
 

 

 

Governing Body 
 

Meeting to be held at 2pm on Thursday 31st July 2014 in the Board 
Room, Sanger House, Brockworth, Gloucester GL3 4FE 

 
No. Item Lead Recommendation 
1 Apologies for Absence  

 
Chair  

2 Declarations of Interest  
 

Chair  

3 Minutes of the Meeting held on 
Thursday 29th May and 
Tuesday 3rd June 2014  

Chair Approval 

4 Matters Arising 
 

Chair  

5 Patient’s Story 
 

Becky Parish Information 

6 Public Questions 
 

Chair  

7 Chair’s Update 
 

Chair Information 

8 Accountable Officer’s Update 
 

Mary Hutton Information 

9 Cultural Commissioning 
Programme 

Matt Pearce/ Ellen 
Rule 

Information 

10 Locality Plans Annual Report 
 

Helen Goodey Information 

11 Annual Assurance Report Ellen Rule Information 
 

12 
 

Gloucestershire Shared Care 
Record Project 

Cath Leech Approval 

13 Individual Funding Request 
Policy  

Mark Walkingshaw Approval 

14 Equality and Health 
Inequalities Working Group 
Terms of Reference 

Marion Andrews-
Evans 

Approval 

15 Performance Report 
 

Cath Leech Information 

16 West of England Academic 
Health Science Network 
(WEAHSN) Report 

Mary Hutton Information 



 

 

17 Integrated Governance 
Committee Minutes 

Julie Clatworthy Information 

18 Audit Committee Minutes 
 

Colin Greaves Information 

19 Any Other Business (AOB) 
 

Chair  

Date and time of next meeting: Thursday 25th September 2014 at 2pm in Board 
Room at Sanger House 

 
 
Questions should be sent in advance to the Associate Director of 
Corporate Governance: alan.potter1@nhs.net by 12 noon on 
Tuesday 29th July 2014.  Questions must relate to items on the 
agenda. 
 
Please note: there is very limited parking available at Sanger House 
and all spaces must be booked in advance. If parking is required by 
members of the public, please e-mail Alan Potter (as above) to 
establish if there are any visitor spaces available. 
 



 

Gloucestershire CCG Governing Body Minutes – May 2014     Page 1 of 16 
 

 Gloucestershire Clinical Commissioning Group (CCG) 
Governing Body 

 
Minutes of the Meeting held on Thursday 29th May 2014 
in the Board Room, Sanger House, Gloucester GL3 4FE 

 
Present: 
Dr Helen Miller HM Clinical Chair 
Marion Andrews-Evans MAE Executive Nurse and Quality Lead 
Dr Caroline Bennett CBe GP Liaison Lead 
Dr Charles Buckley CBu GP Liaison Lead 
Julie Clatworthy JC Registered Nurse 
Alan Elkin AE Lay Member – Patient & Public Engagement 
Dr Malcolm Gerald  MGe GP Liaison Lead 
Dr Will Haynes WH GP Liaison Lead 
Mary Hutton MH Accountable Officer 
Cath Leech CL Chief Finance Officer 
Dr Hein Le Roux HLR GP Liaison Lead 
Simon Sethi SS Deputy Director of Commissioning 

Implementation 
Dr Andy Seymour AS  Deputy Clinical Chair  
Valerie Webb VW Lay Member - Business 
Dr Jeremy Welch JW GP Liaison Lead 
Margaret Willcox MWi Director of Adult Social Care, GCC 
In attendance:   
Becky Parish BP Associate Director 

Patient and Public Engagement 
Marian Hoyle MHo Head of Patient Experience 
Eddie O’Neil EON Joint Commissioner for Mental Health 
Helen Goodey HG Associate Director Locality Development & 

Engagement 
Alan Potter AP Associate Director Corporate Governance
Fazila Tagari FT Board Administrator 
There were 4 members of the public present. 

 
  
1 Apologies for Absence 
  
1.1 Apologies were received from Colin Greaves, Mark Walkingshaw, Dr 

Steve Allder, Dr Martin Gibbs and Alice Walsh. 
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2 Declarations of Interest  
   
2.1 All GP members declared an interest in Agenda Item 12 – Co-

Commissioning of Primary Care. 
 

   
3 Minutes of the Meeting held on Thursday 27th March 2014   
   
3.1 The minutes of the meeting held on Thursday 27th March 2014 

were approved. 
 

   
4 Matters Arising  
   
4.1 30.01.14 AI 5.2 – Item covered on the agenda. Complete  
   
4.2 27.03.14 AI 9.12 – Item covered on the agenda. Complete  
   
4.3 27.03.14 AI 11.9 - Item covered on the agenda. Complete  
   
5 Patient’s Story  
   
5.1 BP and MHo introduced a patient case study which involved an 

audio recording of a patient interview relating to the individuals 
experience of receiving support from the Integrated Community 
Team (ICT), Rapid Response Service, in the Gloucester City 
Locality shortly after implementation.  

 

   
5.2 BP proposed that the ICT service would be revisited at a later 

stage in order to understand how the service was progressing 
and how the learning points were adapted from this story.   

 

   
5.3 CBu stated that he hadn’t seen the paperwork that should be 

retained in the patient’s home and felt that there should be 
clarity of the role definition of staff that were involved with the 
patient and in order to develop an understanding of the 
teamwork involved. AS stated that he had reviewed the 
paperwork and felt that there was a good measure of teamwork 
in place. HM commented that the booklets issued to patients 
included contact details of the team and felt that cultural change 
was the key issue. 
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5.4 MGe advised that there was a formal plan in place to manage 
the communication between the service and the GPs and 
agreed that he would pick up the issue raised by CBu and 
feedback to members. 

MGe

   
5.5 JW enquired about the procedure following discharge when the 

patient’s condition deteriorates and was advised that the patient 
would be treated via the unplanned care admission pathway.    

 

   
5.6 RESOLUTION: The CCG Governing Body noted the report 

and considered the proposed future patient story subjects 
and suggested dates. 

 

   
6 Public Questions  
   
6.1 There were no questions received from the public.  
   
7 Gloucestershire Clinical Commissioning Group (CCG) 

Clinical Chair’s Report 
 

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

that arose during April and early May 2014 being highlighted. 
HM highlighted a minor typo at section 3.4 of the report. 

 

   
7.2 HM highlighted the Homeless Homecare project and advised 

that the Time to Heal pilot, which supported hospital discharges 
in Gloucestershire, had won two awards. These were presented 
in the House of Commons to the project worker Steve Pankhurst 
and Dr Pippa Medcalf consultant at GHFT. HM advised that 
further information would be presented at a later date to review 
the level of support and care homeless people receive after they 
leave hospital. HM reported that the project had achieved a high 
level of positive outcomes and commended the leads that 
steered this project forward. 

 

   
7.3 JC queried whether there was a high uptake with the Healthy 

Living Pharmacies programme and was advised that the data 
was currently being analysed. However, initial evidence 
indicated that the outcomes were positive. MAE advised that this 
initiative was well received by the local community.  

 

   
7.4 RESOLUTION: The CCG Governing Body noted the 

contents of this report. 
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8 Gloucestershire Clinical Commissioning Group 

Accountable Officer’s Report 
 

   
8.1 The Accountable Officer introduced this report which was taken 

as read and provided a summary of key issues arising during 
April and May 2014. The key issues highlighted were: 

 

   
8.2 Winter Plan Review – MH advised that a detailed review was 

undertaken in order to review the effectiveness of the Winter 
Plan delivery. MH advised that the Winter Plan was based upon 
agreeing service developments which were expected to be 
delivered and which also included planning assumptions. MH 
advised that the review included working through a range of 
interventions and testing how they had been delivered. It was 
noted that a report would be presented at the July Governing 
Body to review the delivery of the Winter Plan. 

 

   
8.3 Out of Hours Procurement – It was noted that the full service 

specification was currently being finalised and it was anticipated 
that this would be published during the first week of June 2014. 

 

   
8.4 Integrated Community Teams (ICTs) – A further update was 

reported to the Governing Body members in relation to the 
implementation of the strengthened ICTs. MH advised that the 
report highlighted how the project was progressing and stated 
that the increasing number of interventions would be monitored 
as the current caseload was higher than anticipated. It was 
noted that the financial model was being finalised and was 
expected to be completed by end of June 2014. Members also 
noted that the recruitment of additional staff for the existing 
teams was underway. 

