
 

 

Gloucestershire Clinical Commissioning Group Shadow Board 
 

Agenda  
 

Meeting to be held at 9.30am on Thursday 21st February 2013 in the 
Board Room, Sanger House, Brockworth, Gloucester GL3 4FE 

 
No. Item Lead Recommendation 
1 Apologies for Absence  

 
Dr Helen Miller  

2 Declarations of Interest  
 

Dr Helen Miller  

3 Minutes of the Meeting held 
on Thursday 17th January 
2013 
 

Dr Helen Miller Approval 

4 Matters Arising 
 

Dr Helen Miller  

5 Chair’s Update 
 

Dr Helen Miller Information 

6 Annual Operating Plan Mark 
Walkingshaw 

Approval  

7 Gloucestershire Clinical 
Commissioning Group 
(CCG) joint working with 
pharmaceutical industry 
 

Dr Charles 
Buckley 

Approval  

8 Performance against 
Commissioning Report 
 

Mary Hutton Information 

9 QIPP Programme Update  
 

Mary Hutton Information 

10 Dates of CCG meetings up 
to March 2014 

Chair Information 

11 Any Other Business (AOB) 
 

Dr Helen Miller  

12 Public Questions 
 

Dr Helen Miller  

Date and time of next meeting: Thursday 21st March 2013 at 2pm in Board 
Room at Sanger House 
 



 

 
Questions should be sent in advance to the Company Secretary by 
12 noon on Thursday 14th February 2013.  Questions must relate to 
items on the agenda. 
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 Gloucestershire Clinical Commissioning Group (CCG) 
Shadow Board 

 
Minutes of the meeting held on Thursday 17th January 2013 in 

the Board Room, Sanger House, Gloucester GL3 4FE 
 
Present: 
Dr Helen Miller HM Chair 
Dr Charles Buckley CBu GP - Stroud & Berkeley Vale Locality 
Alan Elkin AE Lay Member 
Debra Elliott  DE Director of Commissioning Development 
Martin Gibbs MG GP - Forest of Dean Locality 
Dr William Haynes WH GP - Gloucester City Locality  
Mary Hutton MH Deputising for the Chief Executive 
Sarah Hughes SH Deputising for the Director of Nursing 
Hein le Roux HLR GP - Stroud & Berkeley Vale Locality 
Liz Mearns LM Medical Director 
Rob Rees  RR Lay Member 
Dr Jeremy Welch JW GP - Tewkesbury Locality  
   
In attendance:   
Mark Branton MB  Deputising for the Commissioning Director 

Adults and Director of Adult Social Services 
Steve Perkins SP Deputising for the Director of Finance 
Emma Simpson ES Board Administrator  
Dr Ruth Wain RW  Deputising for the Director of Public Health 
Mark Walkingshaw MW Locality Commissioning Director 
Valerie Webb VW CCG Lay Member for Business  
   
There were 3 members of the public present. 
 
1 Apologies for Absence 
  
1.1 Jill Crook, Dr Andy Seymour, Dr Caroline Bennett, Jan 

Stubbings, Nuala Ring, Margaret Willcox, Dr Shona Arora, 
Dr Malcolm Gerald, Julie Clatworthy, Dr Steve Allder. 

  
2 Declarations of Interest 

  
2.1 There were no declarations of interest. 
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3 Minutes of the Meeting held on Thursday 15th November 
2012 

  
3.1 The minutes were approved as a true and correct record. 

4 Matters Arising 
  
4.1 The CCG noted the matters arising. 
  
5 Gloucestershire Clinical Commissioning Group (CCG) 

Shadow Board Chair’s Report 
  
5.1 The report highlights some of the activities of the Chair 

since the Committee last met.   
  
5.2 Further to the written report, a brief verbal update was 

given which included: 
 Dialogue has started with each of the 7 Locality 

Executives.  A letter was sent out to GPs week 
commencing 7th January and 16 replies were 
received within 48 hours in relation to involvement in 
various projects which have been re-directed to 
clinical leads. 

 2-way learning process is underway with Northern 
Devon CCG.  Learning is being shared by Northern 
Devon regarding community services and virtual 
wards, and NHS Gloucestershire is sharing expertise 
regarding “Living Well” and asset based work. 

 It was noted that paragraph 7.2 should read 1st April 
2013. 

  
5.3 RESOLUTION - The CCG noted the report. 
  
6 Gloucestershire Clinical Commissioning Group 

Shadow Board GP Member Reports 
  
6.1 The report provided the Committee with updates from the 

North Cotswold and Gloucester City localities. 
  
6.2 It was noted that member reports will focus on 2 localities 

per meeting. 
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6.3 The Committee was given a further verbal update on the 
Gloucester City Locality from WH which highlighted the 
key headings of the report. 

  
6.4 An update was given on the engagement process with 

grass roots GPs in the locality and the CCG and the 
positive work which has taken place. 

  
6.5 A number of questions were raised which included: 

 Does the red column on p4 of the report (Appendix 1 
Gloucester City Locality Summary Finance Report 
2012/13) indicate success or lack of control?  It was 
noted that the Gloucester Health Access Centre 
(GHAC) has activity levels which are atypical of GP 
practice behaviour. 

 It was noted that sharing the type of data set out in 
Appendix 1 is constructive. 

 Brief discussion took place on Bartongate Surgery 
and its -1.99% year to date variance and whether 
there could be learning from this particular model of 
care.  Discussion included demographics and client 
group. 

 It was noted that work is currently underway on a 
financial report which will provide a 360° view. 

 The CCG was advised to understand trends and 
population specific data. 

 Members agreed it was beneficial to encourage 
reflective practice but caution was urged when trying 
to interpret figures at this early stage and the 
importance of understanding trends and population 
specific data was highlighted. 

 It was noted that the member reports would benefit 
from a section on the headings from the Darzi report: 
change – locally led, patient centred and clinically 
driven, high quality care for patients and the public, 
quality at the heart of everything we do. 

  
6.6 Key areas of work from the North Cotswolds report were 

highlighted to the CCG including emergency admissions, 
use of community hospitals, use of outpatient departments 
within community hospitals. 
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6.7 RESOLUTION - The CCG Shadow Board noted the 
paper. 

  
7 Commissioning for Quality Report  
  
7.1 The Quarter 2 report was presented in order to provide the 

CCG with assurance in relation to the 3 key aspects of 
quality of commissioned services: 

 Patient and carer experience 
 Patient safety and risk 
 Clinical effectiveness 

This report focused on achievement and progress of 
Commissioning for Quality and Innovation standards 
(CQUINs), safeguarding, mortality rates, safety incidents 
and experience as well as providing an update on recent 
guidance.  

  
7.2 Further to the details set out in the report it was noted that 

helpful dialogue has taken place with lay and clinical 
members regarding how the Board is assured in relation to 
quality and how the quality report might be developed as 
the CCG moves forward.  
 
There was also a discussion regarding how the 
performance report could be linked more closely to the 
Quality Report to enable the Board to have a more 
comprehensive  overview of performance and it was 
agreed that commissioning QIPP plans (as well as 
provider CIP plans) should be formally risk assessed for 
quality impact and signed off by clinical executive leads. 
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7.3 Questions and discussion points included: 
 Discussion took place in relation to the cancer 

patient survey results from Gloucestershire Hospitals 
NHS Foundation Trust (GHNHSFT) who remains 
within the lowest 20% of trusts for a number of areas 
relating to cancer care. Dr Buckley reported that the 
Cancer Programme Group had reviewed the 
information and would expect a plan to address this 
from GHNHSFT. 

 The need to make sure information in the report is 
understandable and accessible, such as in relation to 
complex Commissioning for Quality and Innovation 
(CQUIN) schemes and the importance of ensuring 
that outcomes are reviewed, understood and 
reported. 

 Further discussion took place about the importance 
of softer more subjective feedback and how we 
continue to gather intelligence and information and 
be responsive to that. The Board agreed that this 
was as important as national and more objective 
measures, along with more reporting in relation to 
quality developments across the system as 
commissioners have the overview. 

 CB/SH agreed to feedback through the 
Commissioning for Quality Group. 

  
7.4 RESOLUTION - The CCG noted the report. 
  
8 Performance against Commissioning Report  
  
8.1 The report provides a strategic overview of the financial 

and service performance issues by exception. 
  
 It was noted that the report sets out the financial position 

as at the end of November 2012. 
  
8.2 Attention was drawn to strong performance in the following 

areas: 
 All cancer targets met in Quarter 3. 
 Planned care – acute care referral to treatment 

(RTT) targets have been achieved in full over 
December. 
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8.3 Action is to be taken regarding the 4 hour A&E target 

which came under pressure in December as well as the 
Category A 8 minute ambulance response – performance 
has improved in January but this target was also under 
pressure in December. 

  
8.4 It was noted that a full root cause analysis (RCA) takes 

place regarding significant HCAI incidents. No specific 
trends are identified currently from the overview. Work is 
also underway on antibiotic prescribing effectiveness and 
commissioners continue to work with all providers in 
primary, community and secondary care to address the 
issue.   

  
8.5 A brief financial overview further to the written report was 

given.  It was noted that there is pressure within the area 
of urgent care.  A significant bid has been put in for a grant 
to cover winter care.  Efforts are being made to manage 
the unscheduled care (USC) demand. 

  
8.6 The CCG discussed page 14 of the report (USC) and the 

section which reads “It has been identified that a significant 
proportion of the increase in admissions is in relation to 
patients under age 9 with the prime diagnosis of infectious 
diseases and patients over age 80 with diseases of the 
respiratory system.” In response it was noted that 
unseasonal winter weather caused a definite spike which 
has not been repeated since. 

  
8.7 RESOLUTION - The Shadow Board noted the reported 

financial position for 2012/13 and the performance 
against the 2012/13 national targets and the actions 
taken to ensure that performance is at a high standard.  
The CCG also took note of the performance against 
the key deliverables in the Annual Operating Plan and 
the actions taken to ensure that performance is at a 
high standard. 

  
9 QIPP Programme Update 
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9.1 The CCG Shadow Board was provided with an update of 
progress against the QIPP themes and main programmes 
of work, identifying progress to date, key risks and 
proposed remedial actions.   

  
9.2 In relation to p6 of the report, slippage on planned care 

and prescribing was acknowledged. 
  
9.3 The work of the Medicines Management Lead in trying to 

achieve a break-even position was acknowledged by the 
CCG.  It was also noted that the public has also embraced 
the need for best value. 

  
9.4 RESOLUTION - The Shadow Board noted the 

performance against planned QIPP programme and 
the proposed remedial actions. 

  
10 Annual Operating Plan 
  
10.1 The report provides an overview of the process to develop 

the CCG Annual Operating Plan for 2013/14.  This is in the 
context of the national guidance “Everyone Counts: 
Planning for patients 2013/14” published by the NHS 
Commissioning Board which sets out national priorities.  

  
10.2 It was noted that plan, which sets out the CCGs response 

to these national priorities, will be ratified by the Cluster 
Board in March 2013. 

  
10.3 RESOLUTION - The CCG noted the planning process 

in place to develop the Annual Operating Plan for 
2013/14.  The plan will be presented to the February 
meeting of the Shadow Board for review and 
discussion prior to final sign off on 31st March 2013. 

  
11 Public Questions
  
11.1 Will there be a response to the petition received by the 

PCT regarding the structural changes to the NHS on 
December 14th 2012? 

  
 It was noted that a response will be given. 
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11.2 “How will the CCG response to the current challenges?” 
  
 It was noted that the above concerns will be allayed by the 

Annual Operating Plan. 
  
12 Date and time of next meeting 

  
12.1 Thursday 21st February at the earlier time of 9.30am in the 

Board Room at Sanger House. 
  
12.2 The meeting closed at 3.20pm. 
 

 
Minutes Approved by the CCG Shadow Board. 
 
Signed (Chair):____________________   Date:_____________ 
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Matters arising from previous Gloucestershire Clinical Commissioning Group (Shadow Board) Meetings 
January 2013 

 
Item Description Response Action with 
13.9.12 
Agenda Item 6 

CCG Shadow 
Board GP Member 
Reports 

It was agreed that a working group comprising GPs and 
members of the Finance Team be established in order to 
ascertain which information needs to be reported.  Dr Hein 
le Roux and Dr Jeremy Welch were volunteered to sit on 
this group. 
 
It is likely the group will meet for the first time in 
November. 
 
Update: in the process of arranging meeting between 
Hein, Jeremy & Cath Leech.  Waiting for availability.  
Ongoing. 
 
It was agreed 7 locality reports would be too much for one 
meeting, therefore 2 reports will be taken to each Shadow 
Board. 

Chair 
 
Ongoing  
 
 
January  
 
Completed  
 
 

15.11.12 
Agenda item 8 

QIPP Programme 
Update 

Discussion took place regarding the £400,000 cost 
pressure on GPs from pharmaceutical companies for the 
epilepsy drug Phenytoin which has increased from £2.80 
to £65.  A request was made to put the behaviours of 
some pharmaceutical companies into the public domain by 

CB 
 
Completed  
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raising at national level.  It was agreed that it was right to 
make this a matter of public record.  CB to contact the 
Department of Health (DoH) and the Office of Fair Trade 
(OFT).  CCG members to use contacts and sources of 
influence to alert others about this and related issues.  
 
CB has discussed with the OFT and an email has been 
sent back stating that they are deciding whether or not to 
take action.  Another lead from a different CCG is also 
putting pressure on the DoH.  The DoH also need to be 
made aware that there are other drugs which there are 
similar issues with.  Any further information on this will be 
reported back to the CCG on an ad hoc basis. 

17.1.13 
Agenda Item 
11 

Public Questions  A member of the public asked if there would be a 
response to the petition received by the PCT regarding the 
structural changes to the NHS on December 14th 2012. 
 
It was noted that a response will be given. 

Company 
Secretary 
 
Completed  
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Agenda Item 5 
 

Gloucestershire Clinical Commissioning Group 
(Shadow Board) 

 
Board Meeting Date Thursday 21st February 2013 
Title Gloucestershire Clinical Commissioning 

Group (CCG) Shadow Board Chair’s Report 
Executive Summary This report outlines the key issues addressed by 

the Gloucestershire CCG Shadow Board in 
January 2013. 
 

Key Issues 
 

The key issues arising include:  
 Appointment of Lay Representative 

(Governance) 
 Dementia Challenge 
 NHS 111 Governance 
 The Francis Inquiry 
 Improving Primary Care and Reducing 

Variation 
 Authorisation Requirements/Conditions Update 
 GP Practice Visits 
 Practice Managers Event 
 Countywide Locality Executive Meeting 
 Annual Operating Plan 
 The Constitution 

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

None 

Impact on Equality 
and Diversity 

None 

Impact on Health 
Inequalities 

None 

Impact on 
Sustainable 
Development 

 
None 

Patient and Public 
Involvement 

 

Recommendation This report is provided for information and the 
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Shadow Board is requested to note the 
contents. 

Author Dr Helen Miller 
Designation Gloucestershire CCG Chair (Shadow) 
Sponsoring Director 
(if not author) 
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NHS Gloucestershire Shadow Board Meeting 
 

Gloucestershire Clinical Commissioning (GCCG) 
Chair’s Report 

 
1 Introduction 
  
1.1 This report outlines the key events discussed and attended by 

Gloucestershire CCG in January. 
 

2 Appointment of Lay Representative (Governance) 
 

2.1 Colin Greaves has been appointed to the GCCG Governing Body 
as the Lay Representative for Governance. Colin has a wealth of 
public sector experience which includes financial and budgetary 
management, governance and risk, operational management as 
well as boardroom leadership in the voluntary sector. 

  
2.2 Having filled a number of senior appointments in large 

organisations, Colin will ensure that the organisation remains 
committed to achieving their values and vision. 

  
3 Dementia Challenge 

 
3.1 During the Summer 2012, the NHS South of England Dementia 

Challenge was launched. This Challenge was for Clinical 
Commissioning Groups (CCGs), working with local authorities, 
Health and Wellbeing Boards, the NHS, the voluntary and 
community and independent sectors, universities, industry, and 
people with lived experience, to identify and implement practical 
solutions to the problems faced by people living with dementia. 

  
3.2 GCCG were successful in their bids for: 
  Enhanced, more responsive and preventative community-

based care of £320k and 
 Making Gloucestershire a Dementia Friendly County for 

£180k 
  
4 The Francis Inquiry 
  
4.1 The Francis Inquiry published on 6 February examined the 

commissioning, supervisory and regulatory bodies in the 
monitoring of Mid Staffordshire hospital between January 2005 
and March 2009. It considered why the serious problems at the 
Trust were not identified and acted on sooner, and identified 
important lessons to be learnt for the future of patient care. It 
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builds on Mr Francis’s earlier report, published in 2010 after the 
earlier independent inquiry on the failings in the Mid Staffordshire 
NHS Foundation Trust. The Inquiry identifies a story of 
unnecessary suffering of hundreds of people who were failed by a 
system which ignored the warning signs of poor care and put 
corporate self interest and cost control ahead of patients and their 
safety. 

  
4.2 The issues that emerged were far reaching and Francis identifies 

failings throughout the system of care:  
 

  Patients were deprived of dignity and respect and the most 
basic standards of care were not observed 

  Staff showed lack of care, compassion, humanity and 
leadership. There was a tolerance of poor standards and 
lack of reporting. 

  Corporate self interest and cost control were put ahead of 
patients and their safety.  

  The patient voice was not heard or listened to; nothing 
effective was done to address their complaints.  

  Local GPs did not raise concerns until too late.  
  There was also a fundamental failure of the regulatory and 

supervisory system which should have secured the quality 
and safety of patient care at both a national and local level: 

  Healthcare professional regulators, training and professional 
representative organisations failed to uncover the lack of 
professionalism and to take action to protect patients.  

  PCTs did not effectively ensure the quality (safety, 
effectiveness and experience) of the health services they 
were buying.  

  The SHA did not prioritise quality and defended trusts rather 
than held them to account.  

  Monitor focussed on corporate governance and financial 
control without fully considering quality 

  The Department of Health did not give ministers a full 
picture when advising that the Trust’s application for 
Foundation Trust status should be supported.  

