventions to GP appraisers and are aware that a number of recommendations for the GP retention scheme 
have resulted from GP appraisals. We will continue to support our appraisers and promote this scheme and 
other relevant interventions.

We will also aim to better understand the current take up of the Induction and Refresher (I&R) scheme which 
is available to GPs re-entering the profession or returning to the UK after a period of time abroad. Dedicated 
regional HEE colleagues currently supporting the I&R scheme have good relationships with Gloucestershire 
CCG, however measuring the impact of this scheme will allow for better implementation and promotion.

Nurse recruitment

The Gloucestershire CCG Nursing Strategic Framework 
(2017) specifically sets out (p 8-11; p20-23) how we 
will support the recruitment, retention and return of 
our General Practice Nurse (GPN) workforce. What 
follows is, therefore, a succinct summary of the 
actions detailed for the CCG within that strategy:

zz Raise the profile of the GPN role across the STP 
and with local Higher Education Institutions 
(HEIs). We are working with the University of 
Gloucestershire to include more primary care 
elements within core training;

zz Increase the number and quality of 
placements and nurse mentors;

zz Support leadership development for 
those GPNs leading teams;

zz Support revalidation;

zz Develop and promote local 
implementation of the GPN career 
framework (see diagram, right (HEE, 
2015)) and clinical academic careers 
to support recruitment, retention, 
development and supply of our 
future workforce;

Advanced 
Community Nurse 
Practitioner 
Level 8

Registered with the Nursing and Midwifery Council. 
Postgraduate diploma meeting ANP requirements 
and to include level 8 high intensity interventions 
(see NICE guidelines for descriptors of behaviour 
change interventions). Masters degree.

Independent and supplementary prescribing – V300.

NMC Mentorship or practice educator qualification.

Minimum professional and educational 
requirements for the role

Registered with the Nursing and Midwifery Council. 

First degree and working towards postgraduate level 
qualification. NMC Mentorship qualification Independent 
and Supplementary prescribing – V300.

NMC Mentorship qualification.

General Practice 
Nurse
Level 6

Registered on Part 1 of the Nursing and Midwifery Council 
register.

Degree level qualification/equivalent experience. NMC 
Specialist Community Practitioner Qualification – Practice 
Nurse/relevant experience. NMC Mentorship qualification.

Assistant 
Practitioner
Level 4

Higher Care Certificate (currently under development).

Hold or working towards Foundation degree at level 5.

Health Care 
Assistant
Level 3

Care Certificate (highly recommended) to include, or have as an addition, 
training for working alone in community settings and specific skills needed 
for the role Level 2 brief intervention training (see NICE guidelines ), Level 3 
apprenticeship or QCF level 3 diploma in clinical healthcare support or the 
equivalent, Maths and English functional skills qualification. 

Health Care  
Assistant
Level 2

Care Certificate (highly recommended) to include, or have as an addition, 
training for working alone in community settings and specific skills needed for 
the role . Hold or working towards Level 2 QCF Diploma in Clinical Healthcare 
Support or equivalent. Maths and English functional skills qualification – some 
of the requirement may change when new NOS are published.

Pre-employment
Level 1

Examples: work experience, traineeship, pre-employment programme, cadetship.

General Practice
Nurse
Level 5

Registered on Part 1 of the Nursing and Midwifery Council 
register. 

Senior General 
Practice Nurse 
Level 7
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Summary of actions for ‘attracting talent to  
traditional roles’: 

We will: 

 z Further invest in recruitment support for our member practices, utilising the success of 
the BMJ campaign so far to enhance the microsite offering;

 z Progress a 2018 Newly Qualified GP Scheme based on our evaluation of the success of 
the 2017 cohort and continue to enhance this offering year-on-year;

 z Develop a specific health inequalities fellowship;

 z Submit an International Recruitment bid to NHS England and create a supportive 
environment for new recruits through this bid over the forthcoming 12 – 18 months in 
readiness for welcoming GPs to their host practices and have this process honed and 
repeatable over the course of this Strategy;

 z Continue to support our GP retention and portfolio schemes, matching candidates to 
host practices;

 z Implement the commitments made within our Nursing Strategic Framework for 
recruitment of GPNs.

Attracting 
talent to 

traditional 
roles

zz Promote Health Care Assistant (HCA) roles in general practice and encourage use of the HCA apprentice 
scheme;

zz Promote and support the emerging role of the Nursing Associate in General Practice, including the nurse 
associate apprenticeship scheme;

zz Work with HEIs to offer a specific ‘return to practice’ programme for general practice.

We will also continue to encourage practices to align GPN terms and conditions and utilisation of Agenda for 
Change.
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Commitment 5: Developing the team

As well as the recruitment of new and traditional roles to primary care, and reducing clinical workload, we 
will be unable to retain staff in post, or hope to continue to improve the service for patients, if we do not 
invest in the development of our whole, extended primary care team.

Time for Care Programme – Individuals

In January 2017, we submitted a successful application to NHS England for their Time for Care Programme. 
This gave us access to Development Advisers from the NHS Sustainable Improvement Team. With their 
support we promoted the national General Practice Improvement Leaders course and, given that spaces 
were extremely limited, also offered a local General Practice Improvement Leaders programme focused on 
the fundamentals of improvement. Run over two days and for two cohorts, we opened the programme 
to all members of practices who were involved in leading change. This was extremely well received with 
c.50 senior receptionists, administrators, practice managers and GPs trained in the use of these quality 
improvement tools, based on the same methodology as the Quality, Service Improvement and Redesign 
(QSIR) training across our STP.

We will ensure that this learning is spread through sharing material from the training and facilitating local 
improvement events through members of the team who attended. Furthermore, if there is interest in further 
training events, we will work with NHS England to organise another cohort.

Time for Care Programme – Practices

In May 2017, we submitted an expression of interest for the Productive General Practice Programme ‘Quick-
Start’ to NHS England. This programme of support offers the implementation, over a three month period, of 
a choice of two modules from:

zz Frequent attenders – sets up a focused, speedy, regular review of high attenders. Leads to different 
approaches for the individual patient and also for the practice in general.

zz Appropriate appointments – explores what opportunities there are to ensure the patient sees the right 
person, first time. Links to the national ‘Avoidable Appointments’ audit tool.

zz Common approach – expose unhelpful variation in approach that causes extra effort. Helps develop a 
common approach to service delivery.

zz Team planning – high-level assessment of peaks and troughs in practice capacity and in activity. The 
practice looks at the profile of holidays, training and external meetings to reduce stress on the practice at 
peak times.

zz Well organised practice – saving time by creating a more efficient working environment. A place for 
everything and everything in its place.

zz Efficient processes – redesigning everyday processes such as repeat prescriptions that regularly cause 
staff frustration.

zz Clear job standards – using visual management techniques to ensure regular activities are completed on 
time, every time. Identify team training needs.
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zz Emails, meetings and interruptions – reviews how effectively the practice communicates. How 
effective are meetings and emails? How often interruptions occur by people and tasks. Why am I 
interrupted so often by people and tasks?

With our expression of interest accepted, we were subsequently invited to produce a Delivery Plan 
to demonstrate how we would support and implement the programme and how it connected with 
our strategy. This was well received and we were fortunate to negotiate a place for every practice in 
Gloucestershire that wished to be part of the programme, by securing the funding for 35 places. This ran 
from September – December 2017. 

Feedback from the programme has been extremely positive. The CCG hosted ‘Celebration Events’ for each 
of the three cohorts, following the six practice visits. These events were an opportunity to share success 
stories and network with colleagues.

Each practice had completed a poster (see below) to support them in discussing their outcomes and 
achievements from the programme. 
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Once again, we commit to spread the learning through case studies and presentations from those who were 
part of the programme and to analyse and evaluate whether this is a programme worthy of CCG investment 
in future years. At the time of writing, we are currently working with the NHS England Sustainability and 
Improvement Team to secure additional coaching sessions from the national programme for Gloucestershire.

Time for Care Programme – Clusters

Having supported individuals and practices with quality improvement development, we want to extend this 
to align with our Primary Care Strategy and commence development across whole clusters.

We therefore commit to rolling out a ‘Releasing Time for Care Collaborative’ for our 16 clusters through the 
duration of 2018, focusing on the 10 High Impact Actions from NHS England described in Part 1. We will do 
this with the support of the NHS England Sustainable Improvement Team Development Advisers and design 
the programme with our GP Provider Leaders.

Nurses

As detailed within our Nursing Strategic Framework, we need to continue the development we have 
commenced already (for example, funding nine nurses to undertake advanced nurse practitioner training 
courses for those who were keen to progress with this five year part-time course) for our GPNs and extend 
this further. For example, the Framework sets out our commitment to:

zz Supporting new HCAs to complete the Care Certificate in General Practice;

zz Create a standardised, high quality, induction programme for nurses and HCAs;

zz Promote the access to accredited training for GPNs to ensure they are well equipped for their roles;

zz Promote and encourage nursing staff to attend the Making Every Contact Count (MECC) training to 
develop self-management skills for use with their patients.

Locum GPs

Having held an inaugural Locum GP event in October 2017, including safeguarding, basic life support and 
‘Prevent’ training followed by an afternoon of local pathways for planned and urgent care, prescribing and 
IT, the event proved popular with over 70 locum GPs who attended.