 

   
8.5 2014/15 Contracting – MH informed the Governing Body that the 

formal signing of the contracts by providers was imminent and 
assured members that there were no significant issues. 

 

   
8.6 Prescribing Improvement Plan – MH highlighted that the cost 

effective prescribing of Venlafaxine in Gloucestershire had 
realised significant savings which could be used elsewhere. 

 

   



 

Gloucestershire CCG Governing Body Minutes – May 2014     Page 5 of 16 
 

8.7 HM requested that the report being produced for the ICT 
Steering Group should be presented to the Governing Body to 
inform members of the service development and also requested 
that the financial model was included. MH commented that an 
evaluation model was currently being developed and advised 
that this would be reported at the July Governing Body meeting. 
JC requested that the evaluation model should also include 
productivity activity in order to have a baseline from which to 
progress forward from. 

MH 

   
8.8 HM requested an explanation of the Care Home Select service 

and was advised that the service supported patients and carers 
in selecting and accessing care homes following discharge and 
this had supported the flow of bed releases.  

 

   
8.9 RESOLUTION: The CCG Governing Body noted the 

contents of this report. 
 

   
9 Joining Up Your Care: Two and Five Year Plan Update  
   
9.1 MH presented the report which provided the Governing Body 

with updates planned to the draft Five Year Plan ahead of the 
final submission to NHS England on 20th June 2014 and which 
highlighted the changes to be made. MH advised that the paper 
also included the final Two Year Plan. 

 

   
9.2 The Five Year Plan had been further developed in conjunction 

with partners, whilst incorporating feedback received from 
stakeholders including the Area Team.  MH explained the key 
themes for development and advised members of these which 
were highlighted at Section 2 of the report. MH also drew 
attention to the timetable highlighted at Section 3 of the report.  

 

   
9.3 MH advised that had been some minor amendments to the Two 

Year Plan which had been discussed with NHS England. MH 
highlighted that the changes were summarised in Section 4.1 of 
the report. It was noted that following discussions with NHS 
England, changes were made in respect of the performance 
priorities and these were specified at Section 4.3 of the report. 

 

   
9.4 JC queried if members would be given an opportunity to review 

the Five Year Plan prior to submission to NHS England and MH 
advised that the Plan would be circulated on the 10th June.  
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9.5 HM highlighted that the Two Year Plan indicated that the 

membership comprised 85 GP practices and informed members 
that there were 83 GP practices as there had been two mergers.

 

   
9.6 RESOLUTION:  

The CCG Governing Body  
 Noted the planned developments to the Five Year Plan; 
 Approved the timetable and supported the authority for 

sign off by the Accountable Officer and Chair for the Five 
Year Plan; 

 Noted the latest version of the final Two Year Delivery 
Plan as presented. 

 

   
10 Constitution  
   
10.1 AP presented the paper which outlined the proposed changes to 

the Clinical Commissioning Group’s Constitution resulting from a 
review of the Committee Structure. 

 

   
10.2 AP advised that changes to the Constitution need to be 

approved by NHS England and that the NHS England guidance 
indicated that the requests to make changes to the Constitution 
must be received by the 1st June or the 1st November each year. 
AP advised that, subject to the agreement of the Governing 
Body, it was proposed that the revised document would be 
submitted to NHS England prior to the 1st June 2014 deadline. 

 

   
10.3 AP informed members that the proposed amendments had been 

highlighted in the document by ‘Tracked Changes’ and advised 
that these were primarily to reflect the CCG committee structure 
and its Terms of Reference and the terminology used within the 
NHS. AP invited comments from members prior to submission to 
NHS England. The following comments were made: 
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  AS recommended that the list of practices should be 
reviewed to ensure that it reflects recent mergers and 
changes of address. 
 

 Page 27 – JC indicated that the Integrated Governance 
and Quality Committee do not manage financial risks as 
these are managed by the Audit Committee. 
 

 Page 3 – HLR highlighted the Value/Aims section where 
‘clinicians’ had been entered twice. 
 

 Page 25 – AE advised that section 6.6.4 and Appendix C 
of the document differed in relation to the number of lay 
members specified. 
 

 MGe commented that the process for raising concerns by 
localities needs to be explicit in the document and was 
advised that section 7.3.4 indicated this. 
 

 Page 159 – HM requested that the term Shadow Board 
should be removed from the document. 

 

   
10.4 AP agreed to amend the document to reflect the comments 

made. 
 

   
10.5 RESOLUTION:  

The CCG Governing Body:  
 Approved the amendments to the Constitution; and 
 Recommended approval of the changes by NHS 

England. 

 

   
11 Mental Health Crisis Care Concordat   
   
11.1 EON introduced the Mental Health Crisis Care Concordat to the 

Governing Body and advised that the report seeks Governing 
Body approval for the CCG as a signatory organisation to 
endorse the Gloucestershire Mental Health Crisis Care 
Declaration, outlined at Appendix 2. 

 

   



 

Gloucestershire CCG Governing Body Minutes – May 2014     Page 8 of 16 
 

11.2 EON explained that the Concordat expects that in every locality 
in England, local partnerships including health, criminal justice 
and local authority agencies should agree and commit to local 
Mental Health Crisis Declarations. The Declaration would 
consist of commitments and actions at a local level that would 
deliver services that would improve outcomes. 

 

   
11.3 EON informed the Governing Body that the Concordat was 

arranged around four domains which were outlined at section 
2.3 of the report. 

 

   
11.4 A multi-agency Task and Finish Group was established in 

January 2014 Group to deliver this project which incorporated 
these organisations which were outlined in Appendix 3. The 
Group has now developed a local Gloucestershire Mental Health 
Crisis Care Declaration which was being taken forward within 
each organisation for formal sign off. 

 

   
11.5 EON advised that a local crisis care review was being 

undertaken which would concurrently endorse the national 
document expectation and also undertake a comprehensive 
review to identify any gaps within local services which would 
develop into an action plan. EON requested the opportunity to 
present the findings from the action plan at a future Governing 
Body meeting and advised that the plan would include a detailed 
analysis which would identify any gaps in the local system and 
how to progress the plan forward. 

EON

   
11.6 EON informed the Governing Body that this work was very 

advanced in Gloucestershire and a draft Gloucestershire 
Declaration document was now being taken through the 
governance processes in each local statutory organisation for 
agreement and formal sign off. It was anticipated that the 
approval process would be completed by the end of July 2014. 
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11.7 HM advised that she had co-chaired with an  ex-service user the 
multi-agency Task and Finish Group and a key issue that 
emerged from this Group was around achieving ‘parity of 
esteem’. It was agreed that mental health issues should have 
parity of esteem (to be treated equally) with other health issues 
i.e. heart attacks and strokes. HM stated that ambulance staff 
were more equipped to manage clinical conditions and felt that 
further training was needed as well as exploring alternative 
pathways of care for people in mental health crisis. The 
Governing Body recognised that this was challenging to deliver 
but agreed that further work was needed. 

 

   
11.8 The Governing Body noted that a business case model from the 

North East was being evaluated to ensure a full understanding 
of the efficiency saving and the resource implication involved. 

 

   
11.9 RESOLUTION:  

The CCG Governing Body endorsed the Mental Health 
Crisis Care Declaration as a signatory organisation. 

 

   
12 Co-Commissioning of Primary Care  
   
12.1 HG presented the report and explained that the commissioning 

of Primary Care services was currently undertaken by NHS 
England. HG advised that Simon Stevens had written to all 
CCGs on the 1st May 2014 announcing the opportunity for CCGs 
to co-commission Primary Care medical services in partnership 
with NHS England. 

 

   
12.2 HG advised that further details were subsequently received 

outlining the scope of the opportunity and it was noted that the 
offer excluded Pharmacy, Dental and Ophthalmic services and 
managing performers lists. 

 

   
12.3 The letter required CCGs to express an interest by 20th June 

2014 and also outlined a set of criteria that was required to be 
met.  
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12.4 HG advised that the current commissioning architecture had 
proved challenging to both providers and commissioners and felt 
that there would be huge benefits in accepting this role. The 
current pressures across primary care require urgent action as 
the Area Team were constrained with capacity in relation to 
driving the primary care agenda forward. 

 

   
12.5 HG advised that the CCG were therefore working with key 

stakeholders to develop an expression of interest that is 
reflective of the strategic needs in relation to primary care 
commissioning. 

 

   
12.6 AS added that the CCG would need to fully understand the 

benefits and risks to this offer and also understand the financial 
implications which the finance team were reviewing but it was 
recognised that this was challenging due to the tight deadlines 
given by NHS England.  