  
4.3 Francis recommends that a fundamental change in culture is 

needed which puts patients and their safety first and to ensure 
that patients are the first and foremost consideration of the system 
and all those who work in it. Francis makes 290 recommendations 
intended to change this culture and make sure patients come first 
by creating a common patient centred culture across the NHS. 
The Chairman’s recommendations include: 
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 A structure of fundamental standards and measures of 

compliance: 
  A list of clear fundamental standards, which any patient is 

entitled to expect which identify the basic standards of care 
which should be in place to permit any hospital service to 
continue. 

  These standards should be defined in genuine partnership 
with patients, the public and healthcare professionals and 
enshrined as duties, which healthcare providers must 
comply with. 

  Non compliance should not be tolerated and any 
organisation not able to consistently comply should be 
prevented from continuing a service which exposes a 
patient to risk 

  To cause death or serious harm to a patient by non 
compliance without reasonable excuse of the fundamental 
standards, should be a criminal offence. 

  Standard procedures and guidance to enable organisation 
and individuals to comply with these fundamental standards 
should be produced by the National Institute for Clinical 
Excellence with the help of professional and patient 
organisations. 
 

4.4 Openness, transparency and candour throughout the system 
underpinned by statute. Without this a common culture of 
being open and honest with patients and regulators will not 
spread. Including: 

  A statutory duty to be truthful to patients where harm has or 
may have been caused 

  Staff to be obliged by statute to make their employers aware 
of incidents in which harm has been or may have been 
caused to a patient 

  Trusts have to be open and honest in their quality accounts 
describing their faults as well as their successes 

  The deliberate obstruction of the performance of these 
duties and the deliberate deception of patients and the 
public should be a criminal offence 

  It should be a criminal offence for the directors of Trusts to 
give deliberately misleading information to the public and 
the regulators 

  The need for accurate, useful and relevant information to 
allow effective comparison of performance by regulators, 
patients and the public. Boards must be accountable for the 
presentation of balanced and candid information about their 
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compliance with fundamental standards of care.  
  
4.5 Improved support for compassionate, caring and committed 

nursing 
 

  Entrants to the nursing profession should be assessed for 
their aptitude to deliver and lead proper care, and their 
ability to commit themselves to the welfare of patients 

  Training standards need to be created to ensure that 
qualified nurses are competent to deliver compassionate 
care to a consistent standard 

  Nurses need a stronger voice, including representation in 
organisational leadership and the encouragement of nursing 
leadership at ward level 

  Healthcare workers should be regulated by a registration 
scheme, preventing those who should not be entrusted with 
the care of patients from being employed to do so. 
 

4.6 Stronger healthcare leadership 
  The establishment of an NHS leadership college, offering all 

potential and current leaders the chance to share in a 
common form of training to exemplify and implement a 
common culture, code of ethics and conduct 

  It should be possible to disqualify those guilty of serious 
breaches of the code of conduct or otherwise found unfit 
from eligibility for leadership posts 

  A registration scheme and a requirement need to be 
established that only fit and proper persons are eligible to be 
directors of NHS organisations. 

  
4.7 It is clear that every single person and organisation in the NHS 

needs to reflect on what needs to be done differently in future and 
how they can contribute to a safer, committed, compassionate 
and caring service. The CCG will now need to consider the 
findings and recommendations and decide how we apply them to 
our work, it will influence our  values, strategies, priorities and 
ways of working.  

  
4.8 We will be required to announce, at the earliest practicable time, 

our decision on the extent to which we accept the 
recommendations and what we intend to do to implement them. 
Some of the recommendations are specific to commissioners, but 
we should consider all of them. A number of them could be acted 
on quickly, others will take a little longer and need to be 
developed in partnership with others, some require national 
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legislative changes. A framework and plan will now be developed 
with the CCG in response to the report and presented to the 
Board for discussion and to agree our announcement.     

  
 Follow this link to view the report: 

http://cdn.midstaffspublicinquiry.com/sites/default/files/report/Exec
utive%20summary.pdf 

  
5 NHS 111 Governance 

 
5.1 The GCCG had an overview of the governance issues on the 

NHS 111 governance submission from the Senior Commissioning 
Manager. In the future it is planned for NHS 111 governance to go 
to the Commissioning for Quality Group as required, for review 
and to feed into the assurance framework. 

  
6 Improving Primary Care and Reducing Variation 

 
6.1 The NHSCB Local Area Team (LAT) have started to look at the 

balanced scorecard, Any Qualified Provider (AQP) and Quality 
Outcomes Framework (QOF). There is a need to include primary 
care at a practice, locality and GCCG level so both organisations 
are at the forefront of planning. The softer intelligence will play a 
crucial part in the process. GCCG will need to articulate their 
plans for the next three years. The challenge for GCCG will be to 
move from the 2nd quartile to the top quartile. 

  
6.2 GCCG will need to agree three quality premium priorities which 

will impact on primary care and will form part of the discussion 
when GCCG meet with the LAT to discuss the Annual Operating 
Plan. 

  
7 Authorisation Requirements 

 
7.1 GCCG have two conditions to discharge before the 1st April 2013. 

These conditions are being worked on as part of the Annual 
Operating Plan, QIPP plans and Your Health Your Care Strategy.  

  
7.2 The assurance template will be completed and discussed at the 

meeting with the LAT on the 7th February, prior to a formal 
assessment which will take place during February or March 
regarding the extra evidence GCCG submit. 

  
8. GP Practice Visits 

 
8.1 The Chair, Deputy Clinical Chair, Accountable Officer and Director 
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of Commissioning Implementation are intending to visit all 
practices within the county during the coming year.  

  
8.2 The aims and objectives of the visits will be to give practices: 

 An opportunity for the Executive Team to meet informally with 
the practice, their staff and a chance to understand practice 
issues or concerns. 

 
8.3 The outcome will give practices: 

 A real voice on the Governing Body through their GP Clinical 
Commissioning Lead and Locality Executives; 

 An opportunity to contribute to the work of the 23 Clinical 
Programme Groups; 

 Financial remuneration to give the practice or individual GPs 
time to become involved; 

 Regular communications on what GCCG are doing and on the 
decisions made on their behalf; and 

 Practice level information on health needs, commissioning and 
prescribing budgets. 

  
8.4 Practice Visits are now underway have been well received by 

those GPs and practice staff who were able to attend. 
  
9 Countywide Locality Executive Meeting 
  
9.1 The aim of the session was to listen to issues raised by the 

Locality Executives and in turn update them on the work 
undertaken on the commissioning plans for 2013/14 to date. 
GCCG wish to ensure that local priorities are included in all future 
commissioning decisions and ensure localities are involved in 
decision making. 

  
9.2 The meeting was well received and it was agreed to meet up on 

quarterly basis. 
 

10 Practice Managers Event 
 

10.1 The Chair and Deputy Clinical Chair attended the Countywide 
Practice Managers event during December to give an overview of 
GCCG ‘one year on’. This was followed by a Q&A session lead by 
the Practice Managers around locality and individual practice 
issues. 

  
11 Annual Operating Plan 
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11.1 GCCG have started initial discussions with the relevant leads 
regarding the requirements of the Annual Operating Plan. It is 
intended that the plan will have a set of key priorities that describe 
the results that GCCG is trying to achieve during the next financial 
year and beyond. As part of this process draft commissioning 
intentions have been agreed and shared with our main providers. 
 

11.2 The Chair will update the Board more comprehensively once the 
draft documentation has been approved. 

  
12 The Constitution 

 
12.1 All 85 member GP practices have now signed up to the 

Gloucestershire CCG constitution following a comprehensive 
consultation exercise with member practices, the Local Medical 
Committee, British Medical Association and community partners. 

  
12.2 The document was developed in line with the NHS 

Commissioning Board’s model constitution and is extremely 
strong and clear in the areas of accountability, transparency – 
including transparency in procurement, public engagement and 
decision making. 

  
12.3 The constitution contains appropriate references and safeguards 

to support how the CCG’s work is carried out on behalf of the 
people of Gloucestershire. 

  
12.4 The document will be subject to some small technical updates 

prior to 1st April 2013. 
 

13 Recommendations 
 

 This report is provided for information and the Shadow 
Board is requested to note the contents. 
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 Agenda Item 6

 
Gloucestershire Clinical Commissioning Group  

(Shadow Board) 
 
Meeting Date 21st February 2013 
Title Annual Operating Plan: 2013/14 
Executive Summary This paper provides an outline of the key 

components proposed for the 
Gloucestershire Clinical Commissioning 
Group (GCCG) 2013/14 Annual 
Operating Plan.  This has been 
developed in the context of the national 
guidance ‘Everyone Counts: Planning for 
patients 2013/14’ published by the NHS 
Commissioning Board. 
 
The paper defines the approach to the 
annual operating plan, commissioning 
intentions moving into 2013/14 including 
the identified local quality premiums 
alongside the enabling strategies to 
support delivery. 
 
The paper also provides an overview of 
the process to refine and ensure 
authorisation of the Gloucestershire 
Clinical Commissioning Group (GCCG) 
Annual Operating Plan for 2013/14. 
 

Key Issues 
 

The plan will identify the following key 
areas: 

 Commissioning Intentions covering 
the key elements of 
transformational change and an 
overview of national targets to be 
delivered 

 Enabling strategies required to 
support delivery.  

 Key risks to delivery for the CCG in 
2013/14 
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 Integrated Financial plan 
assumptions. 

Risk Issues: 
Original Risk 
Residual Risk 

Authorisation of the plan by 31st March 
2013 
Risk: 2x3: 6 
Addressed by: Timetable in place, 
building on existing strategy.  Internal 
management process in place to hold 
leads to account 
Current rating: 2x3 : 6 

Financial Impact GCCG plan to deliver required surplus, as 
described in the financial section. 

Legal 
Issues(including NHS 
Constitution) 

GCCG will meet its legal commitments 
contained within the NHS Constitution 
and other national guidance. 

Impact on Equality 
and Diversity 

The finalised plan will include an 
assessment on equality and diversity. 

Impact on Health 
Inequalities 

An overview of the demographic and 
health inequalities challenges is included 
within the annual operating plan. 
 

Impact on 
Sustainable 
Development 

The finalised plan will include any detail 
on sustainable development impact 

Patient and Public 
Involvement 

Elements of the plan will be based on the 
‘Your Health Your Care’ strategy which 
was subject to public engagement. 
Individual service transformation will 
subject to engagement as appropriate 
through development. 

Recommendation The Board are asked to support the key 
components of the Annual Operating 
Plan, and to note the next stages in the 
planning process. 

Author Kelly Matthews 
Designation Associate Director Strategic Planning. 
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Agenda Item 6 
 

Gloucestershire Clinical Commissioning Group  
(Shadow Board) 

 
21st February 2013 

Annual Operating Plan: 2013/14 
  
  
1.0 
 
1.1 
 
 
 
 
 
 
1.2 
 
 
 
 
 
1.3 

Introduction 
 
There is a national requirement for the Clinical Commissioning Group to 
produce an Annual Operating Plan (AOP) for 2013/14, which outlines its 
key programmes of work, how national standards will be met and the 
financial impact of plans.  This is in the context of the national guidance 
‘Everyone Counts: Planning for patients 2013/14’ published by the NHS 
Commissioning Board. 
 
This paper outlines the key components proposed for the integrated annual 
operating plan, detailing the service transformation and commissioning 
priorities for 2013/14, supported by the strategic vision, basis for change, 
ensuring national standards are met and the financial impact. The 
mechanisms to support delivery are outlined. 
 
The Shadow Board is asked to comment on the key components proposed 
for 2013/14; and note the timetable for finalisation and authorisation of the 
plan. Initial plans have been submitted to the NHS Commissioning Board 
Local Area Team (LAT); with further discussion planned prior to final sign 
off by 31st March 2013. 
 

2.0 The Vision for Gloucestershire Clinical Commissioning Group 
 
Gloucestershire Clinical Commissioning Group (GCCG) will be a clinically 
led, membership driven organisation with a focus on joined up care. Using 
clinical experience to ensure high quality, safe, efficient services alongside 
an innovative and dynamic approach to change. The Annual Operating Plan 
will identify the actions to be taken in 2013/14 as means to deliver this 
vision; alongside a commitment to effective communication, engagement 
and transparency across the breadth of the commissioning agenda. 
 
Working with partner organisations from across the health and social care 
community GCCG has signed up to the strategic principles and priority 
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areas outlined within the Health and Well Being Strategy, ‘Your Health Your 
Care’ (YHYC) and Children and Young People’s Plan.  
 
As laid out in YHYC the vision for the Gloucestershire Community is to 
have: 

 Joined up care for the people of Gloucestershire. 
 People empowered to take more control over their own care. 
 Mainstream services that are accessible by all vulnerable people 

wherever they may live. 
 Enhanced outcomes for the population. 
 Improved use of resources. 

 
The Annual Operating Plan will define the progress to be made in 2013/14 
towards delivering this vision; both across the breadth of the CCG and at a 
local level; through the engagement of member practices and their 
localities. 
 

3.0 
 
 
 
 
 
 
 
3.1 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Supporting Our Population 
 
As outlined in the Health and Well Being Strategy, Gloucestershire is one of 
the healthiest counties in England. Overall health outcomes are better than 
the English national average with death rates from all causes falling over 
the last 10 years. However there are a two significant challenges GCCG 
face over the coming years: 
 
Changing Demographics 
 
The proportion of older people in Gloucestershire is already above the 
national average and this trend is expected to continue; with our older 
population growing at a faster rate than most of the rest of the country. 
According to the latest Office for National Statistics (ONS) projections, the 
number of people aged 65 and over in Gloucestershire will increase by 
about 70% (or 78,300) between 2010 and 2035 and will account for nearly 
one third of the total population. The number of people aged 90 and over is 
growing at an even faster rate and will double in just the next 15 years. 
Moreover, national statistics show that people aged 90 and over require 
double the amount of care than a typical 70 year old. In contrast, the 
numbers of young people and people of working age are likely to remain 
similar or even slightly decrease (see figure 1).
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3.3 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
Figure 1 – Projected percentage change in population demographics by age 
bracket between 2010 and 2035. 
Source: JSNA (ONS) 

 
Health Inequalities 
 
Health inequalities arise from differences in the social and economic 
conditions in which people are born and live. The burden of ill health falls 
disproportionately on individuals, families and communities in 
Gloucestershire that have lower incomes and lower educational levels. The 
people that are most likely to have the very worst health and wellbeing 
outcomes in our county include those living in the most deprived 
geographical areas and people who may be vulnerable to experiencing 
inequalities. 
 
Whilst the life expectancy of the county overall continues to increase, the 
health of the less well-off is improving more slowly than the rest of the 
population and the gap in life expectancy between the most and least 
deprived areas in Gloucestershire is not narrowing. Looking at life 
expectancy by district we can see differences within the county with 
Gloucester residents living fewer years than any other district. In Gloucester 
City on average men live to 78.0 years compared to 80.7 years in the 
Cotswolds, a difference of 2.7 years. Women in Gloucester live 82.4 years 
compared to 84.4 years in Cheltenham, a difference of 2 years. The life 
expectancy of Gloucester City residents is below the England average for 
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Action Plans are in place to focus on delivering the required performance by 
year end. As reported previously, all targets are forecast to be a green 
rating by the end of 2012/13 with the exception of the two targets relating to 
Healthcare Inquired Infections (specifically MRSA and C-Diff). Both of these 
indicators are particularly challenging, with low target levels to achieve, and 
therefore will be an area of focus for GCCG into 2013/14; alongside 
ensuring delivery of the requirements in 2013/14. 
 

4.0 
 
4.1 

GCCG Priorities  
 
This section outlines what we plan to achieve in 2013/14; focusing on the 
detail on commissioning intentions and priorities to be implemented in the 
coming financial year. 
 
Expected End State 
As part of the development of YHYC and the GCCG annual operating plan, 
the expected key deliverables by the end of 2013/14 are defined as: 
 

 Focus on quality, safety and experience. 
 

 Improved patient and public engagement. 
 

 A focus on prevention will form part of the commissioning focus in 
GCCG, with a strong Health and Wellbeing Approach. 

 
 The consolidated, quantified 5 year plan for YHYC will be in place, 

including understanding the impact on providers. 
 

 Integrated CCG and Locality plans are in place and delivering. 
 

 The Clinical Programme Approach is embedded across the health 
and social care community, under the clinical leadership of GCCG. 

 

 Integrated Community Teams delivering joined up health and social 
care. 

 

 A reduction in emergency admissions from the expected profile.  
 

 Continued improvement in performance, including the quality 
premiums, NHS outcomes framework and compliance with the NHS 
Constitution. 

 
 

 Partnership working across all commissioners. 
 

 Ensuring best use of assets. 
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Commissioning Intentions 
 
The commissioning intentions for GCCG have been developed by 
commissioning leads from across the organisation; supported by clinical 
leadership and endorsed within GCCG discussions. The development of the 
intentions has taken account of:  

 Your Health Your Care (YHYC). 
 The NHS Mandate (published 13th November). 
 Everyone Counts: planning for patients 2013/14: NHS Commissioning 

Board (published December 2012). 
 Joint Strategic Needs Assessments. 
 Local Intelligence, including public health, performance, quality, 

benchmarking, activity and financial analysis. 
 

The commissioning intentions have been discussed with the main providers 
for GCCG; and are enclosed in Appendix A for information. These 
commissioning intentions are underpinned by the YHYC Strategy; which 
has been subject to clinical engagement alongside patient and public 
involvement across the main themes.  
 
Local Quality Premiums 
In line with the planning guidance GCCG have identified three local 
priorities, to drive improvements in quality and improve health inequalities. 
The areas chosen are: 

 COPD admissions. 
 Care Homes. 
 Weight Management. 

 
The areas supported are focussed towards driving improvement in quality of 
care received, building preventative strategy to the forefront of 
commissioning changes and reducing locality variation. A full briefing of the 
areas chosen is attached as Appendix B. 