We therefore commit to holding such events annually for our community of locum GPs and to ensure 
they are included in communications and planning going forwards so they feel part of a wider primary 
care community in Gloucestershire. We will also work with the LMC to support those GP locums who are 
interested in more permanent or substantive roles, but have struggled to find suitable employment due to 
other commitments, to be matched to practices that are willing to offer such flexibility.

Practice Managers

While practice managers have been able to access some of the training already described, they are an 
extremely important member of the general practice team, holding together the whole gamut of duties 
involved in running an independent business that is undergoing both rapid changes and considerable growth 
in activity. We have therefore invested in a practice manager mentorship programme, for those new in post 
and experienced managers requiring additional help and support.

We recognise that further investment in practice manager development is necessary, given the increasing 
complexity and level of change within general practice now, and over the timeframe of this Strategy. We 
understand that national funding may become available for this purpose and we therefore commit to fully 



43

investing this in the development of our practice managers, working with our local NHS England team and 
the LMC to design a programme of support that aligns with this Strategy, our Primary Care Strategy and the 
STP.

Further GPFV Learning, Networking and Planning Events

In January 2017 we held a GPFV launch event, attracting over 200 GPs and practice managers. Hosted by 
Dr Robert Varnam, Head of General Practice Development at NHS England, this was a learning event on the 
key aspects of the GPFV and supporting practices to plan how they would implement initiatives within their 
clusters while networking across the county. The event was extremely well received.

We therefore commit to hosting another event during 2018, and annually over the course of this Strategy, to 
maintain learning, networking and planning events in relation to the GPFV and workforce development.

We are also promoting other national opportunities, such as the NHS England fully funded one-to-one 
tailored coaching sessions under the GPFV.

Summary of actions for ‘Developing the team:

We will: 

 z Ensure that the learning from the General Practice Improvement Leaders events are 
spread through sharing training material and facilitating local improvement events 
and, if interest in further training events, we will work with NHS England to offer this;

 z Ensure the spread of learning and innovation from the Productive General Practice 
Programme through case studies and consider future investment in this scheme subject 
to evaluation;

 z Run a ‘Releasing Time for Care Collaborative’ for our 16 clusters through the duration 
of 2018, focusing on the 10 High Impact Actions;

 z Implement the commitments made within our Nursing Strategic Framework for training 
and development of GPNs and HCAs;

 z Hold further annual development events for GP locums and ensure they are included in 
communications and planning;

 z Plan a programme of development with, and for, our practice managers, working with 
the LMC;

 z Hold annual GPFV learning, networking and planning events, tailoring content for 
development needs of the general practice team.

Developing 
the team
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Implementation of this Strategy

It is often said that if general practice fails, the NHS 
fails; and with the majority of patient contacts being 
with primary care, it is easy to see why. As an STP, 
we need our whole system to be working at its 
most effective and efficient, that is why we take 
implementation of this Strategy seriously.

While general practice is based on an independent 
business model, it is not the view of GCCG or the 
Gloucestershire STP that implementation of the 
Strategy should fall to them. Instead, the CCG will 
be working with general practice to mplement the 
commitments as set out below..

General 
Practice 

Workforce

Understanding 
demand and 
capacity in 

primary care

Developing 
the team

Attracting 
talent to 

traditional 
roles

Introducing 
new roles

Reducing 
Workload

Commitment 1: Understanding demand and capacity

We will work with the LMC and NHS England in implementing this commitment, while also liaising with HEE 
on best practice from elsewhere in the country. We have also contacted the NHS Benchmarking Network 
who are about to commence a primary care benchmarking project to provide them with our requirements 
for a future workforce and activity study and they will build this into their project.

The CCG Finance and Information Team are committed to supporting this work from a technical and 
analytical perspective, and have already provided some of the Gloucestershire workforce analysis within this 
Strategy.

This commitment will require some up-front investment of time and resource from the CCG and stakeholders 
in 2018, led by the CCG, with the ambition of automating workforce analysis and activity to analyse the 
efficacy of this Strategy through to 2021. In addition, the CCG will continually monitor and – if and when 
necessary – adapt planning assumptions and revise plans accordingly.

Commitment 2: Reducing workload 

Led by the CCG’s GPFV Project Manager and Head of Primary Care and Localities, with support from 
Gloucestershire County Council’s Public Health team and the CCG Finance and Information Team, we will 
design a programme of evaluation and case study design of workload initiatives relating to care navigation 
and clinical correspondence.

The GPFV Project Team, chaired by the RCGP GP Ambassador for Gloucestershire and with LMC, CCG, 
NHS England and HEE membership, will continue to support primary care at scale initiatives and direct the 
funding related to such schemes to where it is most needed.

Online consultations development will be achieved within the guidelines set out by NHS England and as 
best fits our STP. We will establish a working group reporting into the Urgent Care Digital Group and also 
the wider Urgent Care One Place Business Case within the STP. The scheme will align with plans for NHS111 
online to ensure patients can receive the advice they need, 24/7, thereby reducing demand on primary care 
and the overall Gloucestershire health provider community.
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The CCG Locality Development and Primary Care Directorate will work with the Planned Care and Contracts 
teams in ensuring contractual monitoring and adherence to the new measures in the NHS Standard Contract 
relating to the interface with primary care. In addition, the team will work with the senior management and 
clinical teams of our STP partners and the senior GPs in county (Locality Chairs and GP Provider Leaders) to 
continue to build relationships and maintain communications through regular meetings.

Commitments 3 and 4: Introducing new roles and attracting talent to  
traditional roles

A Community Education Provider Network (CEPN) is an innovative approach to supporting NHSE and HEE 
in workforce planning and development towards achievement of the Five Year Forward View, while also 
enabling local primary care strategic workforce plans to be met. Core functions of a CEPN therefore are:

zz Support for workforce planning and development to respond to local needs and enable the redesign of 
services within primary care and the community to better support general practice;

zz Improve education capability and capacity in primary and community settings through the development 
of multi-professional educators and the creation of additional learner placements;

zz Improve education quality and governance and act as a local coordinator of education and training for 
primary and community care to support general practice;

zz Networking providers within an STP and sharing best practice.

CEPNs are commissioned by HEE through NHSE funding. Regionally, the West of England Academic Health 
Science Network (WEAHSN) has been facilitating the establishment of CEPNs across the South West.

As briefly mentioned under our progress so far within Part 1, we have successfully established a Gloucestershire 
CEPN and have been allocated £134,000 to achieve a key set of metrics. Our CEPN intends to:

zz Undertake evaluation, education facilitation and capacity building for primary care across new and 
traditional roles including:

 z Clinical pharmacists

 z Physiotherapists

 z Mental health clinicians

 z Practice nurses

 z Physician associates

 z Newly qualified GP fellowship

zz Increase the number of learner placements in primary care, including undergraduate, graduate and post-
graduate training opportunities;

zz Promote Gloucestershire primary care as a career choice for students;

zz Scope the current educational offer for Gloucestershire and make recommendations on consistency and 
opportunities to share training sessions across the STP system with other providers.

In order to achieve this, we will scale up capacity of the CEPN. We have recently recruited to a Clinical 
Educational Lead role for two GP sessions per week, shared between two Gloucestershire GPs. We will 
appoint an Independent GP Chair of the CEPN, a Project Manager and an Educational Facilitator, along with 
providing additional management support from the CCG.
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The CEPN will complement and support the work already started under the Nursing Strategic Framework 
and the work of the Practice Nurse Facilitators, along with the Primary Care Education and Workforce 
Steering Group and the STP Workforce and Organisational Development Strategy Group. The expansion of 
the Primary Care workforce will best be achieved by working collaboratively with partners across our STP, 
thereby not destabilising any particular component, providing more integrated care for patients and more 
career opportunities for our staff working in the NHS in Gloucestershire. The CEPN will connect existing 
training providers across the STP footprint area through an informal network to encourage creation of 
training and development solutions to support colleagues in primary care. 

As the CEPN role matures, we envisage it will expand into encompassing more parts and functions of the 
STP. Therefore alignment with this Strategy, the Primary Care Strategy and the STP is crucial to ensure the 
CEPN succeeds.

The Gloucestershire GP Vocational Training Scheme (GPVTS) resides within the regional Severn area of HEE 
and is recognised as one of the top 5 deaneries in the UK for GP training, according to the GMC survey for 
trainee responses. The Severn is currently ranked 3rd nationally (of 13 deaneries in the GMC survey) for GP 
training posts in terms of satisfaction, with CSA & AKT exam pass rates well above national average.

The passion and commitment of GP trainers in Gloucestershire provides a strong foundation to develop 
primary care as a learning organisation. The work of the Gloucestershire CEPN, dedicated project 
management and education facilitation roles will continue to support the recommendations of the National 
Primary Care Workforce Commission to help to sustain a high quality of training in Gloucestershire General 
Practices. This will include developing close working relationships with local Higher Education Institutes and 
stakeholders across the STP on work streams such as:

zz Exploring undergraduate and postgraduate placements for exposure to primary care for developing 
the new roles already described, such as clinical pharmacists, physiotherapists, physician’s associates, 
paramedics etc. An example of this is where discussions are taking place through the HEE and the 
University of Bath to develop placements for clinical pharmacists, which will allow for students to gain 
essential primary care experience as well as support practices through quality improvement projects which 
students will undertake.

zz The development of multi-disciplinary training for new and existing roles coming into primary care, 
including consultation skills, peer group mentoring and primary care systems. An official launch event 
for the CEPN in 2018 aims to bring together a variety of health and care education providers across the 
Gloucestershire STP area to enable better connectivity and cross fertilisation of ideas, and encourage 
more multi-disciplinary working across primary and community care.

zz Liaising with the University of Bristol Centre for Academic Primary Care Teaching to understand the 
impact of the re-design of the medical curriculum (MB21), which will increase medical student placements 
to primary care starting in the year 2021. Whilst this is a positive development, there are likely to be 
challenges in relation to the tariffs linked with placements, and may depend on the existing goodwill of 
training practices.