 

   
12.7 MH acknowledged that there was considerable work to be 

undertaken in order to understand the full implications of the 
offer against the limited timescales given and in addition to 
receiving feedback from member practices and the Local 
Medical Committee (LMC) and furthermore understanding the 
Area Teams approach.  

 

   
12.8 It was noted that this information was being circulated to 

member practices today and it was advised the CCG would be 
working together with the LMC in developing an expression of 
interest. 

 

   
12.9 RESOLUTION:  

The CCG Governing Body approved the request for 
delegated authority.  

 

   
13 West of England Academic Health Science Network Report 

and Plan 
 

   
13.1 MH presented the report and explained that the AHSN was set 

up across the country and that the West of England covered 
Bristol, South Gloucestershire, North Somerset, Bath and North 
East Somerset, Swindon, Gloucestershire and Wiltshire and that 
the budget allocated was £2.7m for 2014/15. 
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13.2 MH considered that Gloucestershire had ample providers 
representing the Network and highlighted Section 3 of the report 
which outlined the key areas of focus for 2014/15. 

 

   
13.3 CBu commented that he was involved with the stroke prevention 

programme and felt that the network was a positive system to 
progress forward to support innovation.   

 

   
13.4 RESOLUTION:  

The CCG Governing Body noted this report and plan which 
was provided for information. 

 

   
14 Performance Report  
   
14.1 CL presented the Performance Report which provided an 

overview of Gloucestershire CCG performance against the 
organisational objectives for the period to the end of March 
2014. 

 

   
14.2 The report was broken down into the five sections of the GCCG 

performance framework as highlighted in Section 1. CL advised 
a Lead Director had been assigned to each area. 

 

   
 Clinical Excellence  
   
14.3 Clinical Programme Groups (CPGs) – MAE highlighted the work 

being commenced to support the CPGs on developing the 
outcome measures and it was noted that external support was 
being received to develop the Quality Assurance Framework for 
the clinical programme areas. 

 

   
14.4 Cancer 62 day performance – SS advised that there were 

issues with patients receiving the first definitive treatment within 
62 days of an urgent referral. It was noted that GHT were being 
reviewed under the fortnightly performance meetings. SS 
explained that trajectories were in place to address issues and 
noted that the key issues identified within Pathology affected by 
recruitment. SS advised that GHT had forecasted to meet the 
target from June onwards. CBu commented that GHT were 
dynamically working to support the delivery of the action plan 
and requested that future plans should be developed to be more 
sustainable. 
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14.5 JC queried whether the consultants that were recruited were 
locums or appointed on a permanent basis and was advised by 
CBe that although the gap had improved, there was still an issue 
with recruitment of consultant staff and it was noted that this was 
a national issue which was being jointly reviewed. 

 

   
14.6 Ambulance Response Time Performance – SS advised that the 

key issue was meeting the Red 1 and Red 2 target. It was noted 
that there had been an increase in the overall activity which had 
led to the dip in performance. SS advised that reviews were 
undertaken and implementation plans developed to improve 
performance which included additional investment in vehicles 
and crews. SS informed members that additional vehicles were 
rolled out in the Bristol area which eased the situation when the 
demand peaked within Gloucestershire. It was also noted that 
SWAST had agreed to develop action plans with local targets 
outlined. 

 

   
14.7 MAE reported that there had been a total of 8 MRSA cases and 

advised that these were not hospital acquired infections. MAE 
informed the Governing Body that a review was being 
undertaken to evaluate the C.Difficile infections as the trend 
data highlighted that cases peaked during the summer period. 
MAE advised that there were 4 Never Events reported and 
highlighted that NHS England had issued new guidance on the 
definition for reporting Never Events and advised that if the new 
definition was applied for the previous year, then there would 
only have been one Never Event to report. However, it was 
emphasised that Serious Incidents would be reviewed 
comprehensively at the IGQC meetings.  

 

   
 Finance and Efficiency   
14.8 CL advised on the financial position and reported that the CCG 

had achieved a surplus of £6.806m which was in excess of the 
plan of £6.757m. CL advised that this meant that the CCG had 
met the planned surplus level which included a number of 
emerging pressures. CL reported that the recurrent impact had 
been included within 2014/15 budget setting.    

 

   



 

Gloucestershire CCG Governing Body Minutes – May 2014     Page 13 of 16 
 

14.9 CL highlighted that the Better Payment Practice Code target 
was not achieved. CL explained that this was due to the 
changes in the staffing structure and that there would be an 
increased focus in the first few months to achieve the 95% 
target. 

 

   
 Patient Experience  
14.10 MAE advised that the Friends and Family Test response target 

of 15% was achieved overall although it was recognised that 
Maternity was a challenging area. MAE advised that in order to 
provide assurance that this was embedded within the 
organisations, the FFT outcomes were included within the 
CQUIN schedule for all three provider organisations.  

 

   
14.11 MAE informed members that there would be an increasing focus 

around the patients’ stories theme and specifically when 
reconfiguring services and it was noted that cases would be 
developed around patient journey experience. 

 

   
14.12 Four hour Emergency Department performance - SS updated 

members on the current performance to date and highlighted 
that the target was achieved in quarters 2 and 3 and that there 
was a drop in performance in quarters 1 and 4. It was noted that 
the latest performance to date indicated that the target would not 
be achieved. However, it was noted that April admissions had 
decreased by 6% in comparison to the previous year. SS 
emphasised that there were 3 key issues and these were 
around:  

1) Management of admissions within the Emergency 
Department. 

2) Sufficient bed availability within the Gloucester site and 
reducing the length of stay. 

3) Recruitment of doctors and nurses. 
 
SS explained  the mitigating actions to address these issues and 
advised that the current winter plan review would inform the 
plans for the following winter which would support an early 
decision making process.  
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14.13 MWi felt that the reasons for attending A&E by patients needed 
to be followed through as the survey that was undertaken hadn’t 
established whether this was accurate and suggested that the 
next review should take this information into account and to 
understand the underlying cause. 

 

   
 Partnerships  
14.14 CL reported that the Better Care Fund Plan had been agreed 

although the national feedback was awaited.  
 

   
 Staff  
14.15 CL advised that the CCG had low levels of turnover and 

sickness although these were continually under review. CL 
advised that the staff survey results would be presented at a 
future Governing Body meeting. 

 

   
14.16 The Governing Body members expressed their gratitude to the 

Finance Team and had recognised the hard work in completing 
the final accounts. 

 

   
14.17 RESOLUTION: The CCG Governing Body 

 Noted the financial position as at March 2014  
 Noted the performance against local and national 

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

 

   
15 Assurance Framework  
   
15.1 CL presented the Assurance Framework for 2013/14.  The 

Assurance Framework identified gaps in assurances and 
controls regarding the organisational objectives, along with 
details of the principal risks that have been identified by lead 
managers. 

 

   
15.2 CL highlighted that the key issue related to the Arriva Patient 

Transport Service.  
 

   
15.3 RESOLUTION: The CCG Governing Body noted this paper 

which was provided for information. 
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16 Audit Committee Annual Report  
   
16.1 VW presented the Audit Committee Annual Report which 

outlined the activities of the Audit Committee during the financial 
year 2013/14. It was noted that this report provided details of the 
areas considered by the Committee at the five meetings held 
during the year. 

 

   
16.2 HM requested that the Audit Committee Attendance table 

indicated ticks instead of crosses. 
 

   
16.3 RESOLUTION: The CCG Governing Body accepted the 

report on the work of the Audit Committee as part of its 
overall governance and assurance programme for 2013/14. 

 

   
17 Integrated Governance Committee Minutes 
  
17.1 The Governing Body received the minutes of the meeting of the 

Integrated Governance Committee held on the 20th February 
2014. 

  
17.2 RESOLUTION: The CCG Governing Body noted these 

minutes. 
  
18 Any Other Business 
  
18.1 HM reported that the Gloucestershire Young Carers had won a 

GSK impact award for their work in supporting children who look 
after a family member with physical disabilities, mental ill health 
or substance misuses issues. 

  
18.2 MWi advised that Dr Peter Brambleby had been appointed as 

the new Interim Director of Public Health and was commencing 
his role on the 2nd June 2014. 

  
18.3 WH updated members on the success of the Slimming World 

project and advised that he was visited by a patient who had lost 
5½ stones and his wife had lost 3½ stones. MH advised that 
overall the total weight lost was 1500 stones.  