 
5.0 
 
 
 
 
 
5.1.1 
 
 

 
Enabling Strategies 
 
In order to support delivery of the priorities as laid out in the operating plan 
a number of enabling strategies will need to be put in place. The key 
components are outlined below: 
 
Clinical Programme Approach 
 
GCCG are committed to clinically led commissioning, informed and 
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5.1.2 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

developed through integrated working with colleagues from across the 
health and social community. Clinical Programme Groups, for the priority 
specialty areas, are established, currently developing and implementing 
short and long term work programmes. The focus is end to end pathway re-
design, ensuring focus on preventative care, integrated patient centred 
pathways and independent living. Each group is chaired by a clinical GCCG 
representative, supported by clinical and allied health professionals, with 
input from patient and public representation. The approach aims to drive 
clinical changes to commissioning, informed by best practice, opportunity 
for change and innovative thinking. 
 
The Clinical Programme Groups work under the umbrella of YHYC; an 
integrated strategy endorsed by the health and social care community. 
 
Communication and Engagement 
 
GCCG is committed to ensure the views of patients and the public inform 
the development of service change proposals and their evaluation. Setting 
the foundation for this was the public engagement jointly on the Health and 
Well Being and YHYC strategies. As part of this process views were sought 
on the direction of travel the community is working towards; with 
programme areas subject to engagement in relation to the detailed changes 
proposed. 
 
The established Reference Group will continue to facilitate early 
discussions with LINK and HCCOSC representatives. This Reference 
Group will receive information about proposed service changes at the 
earliest stage in their development, allowing members of the Reference 
Group the opportunity to comment and influence them ahead of formal 
presentation to scheduled HCCOSC meetings. In addition, the Reference 
Group will provide an early steer on the likely perceived ‘significance’ of any 
proposed changes in relation to statutory public consultation requirements 
relating to ‘significant variation’. Alongside the reference group a variety of 
different communication and engagement tools and techniques will be 
deployed, such as focus groups, targeting hard to reach groups, 
questionnaires, drop in discussions and communication briefings. 
 
GCCG also recognise the importance of communicating and engaging a 
range of stakeholders, in particular with a focus on clinicians including GP 
member practices. GCCG will prioritise developing a member driven 
organisation in 2013/14; ensuring primary care has a voice in the priorities, 
developments and changes undertaken within Gloucestershire. In 



 

Page 10 of 33 
 

 
 
 
 
 
5.1.3 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
5.1.3 
 
 
 

Gloucestershire there is an established clinical priorities forum where the 
clinical discussions in respect of the required system changes take place.  
There are primary and secondary care clinicians sitting on this board, who 
have been identified as the clinical leaders for the health economy.   
 
Organisational Development 
 
As 2013/14 is the first year for GCCG, formally in operation from 1st April 
2013, a focus will be placed on developing the organisation both from a 
perspective of the internal organisation alongside the relationship with 
external partners. Key areas of focus include: 
 

 Developing GCCG internally; ensuring staff work towards a focus of 
clinical leadership in a member practice driven organisation. The 
organisational development plan will focus on the skill set across 
GCCG; ensuring capability and capacity is in place to deliver the 
commissioning and service transformation agenda. 

 Communication and Engagement within GCCG, across directly 
employed staff and member practices, will be developed to ensure 
everyone is integrated into the work plan of the organisation. The use 
of IM&T, such as the development of the intranet, will ensure this is 
approached in an efficient and effective way. 

 The relationship with key partners will continue to strengthen, building 
on the good progress made whilst GCCG has been operating in 
shadow form. The Clinical Programme Approach, joint infrastructure 
governing YHYC and the Health and Well Being Board provide key 
mechanisms to facilitate and develop clinical and business 
discussions. 

 The successful implementation of Central South Commissioning 
Support Unit (CS CSU) will ensure robust commissioning and 
contracting mechanisms are in place. GCCG will  ensure clear 
specifications are in place with regards to support services; promoting 
the joint working between CS CSU and GCCG staff for a seamless 
delivery of a commissioning service. 

 
Contractual Frameworks 
The use of the NHS Standard Contract, including incentives and levers, will 
be applied to ensure the contractual frameworks support the GCCG 
priorities for delivery. Within the contract agreements with our main 
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5.1.4 
 
 
 
 
 
 
 
 
 
5.2 
 
 
 
 
5.2.1 
 
 
 
 
 
 
 
 
 
 
 
 
5.2.2 
 
 
 
 
 
 
 

providers the Service Development Improvement Plan (SDIP) schedule 
outlines the agreed QIPP programme for the financial year, including 
financial risk share agreements, supported by the CQUIN schedule for 
quality enhancements. The contractual agreements for 2013/14 will be in 
place by 31st March 2013. 
 
Informatics 
The use of technology and information will be core to GCCG; to ensure an 
innovative approach to the commissioning agenda. The relationship with 
Central South Commissioning Support Unit (CS CSU) will be fundamental, 
and service specifications are already in place to ensure delivery. The 
planning guidance focuses on the use of data and IM&T to inform service 
re-design at both a strategic and operational level; which will be evident in 
2013/14 in GCCG; including areas such as telehealth, risk stratification and 
development of the JSNA. 
 
Ensuring Delivery 
 
GCCG will ensure a robust governance system is in place to support 
delivery of the priorities as laid out in the annual operating plan. 
 
Alignment to strategy 
 
The priorities identified within the annual operating plan ensure alignment 
with the strategic principles agreed across the health and social care 
community; incorporating the national requirements to be delivered. This 
approach ensures sign up from key partners; alongside an effective 
governance framework involving clinical partners in support of delivery. 
Strategy alignment continues to recognise the annual operating plan 
defines a number of bespoke actions to be delivered as part of a wider 
programme of work; encouraging evolvement, development and 
enhancement to the way services are commissioned by GCCG moving 
forwards. 
 
Programme Management 
 
Through the establishment of a robust programme and performance 
management structure the service transformation agenda (most notably the 
QIPP programme) is subject to rigorous governance and control. GCCG 
has an organisational approach to programme and project management; 
underpinned by processes, tools and techniques to ensure a controlled 
approach to change management. Integrated with financial planning and 
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5.2.3 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

management, QIPP performance reporting is undertaken by a web based 
reporting system ensuring accountability and ownership of each change 
programme. Project risks and issues are reported through this system; and 
aligned to the corporate risk reporting as appropriate. 
 
Delivery of the expected changes and outcomes is fundamental to the 
enhancement of patient care. Benefits realisation across a range of 
indicators including patient outcomes and experience, clinical feedback, 
quality, safety, patient activities and financial elements are key to the 
evaluation and development of the service re-design programme.  
 
 
Risk Management 
 
The responsibility for risk within GCCG is proposed to continue to be 
delegated to the Information Governance Committee. A corporate risk 
register is in place; collating organisational, programme and directorate 
risks. Managerial and clinical leadership to the management of risks (as 
appropriate) is in place; with routine updates in place. 
 
In relation to the annual operating plan specifically the following risks and 
mitigating actions should be noted: 
 

Risk Action 

Growth higher than anticipated 

Demographic growth and incidence 
rate has been calculated and local 
knowledge incorporated into 
planning assumptions. Clinical 
discussion to take place in early 
March to sign off. 

Prescribing growth greater than 
expected levels 

Robust Medicines Management 
QIPP plan and Joint Formulary in 
place. Engagement with clinicians 
is on-going and some contingency 
has been built into the plan. 

Level of transformational QIPP is 
not realised 

Established PMO processes are in 
place. QIPP plan falls out of YHYC 
assisting stake holder sign up. 
Accountability and risk share 
arrangements to be included in 
contracts by 31/3/13. 

In year cost pressures impact on Robust planning and modelling 
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5.2.4 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

affordability assumptions utilised to develop 
MTFP including feedback from 
commissioner leads and integration 
with developed commissioning 
intentions. Systems and processes 
being established for in year 
management. 

Challenges to deliver required 
performance targets 

Robust performance management 
in place. Action plans to be in place 
for areas requiring improvement. 

Engagement of member 
practices 

Engagement with member 
practices and localities has 
commenced. Development of 
locality plans by end of Q1. 

Impact of organisational 
transition 

Transition planning in place 
regarding organisational change. 
Service Specification with 
Commissioning Support Unit in 
place. GCCG leadership through 
transition phase in place. 

Individual organisation work 
plans divert resources from joint 
initiatives 

Joint working arrangements in 
place. Alignment of organisational 
plans, as far as possible, is 
fundamental. 

 
 
Performance Management 
 
GCCG has a robust integrated performance framework in place to monitor 
and manage progress against the key indicators and objectives for the 
organisation. The performance framework aims to: 
 

 Reflect the key priorities for GCCG across the entire organisational 
business. 

 Ensure effective reporting and monitoring mechanisms are in place. 
 Ensure clinical and managerial leadership for the standards aganist 

which they are the accountable for delivery. 
 Ensure action is taken, where necessary, to address under 

performance. 

Performance against the Annual Operating Plan will be monitored monthly, 
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although data on some performance targets will only be available on a 
quarterly basis. Performance against all areas will be reported to GCCG 
through an integrated finance and performance report.   Areas of risk and 
under-performance will be highlighted; with remedial actions identified. 
Clinical leadership against each priority is in place, and will be establishe 
din support of remedial actions as and when required. This approach for 
leadership will be through the clinical programme approach as far as 
possible, to ensure an integrated approach across the clinical 
commissioning agenda. 

6.0 
 
 
 
 
6.1 
 
 
 
 
 
 
 
 
 
 
 
 
 
6.2 
 
 
 
 
 
 
 
 
 
 
 

Financial Planning 
 
This section outlines the five year financial position of NHS Gloucestershire 
Clinical Commissioning Group (NHSGCCG) between 2013/14 and 2017/18. 
 
Summary 
 
NHSGCCG has developed a Medium Term Financial Plan (MTFP) based 
on the disaggregation of resources from NHS Gloucestershire into the new 
architecture. 
 
The MTFP supports the NHSGCCG strategy, “Your Health, Your Care” and 
the Gloucestershire Joint Strategic Needs Assessment, “Your Health, Your 
Care” and delivers the requirements from the National NHS Operating 
Framework. 
 
In each financial year NHSGCCG is planning to deliver a financial surplus 
underpinned by both transformational and transactional QIPP schemes. 
 
Planning Framework 
 
2013/14 is the third year of the current four year comprehensive spending 
review (CSR) period. During this period it is predicted that the NHS will 
need to deliver efficiency savings of £20bn for reinvestment in improving 
quality. As part of the Government’s commitment to the NHS it was stated 
that the NHS would receive real terms growth in resources during this 
period. 
 
NHSGCCG’s MTFP builds on the themes outlined within the 2013/14 NHS 
National Operating Framework and the Health and Social Care Act 2012. 
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6.3 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
6.4 
 
 
 
 
 

The MTFP has been built with the principles used to support the recent 
Department of Health baseline exercise (July 2012) which disaggregated 
the resources of NHS Gloucestershire into the new architecture of the NHS 
from 2013/14. 
 
During the period of the MTFP NHSGCCG will plan for: 
  

 A surplus in each year equivalent to 1% of recurrent resources for 
2013/14 and the required surplus levels for future years 

 Uncommitted headroom funds equivalent to 2% of recurrent 
resources, £18m, to pump prime service change 

 Contingency reserves equivalent to 0.5% of recurrent resources to 
manage in  year risks 

 
The planned level of surplus to be delivered in each year of the MTFP is set 
out in Appendix C. 
 
Identifying investment requirements 
 
The MTFP has included investment requirements in line with: 

 National Priorities identified within the 2013/14 NHS Operating 
Framework e.g. re-ablement funds, carers funding etc. 

 Demographic growth requirements from the Gloucestershire “Your 
Health, Your Care” Strategy 

 The Gloucestershire Joint Strategic Needs Investments 
 NHSGCCG Commissioning Intentions 
 Horizon scanning of future funding issues e.g. NICE drugs  

 
Investments have been prioritised in line with NHSGCCG’s strategic 
objectives to ensure: 

 Delivery of Nationally identified priorities 
 Achievement against targets identified within the Integrated Operating 

Plan 
 Realisation of local priorities 

 
Key planning assumptions 
 
The MTFP is based on the assumption that the level of resource growth 
confirmed in 2013/14 continues in future years. 
 
It is also assumed that in each year of the plan that there will be a net 
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6.5 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
6.6 
 
 
 
 
 
 
 
 

inflationary reduction to NHS providers via the Payment by Results tariff 
and that there is growth in prescribing budgets. 
 

 2013/14 2014/15 2015/16
Growth in resources % 2.3 2.3 2.3 
CRES % -4.0 -4.0 -4.0 
Non NHS uplift before 
CRES % 

4.0 4.0 4.0 

NHS uplift before CRES % 2.7 2.7 2.7 
Net prescribing growth % 2.5 2.5 2.5 

 
 
QIPP 
 
The MTFP identifies a QIPP challenge that GCCG intend to deliver via both 
transformational and transactional QIPP schemes to ensure financial 
balance. 
 
The transformational QIPP programme has been identified as part of “Your 
Health, Your Care” with the associated impacts being mapped across 
2012/13 to 2016/17, based on service redesign across 2012/13 and 
2013/14. The last 3 years of transformational QIPP shown within the MTFP 
show the long term impact of the schemes that commenced in 2012/13 and 
2013/14 and do not currently show the transformational benefits associated 
with the new implementation schemes that will be developed for 2014/15 
and beyond. 
 
Outside of the transformational QIPP schemes shown within “Your Health, 
Your Care” a range of transactional QIPP schemes will be developed which 
cover contract strategies with in county major service providers, joint 
funding arrangements and non-clinical arrangements. 
 
Financial Risks 
 
The following risks will influence the delivery of the five year financial plan: 
 

 Demographic growth exceeds the levels forecast in the “Your Health, 
Your Care” Strategy. 

 Prescribing growth exceeds planned growth levels. 
 Mandatory cost pressures are higher than the funded position. 
 Level of transformational and transactional QIPP savings do not 
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7.0 
 
 
 

achieve planned levels or have the impact forecast. 
 In year cost pressures exceed planning assumptions and cannot be 

managed down to affordable levels. 
 Levels of over-performance within service level agreements that 

cannot be mitigated via QIPP schemes or contingent reserves. 
 
A summary of the MTFP is included within Appendix C. 
 
Next Steps 
 
The annual operating plan will continue to be refined prior to sign off by 31st 
March 2013. The main elements of the planning process are summarised 
below: 

 
Plan sections Status Actions 
Key elements of 
transformational 
change  

The ‘Your Health Your 
Care’ strategy identifies the 
key areas of change for the 
CCG in conjunction with its 
partners for the next five 
years.   
The Strategic 
Implementation Plan (SIP) 
identifies the key areas for 
delivery within year 1, and 
these feed into the CCG 
QIPP plan by provider for 
2013/14. 

Commissioning 
Intentions shared 
with providers. 
 
 
QIPP plans will be 
finalised at provider 
level by 28th 
February 2013 
 
Contract sign off 
due 31st March 
2013. 

Key Risks:  
YHYC and 
assessment of 
performance 

Risk assessment of YHYC 
SIP in place 
 
Assessment of 
performance against key 
targets reported on a 
monthly basis.   

To be refreshed by 
28th February 2013 
 
Refreshed monthly, 
incorporated into 
plan including 
financial 
requirements. 

Confirmation national 
targets will be met 

All national targets and 
NHS Constitution targets 
are identified to be met by 
the end of 2012/13. 

Challenging area 
for 2013/14 Health 
Care Acquired 
Infection targets 
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Activity Plans Activity plans need to be 

developed which identify 
volumes of activity required 
to ensure that the CCG has 
sufficient capacity 
commissioned to meet the 
needs of the population. 

Modelling work 
based on historical 
trends is taking 
place and will be 
produced as first 
draft by 25th 
January and 
refreshed March 
2013 

Financial Information This is based on the 
Medium Term Financial 
Plan, which is being 
refreshed following the 
publication of CCG 
allocations 

To be refreshed 
March 2013 with 
any changes. 

Development and 
Integration of locality 
planning. 

Locality Plans to be in 
place by Quarter One. 

Locality planning 
commenced, 
building on existing 
work programmes. 
Expressions of 
interest into Clinical 
Programme 
Groups sought. 

Final sign off by 
NHSCB 

Initial conversations held 
with Local Area Team. 

Final submission 
28th March 2013 for 
agreement by 5th 
April 2013. 

Publish prospectus 
for the local 
population. 

Public facing prospectus to 
be developed based on 
agreed annual operating 
plan. 

Submitted to the 
board in May 2013 
for publishing. 

 
8.0 Recommendations 

 
The CCG are asked to support the key components of the Annual 
Operating Plan 2013/14 as presented within this paper; and to note the next 
stages in the planning process. 
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Appendix A 
NHS Gloucestershire Clinical Commissioning Group 

Commissioning Intentions 2013/14 
 
There are a number of documents which feed into the 
commissioning intentions for 2013/14, including: 

 Your Health Your Care 
 The NHS Mandate (published 13th November) 
 Everyone Counts: planning for patients 2013/14: NHS 

Commissioning Board (published December 2012) 
 
Alongside this the commissioning intentions have taken into 
account local intelligence, including the Joint Strategic Needs 
Assessment (JSNA) to form the priorities for 2013/14 
 
1. Your Health Your Care 

 
‘Your Health Your Care’ (YHYC) has been developed in 
conjunction with our main Health and Social care partner 
organisations within the Gloucestershire community; and identifies 
the strategic priorities for the next 5 years (commencing in 
2012/13). Using the strategic priorities; areas of focus for GCCG to 
develop in 2013/14 have been identified.  Each of these will be 
pulled together into a Strategic Implementation plan and built into 
contracts through the Service Development and Improvement Plan 
Schedule. 
 
The following provides an overview of the priority areas which flow 
from Your Health Your Care and are a part of the Commissioning 
Intentions for 2013/14. 
 
1.1 Cross Cutting Service Models 
 The delivery of Integrated Community Teams within all 

Gloucestershire localities; including developing the Living Well, 
Case Management and Telehealth programmes to improve 
quality of care and productivity. 