In addition to the work streams being developed by the Gloucestershire CEPN, the CCG will continue to 
support the training in primary care through incentive schemes such as the Primary Care Offer. Throughout 
2017/18 there has been a strong focus on education and awareness of frailty, which includes establishing 
relationship with appropriate Voluntary and Community sector organisations. Examples of this include 
the ‘Frailty Networking Event’ and cluster based professional stakeholder events which have taken place 
in Gloucester City, bringing together primary care colleagues with established organisations supporting 
patients, clients and carers. Gloucestershire CCG has an established ethos of developing innovative education 
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for primary care colleagues, including Masterclasses on specialist areas linked to the clinical programmes 
approach.

Continuing the existing focus on high quality learning which exists in Gloucestershire practices, it is likely that 
hub and spoke models for training will evolve with the development of place based clusters. Understanding 
the challenges facing each cluster in relation to training and development will underpin and inform the 
future interventions delivered through this Primary Care Workforce Strategy.

Ensuring working relationships with key stakeholders such as other STP workforce and education programme 
leads, HEE and HEIs will allow for wider discussions on the financial challenges facing primary care, linked to 
tariffs to support multi-professional learning and joint working across the STP footprint.

Developing future talent for primary care is recognised as an area of opportunity in Gloucestershire, 
especially considering the potential talent pool available through local schools and education establishments. 
Most practices offer work experience opportunities and we actively promote nationally developed toolkits 
on work experience to encourage practices to provide a positive learning opportunity, sowing the seeds 
for future generations and their interest in general practice careers. We are aware that some practices in 
Gloucestershire have actively taken on apprenticeships in areas such as business admin, we will explore the 
impact of these roles to understand how they can be developed further for wider implementation in general 
practice. Additional exploration is needed around the financial challenge and impact of the apprenticeships 
levy for smaller independent health and care providers such as general practice. 

Gloucestershire CCG is committed to working with HEIs to explore the establishment of Higher Advanced 
apprenticeship roles which can support the development of specialist roles in primary care such as nursing 
associates and physicians associates. We will also to continue discussions with STP partners on encouraging 
the promotion of careers in general practice to local schools and educational establishments.

Commitment 5: Developing the Team

This commitment will be led by the CCG’s GPFV Project Manager and Head of Primary Care and Localities, 
working with NHS England’s Sustainable Improvement Team and delivery partners, such as Qualitas who are 
implementing the Productive General Practice Programme for us in Gloucestershire.

We will also work with GDoc, the LMC, our local NHS England Team and the wider GPFV Project Team in 
designing future training, development and specific events, such as GPFV and Locum GP learning days.
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Oversight and Governance of this Strategy

This Strategy forms part of our wider Primary Care Strategy and therefore comes within the same formal 
oversight and governance arrangements described within that document.

This Strategy will be presented to the Primary Care Operational Group in the first instance as the oversight 
group for the Primary Care Education & Workforce Steering Group. They will help inform the product 
through its development before it is presented to the Primary Care Commissioning Committee (PCCC). The 
PCCC will then review and provide feedback on the Strategy prior to recommending it for approval to the 
CCG Governing Body.

Once approved, operational delivery will be through the Primary Care Education and Workforce Steering 
Group with regular progress reported through the Primary Care Operational Group and frequent oversight 
by the PCCC.

As the Primary Care Strategy is a key enabler of the STP, progress against this Primary Care Workforce 
Strategy will also be reported to the STP Workforce and Organisational Development Strategy Group and the 
STP Delivery Board.

The Local Medical Committee (LMC), who has supported the development of this Strategy, will be kept 
informed of progress and we will continue to work with them as a partner through implementation.

Anticipated Impact

The seminal report by the NHS Alliance and the Primary Care Foundation, 
‘Making Time in General Practice’ (Clay & Stern, 2015), laid the foundations for 
the General Practice Forward View. The study of over 5,000 appointments 
across 56 GP practices concluded that, if a range of measures were 
undertaken, 27% of appointments were potentially avoidable for GPs, if 
other – more appropriate – support mechanisms were in place for patients. 
While some of these were not attributable to categories (e.g. ‘other’ and 
‘no response from the service’) that we could consider, many were, giving 
an aggregated total of 22.5% we could actively target and which were 
considered in the development of this Strategy.

These, summarised and aggregated, measures included:

Recommended measures Reduction in GP appointments
New / upskilled roles in primary care 6.5%

Promoting self-care / e-consultations 5.5%

Care navigation and social prescribing 4.5%

Preventing hospital generated workload 4%

More efficient normal test result provision 1%

Clear care management plans in place 1%

1

MAKING TIME IN 
GENERAL PRACTICE

Freeing GP capacity by reducing bureaucracy and 

avoidable consultations, managing the interface with 

hospitals and exploring new ways of working

October 2015Prepared by Henry Clay & Rick Stern 

Editorial support from Daloni Carlisle

FULL REPORT
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We established in Part 1 that, by 2020/21, given the impact of population growth by age band and 
increasing numbers of appointments – before known retirements were considered and the impact of 7 day 
services – we would need an additional 60 WTE GPs in Gloucestershire. At the current WTE to headcount 
ratio, would equate to 76 additional GPs if we ‘do nothing’.

Utilising the assumptions from the ‘Making Time in General Practice’ study, through execution of this 
Strategy across all our practices by 2020/21, we should be able to negate some of this increase as follows:

If Gloucestershire applies:
WTE GPs 
2020/21

Variance to 
2017/18

HC GPs 
2020/21

Variance to 
2017/18

0% of interventions in all practices 400 61 512 78

25% of interventions in all practices 377 38 483 49

50% of interventions in all practices 355 16 454 20

75% of interventions in all practices 332 -7 426 -8

100% of interventions in all practices 310 -29 397 -37

These assumptions suggest that we could absorb the GP increases required for growing patient numbers and 
activity, including the 24 WTE known retirements and increases required for 7 day working, if we executed 
everything perfectly across the whole county, with new skill mix brought in, workload reduced and our workforce 
developed. In addition, we are working on GP retention initiatives that will further complement this work.

We are, however, realistic that some interventions will work really well for some patients, in some practices, 
but not for all patients, in all practices. Additionally, integrating a new skill mix into general practice, while 
finding the right balance of portfolio working for some roles within the STP – such as paramedics – will take 
time.

We are, therefore, aiming at a rate of 50% of all interventions being successfully implemented across all 
practices, as a pragmatic planning assumption.

With regards to nurses, utilising the above assumptions once again:

If Gloucestershire applies:
WTE GPs 
2020/21

Variance to 
2017/18

HC GPs 
2020/21

Variance to 
2017/18

0% of interventions in all practices 194 15 303 23

25% of interventions in all practices 183 4 286 6

50% of interventions in all practices 172 -7 269 -11

75% of interventions in all practices 161 -18 252 -28

100% of interventions in all practices 150 -29 235 -45

If we once again consider 50% as a planning assumption, with these interventions more likely to reduce 
GP workload more than nurses but with the actions outlined in Nursing Framework also supporting the 
recruitment and retention of practice nurses, then the requirements for staff across both traditional roles will 
change as follows:
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Demand WTE GPs Headcount GPs WTE Nurses Headcount Nurses

Population and activity growth 61 78 15 23

LESS: impact of interventions -45 -58 -22 -34

PLUS: Improved Access impact 13 17 - -

Indicative change 29 37 -7 -11

PLUS: recruitment for potential 
retirements 11 14 65 104

Total indicative recruitment 
required 40 (12%) 51 (12%) 58 (31%) 93 (31%)

Clearly, given the lack of local activity data and assumptions utilised and explained earlier, these figures can 
only be indicative. However, they provide a basis on which to build a plan and trajectory to measure with the 
informatics available as a result of the work we will undertake within Commitment 1. 

Testing these assumptions, the GPFV committed nationally to an increase of 5,000 GPs, representing 
an increase of c.12%. This is in accordance with our findings and minimum commitments and therefore 
provides a sound basis on which to plan our GP workforce need.
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Conclusion

The workforce challenges facing the whole NHS, and especially primary care, are well documented and 
frequently in the headlines. This Strategy sets out what we are going to do in Gloucestershire to address this 
and the means by which we will do so.

We have already made an encouraging start; the shoots of recovery are beginning to appear. Before we 
wrote the Primary Care Strategy and embarked upon the work leading to the progress made so far, we had 
many practices in crisis, struggling to recruit and working ever longer hours. However, this has not been 
eradicated and the ageing nature of our workforce and the growing, and increasingly elderly, population will 
place ever greater demands on our practices. There is much more to do and we must not stop now.