  
19 The meeting closed at 16:05. 
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20 Date and Time of next meeting:  Thursday 31st July 2014 at 
2pm in the Board Room at Sanger House. 

 
 

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



 

Gloucestershire CCG Governing Body Extraordinary Minutes – June 2014    Page 1 of 6 
 

 Gloucestershire Clinical Commissioning Group (CCG) 
Governing Body 

 
Minutes of the Extraordinary Meeting held on  

Tuesday 3rd June 2014 
in the Board Room, Sanger House, Gloucester GL3 4FE 

 
Present: 
Dr Helen Miller HM Clinical Chair 
Marion Andrews-
Evans 

MAE Executive Nurse and Quality Lead 

Dr Peter Brambleby PB Interim Director of Public Health 
Dr Charles Buckley CBU GP Liaison Lead 
Julie Clatworthy JC Registered Nurse 
Dr Malcolm Gerald  MGe GP Liaison Lead 
Colin Greaves CG Lay Member - Governance 
Dr Will Haynes WH GP Liaison Lead 
Mary Hutton MH Accountable Office 
Cath Leech CL Chief Finance Officer 
Dr Hein Le Roux HLR GP Liaison Lead 
Ellen Rule ER Director of Transformation and Service 

Redesign 
Mark Walkingshaw MW Deputy Accountable Officer 
Valerie Webb VW Lay Member - Business 
Margaret Willcox MWi Director of Adult Social Care, GCC 
In attendance:   
Andrew Beard AB Deputy Chief Finance Officer 
Rupert Boex RB Financial Accountant  
Anthony Dallimore AD Associate Director Communications 
Alan Potter AP Associate Director Corporate Governance 
Fazila Tagari FT Board Administrator 
There were 3 members of the public present. 

 
  
1 Apologies for Absence 
  
1.1 Alan Elkin, Dr Andy Seymour, Dr Steve Allder and Dr Caroline 

Bennett. 
  
2 Declarations of Interest  

   
2.1 No declarations of interest were received.  
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3 Final Annual Accounts 2013/14  
   
3.1 The CCG’s 2013/14 Annual Accounts were presented to the 

meeting and members noted that they had been reviewed by 
the Audit Committee on the 20th May and on the 3rd June. 

 

   
3.2 AB reported on the financial position for 2013/14 and advised 

that the CCG had and had spent £672m against an 
allocation of £678m resulting in a surplus of £6.8m. It was 
noted that the surplus was £49K higher than the planned 
surplus. AB also stated that the CCG had remained within its 
Running Cost allocation. 

 

   
3.3 AB reported that the CCG had £30k cash holdings at the end 

of the year which was within the allowable limit set by NHS 
England. 

 

   
3.4 AB explained that the CCG achieved the 95% performance 

target against the Better Payment Practice Code in value 
terms but not in respect of the volume of invoices. 

 

   
3.5 The reported position does not include the impact of legacy 

transactions which were included within the Accounts of NHS 
England. 

 

   
3.6 AB advised that at the time of writing the report, the 

provisional final audit opinion had been received which 
indicated that the accounts gave a true and fair view of the 
CCG’s position at 31st March 2014. AB informed members 
that following the Audit Committee meeting held in the 
morning, this position still stands as further guidance was 
awaited from NHS England relating to the issue on GP 
pensions disclosures. 

 

   
3.7 AB stated that following the draft accounts being submitted 

at the end of April 2014, there had only been minor 
presentational changes made and it was noted that these 
were included within the external audit report.  

 

   
3.8 CL highlighted that there had been various guidance issued 

by NHS England in relation to the disclosure requirement for 
GP pensions within the Annual Report. CL explained that the 
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initial guidance stated that the disclosure should only relate 
to GP pensions accrued through CCG employment. 
However, subsequent guidance stated that full GP pension 
details should be included which would also include 
contributions relating to practice income. CL explained that 
the figures included within the Annual Report as supplied by 
the Pensions Agency only related to the CCG employment. 
CL advised that this approach was in accordance with the 
guidance received to date, although further guidance was 
expected. CL explained that the CCG had unqualified 
opinions issued on regularity, financial statements, value for 
money and, currently, on other matters, but flagged that if 
NHS England issued changed guidance, then the auditors 
would include a comment in their opinion on other matters to 
state that the remuneration report only included the CCG 
employment figures. Members noted that a disclosure would 
also be added to the Annual Report. 

   
3.9 HM recognised that running cost had to remain within the 

running cost allocation and questioned whether the running 
costs were within that envelope. CL advised that the CCG 
running costs were within the running cost envelope for 
2014/15 and that a review was being undertaken to identify 
the forecast position for 2015/16 but informed members that 
a further report would be presented to the Governing Body 
meeting nearer the time to endorse any proposed actions. It 
was also noted that the CCG had underspent against the 
running cost allocation for 2013/14.  

 

   
3.10 CBu requested an update on Continuing Health Care and 

was advised by CL that the NHS England guidance stated 
that any retrospective claims which should have been 
accounted for by the PCT in the 2012/13 accounts were to 
be managed by NHS England. Any new claims from April 
2013 onwards were accounted for within the CCG accounts. 
CL explained that NHS England had set up a national risk 
pooling scheme to fund these retrospective provisions going 
forward in 2014/15. However, concerns had been raised 
nationally relating to the equitable distribution between 
individual CCG’s and discussions were ongoing on how the 
scheme would be managed in 2014/15. 

 

   
3.11 The Governing Body thanked CL and the Finance Team for  
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their hard work in completing the accounts within the 
prescribed deadline. 

   
3.12 RESOLUTION: The CCG Governing Body:  

 Noted the contents of this report 
 Approved the CCG’s 2013/14 Annual Accounts. 

 

   
4 Annual Report 2013/14  
   
4.1 AD presented the Annual Report and advised that this had 

been produced in two parts. Part 1 was the Annual Review 
magazine containing county and locality news and Part 2 
included all statutory reports and the accounts in line with the 
CCG Annual Reporting guidance, published by NHS 
England.  

 

   
4.2 AD gave the background context to this document which 

reflected the challenges facing the CCG and wider health 
and social care community and plans to: 
 

 place greater emphasis on prevention; 
 invest in community services; 
 reduce reliance on hospital based services; 
 ensure high quality specialist hospital services when 

needed; and; 
 make best use of the limited funds available.    

 
AD explained that the report had a greater emphasis on 
illustrations and short articles about individual experience 
case studies and emphasised that patient and public 
engagement was a key feature of the report 

 

   
4.3 AD advised that agreements were held with Gloucestershire 

media to run the individual stories as a feature which was 
part of the CCG health page sponsorship. These articles 
would be linked on the CCG website via the social media 
tool. AD advised that the articles would also be promoted via 
the trade press publications. AD stated that the magazine 
would be distributed to community partners and be made 
available through the Information Bus, GP surgeries, 
Pharmacies and Hospitals. It was noted that the magazine 
was also available through an e-reader format online. 
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4.4 AD advised that the Part 2 section which covered the 
strategic overview section would have a smaller distribution 
list which would include auditors, NHS England and libraries.

 

   
4.5 It was noted that a small working group would be established 

in order to progress this work going forward. 
 

   
4.6 The Governing Body expressed thanks to AD and his team 

for their hard work in producing this report within the 
prescribed timescales.  

 

   
4.7 CG commented that this was a draft report and that there 

were minor changes to be made to the statutory accounts 
prior to publishing the report but it was noted that these 
issues were in hand. 

 

   
4.8 PB felt that the report gave a useful synopsis particularly as 

he had just started his new role and was pleased to see the 
Health and Wellbeing objectives being included within the 
report. PB advised that the Public Health Annual Report was 
being drafted and that he was looking forward to working 
with the CCG to highlight the return on investment. 

 

   
4.9 CBu commented that GP statistics had been omitted on the 

Stroud and Berkeley Vale page. 
 

   
4.10 HM felt that recognition of the team working behind the 

scenes was important although there was still further work to 
be undertaken particularly around engagement and 
recognised that there were huge challenges in the future.   

 

   
4.11 HM read the following statement of disclosure : 

 
‘At the meeting of the Membership Body or Governing Body 
that approved the Annual Report and Accounts, each 
member must state, and it must be minuted that they have 
done so, that as far as he/she is aware there is no relevant 
audit information of which the clinical commissioning group’s 
auditors are unaware. 
 