 A focus on services for the Frail elderly; including development 
of the Frail elderly Pathway, introducing Older People Advice 
and Liaison and continued implementation of the dementia 
strategy. 
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 Development of robust responsive community services to: 
prevent hospital admissions, access to timely reablement 
services to maximise and maintain independence 
 

The unscheduled care programme is a cross cutting theme and 
the governance structure links very closely to the clinical 
programme approach for Long Term Conditions (LTC).  Our 
intentions, therefore, are described in terms of initiatives that 
drive: 
 Maximising outcomes for those with specific long term 

conditions, including those with multiple conditions and/or frailty 
as a  result of older age 

 Key delivery mechanisms that underpin support to those with 
these LTC but also their urgent care needs e.g. integrated care 
teams in the community. 

 System management to drive integrated and accessible urgent 
24/7 care 

 Provider development to ensure services are available and 
delivered efficiently at the right time in the right place 

 
1.2 Clinical Programmes 
With a focus on the Clinical Programme Approach to 
commissioning a number of priority areas have been identified for 
2013/14: 
 

 Musculoskeletal Services. The clinical programme continues 
to develop a longer term strategy for the commissioning of 
Integrated Musculoskeletal services across the patient 
pathway. In 2013/14 areas of focus to work towards this 
ambition will be on equity of access across the existing 
interface service provision, development of the patient 
outcome approach to evaluation and implementation of the 
clinical pathways developed with a range of stakeholders 
during 2012/13. 

 
 Ophthalmology. Review of pathways to identify where care 

closer to home can be provided, supporting the management 
of eye conditions. 

 
 Dermatology. In 2013/14 the service re-design portfolio will 

focus on developing and implementing an equitable 
intermediate tier across all localities in Gloucestershire. 
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 Diabetes – In 2013/14 the Clinical Programme Group will 

continue to build upon the development of Specialist 
Diabetes services and primary care engagement to date. 
The next stage is to focus on the development of integrated 
care across the patient pathway.  

 
 Respiratory. Further develop the integrated community 

model to incorporate oxygen assessment; alongside further 
development of pathway work.   

 
 Mental Health. Work plan in place comprising the 

development of integrated care pathways and teams, 
recovery focussed care and psychiatric liaison across the 
community. 

 
1.3 Part of Care Journey 
Whilst the focus of GCCG is an integrated clinical approach to 
service transformation there are a number of large programmes 
impacting on part of the care journey. 
 

 Improving urgent care access. In 2013/14 GCCG will embed 
the implementation of NHS 111 and the re-commissioned 
Out of Hours service following the procurement exercise.  
Primary care variation will be a focus for development, 
informed by the findings from the Primary care Foundation 
audit.  

 Demand Management. GP Peer Review and Advice & 
Guidance will continue to be implemented into 2013/14. 

 Diagnostic Access. In 2013/14 the AQP procurement for 
Direct Access to diagnostic tests will go live. 

 Re-ablement will be agreed and implemented across health 
and social care. 

 
1.4 System Wide Change 
 
Areas developed across the system to support the commissioning 
agenda of GCCG; with a focus on medicines management and 
efficient utilisation of services and assets. 
2. Clinical Programme Group priorities (above and beyond 

YHYC) 
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Whilst YHYC details the major change programmes against the 
clinical programmes, additional commissioning objectives are 
summarised below. 
 
2.1     Cancer 

 Ensure all patients have access to the best possible 
treatment, achieve earlier diagnosis of cancer, to increase 
the scope of successful treatment and increase survival 
rates. 

 Build in capacity to meet the requirements of screening 
programmes. 

 In 2013/14 a focus will be placed upon: 

 Chemotherapy 
 Waiting times performance 
 Reporting staging information 
 Breast services – 23 hour pathway 
 Colorectal services 
 Dermatology Community provision  
 Patient Experience 

 
2.2 Mental Health (as YHYC), plus:  
 Development of MH PbR tariff – reflecting in care pathways and 

service specifications, address health inequalities with a focus 
on medically unexplained symptoms, recovery inpatient 
services.  

 
 In line with Autism Act and national strategy requirements to 

provide ASC assessment/diagnostics.  
 

 Achieve a reduction in suicide rates, both within statutory and 
voluntary providers, looking at enhanced training of staff, risk 
assessment and management, and review of service provision. 

 
 Development of bereavement support across providers and 

sectors. 
 
 A programme of mental wellbeing promotion in the general 
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population and in ‘high-risk’ groups that also reduces the risk of 
developing mental health problems. 

 
 Enhance access to psychological therapies for Children and 

Young People 
 

 
2.3     Children and Maternity.  

Our commissioning objectives for women, fathers, babies and 
families are to ensure that they have access to: 

 Births that are as normal as possible based on assessment of 
individual need.  

 Ensure services are viable and sustainable, and take into 
account the impact of service provision in neighbouring 
‘counties’. 

 Antenatal and postnatal services provided away from general 
hospital sites, with a multiagency approach where indicated, in 
community locations and environments. 

 Antenatal and postnatal care that contribute to reducing key 
health inequalities and outcomes, such as infant mortality, by 
working to improve breastfeeding rates and working with other 
agencies to reduce smoking cessation and obesity especially for 
vulnerable groups. 

 Services that promote confident parenting and secure 
attachments through providing an integrated approach to 
supporting parents with Public Health Nursing, Mental Health 
and children centre services. 

 Choices regarding where they can have their baby, which will 
include home birth and midwife-led birthing unit amongst the 
options available, based on an appropriate assessment of their 
need and risk. 

 Continuity of care provided by a well-trained and suitably 
qualified maternity workforce; adopting a team approach 
incorporating clerical and care assistants; using caseload 
approaches to care; and care pathways. 
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 Mental health services: targeted support for children and young 
people at particular risk of developing mental health problems, 
such as looked after children. 

 
 Enhance delivery on maternal mental health pathway; ensuring 

NICE compliance. 
 
 

2.4 Learning Disabilities 
 
 Increased Numbers of people receiving a health check and 

Health Action Plan. 
 

 Refocus specialist inpatient services to support care at home. 
 
 Review of community services to people with learning 

disabilities to include element specifically focused on needs of 
people with learning disabilities who present challenging 
behaviours. 

 
 To identify key health areas for LD population that 

demonstrates equality of outcome with general population. 
 
 
3. 2013/14 everyone counts: planning for patients 
 
The following key areas are identified nationally as priority areas 
for CCG’s to develop and / or deliver through 2013/14: 
 
3.1     NHS Services, Seven days a week 
Working together to identify services which are only provided 
Monday to Friday, identifying those that would benefit patients by 
being available 7 days a week and agreeing priority areas to 
progress and implementation plans 
Priority areas are: 

 Diagnostics. 
 Urgent and emergency care pathways (across acute and 

community care), including psychiatric liaison in hospital 
setting. 
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3.2   Transparency and Choice 
Gloucestershire CCG will require providers to publish data sets on 
the quality of services on their web sites based on definitions in the 
Health Quality Improvement Partnership website. 
 
3.3 Listening to Patients and increasing their participation 

 Real time patient and carer feedback reviewed and fed into 
CQRG on a quarterly basis. 

 Introduction of the friends and family test: acute inpatients 
and A & E from 1st April 2013 and Maternity services from 1st 
October 2013.  Outputs will form part of contractual 
discussions and negotiations for 2014/15.  consider how this 
type of survey can be used within a mental health setting, 
trial a version to gain feedback on services from patients (link 
to the patient experience escalator). 

 Improving uptake of Telehealth services across 
Gloucestershire. 

 
3.4   Better data, driving improved outcomes 

 Use of the NHS number as the primary identifier for all 
patients in contact with NHS services 

 High levels of quality and data completeness in SUS data, 
where concerns are identified contract sanctions will be 
applied 

 Working with commissioners to identify and measure 
outcomes resulting from clinical interventions.  This will be 
taken forward through clinical programme boards. 
 

3.5  Higher standards, safer care 
 Through the Clinical Quality Review Group review the 

recommendations within the Francis report, produce an 
assurance report and action plan which will address any 
areas of concern. Reflect on the Winterbourne review report 
ensuing all key areas are reviewed.  Action plans will be 
monitored and reported through to the CCG Board. 

 
 Implementation of Compassion in Practice across all staff 

groups 
 

3.6  Emergency Preparedness 
Ensure providers demonstrate that they can meet the requirements 
of Emergency Preparedness and Resilience as defined within the 
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new national standard contract in the service conditions number 
30. 
 
3.7  Protecting Patents Continuity of Care 
 
The 2012/13 contract defines those services which are mandatory 
for the provider as part of their authorisation.  We will review those 
in partnership during 2013/14 to identify those services which will 
meet the new ‘Commissioner Requested Services’ (details to be 
published by Monitor). 
 
3.8  Health Care Acquired Infections 

 There will be a zero tolerance approach to MRSA infections 
 Continuing to reduce the incidence of C Diff, meeting the 

target as defined by the NHS Commissioning Board. 
 
3.9   Meeting the NHS Constitution 
Gloucestershire Commissioning Group expects that all providers 
deliver against the NHS Constitution, and will use contract 
sanctions where targets are not delivered.   
 
18 week RTT targets will be delivered, specifics related to this are  

 Zero tolerance of over 52 week waits. 
 Providers will respond to patients who request treatment at 

an alternative provider where the 18 week RTT may be 
missed. 

 PTLs will be shared with the CCG performance team and 
where concerns are identified these will be discussed 
through the Contract Performance Meeting and if and when 
required joint PTL monitoring meetings will be instigated. 

 All patient letters in reference to a first outpatient 
appointment will include information on a right to treatment 
within a maximum waiting time and what action the patient 
can take if they are concerned they are or will wait longer 
than 18 weeks. 

 Providers will implement an in year guidance on 18 week 
RTT and keeping patients informed. 

 
Minimum wait times in A & E Departments: 

 Zero tolerance of over 12 hour trolley waits. 
 All ambulance hand overs to take place within 15 minutes of 

arrival. 



 

Page 27 of 33 
 

 
Cancelled operations: 

 All patients who have operations cancelled on or after the 
day of admission for non-clinical reasons will be offered 
another binding date within 28 days, or the patients 
treatment will be funded by the provider at the time and 
hospital of the patients choice. 

 Zero tolerance of urgent operations being cancelled for a 
second time. 

 
3.10 Mental Health Outcomes 
Begin to develop outcome measures for mental health services 
Complete the full roll out of the access to psychological therapies 
programme by 2014/15, with a recovery rate of 50%.  In 2013/14 
the CCG are commissioning to achieve an access rate of 13% 
increasing to 15% by 2014/15. 
 
 
3.11  Quality checks 
Providers will share their Cost Improvement Plans with the Clinical 
Commisioning Group and will provide evidence that the plans have 
been signed off by their Medical and Nursing Directors as having 
been assured as clinically safe. 
 
Providers will demonstrate how they intend to implement the 
‘comply or explain’ regime. 
 
Providers will be part of the Academic Health Science Networks. 
 
3.12  CQUIN 
 
Pre-qualification Criteria 
As per the guidance issued by the NHS Commisioning Board pre-
qualification criteria will be applied.  The details of the schemes 
and criteria will be refined once further NHSCB guidance has been 
released.  Criteria are: 

 A trajectory for increasing planned use of Telehealth/telecare 
technologies. 

 Intra-operative fluid management: trajectories developed 
consistent with National Technology Assessment Centre 
guidance. 
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 Plans in place to exploit the value of commercial intellectual 
property (standalone or with the AHSN). 

 A trajectory to reduce inappropriate face to face contacts. 
 Plans in place to ensure that for every person admitted to 

hospital where there is a diagnosis of dementia, their carer is 
signposted to relevant advice and receives information to 
support them. 

 
National CQUINS will be applied and will be worth 0.5% of the 
CQUIN value 
 
Local CQUINs will be developed in relation to key local priorities. 
 
 
4. Partnership working 
 
The development of partnership working with other commissioners 
will be a focus for GCCG into 2013/14; to ensure a collaborative, 
joined up approach.  
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Appendix B: 
NHS Gloucestershire Clinical Commissioning Group. 

Quality Premium Selections 2013/14. 
 

 
Quality Premium One: COPD Admissions 
 
Chronic Obstructive Pulmonary Disease (COPD) is the fifth biggest 
cause of death in the UK, the second most common cause of 
emergency admission to hospital, one of the most costly in-patient 
conditions treated by the NHS and a major cause of morbidity 
within Primary Care.  With effective services, therapies and 
treatment, exacerbations of COPD can be shortened, so reducing 
the need for hospital admission and improving the outcomes and 
quality of life for patients. 
 
COPD accounts for approximately 10% of hospital medical 
admissions (equating to over 90,000 annually) in the United 
Kingdom. The number of admissions has increased by 50% in the 
last decade and accounts for one million bed days per annum. 
Inpatient mortality was 7.4% in the 2003 Royal College of 
Physicians Audit and 90 day mortality was 15.3%. 31% of patients 
were re-admitted to hospital within 30 days. On average patients 
spend 8.7 days in hospital. 
 
There is good evidence to demonstrate that the provision of high-
quality, integrated respiratory care can: 
 
 Improve support and relieve symptoms for patients with 

respiratory disease 
 Support hospital discharge 
 Help reduce inappropriate hospital admission 

 
As part of our priority areas a Respiratory Clinical Programme 
Group is established, with a focus on integrated care including 
pulmonary rehabilitation and oxygen assessment. The KPI 
commits to reduce admissions by 10% overall from a forecast 
outturn of 2012/13. 
 
The basis of identifying COPD admissions as a quality premium is 
the locality inequality. From the data the CCG has reviewed there 
are higher rates of emergency admissions for COPD from 
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Cheltenham (9.2 per 1,000 over 65 population), Gloucester (9.4 
per 1,000) and Forest (10.3% per 1,000) localities, the intention is 
to target these localities through the development of locality plans, 
with the intention of bringing them down to the Gloucestershire 
average in the first instance (7.7 per 1,000).  
 

 
 
Quality Premium Two: Care Homes 
 
Evidence shows that Residents in Care Homes have multiple 
complex medical needs.  Residents have higher needs than other 
patients for essential medical cover because their medical needs 
are complex and changeable.   They are also usually unable to 
attend the primary care centre requiring visits to the home, often 
necessitating frequent and multiple prescribing interventions.  Over 
50% of residents have dementia or other mental health needs as 
the primary clinical need or in addition to complex physical 
disabilities. There is some evidence locally that patients are 
admitted to acute care for conditions that, with support for the 
General Practitioner (GP), could be managed in the home. 
Examples of reasons for admission include Urinary Tract Infection, 
respiratory infection, Congestive Heart Failure and Cellulitis.  The 
range, type, quality and consistency of overall care vary widely 
between the individual homes, leading to potential inequalities for 
this section of the population.  
 
There are currently 269 care homes within Gloucestershire, and 
the intention is to provide an enhanced level of health service into 
the homes to deliver pro-active health care based on regular 
routine visits providing high quality care in the Care Home setting.  
This will prevent inappropriate admissions to Acute Care, 
improving management of medical and long term conditions, 

COPD - Emergency admissions - Rate per 1000 over 65 population
All providers

2010/11 2011/12 2012/13 2010/11 2011/12 2012/13

Stroud and Berkely Vale locality 130 145 83 24322 5.3 6.0 4.6

N Cotswolds locality 33 28 26 7303 4.5 3.8 4.7

S Cotswold locality 46 89 45 11292 4.1 7.9 5.3

Tewkesbury locality 75 50 49 8477 8.8 5.9 7.7

Cheltenham locality 216 268 192 27706 7.8 9.7 9.2

Gloucester locality 250 296 185 26345 9.5 11.2 9.4

Forest locality 130 126 104 13399 9.7 9.4 10.3

Total 880 1002 684 118844 7.4 8.4 7.7

COPD admissions
LOCALITY

COPD admissions per 1000 over 65 popover 65 
pop
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ensuring that end of life care is co-ordinated, and that all decisions 
and preferences made by the patients are communicated between 
organisations that may take care of that patient.  Current 
unscheduled care admissions from care homes are circa 2,100 per 
annum, and the intention is to reduce this number through this 
scheme. 
 
In year 1 we will collect a range of a baseline data to be able to 
demonstrate the effectiveness and impact of the new service on 
this vulnerable section of the population.  The plan is to ensure we 
have a minimum of 50% of care homes covered by the new 
enhanced level of service for year 1. 
 
Quality Premium Three: Weight Management 
 
24.7% of adults in Gloucestershire are obese (approximately 
110,000 people) and consequently at increased risk of a range of 
serious health conditions including diabetes, cancer, 
cardiovascular disease and osteoarthritis. The estimated cost to 
NHS Gloucestershire of treating the consequences of obesity was 
estimated at £149.1 million in 2010 (NICE, 2007).  
 
Obesity is strongly linked with deprivation and local data shows 
that those living in the most deprived quintile are at an increased 
risk compared to the least deprived. Other groups at increased risk 
of becoming obese include adults with mental health problems, 
those with physical and learning disabilities and people from 
certain BME groups.  
 
A recent cost effectiveness review of weight management 
interventions for adults concluded that there is evidence that 
multicomponent interventions (addressing eating and physical 
activity habits using evidence based behaviour change techniques) 
are likely to be cost-effective. Furthermore, targeting high-risk 
individuals e.g. those with impaired glucose tolerance, early 
osteoarthritis, raised cardiovascular risk, is likely to result in lower 
costs per QALY (HTA Programme, 2011).  
 
While there are some limited primary care and community-based 
weight management interventions available in parts of 
Gloucestershire, there are significant gaps in evidence-based 
provision and in some areas of need there is no service. 
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The following action will be taken to provide weight management 
support for adults, at increased health risk, wherever they live in 
Gloucestershire: 

1. To build on existing weight management provision to develop 
and commission a comprehensive, community-based weight 
management service in each locality, adopting a menu-based 
approach, and supporting the development of self-care skills  

2. To embed weight management interventions in all relevant 
clinical pathways thereby reducing avoidable ill-health and 
premature mortality, and associated health and social care 
costs.  

 
In order to reduce premature mortality within the population, the 
CCG will need to address the physical health needs of people with 
mental health conditions and learning disabilities. These groups 
will form a significant proportion of the target population for this 
initiative.  
 