We envisage that, in summary, by undertaking the five commitments set out within this Strategy to deliver 
by 2020/21, we will: 

zz Recruit an additional c.40 WTE GPs and c.60 WTE nurses to account for growing demand and likely 
retirements, a figure substantially reduced from that which would have otherwise been required by the 
other actions within this strategy including reducing workload, increasing new roles and retaining those 
GPs and nurses who may otherwise have left their careers through improving their working lives and 
environments;

zz Continue to increase the number of clinical pharmacists working in general practice to c.45 WTE;

zz Introduce c.30 WTE mental health workers working in general practice through joint working with the 
2gether Trust;

zz Working with our STP partners, recruit c.30 WTE other workforce roles in general practice, inclusive of 
physician associates, paramedics and physiotherapists;

zz Ensure care navigation training has been undertaken and is working successfully in every practice with 
a patient-facing directory of services in place to support patients being directed to the most appropriate 
service for their need;

zz Ensure clinical correspondence training has been undertaken and is working successfully in every practice, 
reducing letters seen by GPs by 80-90%;

zz Have developed an online consultation offering for 100% of our registered patients that is integrated 
with NHS111 online;

zz Have access to contemporaneous primary care activity and 
workforce figures for evaluation, analysis and future planning 
and to have a better understanding of patient flow across the 
whole STP.

Through production of this Strategy, we are 
demonstrating to our member practices and 
our STP partners our vision for a primary care 
workforce of the future. We will seek every 
opportunity we can to leverage the benefits 
of national programmes, our CEPN, and foster 
relationships across the STP, LMC, and with HEE and 
GDoc, in seeking to deliver all the elements of this 
Strategy to create a primary care sevice that benefits the 
whole of our STP, but most importantly, our patients. 

General 
Practice 

Workforce

Understanding 
demand and 
capacity in 

primary care

Developing 
the team

Attracting 
talent to 

traditional 
roles

Introducing 
new roles

Reducing 
Workload
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We will aim to stretch these ambitions too, to move towards the BMA aspirations of an even higher quality 
service where GPs see fewer patients in a session than the current ratio.

On publication of this Strategy, we will develop detailed action plans and key performance indicators based 
on the five commitments, as we seek to create the exciting, rewarding, caring place to work that our primary 
care teams need and deserve in order to deliver the very best patient care they were trained to provide.
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Glossary

Listed below are some of the commonly used abbreviations used within this document, which are stated 
here in full for ease.

Term Description

CCG Clinical Commissioning Group

CEPN Community Education Provider Network

Delegated 
Commissioning

The term used for when CCGs have taken over responsibility from NHS England for 
commissioning primary care services to provide 

FYFV Five Year Forward View

GCCG Gloucestershire Clinical Commissioning Group

GCS Gloucestershire Care Services

GDoc Gloucestershire Doctors – an organisational of which Gloucestershire practices are 
shareholders delivering extended primary care services across the county

GHNHSFT Gloucestershire Hospitals NHS Foundation Trust

GPFV General Practice Forward View

HEE Health Education England

STP Sustainability and Transformation Plan / Sustainability and Transformation Partnership

WHO World Health Organisation 

WTE Whole Time Equivalent  
(i.e. equivalent hours to full time, calculated as 37.5 hours a week)

Appendices

Appendix 1: Primary Care Workforce Planning Spreadsheet

Primary Care Workforce Planning Spreadsheet <insert>
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 Agenda Item 9 

Primary Care Commissioning Committee   

Thursday 25th January 2018 

Delegated Primary Care Commissioning financial report as at 
31st December 2017 

 
1 Introduction  

 
1.1 
 

This paper outlines the financial position on delegated primary care 
co-commissioning budgets at the end of December 2017. 
 

2 Financial Position 
 

2.1 The CCG has reported an under spend of £244k against delegated 
budgets at the end of December (see table below), which 
represents a deterioration from the November report (previously 
£398k under spent). 
 

2.2 The year to date underspend position has been contributed to by: 
 

 Savings from business rates which, following a national review, 

resulted in reduced bills at most practices. The in-year and 

recurrent benefit of this to the CCG has been calculated as 

£697k. 

 

 The national issue of CQRS payments of 2016/17 QOF 

achievement continues to be unresolved and most practices 

have been paid more than was expected. All practices have 

been informed that a repayment is likely although the full extent 

of the overpayment is not yet clear. An estimate of £100k has 

been forecast to be reclaimed from practices. 

 

 Enhanced Services is underspending due to lower than 

expected Minor Surgery claims, with the Learning Disability 

DES also contributing. 

 
2.3 
 

Within the year to date position, there are also some areas which 

are overspending: 
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 The GMS contracts budget was set using a demographic 

increase of 0.18% each quarter (0.72% p.a.) which was in line 

with NHSE South Central planning assumptions.  However, in 

the first half of 17/18 the weighted list size of the CCG has 

already seen growth of 0.90%, with growth in the second 

quarter more than three times that budgeted for. The annual 

growth in weighted list size, October 16 to October 17, has been 

1.8%. 

 Below are tables which highlight the growth in registered 

patients by locality and gender on a rolling year basis. 

   

 
 

 These show that proportionally North Cotswold have seen the 

greatest growth since the CCG was established, with 

Gloucester showing the greatest volume increase. Female 

numbers have grown around twice as much as male.  The 70-

74 year age band has consistently grown at a faster rate than 
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other age bands, with figures for those in their 40’s declining. 

 Other GP Services has overspent by £574k in the year to date, 

mostly due to changes in the rules around sickness and 

maternity payments, making claiming easier, and the amounts 

claimable being higher than in previous years.  

 GP Indemnity payments of £324k are payable to practices. This 

has previously been funded by NHS England and 

conversations are ongoing to establish the funding source for 

this cost as indications suggest that NHSE funding may not 

continue in 2017/18. As such this cost has now been included 

in the GMS contract forecast. 

 

2.4 
 

 Overspends in the above areas have been mitigated through 

full utilisation of the 0.5% planned contingency fund and 

headroom funding; allowing the CCG to forecast a breakeven 

position for 2017/18. These funds are anticipated to cover the 

expected overspend from sickness and maternity claims and 

the Gloucester City clinical pharmacist costs which were 

identified at during the budget round.  

 

 Also included within the forecast is potential further non-

recurrent investment on premises (such as the CCG 

underwriting some small minor improvements projects at 

specific practices) and, subject to affordability, other potential 

areas for one-off investment which are being investigated within 

the current financial year. 

 

One-off headroom has been assumed as fully committed within the 
forecast.  Current guidance from NHSE suggests that the 
remaining 0.5% may be committed as long as the following national 
conditions are met 

 the CCG has forecast to meet its 2017/18 planned surplus 

 the CCG is able to mitigate any emerging financial risk.  
 
Expenditure trends will be reviewed further over the forthcoming 
months to ensure that any unplanned cost increases can continue 
to be managed in this way.  It should be noted that no further 
recurrent commitments should be approved against headroom 
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funds. 
2.5 
 

An initial view of 2018/19 budget proposals in this area (alongside 
those assumptions for two subsequent years) has been shared 
with committee members.  These proposals include the full year 
effect of current year commitments in addition to known potential 
new costs (e.g. premises developments).  This has been compared 
with future allocations confirmed by NHSE.   
 

3 Recommendation(s) 
 

3.1 The PCCC are asked to: 

 Note the contents of the paper 
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Area

2017/18 Total 

Budget

In Month 

Budget

In Month 

Actual

In Month 

Variance

Year to Date 

Budget

Year to Date 

Actual

Year to 

Date 

Variance

Forecast 

Variance

£ £ £ £ £ £ £ £

SPEND Contract Payments - GMS 49,176,255 4,097,960 4,134,375 36,415 36,881,703 37,071,475 189,772 614,848

Contract Payments - PMS 3,597,021 299,749 415,667 115,918 2,697,745 2,825,399 127,654 33,302

Contract Payments - APMS 1,596,633 133,051 157,043 23,992 1,197,461 1,233,315 35,854 307,251

Enhanced Services 2,423,507 201,817 199,380 (2,437) 1,816,518 1,692,221 (124,297) (135,199)

Other GP Services 1,943,615 130,979 252,886 121,907 1,549,559 2,123,793 574,234 280,588

Headroom 799,680       

Contingency 399,840 33,320  (33,320) 299,880  (299,880) (399,840)

Premises 8,608,247 717,184 716,662 (522) 6,454,836 5,572,732 (882,104) (1,020,504)

Dispensing/Prescribing 3,155,446 404,063 142,271 (261,792) 2,317,940 2,382,190 64,250 299,139

QOF 8,267,756 688,910 697,151 8,241 6,200,265 6,270,507 70,242 20,415

TOTAL 79,968,000 6,707,033 6,715,435 8,401 59,415,907 59,171,633 (244,274) 0

FUNDING Allocation 79,968,000

Of which :- nationally mandated adjustments

1% headroom 799,680

0.5% contingency 399,840

 The 0.5% Contingency is to manage risks within the in-year financial position. Headroom is a reserve for non recurrent spend with 50% to

remain uncommitted and 50% available for non recurrent spend to support transformation and change. These are both now included within

Other GP Services

 Global Sum (GMS contract payments) has now been published and represents a 5.91% increase on 2016/17

 Global sum per weighted patient moved from £80.59 to £85.35 in April 2017

 Other GP Services includes:

 Legal & professional fees  Doctors retainer scheme

 Seniority  Locum/adoption/maternity/paternity payments

 Contingency & Headroom  Other general supplies & services

Gloucestershire CCG

2017/18 Delegated Primary Care Co-Commissioning budget 

December 2017
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Key Issues Failure to secure quality, safe services for the 
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Risk Issues: 
Original Risk (CxL) 
Residual Risk (CxL) 

Failure to secure quality, safe services for the 
population of Gloucestershire 

Management of 
Conflicts of Interest 

Not applicable 

Financial Impact There is no financial impact 

Legal 
(including 
Constitution) 

Issues 
NHS 

Compliance with the NHS Constitution, NHS 
Outcomes Framework and recommendations 
from NICE and CQC. 