In addition, that he/she has taken all the steps that he/she 
ought to have taken as a member of the 
Membership/Governing Body in order to make himself aware 
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of any relevant audit information and to establish that the 
clinical commissioning group’s auditors are aware of that 
information.’ 
 
All members present provided this assurance. 

   
4.12 RESOLUTION: The CCG Governing Body received the 

Annual Report and summarised Accounts 2013/14, 
subject to any final opinion from the auditors.     

 

   
5 External Audit – Assurances from Management and 

those charged with Governance 
 

   
5.1 CL advised that the attached documents had been provided 

to the external auditors by the Chief Finance Officer and 
Chair of the Audit Committee in order to provide additional 
assurances to the auditors in relation to their assessment of 
the final accounts. The documents provide assurances 
regarding the governance and internal control processes 
operated by the CCG.  

 

   
5.2 CL advised that following the Audit Committee held this 

morning, one amendment was made to the Audit Chairs 
response. 

 

   
5.3 RESOLUTION: The Governing Body noted the report.  
   
4 The meeting closed at 14:30. 
  
5 Date & Time of next meeting: Thursday 31st July 2014 at 

2pm in the Board Room at Sanger House. 
 

 
Minutes Approved by Gloucestershire Clinical Commissioning 
Group Governing Body: 
 
Signed (Chair):____________________   Date:_____________ 
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Agenda Item 7 

 
Gloucestershire Clinical Commissioning Group 

 
Governing Body 
Meeting Date 

Thursday 31st July 2014  

Title Gloucestershire Clinical Commissioning 
Group Chair’s Report 

Executive Summary This report provides a summary of key issues 
arising during June and early July 2014 

Key Issues 
 

The key issues arising include: 
 Respiratory CPG update 
 Circulatory CPG update 
 BBC Radio Gloucestershire healthcare feature 

and Twitter Q/A  
 MPs Meeting in London 
 CCG GP Practice Visits 
 Meetings attended 

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

None 

Impact on Equality 
and Diversity 

None 

Impact on Health 
Inequalities 

None 

Impact on 
Sustainable 
Development 

 
None 

Patient and Public 
Involvement 

 

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

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

Clinical Chair’s Report 
 
1 Introduction 
 
1.1 This report provides a summary of key issues arising during June 

and early July 2014. 
 
2 Respiratory Clinical Programme Group (CPG) 
 

2.1 2013/14 was a good year for the continuing development of
 respiratory services across Gloucestershire.   
 
2.2 The integration of the community Respiratory Team with the 
 hospital-based Assisted Discharge Team (to form the 
 Gloucestershire Respiratory Team) has significantly and positively 
 changed the experience of care by eliminating duplication and 
 reducing the time that the patient has to spend in hospital.   
 
2.3 In addition, a COPD pathway has been commissioned as part of 
 the ICT/Rapid Response team and this together with the enhanced 
 role of the Gloucestershire Respiratory Team has helped to 
 contribute  towards an 8% reduction in unplanned COPD  admissions 
 and achievement of the CCG Quality Premium.   
 
2.4 The Respiratory CPG also worked closely with acute and  community 
 respiratory  partners in the development and  commissioning of a 
 new Home  Oxygen Assessment and Review  Service.   
 
2.5 2014/15 has already seen continued focus around COPD with the 
 implementation of Respiratory Hot Clinics (urgent respiratory 
 specialist opinion to avoid hospital admission).  In addition to this 
 the CPG is reviewing and redesigning Outpatient pathways and 
 has drafted a new Bronchiectasis pathway with key stakeholders 
 including patients.     
 
2.6 An audit of potential redesign of pneumonia emergency admissions 
 (linking with frail elderly work programme) is due to  start next month 
 (August). 
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3 Circulatory Clinical Programme Group (CPG) 

 
3.1 The Circulatory Clinical Programme Group (CPG) was established 
 in November 2013. The group consists of a lay worker 
 representative, Healthwatch representative, clinicians and 
 managers. The focus of the CPG is cardiovascular disease (CVD),
  in particular coronary heart disease and stroke. 
 
3.2 The aims of the group are to improve the assessment and 
 coordination of care for people with CVD;  improving prevention 
 and risk management; enhancing case finding in primary care; 
 better early management and secondary prevention in the 
 community;  improving acute care and improving the care of 
 patients living with CVD. 
 
3.3 Our strategy aims to ensure that cardiovascular services and 
 pathways of care reflect best practice guidance on achieving 
 quality and outcomes. By ensuring services meet both national  and 
 local standards the number of people having a positive  experience 
 of hospital care, care outside hospital, in general practice and in 
 the community will increase.   
 
3.4 The areas of focus for 2014 include: pathway reviews (Stroke & 
 Cardiac) including patient experience; heart failure detection; atrial 
 fibrillation; cardiology outpatients and ECG monitoring. 
 
3.5 Recent progress has seen completion of the stroke pathway 
 walkthrough (enabling areas of potential service improvement to 
 be identified) along with the development of a business case for 
 the detection of heart failure in the community. 
 
3.6 Patient experience visits have also taken place and are also 
 presented within the July Board meeting.  
 
4 BBC Radio Gloucestershire healthcare feature and Twitter Q/A  
 
4.1 In my capacity as Clinical Chair, I took part in BBC Radio 
 Gloucestershire’s ‘Hot Seat’ feature on 1 July. 
 
4.2 The hour long mid-morning show interview/phone-in slot looks in-
 depth at a topical area of public interest every month and in July they 
 featured the NHS and pressures in primary care.  
 
4.3 It was an opportunity for the CCG to describe the nature of these 
 pressures, provide views on what could be done at a local and 



Page 4 of 4 
 

 national level to improve this position and promote some of the wider 
 achievements and developments that we have been leading on, such 
 as strengthened Integrated Community Teams.   
 
4.4 As part of the Hot Seat session, I took part in an hour long Twitter 
 Q/A session, answering questions directly from the public. 
 

5 MPs Meeting   
 
5.1 The Accountable Officer and I had a productive meeting with Forest 
 of Dean MP, Mark Harper and Cotswolds MP, Geoffrey Clifton-Brown 
 in London on 10 July.  
 
5.2 This formed part of our bi-annual MP meetings cycle and we were 
 able to discuss in detail areas of healthcare commissioning, CCG 
 achievements and challenges and matters of mutual interest. 
 
5.3 As well as providing an update on plans to improve Ambulance 
 response times in rural areas, we also discussed how we could work 
 together to ensure effective engagement over developing policy 
 options for cross-border healthcare.     
 
6 CCG GP Practice Visits 
 
6.1 The CCG Executive Team have started their second round of visits to 
 GP practices. The purposes of the visits are to engage with each 
 practice to  keep them updated around the commissioning plan. In 
 addition, the visits enable issues to be highlighted which can be 
 explored within the CCG in order that we can fully support our 
 member practices.  
 
7 Meetings Attended  
 

o 4/5 June - NHS Confederation Conference in June, held in 
Liverpool. 

 
o 12 June - CCG Event at Cheltenham Racecourse 

 
o 17 June - Healthwatch AGM 

 
o 24 June - HWBB Chairs South West Network meeting in Taunton 

 
8 Recommendation 

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



 

 

Governing Body 
 

Governing Body 
Meeting Date 

Thursday 31st July 2014 

Title Gloucestershire Clinical Commissioning 
Group Accountable Officer’s Report 

Executive Summary This report provides a summary of key issues 
arising during June and July 2014  

Key Issues 
 

The key issues arising include: 
 Ambulance Demand and Performance 
 Out of Hours Procurement 
 Patient Transport Services 
 Integrated Community Teams Update 
 Operational Resilience and Capacity Plan 

2014/15 
 Meetings attended 

Risk Issues: 
Original Risk 
Residual Risk 

None. 
 
 

Financial Impact None. 
Legal Issues (including 
NHS Constitution)  

None. 
 

Impact on Health 
Inequalities 

None. 
 

Impact on Equality and 
Diversity 

None. 

Impact on Sustainable 
Development 

None. 

Patient and Public 
Involvement 

Not applicable. 
 