Other priority groups will be:  

 People with, or at increased risk of developing, a long term 
condition including diabetes, cardiovascular disease, 
respiratory disease and osteoarthritis 

 Pregnant women with BMI > 30 and BMI > 35). 
 
KPI: Number and proportion of eligible people who are offered, and 
who take up, a weight management referral.  
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Appendix C: MTFP Summary 
 
 
      £'m 

      2013/14  2014/15 2015/16  2016/17  2017/18

Baseline  660.5  675.7 691.3  707.2  723.4

Growth  15.2  15.5 15.9  16.3  16.6

Other sources  27.9  28 28.2  28.3  28.4

      703.7  719.3 735.3  751.7  768.5

                    

Prior year outturn pressures  13.9  0 0  0  0
Brought forward budgets & 
commitments  678.2  690.8 706.4  722.3  738.5

Inflation  20.1  18.4 18.7  19.1  19.5

CRES  ‐25.7  ‐24.9 ‐25.2  ‐25.5  ‐25.8

Investments                

  
Demographic growth 
and capacity plan  10.2  11 10.9  10.7  10.6

  
Operating framework 
(informed from 12/13)  13.3  12.6 12.5  12.5  12.4

   Other investments  13.1  15.4 8.8  6.2  4.2

QIPP  ‐26.2  ‐10.9 ‐3.8  ‐0.8  1.6

      696.9  712.4 728.3  744.5  761.1

                    

(Surplus) / Deficit  ‐6.8  ‐6.9 ‐7.1  ‐7.2  ‐7.4
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 Agenda Item 7 

 
Gloucestershire Clinical Commissioning Group  

(Shadow Board) 
 
Meeting Date 21st February 2013 

 
Title Gloucestershire Clinical 

Commissioning Group (CCG) joint 
working with pharmaceutical industry 
 

Executive Summary  This paper seeks to support 
appropriate partnership working 
between Gloucestershire CCG/NHS 
Gloucestershire and pharmaceutical 
industry, based on transparency, clear 
patient benefit and proper approvals.  

 Department of Health (DH) Guidancei 
encourages NHS organisations to 
consider opportunities for joint working 
with the pharmaceutical industry, 
where the benefits that this could bring 
to patient care and the difference it can 
make to their health and well-being are 
clearly advantageous.   

 DH, through “Innovation Health and 
Wealth” publications, encourages local 
NHS organisations to spread 
innovation at pace and scale, for the 
benefit of patients. This can include 
joint working partnerships between 
NHS organisations and 
pharmaceutical industry. 

 DH and pharmaceutical industry have 
jointly published a toolkit ‘Moving 
beyond sponsorship’ (2010 - revised)ii, 
which provides a working framework. 

 Pharmaceutical Industry is governed 
by Association of British 
Pharmaceutical Industry (ABPI). 

Key Issues  By using the DH/ABPI toolkit and good 
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 organisational procedures GCCG can 
ensure that joint working with the 
pharmaceutical industry can contribute 
to improved effective care and that 
innovation and advances can be 
promptly and appropriately adopted. 

 Use of this toolkit will assure 
compliance with accountability, probity 
and openness, as per NHS code of 
conduct. 

Risk Issues: 
 
 
 
 
 
 
Original Risk 
Residual Risk 

Ad hoc unorganised working with the 
pharmaceutical industry across our 
organisation can lead to opaque working 
arrangements. This represents a potential 
risk to our organisation in terms of 
working arrangements, consistency and 
communication. 
3x3=9 
1x3=3 
 

Financial Impact Variable dependant on the subject of the 
joint working agreement. 
 

Legal 
Issues(including NHS 
Constitution) 

Compliance with Bribery Act 2010. 
 
 

Impact on Equality 
and Diversity 

Supportive of equality and diversity 
principles. 
 

Impact on Health 
Inequalities 

Potential positive influence on health 
inequalities, contributing to increased 
speed of rate of innovation 
 

Impact on 
Sustainable 
Development 

All joint working agreements will be 
cognisant of sustainable principles and 
implications. 

Patient and Public 
Involvement 

This paper demonstrates to public and 
patients, that Gloucestershire CCG/NHS 
Gloucestershire are committed to 
transparent and consistent arrangements 
when working in partnership with 
pharmaceutical industry. 



 
 

Page 3 of 8 
 

 
 

Recommendation The Shadow Board are asked to agree 
the following recommendations ; 
1.To support the corporate concept of 
working in partnership with 
pharmaceutical industry. 
 
2. To support the guidance for joint 
working with the pharmaceutical industry 
and use of the DH toolkit – joint working 
between the NHS and pharmaceutical 
industry. 
 
3. To recognise the Head of Medicines 
Management as the primary contact for 
the pharmaceutical industry and the 
custodian of the register of joint working, 
and to note the work required by 31st 
March 2013 to develop the process. 
 

Author Teresa Middleton 
Designation Head of Medicines Management 
Sponsoring Director 
(if not author) 

Dr Charles Buckley 
Mark Walkingshaw 
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 Agenda Item 7 

  
Gloucestershire Clinical Commissioning Group  

(Shadow Board) 
 

21st February  2013 
 

Gloucestershire Clinical Commissioning Group (CCG) joint 
working with pharmaceutical industry 

 
1 Introduction 
  
1.1 “Innovation Health and Wealth” (Gateway ref 16978) 

December 2011, describes the intention of the Department of 
Health (DH) to promote and encourage innovation in the 
NHS, at pace and scale. The subsequent publication in 
December 2012, “Innovation Health and Wealth – One Year 
On”, describes the progress of the actions outlined in the 
December 2011 paper. 

  
1.2 The NHS needs an entirely new relationship with industry 

based on partnership and not just transactions. 
  
1.3 
 

The NHS has a crucial role in alleviating the burden of ill 
health, and it also has a wider role in contributing to economic 
growth in the health and life science industries, for which it is 
the largest UK customer. 

  
1.4 The challenge both to the NHS and industry partners is to 

pursue innovations, whilst maintaining excellent and safe 
patient care.  

  
1.5 The NHS and pharmaceutical industry share a common 

agenda to improve patient care outcomes through high quality 
and cost effective treatment and management. Their common 
agenda is therefore to improve patient outcomes through joint 
working to ensure that patients get optimal care, with support 
to help them maximise the benefits of treatment.  

  
1.6 To enable NHS organisations and the pharmaceutical 

industry to work together in the interests of patients, the 
Ministerial Industry Strategy Group recommended that the DH 
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would develop, and has now developed an interactive toolkit 
to support this way of working. 

  
1.7 The purpose of this toolkit is to: 

 encourage NHS organisations and staff to consider joint 
working as a realistic option for the delivery of high-quality 
healthcare and a way to drive efficiency in the delivery of 
services in both primary and secondary care  

 provide the necessary information and have easy access to 
the tools which will help to enter into joint working. 

  
1.8 The initial version of the toolkit was published in March 2008. 

Following feedback from users, the toolkit was updated to 
include some new templates as well as more examples of 
good practice for reference. This toolkit should be used in 
conjunction with the document “Best practice guidance for 
joint working between the NHS and the pharmaceutical 
industry”. 

  
2 Gloucestershire CCG/NHS Gloucestershire 
  
2.1 Gloucestershire CCG is a progressive organisation, one of the 

first CCGs to gain authorisation. The resource potentially 
available to be gained by working collaboratively with the 
pharmaceutical industry must be embraced, to contribute to 
innovation. 

  
2.2 To take advantage of innovation our organisation needs to 

embrace opportunities, and to develop/change existing 
pathways to take gain benefit from these new innovations, 
and in some situations may require active decommissioning of 
products or services that the innovation replaces. 

  
2.3 An example of this situation; there are now three new oral 

anticoagulants available, two of which have NICE 
agreements.  These medicines do not require the patient to 
attend for routine blood tests, and can therefore reduce the 
associated costs. Patient safety is a concern as these 
medicines are new and currently there is no known antidote. 
Nevertheless the cost of these new medicines is in the region 
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of £75.60 (60 tablets) compared to existing oral 
anticoagulants which cost £0.92 (28 tablets). These are 
innovative medicines, and their potential influence on existing 
pathways, needs timely review in partnership with secondary 
care.  

  
2.4 This could be an opportunity for joint working with 

pharmaceutical industry. It is advantageous for patients to be 
able to benefit from innovation like this, quickly but not 
allowing patient safety and value for money to be adversely 
effected. 

  
3 Guidance for joint working with the pharmaceutical 

industry 
  
3.1 Appendix 1 is a draft guidance document for Gloucestershire 

CCG/NHS Gloucestershire to work with pharmaceutical 
industry. 

  
3.2 This document describes the basic principles of 

Gloucestershire CCG/NHS Gloucestershire working in 
partnership with pharmaceutical industry. 

  
3.3 Further work needs to be undertaken to establish the 

processes to be followed, when a prospective project has 
been suggested by either Gloucestershire CCG/NHS 
Gloucestershire or a pharmaceutical company. 

  
3.4 The Head of Medicines Management will maintain a register 

of agreed joint working agreements with pharmaceutical 
companies and keep governing body informed through 
quarterly submissions. 

  
3.5 The Head of Medicines Management will be the primary point 

of contact for pharmaceutical industry. 
  
3.6 By 31st March 2013, the Head of Medicines Management to 

work with Programme Management Office (PMO) to develop 
a streamlined process to work innovatively with 
pharmaceutical industry, building on the attached guidance, to 
take full advantage of proposals brought to Gloucestershire 
CCG by pharma industry e.g. informatics support. 
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4 Recommendation(s) 
  
4.1 The Shadow Board is requested to support the corporate 

concept of working in partnership with pharmaceutical 
industry 

  
4.2 The Shadow Board is asked to support the guidance for joint 

working with the pharmaceutical industry and use of the DH 
toolkit – joint working between the NHS and pharmaceutical 
industry.  

  
4.3 The Shadow Board are asked to recognise the Head of 

Medicines Management as the primary contact for the pharma 
industry and the custodian of the register of joint working, and 
to note the work required by 31st march 2013 to develop the 
process. 
 

  
5 Appendices 
  
5.1  Appendix 1 - CCG/NHS Gloucestershire Guidance for joint 

working with pharmaceutical industry 
 Appendix 2 - Guidance on collaboration between 

healthcare professions and the pharma industry. 
  
6 References 
  
  Best practice guidance on joint working between the NHS 

and pharmaceutical industry and other relevant 
commercial organisations. – DH Gateway ref: 8926. 
February 2008. 

 Innovation Health and Wealth – December 2011. Gateway 
16978 

 Innovation Health and Wealth – One Year On (December 
2012). Gateway 18535 

 Moving beyond sponsorship – toolkit for joint working 
between NHS and pharmaceutical industry. Gateway 
14600.  
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i Department of Health, 2008. Best practice guidance for joint working between the NHS and 
the pharmaceutical industry. 
ii 

http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/@ps/d
ocuments/digitalasset/dh_119052.pdf 
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Appendix 1  

 
 
 

Guidance for joint working with the Pharmaceutical Industry 
(Based upon DH Best Practice Guidance for Joint Working between the NHS and the 
 Pharmaceutical Industry, February 2008) 

 
 
 
 

Author: Head of Medicines Management 
Date Issued: January 2013 
Review Date: October 2013 
Ratified by: (shadow) Gloucestershire Clinical 

Commissioning Group 
January 2013 
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1. Scope 
 
1.1 This document is intended as guidance for NHS Gloucestershire (NHSG)/ 

Gloucestershire Clinical Commissioning Group (GCCG) and its staff who are 
involved in joint working with the pharmaceutical industry.  
 

1.2 For the purposes of this guidance, the term ‘staff’ refers to  
 All staff employed by NHSG / GCCG including hosted services and 

advisors employed on a consultancy basis 
 All NHSG / GCCG board members  
 Any third party organisations appointed to act on behalf of NHSG / 

GCCG to arrange pharmaceutical industry sponsorship 
 

1.3 Although not compulsory this guidance is also recommended to all 
independent contractors including general practitioners, community 
pharmacies, community dentists and community optometrists and their 
associated staff. 
 

1.4 For the purpose of this policy, joint working is defined as situations 
where, for the benefit of patients, organisations pool skills, 
experience and/or resources for the joint development and 
implementation of patient centred projects and share a commitment 
to successful delivery.  Joint working agreements and management 
arrangements are conducted in an open and transparent manner. 

 
1.5 Joint working differs from sponsorship, where pharmaceutical companies 

simply provide funds for a specific event or work programme.   
 
2. Introduction 
 
2.1 Department of Health (DH) Guidance1 encourages NHS organisations and 

their staff to consider opportunities for joint working with the pharmaceutical 
industry, where the benefits that this could bring to patient care and the 
difference it can make to their health and well-being are clearly advantageous.   

 
3. Aims and Objectives 
 
3.1 The aim of this policy is to: 

 
3.1.1 Assist NHS Gloucestershire (NHSG)/ Gloucestershire Clinical Commissioning 

Group (GCCG) achieve its objectives and delivery of national and local 
priorities by building effective and appropriate working relationships with the 
pharmaceutical industry. 
 

3.1.2 Inform and advise staff of their main responsibilities when entering into joint 
working arrangements with the pharmaceutical industry. Specifically, it aims 
to: 
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o assist NHS employers and staff in maintaining appropriate ethical 
standards in the conduct of NHS business 

o highlight that NHS staff are accountable for achieving the best possible 
health care within the resources available 
 

3.1.3 Staff are reminded that at all times they have a responsibility to comply with 
their own professional codes of conduct, and that representatives of the 
pharmaceutical industry must comply with the ABPI Code of Practice for the 
Pharmaceutical Industry.2 

 
4. Values 
 
4.1 In line with the NHS Code of Conduct3 three public service values underpin the 

work of the NHS: 
 accountability – everything done by those who work in the NHS must be 

able to stand the test of parliamentary scrutiny, public judgements of 
propriety and professional codes of conduct; 

 Probity – there should be an absolute standard of honesty in dealing 
with the assets of the NHS. Integrity should be the hallmark of all 
personal conduct in decisions affecting patients, staff and suppliers, 
and in the use of information acquired in the course of NHS duties 

 openness – there should be sufficient transparency about NHS 
activities to promote confidence between the organisation and its staff, 
patients and the public 

 
4.2 Where staff enter into any joint working with the pharmaceutical industry, their 

conduct should also adhere to the following values: 
 Transparency and trust  
 Appropriateness of projects  
 Patient focused 
 Value for money  
 Reasonable contact  
 Responsibility 
 Impartiality and honesty 
 Truthfulness and fairness. 

 
5. Principles of Joint Working 

 
5.1 Joint working must be for the benefit of patients and the NHS and preserve 

patient care.  Any joint working between the NHS and the pharmaceutical 
industry should be conducted in an open and transparent manner.  
Arrangements should be of mutual benefit, the principal beneficiary being the 
patient.  The length of the arrangement, the potential implications for patients 
and the NHS, together with the perceived benefits for all parties, should be 
clearly outlined before entering into any joint working. 
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5.2    In our commissioning, contracting and partnership working we would look to 

see similar processes and assurances about working with the 
pharmaceutical industry in those organisations that we work with and have 
contact with. We would wish to make sure that our clearly stated principles 
of transparency and a focus on patient benefit and the adoption of best 
value, modern and innovative, clinically effective care and treatments are 
shared and supported by their procedures for relationships with the 
pharmaceutical industry. Ideally this would be clearly stated in contracts and 
agreements. 

 
5.3 The following principles will also apply to joint working: 

 Staff should be aware of NHS guidance, the legal position and 
appropriate and relevant professional codes of conduct as described in 
extant NHS guidance 

 Contract negotiations will be negotiated in line with NHS values 
 Confidentiality of information received in the course of duty must be 

respected and never used outside the scope of the specific project 
 Joint working arrangements should take place at a corporate, rather 

than an individual, level 
 Clinical and financial outcomes will be assessed through a process of 

risk assessment 
 

5.4 NHSG/ GCCG has a mechanism in place for recording and monitoring, and 
evaluating any joint working arrangements. This consists of: 
 The main point of contact for the pharmaceutical industry is NHSG/ 

GCCG Head of Medicines Management. 
 Review of any potential joint working arrangements will include 

consultation with PMO, to establish the benefits and risks of potential 
joint working arrangements. 

 Using the Joint Working quick reference guide for NHS and 
pharmaceutical industry partners, completion of documentation – 
appendix 1 

 Registering all activity with Associate Director corporate governance 
 
5.5 A mutually agreed and effective exit strategy will be in place at the outset of 

any joint working arrangement detailing the responsibilities of each party and 
capable of dealing with a situation where premature termination may become 
necessary. 
 

  
6. Confidentiality and Data Protection 
 
6.1 Confidentiality of information received in the course of duty must be respected 

and must never be used outside the scope of specific exercise. 
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6.2 Compliance with information governance policy and principles will be 
maintained at all times.  

 
7. Conflicts of Interest, Payments and Hospitality 
 
7.1 All staff are expected to complete declaration of potential conflict of 

interest/hospitality documents as and when appropriate. These documents 
must be completed appropriately and registered with Associate Director 
Corporate Governance. 

  
8. Approval of Joint Working Arrangements 
 
8.1 Agreement of joint working arrangements by the appropriate Clinical 

Programme Group, in association with PMO, who with Head of Medicines 
Management maintain an overview of all joint working arrangements with the 
pharmaceutical industry. 
 

8.2 The Head of Medicines Management will maintain a register and report to the 
governing body of GCCG/NHSG quarterly.  

 
9. Reference and Additional Reading 

 
a. Shadow CCG Board paper – January 2013 
b. Bribery Act 2010 
c. NHSG/GCCG decision making process – 2012 
d. Innovation Health and Wealth – December 2011. Gateway 16978 
e. Innovation Health and Wealth, One Year On – December 2012 
f. Joint working between the NHS and Pharmaceutical industry toolkit 2010. 