Impact on 
Inequalities 

Health A focus on the delivery of equitable services for 
the residents of Gloucestershire and which will 
reflect the diversity of the population served. 

Impact on Equality 
and Diversity 

There are no direct health and equality 
implications contained within this report. 

Impact 
Sustainable 
Development 

on There are no direct sustainability implications 
contained within this report. 

Patient and Public 
Involvement 

This report provides information about Patient and 
Public involvement, engagement and experience 
activity. 

Recommendation The PCCC is asked to note the content of this 
report. 

Author Marion Andrews-Evans 

Designation Executive Nurse and Quality Lead 

Sponsoring Director 
(if not author) 

 

 



 

 

 

Primary Care            January 2018 

CQC 
Key Line of 
Enquiry 

 

Safety Serious Incidents & Significant Events 
Serious Incidents in GP practices are normally referred to as Significant Events. Most 
Significant Events are reviewed internally in practices, while some are also uploaded 
to the National Reporting and Learning System (NRLS) via a GP Eform.  
 
There have been no further Significant Events reported via NRLS since the last report 
in November 2017. Previous Significant Events reports have not produced any 
emerging themes.   However, GPs have reported 4 Significant Events via Quality Alert 
which are indicated in the relevant section below. 
 
Safeguarding 
There have been no new Safeguarding alerts for either adults or children since the 
last report.   
 
GCCG Safeguarding Team are requesting all GP Practices to complete a self-
assessment Section 11 (Children Act 2004) audit by way of evidencing their current 
situation with regards to Safeguarding Children.  GCCG aims to encourage open 
discussion that will benchmark the Gloucestershire Primary Care position; this work 
forms part of the Improvement Plan in light of the June 2017 Ofsted findings that the 
LSCB ‘requires improvement’ and must better demonstrate the impact on children 
that partner agencies undertake.     
 
The GCCG Safeguarding team are providing Level 2 Enhanced Safeguarding Adults 
and Children training to the CCG GP Clinical Pharmacist workforce in recognition of 
their contact with potentially vulnerable individuals.  Feedback from this training will 
be provided to the PCCC. 
 

Effectiveness Quality Alert  
46 Alerts were sent in Q3 2017/18.  As with the previous Quarter, these have 
overwhelmingly been about delays, though we have seen an increase in GPs using 
the system to record significant events. Although these would be better reported to 
the NRLS, it is encouraging to see the shift change in openness and willingness to 
share.  
 
The table below shows the types on Alerts in Q2 and Q3. 
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These Alerts came from over 20 different practices. Historically, one practice has 
been the highest of reporters, and while they made up 17% or Alerts in Q3, other 
practices have started to increase their usages.  
 
CQC Update 
The purpose of CQC inspections are to ensure health and social care services provide 
people with safe, effective, compassionate, high-quality care and  encourage care 
services to improve. Three practises have been inspected and reports produced since 
the last Quality report. All received an overall rating as good but one required 
improvement regarding safety (vaccine fridges were not monitored appropriately).  
 
One Gloucestershire practice was served a warning notice, in July 2017, under 
Section 29 of the Health and Social Care Act 2008. The inspection team found that 
the surgery had inadequate systems and processes and did not operate effectively to 
ensure compliance with the regulations. 
 
The CCG, NHSE and the surgery have met to discuss the report and establish a robust 
action plan. Monthly Quality Oversight Assurance meetings with the CCG, NHSE and 
the surgery commenced in July with the aim to achieve a “good” rating when re 
inspected. A focussed CQC inspection took place in November.  This focussed on the 
‘must do’ areas identified by the original inspection report.  The practice was found 
to be compliant in all of these areas.  In addition to this GCCG staff undertook a 
‘mock’ full inspection with feedback to the practice team.  The full CQC re-inspection 
is due to be undertaken in January. 
 

Caring Friends and Family Test (FFT) 
The FFT results for GP Practices in Gloucestershire present a mixed picture. The full 
data for the most recently published data (October 2017) is available on the FFT 
website at; https://www.england.nhs.uk/publication/friends-and-family-test-data-
october-2017/  
 
Friends and Family Test (FFT) 

The FFT results for GP Practices in Gloucestershire present a mixed picture. The full 

data for the most recently published data (October 2017) is available on the FFT 

website at: https://www.england.nhs.uk/publication/friends-and-family-test-data-

october-2017/ 

The GP FFT dataset includes FFT responses for the latest month from GP practices. 

Data is submitted directly to NHS Digital’s Calculating Quality Reporting System 

(CQRS) each month. 

The overall results for all GP practices combined in Gloucestershire in August, 

September, October 2017 is: 

 Responses Submitted and % recommend GP practice 

August Sept October 

England 275,058 / 89% 313,910 /  89% 341,918 / 89% 

Gloucestershire 1,004 / 91% 1,129 / 92% 1,280 / 91% 

 

Gloucestershire results are consistently better than the England average. However, it 

should be noted that 26 Gloucestershire practices submitted no data in August,  26 in 

September  and 27 in October 2017. Some Gloucestershire practices routinely submit 

no FFT data.  

In most cases the response rates, in line with other areas nationally, are very low and 

therefore cannot be considered to be statistically significant when looking at one 

https://www.england.nhs.uk/publication/friends-and-family-test-data-october-2017/
https://www.england.nhs.uk/publication/friends-and-family-test-data-october-2017/
https://www.england.nhs.uk/publication/friends-and-family-test-data-october-2017/
https://www.england.nhs.uk/publication/friends-and-family-test-data-october-2017/


 

 

month’s data in isolation.   

The Primary Care Clinical Quality Review Group reviews the FFT data alongside the 

national GP Patient Survey data.  Practice Patient Participation groups continue to be 

reminded to ask their practices for a copy of the FFT results and to promote FFT 

within their practices. 

Practice Participation Groups 
GCCG has established a Gloucestershire Patient Participation Group (PPG) Network. 
The last PPG Network was held on 24 November 2017. The agenda included: GP Five 
Year Forward View – Gloucestershire Update, Joining Up Your Care – Accessing 
Patient Records and an Introduction to Healthwatch Gloucestershire.  
 
GP Patient Survey (GPPS) 
The GPPS is an England-wide survey, providing practice and CCG level data about 
patients’ experiences of their GP practices. It provides data using a consistent 
methodology, which means it is comparable across organisations and over time. The 
data in these slide packs are based on the July 2017 GPPS publication. For more 
information about the survey please visit https://gp-patient.co.uk/.  
  
The packs present trend data for key questions for your STP (going back to the 2013 
survey) and compare key findings against the national average. 
The survey content will change quite considerably for the 2018 survey, which 
launches in January 2018 and so we do expect that the packs will look different next 
year. 
 

Responsiveness Prescription Ordering Centre (POC) 
Berkeley Vale locality Prescription Ordering Centre has been operational since April 
2017 and has extended to four of the six practices in the locality. Activity has 
continued to increase.  GP and practice feedback from the participating practices 
continues to highlight a noticeable change in the workload of reception and practice 
staff who were formerly involved with processing the repeat medication requests. 
These staff members are now able to undertake further administration tasks, some 
of which were previously carried out by the GPs, and these GPs are subsequently 
now able to focus on other medical tasks. 
 
Prescription Ordering Line (POL) 
CCG Prescription Ordering Line (POL) has been operating since July 2017 and now has 
12 practices participating.  The call activity continues to increase as patients 
commence using the service. Feedback from participating practices has been 
positive.  
 
During December 2017, PWC (Price Waterhouse Cooper) carried out an audit of both 
the POL and the POC services, focussing on the setup of the services and whether 
there might be improvements to be suggested if the service expands, assessment of 
the information governance systems, and may help to identify further methods of 
assessing the impacts of the service. The results of this audit will be available in early 
2018. 
 
Prescribing Support Dietitians 
The two CCG Prescribing Support Dietitians seconded from GHT to support Medicines 
Optimisation nutritional prescribing projects are continuing to support GP practices 
to ensure the appropriate prescribing of primarily Oral Nutritional Supplements 
(ONS) and Gluten-Free foods. October EPACT data for ONS prescribing shows a 
continued downward trend in prescribing costs across the whole county, currently at 
a 48% reduction compared to previous year figures. The dietitians are advising 
practices and other health care professionals including community nursing teams on 
alternative ways to support patient’s nutritional status, based on a ‘Food First 
’approach. 
 

https://gp-patient.co.uk/


 

 

As the revised approach to managing malnutrition in the community becomes 
standard practice, the dietitians will start to consider alternative and more 
appropriate ways of managing other areas of nutritional prescribing, as well as how 
to maintain the current levels of ONS and GF prescribing. 
 
Primary Care Complaints  
Primary care complaints are managed for the most part by GP practices themselves. 
However, some complainants also choose to draw their complaints to the attention 
of NHS England. From 1 June 2017, GCCG is now receiving details of primary care 
complaints which have been handled by NHS England South (Central). Five 
complaints have been received to date. No themes are emerging. 
 