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

Author Mary Hutton 

Designation Gloucestershire CCG Accountable Officer 

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

 
 
1. Introduction 
 
1.1 This report provides a summary of key issues arising during 
 June and July 2014. 

 
2. Ambulance Demand and Performance 

 
2.1 Demand remains high for ambulance services with activity up 
 almost 8% in 14/15 so far. There is intensive work now 
 underway with SWAST and 111 across the North Region led 
 by Gloucestershire CCG to identify actions that can be taken 
 to reduce unnecessary demand. This includes an increased 
 focus on the directory of services to ensure more patients are 
 advised by 111 to go to MIUs, and investment of £460k this 
 year in a programme called Right Care 2 that will involve 
 paramedics and clinicians across Gloucestershire in reducing 
 ambulance demand starting with workshops at EDs at 
 Gloucester and Cheltenham in July.  
 
2.2 Performance across SWAST is now on target at 75.02% year 
 to date although Gloucestershire performance is at 70.5%. 
 Investment of £998k this year in the ambulance service in 
 Gloucestershire will result in an additional Double Crewed 
 Ambulance at Stroud and another at Staverton which are both 
 key areas of performance concern. In addition to this, SWAST 
 have also committed to trialling an increased 12 hour coverage 
 of a Double Crewed Ambulance in the Cotswolds.  
 
2.3 There is now a Gloucestershire-wide plan for developing 
 ambulance service over the coming year which has been 
 drafted following a productive workshop with SWAST 
 operational managers and lead commissioners. 
 
3. Out of Hours Procurement 
 
3.1 The invitation to Tender (ITT) documents which included the 
 full service specification were issued to bidders on 2nd June 
 2014.   
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3.2 Bidders have the opportunity to ask clarification questions up 
 to 8th July and must submit their bids by 18th July.  Evaluation 
 questions and evaluators have been identified and plans are in 
 place for evaluators (including our Stakeholder Engagement 
 Group) to establish their marking criteria and moderate 
 scores.  Bidder presentations are scheduled to take place on 
 2nd/3rd September and based on the consolidated scores a 
 contract award recommendation paper will be presented to the 
 confidential section of the Governing Body on 25th September. 
 
4. Patient Transport Services 
 
4.1 Although performance has improved against a number of the 
 Key Performance Indicators (KPIs), Arriva Transport Solutions 
 Limited (ATSL) is currently not meeting the required 
 standards across all indicators in  Gloucestershire.   KPI 
 performance reflects some of the issues  that have 
 been identified since the start of the contract and which
 have led to some complaints from patients and problems for 
 acute trusts and community  hospitals.  The  main issues 
 have been: 

 On-time pick-up for outbound journeys significantly below 
KPI with patients having long or very long waits.   

 Delays for inbound journeys, typically those later in the day 
where there is a knock-on effect from late outbound 
journeys earlier in the day.   

 Difficulty and long waits to get through when healthcare 
staff call the booking centre although this is much 
improved.   

 Problems with incorrect mobility – healthcare staff booking 
incorrect mobility leading to the wrong vehicle being 
deployed. 
 

4.2 ATSL, Commissioners and the GHFT are continuing to work to 
 address the issues.  In addition to monthly contract 
 performance meetings, GCCG meets fortnightly with ATSL 
 and GHFT and a joint action plan is in place to specifically 
 address the issue of delays.  GCS have been invited to join 
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 the fortnightly meetings as some of the issues experienced by 
 GHFT are common to both organisations. 
 
4.3 It is clear that the introduction of a new Non Emergency 
 Patient Transport Service (NEPTS) service has been 
 challenging, particularly given the scale of change that it 
 represents across the healthcare community.  However, much 
 work has been done, and continues to be done, to ensure the 
 service reaches a level where it consistently achieves the 
 required standards.  We are assured that ATSL are committed 
 to make the necessary improvements. 
 
5. Integrated Community Teams Update 
 
5.1 As members know,  in order to develop the capacity and 
 capability of community services to help reduce the demand 
 on secondary  care services and  keep people as 
 independent for as long as possible,  we are introducing  24 
 hour  single point of clinical access (SPCA), rapid response 
 (urgent visit within 1 hour)  and high intensity (enhanced level 
 of planned interventions over an  agreed period of time) 
 functionality in addition to the existing range of core ICT 
 services  provided by Gloucestershire Care Services .  This is 
 being carried out as part of a phased geographical roll  out 
 during 2014.  The following provides a  brief update on 
 progress: - 

 As previously reported, service live in Gloucester since 
January 22nd 2014 and in Cheltenham since May 7th 2014. 

 Launch in Tewkesbury (Tewkesbury town, Churchdown, 
Brockworth, Bishops Cleeve and Winchombe practices) 
confirmed as the 24th September 2014. 

 A model of integrated case management now agreed and is 
being tested and shared within GCS for refinement and 
implementation planning.  

 368 cases managed and completed by the service 
(Cheltenham and Gloucester) between 22nd January and the 
29th June 2014 – numbers in line with Case for Change 
requirements although different patient cohort than expected 
(number of interventions less than anticipated). This being 
reviewed as part of initial evaluation of Gloucester service. 

 A review of the test and learn period for the service in 
Gloucester has now concluded. This includes patient 
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feedback, interviews with staff, a GP survey, case review 
findings and key performance, outcome and finance 
information. A finalised report is being produced for the ICT 
Steering Group in July to inform service development. 

 Interim financial model in place and key requirement to finalise 
financial requirements, particularly around daytime funding for 
high intensity functionality being completed as part of the 
review. 

 Detailed review of District Nursing productivity proposals in 
two ICT teams to understand impacts on development 
programme. 

 Fortnightly joint programme team meetings remain in place. 
 Change of programme ownership in Gloucestershire Care 

Services. 
 Regular case reviews seen by the strengthened ICT between 

GPs, GCS staff and ICT Programme members. 
 Governance review for next stage of programme currently and 

the scope for phase 2 programme of work, which will focus on 
connection with mental health services and the implementation 
of the Living Well Operating Model, completed. 

 Change management support application to NHSIQ successful 
for support with Phase 2 programme. ‘kick off’ meeting held 
with NHSIQ colleagues and Phase 2 for Stroud & Berkeley 
Vale starting on July 29th 2014. 

 Planning the interface between ICT and GP practice level care 
coordination resulting from implementation of the Directed 
Enhanced Service for Unplanned Admissions. 

 
6. Operational Resilience and Capacity Plan 2014/15 
 
6.1 In line with the NHS England guidance ‘Operational resilience 
 and capacity planning for 2014/15’ (June 2014) the CCG is 
 required to submit operational resilience and capacity plans to 
 our area team by 30th July. The emphasis of this plan is on 
 ensuring year-round delivery through ongoing and robust 
 capacity planning. The aim is to put the NHS, working with its 
 partners in local authorities, in a position to move away from a 
 reactive approach to managing operational problems, and 
 towards a proactive system of year round operational 
 resilience. Importantly it also brings together planning for 
 elective as well as urgent care services. 
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6.2 The CCG is working with all key organisations in developing 
 this plan, in order to fulfil both national planning requirements 
 and to ensure strong whole system working. This plan will be 
 signed off by the newly formed ‘System Resilience Group’ 
 (successor to the Urgent Care Working Group) and will come 
 to the Governing Body Development Session prior to 
 submission. The System Resilience Group is chaired by the 
 Director of Commissioning Implementation and is accountable 
 to the Core Leadership Team. It is requested that, because of 
 the tight timescales for this work, that delegated authority  for 
 final sign off is given to the Accountable Officer, Director of 
 Commissioning Implementation, Clinical Lead for Urgent Care 
 and Chief Finance Officer. 
 
6.3 Progress against this plan will be formally reported to each 
 Governing Body within the performance report. 
 
 
7. GCCG Strategy for Engagement and Experience – 

opportunity for feedback 
 
7.1 The purpose of the draft updated GCCG Engagement and 

Experience Strategy is to set out our approach to gathering 
and responding to the views of the population of 
Gloucestershire.  

 
7.2 Our approach to engagement consists of three levels of 

engagement, which are described in the draft Strategy within a 
continuum; beginning with activities associated with 
individual’s personal experiences of care through to formal 
public consultation about changes to the way service are 
provided locally.  

 
7.3 Three proactive functional activities support the delivery of the 

draft Strategy: Information and Communication, Experience (of 
care) and Engagement and Consultation, with three proactive 
enabling concepts: Equality, Partnership and Citizenship. 

 
7.4 In the draft Strategy we recognise that some people’s 

engagement with us as commissioners of NHS funded 
services may not extend beyond their receipt of treatment and 
care. We respect the fact that each individual’s wish to be 
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involved will depend on their own personal circumstances, 
which are likely to change over time. Therefore, the draft 
Strategy stresses the importance of having a range of 
opportunities for engagement available, which are responsive 
to individuals’ changing circumstances, and which also 
recognise the differences in circumstances between particular 
‘communities of interest’, ‘communities of place’ and other 
groups.  