Gateway 14600. 
g. Guidance on collaboration between healthcare professionals and the 

pharmaceutical industry – ethics, transparency, partnership 
 

                                                 
1 Department of Health, 2008. Best practice guidance for joint working between the NHS and the 

pharmaceutical industry. 
2 ABPI, 2006. Code of Practice for the Pharmaceutical Industry. 
3 Department of Health, 2004. Code of Conduct: Code of Accountability in the NHS. 2nd Ed 



Guidance on collaboration between
healthcare professionals and the
pharmaceutical industry

Ethical Standards in Health & Life Sciences Group

Ethics, transparency, partnership

This document has been jointly produced by senior representatives of
the pharmaceutical industry and the healthcare community with the aim
of promoting positive collaboration between industry and healthcare
professionals to support high quality patient care. 

The document is based on the following core principles: 

• Collaboration between industry and healthcare professionals has the potential to
deliver significant patient benefit above and beyond what may be delivered by any
party in isolation. 

• Healthcare and industry professionals are able to manage their relationships with
each other without compromising clinical decision making. 

• A comprehensive and robust set of regulations, including UK law, health
professionals’ codes and standards and the ABPI Code of Practice for the
Pharmaceutical Industry ensure professional and ethical standards are upheld. 



Examples of great collaborative working between
healthcare professionals and the pharmaceutical
industry can be found everywhere and include early
scientific research, clinical trials, advisory boards,
support for medical education and joint working
projects to support patient care. Opportunities may
be missed or even rejected because of
misconceptions stemming from historical practices
that are no longer acceptable, or the actions of a
few individuals that are not typical of the working
relationship between healthcare professionals and
the industry. 

The most recent update to the ABPI Code of
Practice incorporates a number of important
changes that were made in consultation with
leading healthcare organisations. They reflect 
the industry’s determination to ensure that
relationships with healthcare professionals 
are based on integrity, honesty, knowledge,
appropriate behaviours, transparency and trust. 

The facts

1. The pharmaceutical industry is critical to

delivering innovation in medicine 

Industry is responsible for the vast majority of
medicines research and development (R&D) in
the UK (92% according to Office for National
Statistics UK Business Enterprise Research and
Development, 2009. This figure is industrial R&D
only and does not include charities or NHS).
Pharmaceutical industry investment is the
source of most of the scientific breakthroughs
and innovations in medicines that are saving
and improving patients’ lives. It takes 10 to 15
years to develop a new medicine and typically
costs £550 million to do all the work necessary
before a medicine can be licensed for use. 

2. Bringing medicines to patients is a

collaborative process 

Most of the clinical trials conducted in the UK
are collaborations between industry and
academic centres. Principal investigators will
usually be independent healthcare professionals
rather than industry employees and they share
the responsibility for ensuring trials are
conducted ethically and with the appropriate
level of scientific rigour. 

3. Information about industry-sponsored trials is

publicly available 

All trials are subject to rigorous scrutiny: trial
design and protocols need to be approved by
research ethics committees and the results of
controlled clinical trials are made available in the
public domain through clinical trial registries and
portals, peer reviewed publications, medical
meetings and company websites. The ABPI
Code of Practice requires disclosure of details
of clinical trials and non-interventional studies. 

4. Industry plays a valid and important role in the

provision of medical education 

Companies clearly know a lot about the
medicines they make and the disease areas
they set out to tackle. It is right and proper that
healthcare professionals have access to this
wealth of knowledge so they can exercise their
clinical judgement based on the latest and most
comprehensive information. 

5. Industry relies upon the information it receives

from healthcare professionals 

It is critical for industry to understand clinical
practice in context and the considerations for
the prescribing of medicines. For example,
through advisory boards, healthcare
professionals give valuable advice to
companies and help shape future plans. 

6. Medical representatives can be a useful

resource for healthcare professionals 

Whilst medical representatives are employed to
promote medicines, they can be a useful source
of information for healthcare professionals and
are another vital feedback mechanism to the
companies they represent. However,
recognising and respecting the needs of those
they call upon, representatives are required by
the ABPI Code of Practice to ensure they do not
cause inconvenience and there are strict rules
governing their activity. Many companies also
employ people in other roles to work with
healthcare professionals in a variety of ways not
directly linked to promotion of medicines. 

So here are 10 things you should know: 



7. Hospitality must be secondary to the main

purpose of any meeting 

Whilst industry may provide hospitality in
association with scientific/educational meetings
etc, this is strictly regulated by the ABPI Code
of Practice and must never be excessive or out
of proportion to the main purpose of the
meeting. Meetings that are wholly or mainly of a
social or sporting nature are not permitted. 

8. Information provided to patients is tightly

controlled 

Industry is able to provide factual information to
patients about the medicines they have been
prescribed including patient information leaflets
and websites. It is also acceptable to make
certain other information available to the public
but this is highly regulated. The ABPI Code of
Practice prohibits statements for the purpose of
encouraging members of the public to ask their
healthcare professional to prescribe a specific
prescription only medicine. 

9. Industry takes its responsibility to monitor

adverse events very seriously 

Strict rules govern adverse event reporting.
Companies have pharmacovigilance teams
dedicated to post-marketing surveillance and
the Medicines and Healthcare products
Regulatory Agency’s (MHRA) yellow card
system enables collation of data on potential
adverse events. Healthcare professionals
should utilise these channels to ensure all
adverse events are tracked and action is taken
when needed. 

10. Joint working programmes must deliver

patient benefit 

The guiding principle for joint working as
defined by the Department of Health is that
patients benefit. Joint working is covered by the
ABPI Code of Practice and other guidance. All
those participating should understand and
agree to their role and responsibilities. 

Do treat pharmaceutical industry staff as partners in
healthcare. There are genuine areas of common
ground for industry and healthcare professionals,
with shared aims and objectives. In working
together, both sides can access a broader range of
knowledge and expertise and ultimately ensure
high quality patient care. 

Don’t establish blanket policies denying interaction
with industry or regard it merely as a source of
funding. 

Do look for opportunities to get involved: in clinical
trials, in joint working and/or with opportunities
provided by industry for medical education. 

Don’t be tempted to accept the negative myths
about cooperating with industry. Undertaken
appropriately, working with industry will not harm
objectivity of clinical decision-making and should
not be perceived negatively by peers. 

Do take time to understand the rules and
restrictions governing industry practice and what
can and cannot be done. 

Don’t request or expect industry to undertake or
provide things that are not permitted within the
ABPI Code of Practice. Healthcare professionals
have a shared responsibility to maintain high
standards in any collaboration and to abide by the
appropriate regulations and ethical codes
governing their own activities. 

Do declare all relevant conflicts of interest and
always be transparent about any involvement with
industry. (Industry will be required to collect and
declare anonymised information about the total
payment to healthcare professionals for certain
services such as speaker fees and participation in
advisory boards with the first annual declaration of
payments to be made in 2013 for payments in
2012.) 

Don’t tolerate unacceptable practice. Challenge
any behaviours that seem inappropriate and report
any suspected contraventions of the ABPI Code of
Practice to the Prescription Medicines Code of
Practice Authority (PMCPA). 

Do alert your NHS employer or NHS Contracting
body when entering in to a joint working
programme with the pharmaceutical industry as the
NHS will be held accountable for work involving
NHS staff time and resources

DOs and DON’Ts for healthcare professionals



The ABPI Code of Practice, including an 
e-learning module designed specifically for
healthcare professionals, can be found at: 
www.pmcpa.org.uk 

Clinical trial registries and databases: 
http://clinicaltrials.ifpma.org/clinicaltrials/no_cache
/en/myportal/index.htm 

Resources for joint working are included in the
ABPI guidance and available on the DH website at: 
http://www.dh.gov.uk/en/Publicationsandstatistics/
Publications/PublicationsPolicyAndGuidance/DH_
082840

Further information

Do be clear on the objectives of collaborating with
healthcare professionals.

Don’t embark on collaborative working without
being able to demonstrate the value of the
collaboration to third parties who may know less
about it.

Do ensure that any collaboration is in line with both
the letter and spirit of the ABPI Code of Practice
and remember that the rules concerning
relationships with patients (and the strict prohibition
of the promotion of prescription only medicines to
the public), also apply to collaborative activity.

Don’t forget to carry the joint statement with you so
that you can explain the recent changes to the
ABPI Code of Practice.

Do keep up-to-date with the requirements of
current relevant legislation including the Bribery Act.

Don’t expect healthcare professionals to do things
that are outside their professional code of ethics
and understand the obligations and limitations
placed upon them.

Do be transparent about your involvement in any
activity and meet the requirements of the ABPI
Code of Practice regarding declaration of payments
to healthcare professionals.

Don’t engage in collaboration with healthcare
professionals without ensuring that there is a
written agreement or contract in place setting out
the details of the partnership.

DOs and DON’Ts for the pharmaceutical industry
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Agenda Item 8 
 

Gloucestershire Clinical Commissioning Group 
(Shadow Board) 

 
Meeting Date 21st  February 2012 
Title Performance against Commissioning 

Report 
Executive Summary This integrated performance report provides 

Gloucestershire Clinical Commissioning 
Group (GCCG) with a strategic overview of 
the financial and service performance issues 
by exception. This report sets out the 
Financial position is as at the end of 
December 2012.  The Commissioned 
Service Performance position is dependent 
upon the availability of the data. 

Key Issues 
 

These are set out in the main body of the 
report 

Risk Issues: 
Original Risk 
Residual Risk 

All risks are identified within the relevant 
sections of this report.  

Financial Impact Not meeting key financial targets 
 

Legal Issues 
(including NHS 
Constitution) 

Compliance with the NHS Constitution as 
part of the 18 week referral to treatment 
commitment 

Impact on Equality 
and Diversity 

Not Applicable. 

Impact on Health 
Inequalities 

The are no direct health and equality 
implications contained within this report 

Impact on 
Sustainable 
Development  

The are no direct sustainability implications 
contained within this report 

Patient and Public 
Involvement 

The Health, Community & Care Overview 
and Scrutiny Committee receive a report of 
performance against key targets. 

Recommendation The Board is asked to: 
 Take note of the reported financial 
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position for 2012/13 
 Take note of the performance against 

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

Author & 
Designation 

Roy Hewlett, Assistant Director Performance 
& Planning (NHSG) 
Steve Perkins, Head of Financial Planning 
(NHSG) 
 

Sponsoring Director 
(if not author) 

Mary Hutton, Director of Finance 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

  



 
 

Page 3 of 25 
 

Agenda Item 8 
 

Gloucestershire Clinical Commissioning Group  
(Shadow Board) 

 
February 21st 2012 

 
Performance against Commissioning Report 

 
1 Introduction 

 

1.1 This report sets out NHS Gloucestershire (NHSG) 2012/13 
Financial and Commissioned Service performance.  It is broken 
down into two sections covering performance relating to the key 
commissioning service targets and financial position of NHSG.   
 

1.3 Only those areas of performance assessed as being at 
significant risk of failure at year end, or other issues that 
engendered concerns throughout the year, for which the Board 
need to be made aware of, are included in the report. Where 
standards are reported on a quarterly basis, the board will be 
informed of updates as and when data is available or new 
information comes to light. 
 

The full summary of performance is included in the relevant 
appendices. 
 

1.4 The supporting appendices provide a full analysis of the PCT’s 
Finance position, and performance against our Commissioning 
performance targets.  The 2012/13 commissioning performance 
scorecard (appendix 3) provides an integrated report describing 
the performance of NHSG.   The scorecard covers the 2012/13 
Operating Framework targets, NHS Constitution commitments 
and key ‘local offer’ commitments.   
 

2 Performance 
 

2.1 A full overview of current performance of NHSG against the 
national and key local targets is given in appendix 3 that is 
ordered in the following overarching themes; 
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 Unscheduled Care 
 Planned care 
 Primary and Community Care 
 Public Health 
 Mental Health and Learning Disabilities 
 Quality 

 

All indicators are RAG rated, based on the 2012/13 NHS 
Performance Framework thresholds. In addition, the Year To 
Date and Year End Forecast positions are also given to enable 
the level of risk to better quantified at year end.  
 

2.2 The overall level of performance is very good and a summary of 
the YTD position is given in the table below.  This shows that of 
the total of 50 indicators reported on; 37 were rated Green 
(82%), 13 Amber (18%) and no Red (0%). 
 

Breakdown of current year to date performance by 
RAG status of indicator 

   Green  Amber  Red 

NHS Gloucestershire  37  13  0 

Percentage  74%  26%  0% 
 

 
2.3 

 
Areas where performance has been particularly good include: 
 

 The 4 hour A&E target is being met by all hospitals in the 
PCT area. 

 Both Cat A8 and A19 performance targets have been 
achieved throughout the year.  

 Patients are able to receive treatment for Community 
Services in Gloucestershire within 8 weeks of referral.  
These are some of the best access times in the country. 

 VTE risk assessment target has been consistently met 
within all Hospitals within the PCT area. 

 
2.4 The table below provides a fuller position statement for all the 

Amber and Red rated indicators.  This table outlines current 
performance, identifies the issues leading to that performance 
and mitigating actions being taken to recover performance.   
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Ref PCT Indicator Status Issue Mitigating Action 
Planned Care 
PHQ19 NHS 

Glos 
At least 90% of 
Trauma & 
Orthopaedic 
admitted RTT 
pathways should 
be treated within 
18 Weeks 

AMBER YTD 
 
There has been 
significant 
improvement in 
performance 
over recent 
months and the 
standard was 
achieved in 
December, 
NHSG (91.9%) 
and GHNHSFT 
(91.2%). 
 
Year to date 
86.1% at the end 
of December. 

Gloucestershire 
Hospitals NHS 
Foundation Trust 
(GHNHSFT) has now 
significantly reduced 
their backlog of T&O 
patients who had 
already waited more 
than 18 weeks and 
are now one of the 
lowest in the South of 
England. 
 
November 
performance 
represents the first 
time this standard has 
been achieved in 
T&O, this has 
continued in 
December, and is 
forecast to be 
sustained throughout 

GHNHSFT have fulfilled 
their commitment to 
achieve the target by the 
end of Q3 2012/13 and 
achieved the target a 
month earlier than 
planned. 
 
GHNHSFT will continue 
to: 
 
 Increase trauma lists to 
reduce cancellation of 
elective lists 
 Minimise medical outliers 
in Orthopaedic wards  

 
Consultants with the 
longest waits will still have 
their job plans altered to 
ensure that their patients 
can be seen within 18 
weeks.  
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Ref PCT Indicator Status Issue Mitigating Action 
the remainder of the 
year. 

 

PHQ22 NHS 
Glos  

Not more than 
1% of patients 
should have 
waited more 
than 6 weeks for 
one of the 15 
key diagnostic 
tests 

AMBER YTD 
 
Only 0.6% of 
patients at the 
end of December 
had waited 6 
weeks or more 
(3.3% YTD). 
 
This represents 
42 breaches of 
which 20 were at 
GHNHSFT. 
 
 

GHNHSFT have not 
had sufficient 
endoscopy capacity 
to meet demand and 
clear the waiting list 
backlog.  The 
situation worsened 
following the 
departure of a locum 
and Clinical Fellow.  
 
The backlog has now 
been cleared and the 
target has been 
achieved in both 
November and 
December and is 
forecast to be 
achieved for the 
remainder of the year. 

GHNHSFT have cleared 
the backlog and attained 
the target in line with their 
recovery action plan.   
 
GHNHSFT have extended 
the contract of the two 
locums for a further six-
months (starting January 
2013) and increased 
weekend lists, this 
additional activity has 
been ring-fenced for over 
6 week waiters.  
  
Focus is now on 
maintaining performance 
and reducing the backlog 
of surveillance patients.  
 
The NHSG performance 
lead is meeting with the 
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Ref PCT Indicator Status Issue Mitigating Action 
GHNHSFT Service lead 
fortnightly to monitor 
progress.   

PHQ24 NHS Glos At least 93% of 
patients should 
be seen within 2 
weeks of an 
urgent referral 
for suspected 
cancer 

AMBER YTD 
 

91.2% YTD but 
the target has 
been achieved in 
each of the last 
three months, 
September 
(93.1%), October 
(93.8%) and 
November 
(94.6%). 
 
The target is also 
forecast to be 
achieved in 
December and 
for Q3 as a 
whole. 

Performance has 
been impacted by an 
increase of over 10% 
in 2 week referrals in 
the first 8 months of 
2012/13 compared to 
the same period the 
previous year.  
Additionally many of 
the breaches are due 
to patients choosing 
to wait longer than 2 
weeks.   
 

Lack of endoscopy 
capacity had also led 
to patients having to 
wait longer than 2 
weeks. 

NHSG expects 
performance to be 
attained throughout the 
remainder of 2012/13. 
 

GHNHSFT are ensuring 
that patients are offered 
an appointment as early 
as possible in the 2 week 
period to reduce the 
number of patient choice 
breaches. 
 

GHNHSFT has attained 
the standard in October 
and November and are 
forecasting that it will be 
achieved in December 
and for Q3. 

PHQ03 NHS Glos At least 85% of 
patients 

AMBER YTD 
 

Main reason for 
underperformance 

GHNHSFT have 
submitted an action plan, 



 
 

Page 8 of 25 
 

Ref PCT Indicator Status Issue Mitigating Action 
receiving first 
definitive 
treatment for 
cancer should 
be seen within 
62 days from an 
Urgent GP 
referral 

The target was 
achieved in 
November 
(92.6%) and the 
YTD position is 
only slightly 
below target at 
84.4%. 
 
 
 
 

has been patients not 
having all diagnostic 
tests in time. Urology 
has been the 
specialty which has 
seen the majority of 
breaches. 
 
Urology breaches 
have been 
significantly reduced 
in November and 
December. 
 
GHT are forecasting 
that this target will be 
achieved in 
December and for Q3 
as a whole. 
 
  
 
 

primarily around 
addressing Urology 
breaches, which accounts 
for the majority of the 
breaches, with the 
following actions: 
 
- Increase theatre 

capacity (inc. evening & 
weekend sessions) 

- Review of clinical 
staffing rotas 

- Employment of a 
Consultant and Clinical 
Fellow  

 
As a result of the action 
plan Urology breaches 
have significantly reduced 
and only 1 breach is 
currently being reported 
for November and 
December. 
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Ref PCT Indicator Status Issue Mitigating Action 
Primary Care 
PHQ31_04 NHS Glos Proportion of 

eligible people 
who have been 
offered an NHS 
Health Check 

AMBER YTD  
 
4.0% actual 
versus 5.0% 
target in Q3  
 
YTD 14.9% 
against a 15.0% 
target 

Number of patients 
being offered was 
down in Q3. This has 
affected performance 
year to date however 
NHSG is only 
marginally out by 
0.1%. 
 