Primary Care Patient Advice and Liaison (PALS)  

 
Type 
 

Quarter 
3 16/17 

Quarter 
4 16/17 

Quarter 
1 17/18  

 
Quarter2* 
17/18 

 
Quarter 3 
17/18 

Advice or 
Information 

48 58 
48 (16 
PC) 

 
 
45 (15PC) 

 
 
58 (PC16)  

Comment 

7 7 2 (1 PC) 
 
2 

 
7  

Compliment 

0 4 4 
 
3 

 
3  

Concern 

20 41 
52 (17 
PC) 

 
47 (17PC) 

 
41 (PC15) 

      
Complaint 
about GCCG 11 9 11 (1 PC) 

 
10 (2 PC) 

 
5 

Complaint 
about 
provider 

22 18 22 (7 PC) 

 
 
 
18 (3 PC) 

 
 
 
21 (PC4) 
 
 

NHSE 
complaint 
responses 
copied to 
GCCG PALS 

  2 

 
 
 
 
2 

 
 
 
 
1 

Other 3 10 14 (4 PC) 15 (1 PC) 8  
Clinical 
Variation 
(Gluten Free) 

49 11 2 

 
 
 
0 

 
 
 
0 

Total contacts 

130 158 155 

 
 
140 

 
 
144 

Measles 
The outbreak of measles in Stroud which commenced 1 September 2017 is now 
closed.  Since 1st September 2017 73 measles cases have been notified to Public 
Health England from Avon, Gloucestershire and Wiltshire. This includes 26 confirmed, 
7 probable and 18 possible cases.  Approximately 10% of the people affected 
required hospitalisation.   
 
An initiative has been undertaken to improve MMR uptake for children aged 19 
months – 5 years who had not had a MMR.  This involved GP practices and the school 
immunisation team.  This brought about a 20% increase in uptake in this group.  
While services continue to promote MMR vaccination to children a Stroud 
Engagement Group with representation from GP practices, school nursing, PHE, NHSE 
and the CCG has been formed.  The purpose of the group is to develop an 
engagement plan to continue improving the uptake of MMR in the Stroud area.   The 
focus for the next phase will be young adults aged 16 years to 25 years of age.   



 

 

Learning will be used to reach the greater community in the next stage of the work 
being undertaken.  
 
Childhood Vaccination 
The table below shows the uptake rate for key vaccination:  

Indicator Target 2017/18 
Q3 

2016/17 
Q4 

2017/18 
Q1 

201718 
Q2 

DtAp/IPV/Hib 
vaccination 
(1 year olds) 

95.0 94.6 95.1 94.1 94.3 

DtAp/IPV/Hib 
vaccination 
(2 year olds) 

95.0 95.3 95.5 95.8 97.5 

DtAp/IPV/Hib 
vaccination 
(5 year olds) 

95.0 96.0 96.0 96.9 97.2 

DTap/IPV (5 yr old) 95.0 88.1 88.1 88.0 89.3 

      

PCV (I year olds)    95.0 94.8 95.2 95.1 95.3 

PCV (2 year olds) 95.0 95.5 91.9 93.2 93.2 

      

MenC Vaccination  
(1 year olds) 

95.0 94.3 86.0 Data not 
published 

Data not 
published 

Hib/MenC Booster 
(2 year olds) 

95.0 89.6 89.2 90.5 92.1 

Hib/MenC Booster 
(5 year olds) 

95.0 90.5 92.1 93.3 93.1 

      

MMR   1 dose 
(2 year old) 

95.0 90.6 92.1 93.2 93.2 

MMR  1 dose 
(5 year old) 

90.0 94.7 95.0 95.9 96.1 

MMR  2 doses 
(5 year old) 

95.0 87.7 89.1 88.3 89.6 

      

Rotavirus 95.0 91.7 92.3 90.8 91.9 

      

Men B 
(12 months) 

95.0 93.4 95.0 94.8 95.1 

 
Seasonal Influenza Vaccination 2017/18 

Influenza vaccination uptake rates as at 31/12/2017 

At risk 6 months – 65 years 47.7% 

Over 65 years  73.1% 

Pregnant Women 46% 

<65 years Respiratory Disease 48.9% 

<65 year diabetes 64% 

Carers 38.6% 

Children 2 years 47.6% 

Children 3 years 48.6% 

 

 Lower uptake compared to same period last year 

 Higher uptake compared to same period last year 

 

Seasonal influenza vaccine uptake for Children of Primary School age September 
2017 to end November 2017 
Reception (4-5) Year 1 (age 5-6) Year 2 (age 6-7) Year 3 (age 7-8) Year 4 (9 – 10) 

47.1% 47.6% 46.3% 43.8% 43.2% 

 



 

 

Mid-December the CCG distributed leaflets, encouraging those eligible to have their 
influenza vaccination, to all the community pharmacies. The leaflets have been 
added to dispensed medication as a prompt to patients to request their flu 
vaccination.  See appendix 2.   GCCG has surveyed GP Practices and Community 
Pharmacies in county to ascertain current stock levels of vaccination and at the same 
time encourage these settings to order additional stock where necessary to meet the 
current requirements. 
 
The PHE ambition is 75% of care home residents to receive the influenza vaccination. 
The CCG and Public Health England are currently promoting an increase uptake of flu 
vaccination in care home residents and care workers. Over January and February 
2018 we are supporting the message “it is not too late to vaccinate”.   A letter has 
been sent to all practices to encourage promotion of vaccination of these groups 
from GCCG GP Board member and County Council Public Health Consultant. 
 
GCCG is working with Public Health England to gain understanding and agree a 
process as to how community infection outbreaks are handled between PHE and 
Care Homes. If necessary, when the local health system is working at Level 3 or Level 
4, clinical staff from Care Home Support Team, Infection Control matron from GCCG 
will work with the Care Home to understand the limitations of the affected care 
setting and liaise with PHE accordingly. 
 
 
Flu infection consists of two components; A and B.  There is currently circulated a 
high incidence of influenza B (unusually).  Unfortunately the B Constituent antigen in 
the flu vaccine used this year was not the correct match. A letter from Public Health 
England has been sent to all GPs regarding this and this is provided at Appendix 1 for 
information. 
  

Well-Led Primary Care Workforce Strategy 
This new Strategy is an ‘upgrade’ to the Primary Care Workforce Plan as part of the 
Gloucestershire CCG Primary Care Strategy 2016-2021. Components  set out within 
the strategy, recognises that workforce is a key enabler for Primary Care 
sustainability and transformation. This document sets out the challenges  now, in the 
future, and a range of measures to ensure  Primary Care continue to address these 
challenges. The Prmary Care team is leading on this and there will be updates of how 
the stratgegy is responing to these challenges. For example, the increase in students 
placements in General Practice.  
 
Productive General Practice Programme 
The Productive General Practice programme which started in October 2017, with a 
total of 35 practices involved has now been completed. A celebration event was held 
in December 2017 which was well attended. Funding for another module for ten 
practices has been secured and will complete at the end of February 2018.  
 
Practice Managers Development   
Funding has been secured from NHSE to support Practice Managers development. 
The plan is to have a blended programme of both face to face and e-learning to 
include change management and working at scale. 
  
Community Education Provider Network (CEPN) 
The CEPN a semi-independent advisory and project body, supporting primary care 
based education, training and workforce developments in Gloucestershire; 
commissioned through the WEHASN (West of England Academic Health Science 
Network) by HEE (Health Education England).   
 
Recruitment to the role of a CEPN chair has been advertised with interviews 
beginning January 2018. This role is to act as link between the CCG, HEE and CEPN, 
and to support CEPN educators.   
 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Sustainability and Transformation Partnerships 
The STP Capability Thematic group have entered a bid for funding from Health 
Education England for transformation monies for the clinical priorities of the STP. 
Primary care has received monies for Advancing Practice courses, Non-Medical 
Prescribing, spirometry training and other development that support the clinical 
pathways. 
 
Gloucestershire Clinical Commissioning Group Practice Nurse Facilitator (PNF)Team  
 
All localities except North Cotswold and Stroud and Berkeley Vale now have Practice 
Nurse PLT events. The PNF are working with the Primary Care team to ensure these 
two localities will have events in the future. The aim of the events is to provide 
clinical support, supervision, education, training and sharing best practice. 
 
A programme of study days for Travel Immunisations and Vaccinations is planned as 
a result of feedback from Practice Nurses regarding the lack of availability locally.  
 
The PNF team have been working with both practices and Universities to increase 
student nurse placements. The number of practices taking student nurses has 
increased to 11 from 7 (Jan 2016). Several practices are interested in taking students 
and these are being supported to take students in the future.  
 
The PNF team continue to support practices that have “required improvement” as 
part of their CQC inspections.  
 
 A non-medical prescribing CPD event is planned for March which will include 
updates regarding prescribing in asthma, diabetes and hypertension.  
 
Pain Management in Primary Care  
 
GCCG held 2 Pain Management Masterclasses on 11th December, the first directed at 
CCG/Practice employed pharmacists and the second session for community based 
pharmacists.  The sessions were similar to those previously provided for GP’s to 
ensure continuity of care throughout the health community.   
 

Appendices Appendix 1 – Letter from PHE regarding Seasonal Influenza  2018/19  
Appendix 2 – GCCG flu vaccination leaflet 
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To: All GPs (Please disseminate to all practice staff) 
 

Dear Colleagues 

 
Seasonal Influenza 2017/18 

 
You will no doubt be aware that seasonal flu is now circulating in your area. 