 
7.5 It is intended that the draft Strategy will be available for 

comment for 6 weeks from the end of July 2014. It will be 
made available on the CCG’s website and sent to key local 
partners and stakeholders for their consideration before a final 
version is published in early autumn 2014. 

 
 
8. Meetings attended 

 4-5th June – NHS Confederation Conference (with other 
CCG representatives), Liverpool 

 6th June – Stroud LSP, Stroud 
 9th June – International Initiative for Mental Health 

Leadership Dinner, Cheltenham  
 10th June – Better Care Fund Provider Forum, Shire Hall, 

Gloucester 
 12th June – CCG Commissioning Event, Racecourse, 

Cheltenham 
 26th June – Local Shared Care Board Demo, 

Cheltenham 
 3rd July – 2014 Health Community Event, Cheltenham 
 8th July – Gloucestershire Health & Wellbeing Provider 

Engagement Event, Kingsholm, Gloucester 
 10th July – Meeting (with Helen Miller) with MP’s in 

London 
 16th July – Better Care Fund Regional Event, Taunton 

 
9. Recommendation 

 
This report is provided for information and the Governing Body 
is requested to note the contents 
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 Agenda Item 9 

Governing Body 

Governing Body 
Meeting Date 

Thursday 31st July 2014 
 

Title Cultural Commissioning Programme (CCP) 
 

Executive Summary Gloucestershire CCG has recently been 
selected as one of two partners to be involved in 
a Cultural Commissioning Programme (CCP) in 
England. 
 
This 18-month project will receive support from 
the New Economics Foundation to work with our 
partners CREATE Gloucestershire, Gloucester 
City Council, Tewkesbury Borough Council and 
Forest of Dean District Council to develop and 
implement a commissioning framework that 
seeks to achieve excellence in commissioning 
with the arts and culture sector. 
 
Three potential areas of work have been 
identified: 
 

1) Evidence and Evaluation 
Build upon the data and methods that 
already exist and develop a more robust 
framework for measuring the value and 
impact of cultural interventions.  

2) Taking a place-based approach 
Integrate the CCP programme into 
emerging place based initiatives as a way 
of developing a more coherent way of 
supporting and valuing arts and cultural 
contributions in one geography 

3) Systematic change 
Influencing perceptions and systems, so 
that change can happen at a more 
systemic level. This includes the potential 
to broaden its reach beyond culture and 
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arts, to other programmes of work such as 
social prescribing and other self-care 
initiatives. 

 
A Band 7 will be appointed for the duration of 
the project that will bring key people together 
and work alongside New Economics Foundation 
(NEF) to develop and test the materials, and 
drive the project forward both internally and 
externally. 

Risk Issues: 
Original Risk 
Residual Risk 

None identified 
 
 

Financial Impact £40,000 (approx.) 
 

Legal Issues 
(including NHS 
Constitution)  

None. 
 
 

Impact on Health 
Inequalities 

The cultural commissioning programme will 
likely have a positive impact on health 
inequalities through its place based 
commissioning approach. 

Impact on Equality 
and Diversity 

No 

Impact on 
Sustainable 
Development 

None 

Patient and Public 
Involvement 

It is envisaged that patients will be invited to the 
project steering group. 
 

Recommendation Paper for information only  
 

Author Matt Pearce  

Designation Senior Commissioning Manager (Self care and 
preventative strategies) 

Sponsoring Director 
(if not author) 

Ellen Rule, Director for Transformation and 
Service Redesign 
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 Agenda Item 9 

 
GCCG Governing Body 

Thursday 31st July 2014 
 

Cultural Commissioning Programme 
 

1. Introduction  
 

1.1 
 
 
 
 
 
 
 
 
 
1.2 

In March 2014, Gloucestershire CCG, and our partners 
CREATE Gloucestershire, Gloucester City Council, 
Tewkesbury Borough Council and Forest of Dean District 
Council submitted an application to become a lead partner in 
the Cultural Commissioning Programme (CCP). Further to our 
application, we have recently been informed that we have 
been successful and chosen to be one of two cultural 
commissioning pilot sites across England with Kent being the 
other successful area. 
 
In summary, the CCP is a new three year programme 
supporting arts and cultural organisations to engage in public 
sector commissioning and to create awareness amongst 
public service commissioners of the potential for arts and 
culture to jointly deliver their outcomes. The programme is 
being delivered by the National Council for Voluntary 
Organisations (NCVO), in partnership with New Philanthropy 
Capital (NPC), New Economics Foundation (NEF), and 
Mission Models Money. It is a three year programme funded 
by Arts Council England. 
 

2.  
 

Objectives 

2.1  Its objectives are to: 
 Enable arts and cultural organisations to diversify and 

increase their income streams by responding to public 
service strategic commissioning opportunities.  

 Create a greater understanding amongst public service 
commissioners of the potential for arts and culture to 
deliver their outcomes.  

 Support policy development relating to strategic 
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commissioning so that it takes more account of arts and 
culture.  

 Support an increase in audience or participant numbers 
for arts and culture.  

 Support the creation of high quality artistic work in a 
public service context.  

 
3.  Level of Support 

 
3.1 As a successful partner of the CCP, we will receive 

approximately 35 days support between July 2014 and 
December 2015.  Although this level of support may be 
increased depending on whether any shared work streams 
are identified with the Kent pilot site. Support for the 
programme will be provided by the New Economic Foundation 
(NEF) and will involve developing and implementing a 
commissioning framework that seeks to achieve excellence in 
commissioning with the arts and culture sector. As the 
frameworks are implemented, they will produce a range of 
materials that document the learning from these partner sites, 
and develop guidance and tools which other commissioners 
will then be able to use. 
 

4. Emerging Priorities 
 

4.1 The CCG have recently held both internal and external 
meetings to understand how the programme can be used to 
best effect. Although we are still at the early scoping phase of 
the project, some initial themes have emerged: 
 

4.2  Evidence and evaluation   

In the past commissioning across the county has been driven 
by key individuals committed to promoting the approach.  
Some good progress has already been made to capture the 
evidence and outcomes associated with arts provision within 
a health/public service context. There is a need to build upon 
the data and methods that already exist and develop a more 
robust framework for measuring the value and impact of 
cultural interventions, in particular how cultural interventions 
add value and achieve better health outcomes. This aspect of 
work will involve a review of past art and cultural interventions 
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that have been commissioned across Gloucestershire and 
identify reasons for discontinuing investment; the 
methodologies adopted to evaluate interventions and the 
outcomes measured. There is the potential to use Artlift as a 
case study for other programmes/interventions and cascade 
shared learning. It is envisaged that work will need to be 
undertaken with the QIPP board and/or representatives to 
establish how we can change our mind set. Making this a 
priority work is seen as a critical success factor in making the 
case for more sustained, long term, investment in arts and 
culture. 
 

4.3  Taking a place based approach and linking this into systemic 
change across the county 
  
Gloucestershire already has a number of hyper-local place 
based projects that are community led and have a strong arts 
component. There is a strong drive to integrate the CCP 
programme into emerging place based initiatives as a way of 
developing a more coherent way of supporting and valuing 
arts and cultural contributions in one geography. These 
projects (possibly between one and three place based 
projects) could provide a practical hook for other 
commissioners to engage with, feeding upwards to county 
level and into NHS structures. Combining place based 
approaches with influencing activity (see below) would link 
practical work at the local level to influencing activity across 
the county.  
 
There are a number of places where existing projects are 
underway that could be sites for development, rather than 
setting up a new initiative from scratch.  
 

4.4  Shifting systems and thinking about value, outcomes and 
commissioning across the county 

The culture of commissioning across Gloucestershire (within 
the NHS) tends to be focussed on a medicalised model that 
relies upon clinical outcomes and data. We are keen to use 
the CCP programme to influence change in this area across 
the county; to encourage commissioners to think about 
outcomes and impact in a different way; to make the case for 
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a cultural approach; and to influence change within other 
departments / organisations.  This ambition is linked to the 
first objective, but is more general than evidence and 
evaluation. It is about cultural change, influencing perceptions 
and systems, so that change can happen at a more systemic 
level. This includes the potential to broaden its reach beyond 
culture and arts, to other programmes of work such as social 
prescribing and other self-care initiatives. 
 