The drop in numbers 
invited is not 
significant and relates 
to just 4 practices 
which were 
performing well in 
Quarter 2 but failed to 
invite sufficient 
patients in quarter 3. 
 

In order to recover to 
attain the year end the 
target of 20% of eligible 
population invited, NHSG 
will interact directly with 
the GP underperforming 
practices and support 
them to deliver the 
numbers required in Q4. 
 
NHSG are confident that 
this standard will be 
attained at year end. 

Community Care 
LO1 NHS Glos Average wait to 

be seen by the  
Adult 

AMBER YTD 
 
2.9 in December 

Despite performance 
being consistently 
achieved in the 

NHSG have requested 
that GCS provide a report 
on why performance has 
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Ref PCT Indicator Status Issue Mitigating Action 
Physiotherapy 
should be no 
more than 2 
weeks 

against a target 
of 2.0 weeks 

previous three 
months. There has 
been an impact in 
December this may 
be due to available 
number of working 
days, further analysis 
is taking place. 

dipped in December and 
when performance will be 
back on target.   

LO3 NHS Glos Average wait to 
be seen by the  
Podiatry Service 
should be no 
more than 2 
weeks 

AMBER YTD 
 
2.8 in December 
against a target 
of 2.0 weeks 

LO6 NHS Glos Average wait to 
be seen by the  
Children’s 
Speech and 
Language 
Therapy Service  
should be no 
more than 2 
weeks 

AMBER YTD 
 
2.2 in December 
against a target 
of 2.0 weeks 

Improving Access to Psychological Therapies (IAPT) 
PHQ13_5 NHS Glos The proportion 

of people who 
have depression 
and/or anxiety 

AMBER YTD 
 
6.4% at Q3 
against a plan of 

This target was 
achieved in 2011/12 
however 2gether 
NHS Foundation 

Following a formal 
performance meeting an 
action Plan has been 
received from 2gNHSFT 
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Ref PCT Indicator Status Issue Mitigating Action 
disorders who 
receive 
psychological 
therapies 

7.0% performance in Q1 
was significantly 
below expected 
levels. In Q3 the 
targets for both the 
proportion of people 
receiving 
psychological 
therapies (2.6% vs 
2.5% target) and the 
proportion of people 
moving towards 
recovery (56.9% vs 
53.6% target) have 
been achieved. 
 

which includes: 
- Working closely with 

Prison Health  
- Increasing referrals into 

the service 
- Streamlining initial 

assessments by 
making this part of their 
referral process 

- Training of health 
visitors to support 
delivery 

 
2gether are achieving the 
milestones agreed within 
their recovery action plan 
and are confident that 
these targets will be 
achieved at year end. 

PHQ13_6 NHS Glos The proportion 
of people who 
complete 
therapy who are 
moving towards 
recovery 

AMBER YTD 
 
50.7% at Q3 
against a plan of 
51.9% 

Quality 
PHQ27 
 

NHS 
Glos 
 

Number of 
MRSA Infections 
(Health 
Community) 

AMBER YTD 
 
7 against a target 
of 4 

The target set for 
2012/13 represents a 
60% reduction on the 
21011/12 outturn.  

NHSG undertakes a RCA 
(Root Cause Analysis) of 
each case to determine 
any trends and links with 
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Ref PCT Indicator Status Issue Mitigating Action 
Number of 
MRSA Infections 
post-48 hours 
(Acute Trust) 

AMBER YTD 
 
6 against a target 
of 4 

This was always 
going to be 
challenging target to 
achieve. 
 

other health communities 
to review best practice. 

PHQ28 NHS 
Glos 

Number of C.Diff 
infections 
(Health 
Community) 

AMBER YTD 
 
13 against target 
of 11 in 
December (this 
represents just 3 
cases per 100k 
of the 
Gloucestershire 
population) YTD 
42 over Plan 

Performance has 
improved compared 
to 21 in October ‘12. 
No specific themes 
can be identified to 
account for the 
increase; however 
similar levels of 
increases have been 
experienced in other 
health communities, 
throughout the South 
West. 
 
A bout of Norovirus in 
November has 
increased the level of 
testing and also 
affected the bed state 

Short life working group 
has been established to 
look at incidences’ 
particularly in the GP 
Practices (Community). 
Along with the 
Countywide Healthcare 
Associated Infection 
Strategy group, this will 
have a strong clinical 
focus with a NHSG lead 
GP and NHSG Head of 
Medicines Management 
attending both groups 
 
NHSG also attend 
GHNHSFT antibiotic 
prescribing group to 
ensure consistent 
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Ref PCT Indicator Status Issue Mitigating Action 
which will impact the 
ability to remain 
within the monthly 
ceiling limit. 
 

approach to tackling this 
standard throughout the 
county. 
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4.0 NHS Gloucestershire Financial Overview 2012/13
 

4.1 NHS Gloucestershire (NHSG) has planned to deliver a 
surplus of £8.9m for the year 2012/13 against an anticipated 
revenue resource limit of £962.4m.  Appendix 1 shows the 
income and expenditure position for the year.  Appendix 2 
illustrates the position for expenditure and outturn variance.

 
4.2 

 
The income and expenditure year to date position at 31st    
December 2012 is a surplus of £6.7m. This is in line with 
the planned year end position of £8.9m surplus.  Table 1 
below identifies the key variances at Month 09: 

 
Programme area  Forecast Outturn 

Variance £’m 
Healthcare Providers 
Primary Care & Prescribing 
Admin & Provisions 
Reserves 

           (12.3) 
1.3 

              0.0 
            19.9 

Total               8.9 

 
4.3 

 

Gloucestershire Hospitals NHSFT – Contract overview 
 

4.4 The Month 9 year to date position is £7.5m overspent 
(£6.9m at month 8). GHFT data available at month 9 
reporting is complete up to month 8. The following report is 
based on extrapolation of the month 8 data. 

4.5 A contract forecast outturn overspend of £9.9m (£9.9m at 
month 8) is reported.  The movement mostly relates to 
reduced expected future month benefit from QIPP 
schemes and inclusion of additional CQUIN payment 
within the forecast. Additional Elective T&O costs have 
also been included at month 9 however these costs have 
been met by an earmarked reserve.  
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Finance Section - exceptions based on significant overspend variances in 
the NHSG outturn variance 

 

(Sign convention – a positive value indicates an underspend, negative (-) value indicates an 
overspend) 
Budget area YTD 

Variance
Forecast 
Variance 

Issue / Financial Risk Mitigating Actions 

Planned Care 
GHNHSFT 
contract – 
Excluded Drugs 

-£0.5m -£0.6m Excluded drugs expenditure to 
date is 8.3% above plan at 
Month 8. A contract risk share 
is applied resulting in 4.5% of 
pressure against contract. 

Drugs indicated as 
increased are Cytokine 
modulators, Drugs affecting 
immune response and 
Immunomodulating drugs.  
 

Unscheduled Care 
GHNHSFT 
contract – 
Emergency 
admissions 

-£5.8m -£8.0m During the first 4 months of 
2012/13 emergency admission 
levels were above both the 
contract plan and the levels 
seen in 11/12.The current 
forecast overspend maintains 
the assumption that this 
variance is expected to 
stabilise, however at month 8 
there has been an increase in 

The increase in paediatric 
admissions is being closely 
monitored via the 
countywide unscheduled 
care group and NHSG 
children’s commissioning 
leads which includes GP 
representation, 
commissioners and public 
health.  Detailed analysis 
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Budget area YTD 
Variance

Forecast 
Variance 

Issue / Financial Risk Mitigating Actions 

costs which is being 
investigated. It is possible that 
we will get a larger benefit from 
the Emergency Cap than first 
thought and this will also be 
investigated for next month. 
 
The forecast £8.0m overspend 
includes within it £3.5m of 
pressure resulting from QIPP 
planned delivery requirement. 

has been undertaken and 
although the increase in 
children (particularly 
younger children aged 0-4) 
has been identified the data 
has not been able to 
identify the specific reasons 
for the increase apart from 
that the admissions relate 
to infectious diseases and 
respiratory conditions.  The 
situation will continue to be 
monitored, and a more 
detailed review will be 
undertaken if necessary. 
This issue is also being 
queried with GHNHSFT to 
establish if they are aware 
of any reasons for the 
increase. 
 

GHNHSFT 
contract – 

-£0.9m -£1.1m Increased Obstetric 
admissions trend above 

Indication is that the 
numbers of births have not 
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Budget area YTD 
Variance

Forecast 
Variance 

Issue / Financial Risk Mitigating Actions 

Maternity/other 
Non-Elective 
admissions 

planned levels significantly increased but 
complexity of births (e.g. 
increased c-sections) and 
levels of non-delivery 
admissions have increased 
resulting in this variance. 

Other Contractual 
GHNHSFT 
contract – QIPP 
delivery 

-£3.8m -£5.0m The reported forecast position 
currently includes £5.8m of the 
£12.3m QIPP requirement as 
‘assumed’ contract benefit. 
However, in addition to the 
assumed QIPP benefit, £1.4m 
of Emergency threshold 
adjustment has also been 
accounted for within the 
reported contract position. 
 
As a result £5.0m lower 
delivery than the contract plan 
is reported. 
 
The original planned benefit 

Planned Care and 
Unscheduled Care 
programme leads will be 
reviewing each scheme 
delivery assumption and 
potential for additional 
schemes on an ongoing 
basis. 
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Budget area YTD 
Variance

Forecast 
Variance 

Issue / Financial Risk Mitigating Actions 

was profiled as being delivered 
later in the financial year. 
Overall scheme delivery is 
reviewed each month. 
 

In County- 
Tetbury 

£0.0m £0.0m At month 10, budget has been 
transferred to cover the agreed 
contract and overall Tetbury is 
now forecast to break-even.   

 

Winfield -£0.2m -£0.2m This overspend is in relation to 
unexpected 11/12 charge that 
has been incurred in 12/13. 

 

Out Of County 
Contracts 

-£0.7m 
 
 
 
 
 
 
 
-£0.4m 
 
 

-£1m 
 
 
 
 
 
 
 
-£0.7m 
 
 

NBT are reporting a year to 
date overspend of -£0.5m 
based on month 8 data. Non 
elective activity is 
overperforming by -£0.5m in 
general medicine, T&O and 
urology while the disabled 
services is overperforming by 
£0.2m ytd.  
 
UHBT report year to date 

 
 
 
 
 
 
 
 
Investigation of cardiac 
elective and non elective 
activity across specialised 
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Budget area YTD 
Variance

Forecast 
Variance 

Issue / Financial Risk Mitigating Actions 

 
 
 
 
 
 
 
 
-£0.4m 
 
 
 
 
 
 
 
 
-£0.4m 

 
 
 
 
 
 
 
 
-£0.7m 
 
 
 
 
 
 
 
 
-£0.6m 

underspend of £0.4m based on 
8 months data. -£0.25m 
underspend relates non-
elective cardiac surgery and 
Thoracic, and -£0.1m on 
associated critical care and 
excluded drugs. Partially offset 
by £0.4m underspend in 
elective cardiac and thoracic 
activity. 
 
Oxford University Hospitals are 
forecasting an overspend of -
£0.7m based on month 7 
activity. Cardiology is 
overperforming by -£0.4m 
across electives, non electives 
and devices.  
Non elective T&O at Oxford 
Radcliffe is also 
overperforming by -£0.1m. 
 
Elsewhere, Great Western 

and non specialised 
contracts to test coding. 
 
 
 
 
 
Figures are the same 
because performance data 
received for month 8 was 
incorrect. It is currently 
being queried  
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Budget area YTD 
Variance

Forecast 
Variance 

Issue / Financial Risk Mitigating Actions 

forecasts an overspend of -
£0.7m on elective T&O, non 
elective general medicine and 
T&O as well as PBR excluded 
devices.  
 
All other direct OOC contracts 
are performing broadly to plan. 
 

Specialist Commissioning 
Specialised 
Commissioning 

-£0.8m -£1.1m Forecast overspend of -£1.1m 
based on month 7 data. This is 
made up of a forecast 
underspend of £1.2m on 
mental health (low secure), 
and a forecast overspend of -
£2.2m on acute care. 
 
The acute position has seen an 
deterioration of £0.6m spread 
across  NBT, GHT, UH Oxford, 
UH Birmingham and Stoke 
Mandeville. 

Have met with SWSCG and 
highlighted some areas of 
overperformance and 
straightline forecasting for 
investigation. These include 
cardiac, BMT and the 
Bristol and GHT contracts. 
Detail is being sent by 
SWSCG in relation to QIPP 
delivery on repatriation and 
renal. 
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Budget area YTD 
Variance

Forecast 
Variance 

Issue / Financial Risk Mitigating Actions 

UH Bristol has seen a further 
improvement of £0.2m. 
 
Significant forecast 
overperformance: 
 
UHBT -£0.9m (-£1.2m last 
month). Cardiac surgery and 
congenital heart disease -
£0.3m (-£0.4m last month, 
BMTs  forecast overspend of -
£0.6m (-£0.9m last month). 
 
Oxford -£0.7m (-£0.5m last 
month). Cardiac surgery (-
£0.5m) and neurosurgery 
(£0.3m). 
 
Birmingham Children’s 
Hospital -£0.4m. 
Predominantly due to a high 
cost paediatric 
gastroenterology patient. 
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Budget area YTD 
Variance

Forecast 
Variance 

Issue / Financial Risk Mitigating Actions 

 
Great Ormond Street -£0.4m. 
High cost CAMHS patient and 
a patient receiving cardiac 
surgery. 
 
Other significant movements: 
North Bristol deterioration of 
£0.2m, and Stoke Mandeville 
deterioration of £0.1m due to a 
spinal cord patient. 
 
GHT’s forecast underspend of 
£0.7m (£0.9m last month), 
against morbid obesity, 
radiotherapy and other areas. 
 

Non Acute 
Continuing 
Healthcare 
(CHC) 

£2.0m £2.7m As at month 9, low placement 
numbers and associated costs 
continue to indicate a 
significant forecast under 
spend. CHC budgets were 

Continual close monitoring 
in conjunction with Funded 
Nursing Care placement 
numbers and costs, which 
are likely to rise as CHC 
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Budget area YTD 
Variance

Forecast 
Variance 

Issue / Financial Risk Mitigating Actions 

reduced by £2.2m for 12/13 
due to significant QIPP 
achievement in 11/12. The 
£2.7m forecast under spend is 
against this rebased budget. 
The £0.3m deterioration in 
forecast from month 8 is 
related to Dementia Strategy 
funding which is now expected 
to be fully utilised. 

costs fall. At present 
however, there is only a 
small YTD overspend 
reported against FNC. 

Funded Nursing 
Care (FNC) 

-£0.35m -£0.50m Reduction in CHC eligibility 
has led to increased pressure 
on FNC budget. No significant 
change in position  

See above (CHC) 

Mental Health -£0.62m -£0.95m There are currently a large 
number of Eating Disorder 
(ED) placements in out of 
county placements, if this 
number continues the financial 
pressure on the ED budgets 
could rise.  

Ongoing placement reviews 
in ED. 

Learning 
Disabilities 

-£0.15m -£0.2m Forecasted pressure around 
ability to achieve full £1.5m 

Discussions around 
additional Social Transfer 
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Budget area YTD 
Variance

Forecast 
Variance 

Issue / Financial Risk Mitigating Actions 

QIPP target for 12/13. 
Reablement funding being 
utilised to partially offset this. 

related funding are taking 
place in hope of mitigating 
risk of further pressure in 
this area. 

Acquired Brain 
Injury 

£0.23m £0.3m 1 Placement remains in the 
service and is likely to remain 
in for the remainder of the 
year.  If additional placements 
require ABI treatment this will 
decrease the forecast 
underspend 

 

Primary care 
Community 
Pharmacy 

£-0.45 
 

£-1.15 Overspend relates to previous 
year cost pressure. Pattern of 
spend from previous years 
indicates claims will be higher 
as the year progresses.  

Ongoing monitoring and 
liaising with medicines 
management team 

Dental  1.0 
 
 

2.36 
 
 

Dental Budget continues to 
under spend against budget. 
Higher dental income in month 
4 contributing to higher under 
spend in month. 

Ongoing monitoring and 
liaising with Primary care 
team. 
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5 Recommendations 
  
5.1 The Board is asked to: 

 Take note of the reported financial position for 2012/13 
 Take note of the performance against national targets 

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

 Take note of the performance against the key 
deliverables in the Annual Operating Plan and the 
actions taken to ensure that performance is at a high 
standard. 