 
Syndromic surveillance indicators have shown a substantial increase over the past few 
weeks in the GP consultation rate for influenza-like illness across the South West. 
Surveillance for week 51 shows a large increase in laboratory reports of both Influenza A 
and B, but particularly B. The data suggests that this winter we may observe co-circulation of 
both major types of Influenza. 

 
Predominance of A/H1N1 or A/H3N2 within all Influenza A reports is not yet clear as both 
strains are currently circulating. However, early indications are that influenza B viruses 
related to the B/Yamagata lineage are predominating among laboratory confirmed influenza 
B cases. The trivalent 2017/18 seasonal influenza immunisation does not provide protection 
against this strain. The influenza B antigen contained within this year’s trivalent vaccine 
protects against B/Brisbane/60/2008-like virus which is a B/Victoria lineage virus. The 
quadrivalent vaccine, including Fluenz the intranasal immunisation given to children, does 
however protect against both B/Yamagata and B/Victoria influenza B virus strains. 

 
As most adults will have been vaccinated in general practice using trivalent rather than 
quadrivalent vaccine, it is possible that cases of flu will be seen amongst individuals, both 
staff and patients, who have accepted this vaccination. 

 
A number of hospitals and care homes across the South West have already been affected 
by localised outbreaks and increased demand. Given the increased activity, we thought it 
might be helpful to provide you with the key points again to assist in trying to reduce further 
spread. (Please note we are also writing to all local care homes and sending out 
communications to patients to raise awareness). 

 
Attendance at healthcare settings / local hospital admission 

 

 Most cases of flu can be treated effectively at home. Patients should be encouraged 
to self-care, seek advice on treating symptoms via reputable on line resources such 
as NHS Choices, or to seek advice from a local Pharmacist before contacting the GP 

 

 Patients should be advised to: 
• rest and sleep. 
• keep warm. 
• take paracetamol or ibuprofen to lower your temperature and treat aches and 

pains. 
• drink plenty of water to avoid dehydration 
(More info for patients can be found on https://www.nhs.uk/conditions/flu or via 111) 

 

 Hospital admissions should be avoided where possible 

Public Health England South West 

 
3rd Floor, 2 Rivergate 

Temple Quay, Bristol, BS1 6EH 

 
Follaton House, Plymouth Road, Totnes, 

Devon TQ9 5NE 

T  +44 (0)300 303 8162 

 
F  +44 (0)117 930 0205 

 

 
F: +44 (0)1392 367356 

 
www.gov.uk/phe 

 

https://www.nhs.uk/conditions/flu%20or%20via%20111
http://www.gov.uk/phe


 

 

 Patients who have severe/prolonged flu or other complicating factors particularly 
children, pregnant women, those with chronic conditions and the elderly (or where 
symptoms have not improved after 7 days) should be reviewed and admissions 
arranged where necessary via A&E or preferably via a pre-arranged admission. 

 

 When admitting a patient, please inform the ambulance service and admitting ward if 
flu is suspected so they can implement the necessary measures to prevent further 
transmission. 

 
Reporting outbreaks in community settings 

 
Please report any suspected outbreaks of Influenza like illness to Public Health England 
(PHE) South West Centre Health Protection Team (HPT) on Tel: 0300 303 8162 Option 1 
(Health Protection), then Option 1 for Cornwall, Devon, Somerset and Dorset or Option 2 for 
Avon, Gloucestershire and Wiltshire. 

 
This will help us monitor what’s happening in the community and enables PHE to provide 
specific advice to minimise further spread. 

 
The community 

 
Influenza is most infectious when symptoms start until about 3-5 days later, therefore, 
patients should be advised to avoid attending the practice or a health care setting while 
symptomatic, if at all possible. 

 
Anyone with symptoms of flu should be advised to stay away from work/school until they 
have recovered and for at least 24 hours after the resolution of any fever. There are no 
recommended times for exclusion from school for an infected child; a child should return 
when they have recovered. 

 
There are still opportunities to protect vulnerable people through vaccination. Quadrivalent 
vaccine will have greatest effect given the mixed picture of circulating strains, but trivalent 
vaccine will still offer better protection than having no vaccine in many cases, even if it may 
not protect against all of the circulating strains. It is important to remember that the seasonal 
flu immunisation programme runs until March each year and so the offer of the vaccine 
should be available to eligible individuals, especially newly pregnant women, throughout this 
period. 

 
If you require any further information on immunisation or the flu vaccine please contact 
england.bgswareateampublichealth@nhs.net 

 
 

 

Use of antiviral medicines 
 

In accordance with the Chief Medical Officer alert dated 19th December, GPs and other 
prescribers working in primary care may now prescribe antiviral medicines for the 
prophylaxis and treatment of influenza at NHS expense. Antiviral medicines may be 
prescribed for patients in clinical at-risk groups as well as any who are at risk of severe 
illness and/or complications from influenza if not treated. 

mailto:england.bgswareateampublichealth@nhs.net


 

 

Information on at risk groups and patients eligible for treatment in primary care at NHS 
expense is available in PHE guidance: 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/648758/PHE_ 
guidance_antivirals_influenza_201718_FINAL.pdf 

 

Yours faithfully 
 

 

 

Mike Wade 
Deputy Director of Health Protection 
Public Health England 

  

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/648758/PHE_guidance_antivirals_influenza_201718_FINAL.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/648758/PHE_guidance_antivirals_influenza_201718_FINAL.pdf
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You wouldn’t put off collecting 
your medicine. 
So why put off 
your flu jab? 

 

 

 

Have you flu 
had your jab yet? 

Take action NOW 
If you are at risk it is important that you get your free flu jab 

each year to protect yourself and everyone around you. 

See over for more details 



 

 

 

 

Flu is much worse than just a bad cold. Healthy individuals usually 

recover within 7 days but for some people the virus can lead to 

hospitalisation, permanent disability or even death. 

Don’t leave yourself or those around you exposed to serious illness; book a 

free flu jab today if: 

• you’re aged 65 or over 

• you’re pregnant 

• you have a serious medical condition 

• you live in a residential or nursing home 

• you’re the main carer for an elderly or disabled person whose welfare 

may be at risk if you fall ill 

• your child is aged 2-8 or in an at risk group 

(children should get the nasal spray from their GP, or at school if in reception 

or Year 1-4) 

 

 

It is important that you get your flu jab each year. Having a 

flu jab does not cause flu. 

 

For more information please speak to your pharmacist or GP Practice 

or visit 

www.nhs.uk/conditions/flu/ 

http://www.nhs.uk/conditions/flu/
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Executive Summary The report lays out the outcome of a self-
assessment exercise carried out by members 
of the Primary Care Commissioning Committee 
responding to a questionnaire proforma with 
the capacity to contribute open text. Generally 
the responses showed a positive view of the 
Committee and the way business was 
transacted. Free text responses indicated 
some areas for further consideration including 
reporting the performance of the primary care 
service (Question 23) and reporting the 
outcome of meetings to the Governing Body 
(Question 11).  Appendices to the report are 
the principal free text comments and the 
proforma marked to indicate the respondents’ 
judgments. 
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Agenda Item 11  

 
Primary Care Commissioning Committee 

Thursday 25th January 2018 
 

Primary Care Commissioning Committee Self-Assessment 
 

1 Introduction  
 

1.1 It is good practice for Committees to review their operation 
through a process of self- assessment. Accordingly members 
of the Committee and invited observers have been asked to 
respond to a proforma self-assessment questionnaire drawn 
up by the Chair and structured around the headings;  

 Strategic Direction; 

 Governance; 

 Processes; 

 Conflicts of Interest; and 

 Committee Leadership. 

The proforma is attached as Appendix1. It can be seen that 
responses were on a yes/no basis but with an invitation to 
contribute free text. Where both yes and no have been 
marked it indicates a divergence of views. 
  

2 Issues Raised in the Previous Self-Assessment 
 

2.1 The report of a previous self-assessment was considered by 
Committee in March 2017. The responses on both a yes/no 
basis and in free text were consistent with a positive view of 
the Committee in its wider administration, practical 
arrangements and conformity with mandatory requirements 
from the perspective of the areas of questioning. 
 

2.2 The questions in the proforma adopted for the current self-
assessment were very largely identical with those the subject 
of the March 2017 report with the exception of those relating 
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to Committee Leadership. This congruence allows 
comparison between the two assessments. 
 

2.3 Where there were substantial comments and concern in the 
March 2017 report was around the areas of quality and 
performance of primary care services. Comments generally 
described this as work in progress alongside statements that 
these areas needed to be developed further with the then 
current reports lacking detail and concern that it was difficult 
to drive improvement in the context of  only  broad overview 
data. 
 

2.4 The outcome of the current survey indicated that reporting 
around the quality of the primary care service was much 
improved but there remains concern about the reporting of the 
performance of the service. Two respondents commented on 
the reporting arrangements to the Governing Body which 
were judged not to be timely.   
 

2.5 Rather than seek to precis or paraphrase the comments made 
by respondents, the sections of Appendix 2 lay out the 
principal comments verbatim for Committee to consider. 
 

3 Recommendation(s) 
 

3.1 The Committee is asked to consider the paper and identify 
any issues for action/development. 
. 

4 Appendices 
 
Appendix 1, Summary of respondents yes/no Judgements 
 
Appendix 2, PCCC Self-Assessment 2018, Responses to 
Questions 
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Appendix 1 

Primary Care Commissioning Committee Self-Assessment 2018 

Summary of respondents yes/no Judgements 

 

Strategic Direction Yes No Free text 
    

1. Is there a strategic vision for primary care 
that is articulated in a plan/plans 

  X    

 

Governance Yes No Free text 

    
2. Does the Committee have written terms 

of reference that adequately define the 
role of the committee 

 X   

3. Are the terms of reference reviewed on a 
regular basis 

 X   

4. Are the Committee members independent 
of the management team 

 X  

5. Are we satisfied that those decisions 
which are reserved to the Committee are 
wholly decided by the Committee 

X   

6. Does the Committee understand those 
functions which are reserved to NHSE 

X   

7. Is there clarity about the reporting and 
assurance processes around the issue of 
quality in primary care 

X   

8. Are the minutes of our meetings accurate 
and reflect the discussion and 
challenges, next steps and/or action 
items articulated by the members. 

X   

9. Are the minutes of the Primary Care 
Operational Group received at Committee 
in an appropriate timescale to allow 
proper consideration 

 X  

10. Has the Committee been quorate at each 
of its meetings this year so as to enable 
decisions to be made 

X   

11. Are the outcomes of each meeting 
reported to the Governing Body at their 
next meeting 

X X  

12. Does the PCCC contain an appropriate 
range of expertise, experience and 

X   
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diversity to make it an effective 
committee? 

13. Does the Committee believe there is 
alignment between goals and purpose 
and the actions taken and/or the 
decisions made by the committee 

X   

 

Processes Yes No Free text 
    

14. Are Committee papers received in good 
time to allow proper consideration 

X   

15. Is the language, style, format and use of 
acronyms in the papers such as to easily 
convey the information to be considered 

X   

16. Are those presenting or supporting the 
presentation of material appropriately 
knowledgeable on the detail, complexity 
and implications of the information or 
data and make that  available to the 
Committee 

 
X 
 
 

  

17. Are there areas where Committee 
members feel that their lack of knowledge 
inhibits their full participation in decision 
making 

 
X 
 

 
X 

 

18. Is there sufficient time at Committee to 
properly consider the range of the 
agenda 

X   

19. Do individual Issues get the time and 
attention proportionate to their 
importance 

X   

20. Does the committee receive regular, 
adequate information in the right format 
and at the right time in order to make 
informed decisions 

X   

21.  Does the Committee receive regular, 
clear reports on finances/budgets 
showing year to date and forecasts, 
identifying key risks and changes 

X   

22. Does the Committee receive regular, 
clear reports on the quality of the service 
provided within primary care 

X   

23. Does the Committee receive regular, 
clear reports on the performance of the 
service provided within primary care 

 X  

24. Are the Standard Operating  Procedures 
(SOP)sufficiently detailed to allow 
informed decision making  

X   

25. Is there a need for more SOPs  X  
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26. Does the Committee assess its own 
effectiveness periodically 

X   

27. Are there structured arrangements to 
ensure the Committee members are kept 
aware of national and local issues and 
developments around primary care 

X   

 

 

Conflicts of Interests Yes No Free text 
    

28. Do we satisfy the revised guidance on 
resolving conflicts of interest 

X   

29. As a general rule, are meetings held in 
public 

X   

30. Is there clarity about discussions which 
should involve the exclusion of the public 

X   

31. Is there a lay and executive majority on 
the PCCC 

X   

32. Is there a lay chair and vice chair X   
33. Is there a standing invitation to a 

Healthwatch representative and local 
authority representative from the Health 
and Wellbeing Board to be part of the 
PCCC 

 
X 

  

34. Has the constitution of the CCG been 
amended to include the PCCC 

X   

35. Do the quorum arrangements for the 
PCCC include a majority of lay and 
executive members in attendance to vote 

X   

36. Is the involvement of GPs on the PCCC 
clear and is this appropriate e.g. can they 
vote  

X   

37. Are we satisfied that conflicts of interests 
issues are handled appropriately in for 
example the primary care operational 
group and strategy working groups 

 
X 

 
X 
 

 

38. Do the minutes of our meetings make it 
clear how conflicts of interests issues 
have been managed  

X   

39. In view of the expanded role of lay 
members in primary care commissioning 
there is a recommendation that the CCG 
should have three or more lay members 
and that they all be part of the Committee 
– is this the case 

X   

40. Have all members of the Committee and X   
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those attending received training on 
conflict of interest matters.  

41. Does the chair of the PCCC actively 
consider ahead of meetings what 
conflicts are likely to arise and how they 
should be managed including 
considering conflicts that have already 
been declared. 

X   

    

Committee Leadership Yes No Free text 
42. Meetings are chaired effectively and with 

a clarity of purpose and outcome 
X   

43. The Committee chair allows debate to 
flow freely and does not dominate the 
discussion 

X   

44.  Committee members feel able to have 
their voice heard and opinion  respected 

X   
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Appendix 2 

PCCC Self-Assessment 2018, Responses to Questions 

1 Is there a strategic vision for primary care that is articulated in a plan/plans  

We have a very good strategy for primary care 

The planning framework is increasingly well developed 

4 Are the Committee members independent of the management team  

The structure precludes this.  

The majority of members are but there are members of the management team as voting 

members of the committee 

5 Are we satisfied that those decisions which are reserved to the Committee 

are wholly decided by the Committee 

There have been some confusion between GB and PCCC responsibilities but these have 

been quickly resolved 

7 Is there clarity about the reporting and assurance processes around the 

issue of quality in primary care 

Change in year has meant greater clarity   

The reporting and assurance processes around primary care have been revised and, as a 

consequence, greater clarity has been achieved.  

The quality report to the committee supports the assurance process. 

9 Are the minutes of the Primary Care Operational Group received at 

Committee in an appropriate timescale to allow proper consideration    

Not always  

The PCOG minutes are sometimes not available for the PCCC to consider and therefore this 

is an area that could be improved.  

Some review of what’s recorded in the minutes needed, for example information on the 

PPV decisions as highlighted by recent audit report  
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11 Are the outcomes of each meeting reported to the Governing Body at their 

next meeting 

 Yes but only once approved – personally I would support draft minutes being presented to 

closed session for info.  

This is done via the receiving of the minutes. A short annual report to the board summing up 

the past years work of the committee might provide more assurance to the GB. 

This is unsatisfactory. Given that PCCC and GB are on the same day and only approved 

minutes go to GB they are historical by the time they are reported. 

12 Does the PCCC contain an appropriate range of expertise, experience and 

diversity to make it an effective committee? 

There is the added value from those attendees who are not committee members. 

Current observers are newly appointed 

16. Are those presenting or supporting the presentation of material 

appropriately knowledgeable on the detail, complexity and implications of the 

information or data and make that available to the Committee 

But some of the presentations could be shorter with more info provided to the members 

prior to the meeting. 

17 Are there areas where Committee members feel that their lack of knowledge 

inhibits their full participation in decision making  

The GP contract arrangements are complicated, even arcane, and therefore it is sometimes 

difficult for the PCCC members to fully comprehend some of the contract subtleties and this 

can inhibit decision making.  In a similar vein, GP practice estate issues are also complicated.  

18 Is there sufficient time at Committee to properly consider the range of the 

agenda   

The committee has overrun on some occasions, this could mean that a slightly longer time is 

needed and/or that sometimes there are items that do not need to be on the agenda (or 

could be a development session)  

Information reports should preceded by decision reports 

20 Does the committee receive regular, adequate information in the right 

format and at the right time in order to make informed decisions  
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On most occasions, though there have been a few times where we have not been able to 

make a decision due to the request for further info. 

21 Does the Committee receive regular, clear reports on finances/budgets 

showing year to date and forecasts, identifying key risks and changes 

The finance report has developed and is now strong on key risks and changes 

22 Does the Committee receive regular, clear reports on the quality of the 

service provided within primary care 

This has improved during 2017.  

The quality report has evolved positively in year and is now much more comprehensive. The 

reporting arrangements as between IGQC and PCCC are now clear. 

23 Does the Committee receive regular, clear reports on the performance of 

the service provided within primary care 

 Previously there has been a lack of detail on primary care performance; however this is an 

area that has shown improvement.  

This is an area that requires further improvement. 

A separate performance report would be helpful. 

26 Does the Committee assess its own effectiveness periodically 

Annual self-assessment 

27Are there structured arrangements to ensure the Committee members are 

kept aware of national and local issues and developments around primary 

care 

 There could be more feedback re national issues   

 I believe there are but may be worth testing  

31 Is there a lay and executive majority on the PCCC 

Unclear question? There should be a lay / independent majority which we do have. 

35 Do the quorum arrangements for the PCCC include a majority of lay and 

executive members in attendance to vote  

There are clear Quorum arrangements with the number of lay and exec members required. 
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36 Is the involvement of GPs on the PCCC clear and is this appropriate e.g. 

can they vote     

Appropriate  

Resolved during the year, the GP member no longer has a vote 

GPs are limited in their membership and can’t vote. 

37 Are we satisfied that conflicts of interests issues are handled appropriately 

in for example the primary care operational group and strategy working 

groups 

 I am not sure on the evidence that is provided.  This may be an area that needs improving.  

42 Meetings are chaired effectively and with a clarity of purpose and outcome 

The meetings are well chaired despite the contents of the meetings being complex at times. 
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