 
6 Appendices 
  

6.1 Appendix 1: NHSG Income and expenditure position for 2012/13 
as at month 9 
Appendix 2: NHSG Year to date expenditure and Outturn 
variance at month 9 
Appendix 3: NHSG Integrated Performance Scorecard 
Appendix 4: NHSG Capital programme 2012/13 at month 9 
Appendix 5: NHSG Better Payment Practice Code 
Appendix 6: NHSG Cash Reconciliation 
Appendix 7: NHSG Balance Sheet 

  



Appendix 1  - NHSG Financial Performance Report 2012/13 - Summary Financial Information to November 2012 (M09)

Previous Month 
Forecast Outturn 

Variance Status

Budget Actual Variance
Recurrent 

Budget

Non-
recurrent 
Budget

Total 
Budget Actual Variance

(Adverse) / 
Favourable Trend

£'m £'m £'m £'m £m £m £'m £'m £'m

Resource Limit (notified) 902.7 55.2 957.9 949.0 8.9 
Anticipated Allocations 0.0 4.5 4.5 4.5 0.0 

Revenue Resource Limit 704.6 697.9 6.7 902.7 59.7 962.4 953.5 8.9 

Revenue Expenditure

Health Care Providers:

Secondary Health Care Providers 401.7 410.7 (9.0) 515.7 19.2 534.9 547.3 (12.4) (12.6) 
Specialist Commissioning 49.2 50.0 (0.8) 69.6 (4.1) 65.5 66.5 (1.0) (0.4) 
Non NHS Contracts (includes BMI) 8.7 8.9 (0.2) 12.0 (0.4) 11.6 11.6 (0.0) (0.0) 
Partnership Budgets including mental health 4.6 4.4 0.2 3.5 2.6 6.1 6.0 0.1 0.0 
Non-contracted Activity 4.3 5.0 (0.7) 6.2 (0.4) 5.8 6.5 (0.7) (0.7) 
Continuing Health Care & Specialist Placements 43.5 42.4 1.1 47.8 9.6 57.4 55.6 1.8 2.1 
Public health & Commissioning programmes 6.2 6.5 (0.3) 4.6 3.6 8.2 8.2 0.0 0.0 

Sub-total 518.2 527.9 (9.7) 659.4 30.1 689.5 701.7 (12.3) (11.6) 

Primary Care:

GP Contracts 55.0 54.8 0.2 76.2 1.9 78.1 77.8 0.3 (0.2) 
Dental Services 14.8 12.8 2.0 (2.0) 21.7 19.7 17.4 2.3 2.3 
Prescribing including GP prescribing 65.7 66.0 (0.3) 87.5 0.0 87.5 88.0 (0.5) (0.5) 
Pharmacy 14.1 14.7 (0.6) 11.2 7.6 18.8 19.6 (0.9) (1.2) 
Ophthalmic Services 4.0 3.8 0.2 0.6 4.7 5.3 5.1 0.2 0.3 
Clinical PBC Schemes 0.8 0.4 0.4 1.1 0.0 1.1 1.3 (0.2) (0.2) 

Sub-total 154.3 152.5 1.8 174.6 35.9 210.5 209.2 1.3 0.5 

Administration & Provisions 17.6 18.0 (0.4) 16.4 6.8 23.1 23.1 0.0 0.0 
Reserves 14.6 (0.4) 15.0 52.4 (13.8) 38.5 18.5 19.9 20.0 

Sub-total 32.1 17.5 14.6 68.7 (7.1) 61.6 41.6 19.9 20.0 

Total PCT Revenue Expenditure 704.6 697.9 6.7 902.7 58.9 961.6 952.6 8.9 8.9 

Surplus 704.6 697.9 6.7 902.7 58.9 961.6 952.6 8.9 8.9 

Year to Date Position Forecast Outturn
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 Agenda Item 9

Gloucestershire Clinical Commissioning Group  
(Shadow Board) 

 
Meeting Date Thursday 21st February 2013 
Title QIPP Programme Update 

 
Executive Summary This paper provides the GCCG with an 

update of progress against the QIPP 
themes and main programmes of work, 
identifying progress to date, key risks and 
proposed remedial actions. 

Key Issues 
 

 NHSG has planned to deliver a 
surplus of £8.9m for the year 2012/13.

Risk Issues: 
Original Risk 
Residual Risk 

Risk: 
Non delivery of saving and service 
redesign plans. 
Addressed by: 
Close working with the Project 
Management Office. Identification of 
additional saving schemes and slippage 
within other service area budgets. 
Current rating: 15  
 
Risk: 
QIPP programme benefits realisation 
shifts. 
Addressed By: 
Project management and performance 
data utilised to predict benefits 
realisation, reduce level of risk within 
assumption. Work programmes continue 
to drive harder on savings delivery in 
year. 
Current Rating: 8 
 

Financial Impact Not meeting key financial targets 
Legal 
Issues(including NHS 
Constitution) 

Not applicable. 
 
 

Impact on Equality Not applicable. 
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and Diversity  
Impact on Health 
Inequalities 

Not applicable. 
 
 

Impact on 
Sustainable 
Development 

No sustainable development issues are 
highlighted by the report. 

Patient and Public 
Involvement 

Not applicable. 
 
 

Recommendation The GCCG  are asked to: 
 Take note of the performance 

against planned QIPP programme 
and the proposed remedial actions. 

Author Kelly Matthews 
Designation PMO Lead 
Sponsoring Director 
(if not author) 
 

Mary Hutton 



 

Page 3 of 8 
 

Agenda Item 9 
 

Gloucestershire Clinical Commissioning Group  
(Shadow Board) 

 
Thursday 21st February 2013 

 
QIPP Programme Update 

 
1 Introduction  

 
1.1 NHS Gloucestershire has a requirement to deliver £29.8m recurrently from 

its QIPP programme, to ensure financial stability moving into 2012/13. NHS 
Gloucestershire are currently developing QIPP plans to support the planned 
delivery of a surplus £8.9m in 2012-13. To achieve this position 
commissioner QIPP schemes are being delivered in conjunction with local 
providers to ensure whole system reform. To support this change NHSG has 
identified a source of invest to save funding and maintains uncommitted 
headroom to pump prime service change. 
 
This paper and supporting appendices sets out the key progress to date, key 
risks and proposed remedial actions and provides an overview of the 
2012/13 QIPP programme currently being developed. 
 

2 QIPP Programme Overview 
 

2.1 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

QIPP Themes 
 
The QIPP programme covers the breadth of the commissioning agenda and 
all themes are underpinned by a core principle of care closer to home, in line 
with the organisational strategy. 
 
The rolling QIPP programme has been split into the following themes and 
programmes. 
 

QIPP Theme Programme 

Unscheduled Care & 
Long Term 

Conditions (Including 
Community Care) 

 

 System wide change 
 Pathway Development 

(Assessment, Diagnostics and 
Ambulatory Care) 

 Self-Care Management and 
Prevention. 
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 Community Provision 

Planned Care 
 

 Contract Strategy 
 Service Strategy (including use 

of clinical programme approach)
 Demand Management 

Reducing variability 
in Primary Care 

 

 General Medical Services 
 Optometry 
 Dental 

Prescribing 
 

 Best Practice 
 Waste Medication 
 Medicine Optimisation 
 GP Dispensing 
 Joint Formulary 

Mental Health and 
Learning Disabilities 

Services 
 

 Improve services for clients with 
challenging behaviour 

 Improving Health Inequalities
  

 OOC Placements 
 Eating Disorders 
 Access to Psychological 

Therapies 

Continuing 
Healthcare 

 

 EoL Domiciliary Care 
Procurement 

 Testing Eligibility 
 Reducing Referrals 

Non Clinical  Estates 
 Back Office 

 
The supporting appendices provide a detailed overview of the programme 
and individual projects. 

3 Finance 
 
Against a requirement to deliver £29.8m worth of savings in 2012/13, across 
the QIPP programme plans were identified to deliver £30.5m of cashable 
savings, with projected savings for full delivery as at month 10, of which 
£24.9m relates to recurrent savings, as shown in table below.  
 
(Note: all figures are shown in £000’s in all tables) 
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Although the projected savings delivery is on target, £3.7m is allocated to 
non-recurrent contingent resources. The mitigating actions to address the 
use of contingent resources on a recurrent basis can be noted as: 
 

1) Continue to increase the planned savings position to over plan beyond 
requirement; building in contingency for slippage in scheme delivery.  

2) Review of in year delivery to assess if the benefits realisation from 
existing projects can be increased.  

3) There is a focus on understanding the increased unscheduled care 
acute admissions; to ensure QIPP programmes are in place to 
effectively impact upon the increased spend and ensure services are 
developed to care for people at right time, in right place.  

4) The Your Health, Your Care strategic implementation plan is modelling 
the impact from the priority areas for change, including key 
components of the QIPP programme, over the next 5 years to ensure 
recurrent change into 2013/14 and beyond. 

Theme 
Target 

Savings 
(£000’s) 

FOT 
Recurrent 
Savings 
(£000’s)

FOT Non 
Recurrent 
Savings 
(£000’s)

Month 7 
Grand 
Total 

(£000’s) 

Variance 
(£000’s) 

Unscheduled Care/Long 
Term Conditions £5,043 £1,344 £0 £1,344 (£3,699) 

Planned Care £5,691 £4,310 £0 £4,310 (£1,381) 

Prescribing £7,526 £7,026 £0 £7,026 (£500) 

Primary Care £1,500 £250 £1,095 £1,345 (£155) 

Community Care £3,000 £3,000 £0 £3,000 £0 

Mental Health £1,200 £385 £0 £385 (£815) 

Learning Disabilities £2,500 £2,300 £0 £2,300 (£200) 

Continuing Health Care  £2,200 £3,283 £0 £3,283 £1,083 
Non-Clinical (Exclu. 
Management Costs*) £1,150 £0 £0 £0 (£1,150) 

Contingent Resources £0 £1,548 £3,746 £5,294 £5,294 

GHFT Risk Share £0 £1,523 £0 £1,523 £1,523 

Grand Total £29,810 £24,969 £4,841 £29,810 £0 

4 
 
 
 

Current Key Risks and Proposed Remedial Actions 
 
The key risks from across the QIPP programme can be noted within the table 
below, alongside their remedial actions. 
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Key Risks (L) 

(1-5)
(C)  

(1-5)
Total Remedial Actions 

Insufficient plans for 
reassurance regarding 
financial stability 
moving into 2013/14. 
 

3 5 15 

Director and clinical leadership at 
theme level, further projects in 
development for additional 
saving. Contingency and non-
recurrent slippage identified to 
support delivery of control total. 
Further ideas under 
development. 

Insufficient 
engagement across 
the health community 
with regards to savings 
plans. 

2 4 8 

Theme directors responsible for 
ensuring contractual 
engagement, QIPP health 
community groups in place to 
ensure senior clinical, 
management and financial sign 
up. Joint approach to inclusion in 
contracts for 2012/13. Alignment 
to Gloucestershire Strategy for 
Care. 

Insufficient detail to 
map impact in relation 
to workforce and 
provider capacity. 
 

3 4 12 

Business case process requires 
that all projects are fully scoped 
for service outcomes including 
workforce and bed impact. 
Routine performance 
management of both business 
case preparation and project 
implementation ensures 
consistent and targeted focus on 
these areas. The Resources 
Steering Group routinely review 
system workforce and capacity 
impacts as part of the strategic 
review for the health community 
operating framework and plan. 
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 5. QIPP Programme Updates 
 
A robust programme management process has been developed to ensure 
governance mechanisms are in place to performance manage delivery. 
 
Programmes and projects are assessed in relation to the following 2 
perspectives: 

 Project Management. Robustness of project plan and ability to deliver 
against key milestones for implementation. 

 Benefits realisation.  Ability to deliver financial outcome as proposed 
within the original project plan assumptions. 

 
Currently there are 71 QIPP projects included within the programme, 
assigned as Raised, Open (Implementation) and Open (Performance 
Management) of which the % assessed as red, amber of green rating for 
project management are shown in the chart below.  
 

 
 
 
Since the previous report the projects RAG assessments have maintained 
position. 
 
 
 
 

Red
11%

Amber
45%

Green
31%

n/a
13%

Project Management
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Since the previous report the RAG assessment for scheme benefits 
realisation has remained static. 
 
The current highlight programme report is attached within appendix A, 
detailing: 

 Key Achievements 
 Red or significant amber risk programme areas and mitigating actions. 

 
  
5 Supporting Documents 

 
Appendix 1: QIPP Highlight Performance Report (January 2013) 

 

Red
7%

Amber
46%

Green
45%

N/A
2%

Benefits Realisation (by value £)
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Green

Amber

Red

Green

Amber

Red

Significant 
Amber Risks

OPAL 

The commissioner service specification has been developed with 
GHNHSFT; inclusive of feedback from CCG. Issues identified are yet to 
be resolved with regard to risk share of the financial savings and 
investments. Resolution on these issues is underway, aiming to ensure 
agreement for 2013/14.

Respiratory

Noted increase in emergency admissions. Trial scheme for the Oxygen 
Assessment Service noted reviews completed for all approx. 400 
identified users of Home Oxygen.  Oxygen Assessment Service 
specification developed and agreed with GCS for the development of a 
specialist respiratory team permanently including an oxygen assessment 
and review service. The business model is under discussion.

T&O Programme

Joint programme across the health community, including significant risk 
share ownership from with GHNHSFT established in 2012/13 in the form 
of a clinical programme group (CPG). Generic MSK pathway mapping 
and specific pathway mapping  has been developed and considered by 
the CPG. A transitional plan has been developed for 2013/14, to develop 
the interface services across the county focussing on equity of provision 
within each locality.

Prescribing Prescribing growth rate currently -1.64%, 5th best in South West region.

Enhanced Community 
Provision

The Enhanced Community Provision Programme equates to £2.4m of 
the USC programme in 2012-13, with a two thirds risk share to NHSG. 
The overall delivery of this programme is amber reflecting the USC 
activity position to date. Direct admission proportions into community 
hospitals continue to improve in line with trajectories, although there are 
challenges delivering the reduced length of stay. The development of 
both Integrated Community Teams and the Living Well approach within 
individual localities continues to strengthen; forming a foundation for the 
2013/14 work programme.

Advice & 
Guidance

Advice and Guidance commenced with Dermatology in June 2012. Initial 
uptake and feed back has been positive in both primary and secondary care. 
As at December 2012 221 referrals for Dermatology Advice & Guidance had 
been received, 59% were returned to primary care and 30% onwardly referred 
to secondary care. A&G for Renal went live in November 2012. The joint 
working group (NHSG & GHNHSFT) have identified Haematology and 
Endocrinology as the next specialties to go live.

Telehealth (LTC Theme)

As at 2nd February 2012, 899 patients have been referred to telehealth 
within the county - the deployment of units across Gloucestershire 
remains challenging.   Integrated programme board continues to be in 
place, supporting clinical engagement and development of the 
implementation plan. Care home implementation has commenced with 
trial sites. GCS are on track with recommendations for referral target, 
although there are challenges with conversion rates.

Risk Stratification
NHS Gloucestershire CCG have endorsed procurement of risk stratification 
tool to support development of integrated community teams

CHC
In terms of benefits realisation this QIPP Programme is forecast to over deliver 
against the initial target set.

Significant Progress to Date

Planned Care
(Red rating based on both project management and benefits realisation 
assessment, dependent on size, priority and complexity of work stream)

GP Peer Review

GP Peer Review (3 specialty min.) went live countywide in November 2011, 
with all practices in the county signed up to a form of peer review (in house 
design or NHSG QoF QP Scheme). Performance data from Nov -11 to 
November - 12 indicates a 7% reduction in GP referrals for those specialties 
selected. The 12-13 scheme will aimed to expand to all practices peer 
reviewing all specialty referrals by September 2012 - currently 86% of practices 
have signed up to the LES scheme.

Community IV Service 
(Planned Procedures)

Operational pathway issues still occurring and therefore less activity in 
the community service than expected.

Case mix and delivery model being reviewed by Gloucestershire Care 
Services and NHS Gloucestershire jointly to agree a plan into 2013-14.

(Note: This related to the planned care element only and not the IV 
service within community and district nursing)

Benefits 
Realisation:

KPIs on track, high level of confidence in ability to 
deliver outcome, contract mechanisms are in place.

The scheme is on track but concerns around benefits 
to be realised.

Limited or no confidence in delivery of outcome.

Red Programme
Reasons and Actions

Project 
Status:

Project documentation well developed programme of 
work on track.

Further work required within project documentation, 
some slippage in milestones.

Limited project documentation completed or project 
implementation delayed.

Programme Management Office

QIPP Highlight Performance Report January 2013
Overview

Key

Red
11%

Amber
45%

Green
31%

n/a
13%

Project Management

Red
13%

Amber
35%

Green
31%

Est
0%

n/a
21%

Benefits Realisation (no. of projects)

Red
7%

Amber
46%

Green
45%

N/A
2%

Benefits Realisation (by value £)
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 Agenda Item 10 

 
Gloucestershire Clinical Commissioning Group  

(Shadow Board) 
 
Meeting Date 21st February 2013 

 
Title NHS Gloucestershire Clinical 

Commissioning Group Governing 
Body Meeting Dates up to March 2014 
 

Executive Summary This paper sets out dates of NHS 
Gloucestershire CCG Governing Body 
meetings to be held in public from 1st April 
2013 to 31st March 2014. 

Key Issues 
 

Additional meetings may be convened as 
required and these meeting dates will be 
published on the website.  

Risk Issues: 
Original Risk 
Residual Risk 

N/A 

Financial Impact N/A 
Legal 
Issues(including NHS 
Constitution) 

N/A 
 

Impact on Equality 
and Diversity 

N/A 

Impact on Health 
Inequalities 

N/A 

Impact on 
Sustainable 
Development 

N/A 

Patient and Public 
Involvement 

Meeting papers will be published on the 
CCg website 7 days before the meeting.  

Recommendation For information only. 
Author Simeon Foreman 
Designation Company Secretary 
Sponsoring Director 
(if not author) 

Dr Helen Miller 
Chair 
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NHS Gloucestershire Clinical Commissioning Group (CCG) 
Governing Body Meeting Dates 2013/2014 
 
 
Date  Time Venue Papers 

Published 
Tuesday 2nd 
April 2013  
 

CCG Governing 
Body - Inaugural 
meeting to ratify 
all policies etc 
(followed by 
development 
session) 

2-5pm Board 
Room 

Tuesday 26th 
March 2013 

Thursday 
30th May 
2013 

CCG Governing 
Body 

2-5pm Board 
Room 

Thursday 
23rd May 
2013 

Thursday 
25th July 
2013 

CCG Governing 
Body 

2-5pm Board 
Room 

Thursday 
18th July 
2013 

Thursday 
26th 
September 
2013 

CCG Governing 
Body 

2-5pm Board 
Room 

Thursday 
19th 
September 
2013 

Thursday 
28th 
November 
2013 

CCG Governing 
Body 

2-5pm Board 
Room 

Thursday 
21st 
November 
2013 

Thursday 
30th January 
2014 

CCG Governing 
Body 

2-5pm Board 
Room 

Thursday 
23rd January 
2013 

Thursday 
27th March 
2014 

CCG Governing 
Body 

2-5pm Board 
Room 

Thursday 
20th March  
2013 

 
 
Public Questions should be sent in advance to the CCG Board 
administrator by close of play 2 working days ahead of the 
meeting.  Questions must relate to items on the agenda. 
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