5.  Governance  

5.1 This programme of work will align with the newly established 
Healthy Individuals CPG and support a number of projects 
including social prescribing, ABCD approach and wider self-
care initiatives.  The project will be led by a CCP steering 
group which will consist of the following representatives: 
 

 Ellen Rule (Director of Transformation and Service 
Redesign, CCG) 

 Matt Pearce (Senior Commissioning Manager, CCG) 

 Simon Opher (GP) 

 Pete Carter (Commissioning Manager, CCG) 

 Pippa Jones (Director, CREATE Gloucestershire) 

 Tess Tremlett (Community Engagement Manager, 
Forest of Dean District Council 

 Gareth Hooper (Senior Partnership & Engagement 
Officer Gloucester City Council) 

 Lesa West (Tewkesbury Borough Council 

 Helen Edwards (Locality Manager, CCG) 

 Colin Greaves (Lay Executive) 

 Representative/s from the QIPP board 

 Helen Vaughan (Assistant Commissioning Manager, 
CCG) 

Other suggested partners include: 
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 University of Gloucestershire  

 Public Health 

 User representatives 

6. 
 
6.1 
 
 
 
 
 
 
 
 
 
 
6.2 

Resource requirements  
 
A requirement of the bid is to provide a staff role equivalent to 
at least one full time post within the lead partner organisation. 
However, following discussions with NEF it has been agreed 
that a role equivalent to 0.6 FTE would be sufficient to support 
the 18-month project. It is expected that this will be a project 
management role that will need to have sufficient oversight of 
the project. The role will be responsible for bringing key 
people together and work alongside NEF to develop and test 
the materials, and drive the project forward both internally and 
externally.  
 
A fixed term contract for a Band 7 will be appointed to this 
role for a period of 18 months. It is anticipated that CREATE 
Gloucestershire (an umbrella body for art and cultural 
organisations in Gloucestershire) will have contractual 
responsibility for the appointment of the role. However, the 
role will be housed by the CCG and line managed by the 
Senior Commissioning Manager for Self Care and 
Preventative Strategies.  
 

7. Recommendation 
 

7.1 Support the proposed approach to the Cultural 
Commissioning Programme. 
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 Agenda Item 10 

Governing Body 

 
Governing Body 
Meeting Date 

Thursday 31st July 2014 

Title 
 

Locality Plans – Annual Report 

Executive 
Summary 

This paper provides an update on the seven 
locality two-year plans shared with the 
Governing Body in September 2013 and sets 
out the proposed ongoing reporting 
arrangements. 
 
Good progress has been made across the 
county towards implementation of the plans, 
which were developed with local intelligence, 
informed by Public Health’s Joint Strategic 
Needs Assessment (JSNA).   
 
While all plans are for two years, they are 
subject to an annual review and refresh to 
ensure they reflect any changing priorities for 
each locality.  The focus of the refresh for 
2014/15 is based on new tools developed by 
the CCG Finance and Information team, with 
an emphasis on delivery of QIPP.  
 
The updated action plans, which are at the 
heart of each locality development plan, are 
included as part of this pack.  They show not 
only the progress against each original priority 
area, but also the newly identified priorities for 
2014/15.  Please note that not all plans have 
received final sign-off by the wider locality 
membership, but any further changes are 
anticipated to be minimal. 
 

Key Issues 
 

There have been some challenges to delivery 
in 2013/14: 

 Project delivery resource 
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 Management money constraints 
 Communication between CCG and 

localities 
Risk Issues: 
Original Risk 
Residual Risk 

If the issues noted above are not resolved, 
there is a risk that locality action plans will 
only make slow progress in 2014/15 and not 
deliver the ambitions set out. 

Financial Impact Locality priorities aligning to QIPP, where 
possible, will support delivery of the 
countywide challenge.   

Legal Issues 
(including NHS 
Constitution)  

N/A 
 

Impact on Health 
Inequalities 

Positive : Locality plans were developed with 
Public Health specialist input in order to 
address local health inequalities with identified 
key partners. 

Impact on 
Equality and 
Diversity 

This will be determined for each individual 
locality priority as progressed. 
 

Impact on 
Sustainable 
Development 

This will be determined for each individual 
locality priority as progressed. 
 

Patient and 
Public 
Involvement 

This has been determined by each locality. 
 
 

Recommendation The Governing Body are asked to:  
 Note the progress made during 2013/14 

within localities 
 Support the progression of the 

refreshed plans  
 Agree quarterly reporting to the CCG 

Development Session, six monthly 
reporting to the Governing Body 

 
Author Helen Goodey 

Designation Associate Director Locality Development and 
Engagement 

Sponsoring 
Director 
(if not author) 

Andy Seymour 
Deputy Clinical Chair 
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 Agenda Item 10 

 
Governing Body 

Thursday 31st July 2014 
 

Locality Plans – Annual Report 
 

1 Introduction and Background 
 

1.1 Gloucestershire CCG has seven localities, each having a GP 
Locality Chair, a Governing Body Clinical Commissioning 
Lead GP, a Locality Executive and practice membership from 
across their locality.  They represent the following localities: 
 

 Cheltenham  
 North Cotswold 
 South Cotswold 
 Forest of Dean 
 Gloucester City 
 Stroud & Berkeley Vale 
 Tewkesbury, Newent and Staunton 

 
1.2 
 
 
 
 
 
 
 
1.3 
 
 
 
 
1.4 
 
 
 
1.5 

The role of the Locality Executive is to support the 
improvement of health services through understanding the 
needs and priorities of their locality and use these to develop 
a local action plan.  Furthermore localities, by their nature and 
geographical coverage, offer an important opportunity to 
ensure that countywide strategic decisions are informed by, 
and relevant to, the different Localities.   
 
These formal locality structures, with central CCG and Public 
Health support, were developed and embedded during 
2013/14, starting with development of two year plans that 
were submitted to Governing Body in September 2013. 
 
While all plans are for two years, they are subject to an 
annual review and refresh to ensure they reflect any changing 
priorities for each locality.   
 
The accompanying pack to this paper provides the updated 
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2 
 
2.1  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
2.2 
 
 
 
 
2.3 
 
 
 
 
 
 
 
 
 
 
 
 

action plan for each locality, including the latest position on 
the schemes identified in 2013, along with the new priorities 
added through the refresh.   
 
 
Localities : Progress in 2013/14 
 
During 2013/14, the locality support structure was formalised 
and aligned across organisations, with the following roles 
identified as supporting each locality: 
 
CCG 

 Senior Locality Manager 
 Finance Manager 
 Information Lead 
 Quality Lead 

 
Local Authority 

 Public Health Manager 
 Public Health Consultant 

 
Gloucestershire Care Services 

 Gloucestershire Care Services lead manager 
 
Localities have made good progress in prioritising, mobilising 
and implementing their identified priorities, details of which 
are included against each scheme within their updated action 
plans. 
 
Localities made closer links with their District and Borough 
Council colleagues during 2013/14.  This has resulted in 
strong partnership working emerging across the county, both 
in terms of planning and shared priorities but also in the 
development of joint projects by working in a more integrated 
way.  A good example of this is ‘social prescribing’: 
 

 Forest of Dean, South Cotswold, Cheltenham and 
Stroud & Berkeley Vale localities are trialling ‘social 
prescribing’ schemes, providing GPs with a structured 
method to refer patients to non-medical support in their 
community.   
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2.4 
 
 
 
 
 
 
 
 
 
 
 
 

3 
 
3.1 
 
 
 
3.2 
 
 
 
3.3 
 
 
 
 
 
 
 
3.4 
 

These are forming as locally determined models that all 
achieve better integration of primary, community and 
voluntary care services.  Often these services can be for 
physical activity, creativity, befriending, self-help as well 
as a range of social support too.   
 
Gloucester City, North Cotswolds and Tewkesbury 
localities all plan to introduce social prescribing during 
2014/15. 
 

Engagement with, and implementation of, countywide 
priorities such as ICT, Care Homes, DVT and Diabetes 
enhanced services, has demonstrated the benefit of the 
locality structure within our large membership CCG.  Of equal 
importance has been the locality feedback in to strategic 
planning and national submissions, such as the Joining Up 
Your Care two and five year plans and the Primary Care Co-
Commissioning Expression of Interest.  However, we 
recognise that the CCG needs to engage and communicate 
more fully with the executive groups and there is a clear plan 
to do this in 14/15.   
 
 

Annual refresh for 2014/15 : Methodology 
 
All localities have updated their original action plans to denote 
the progress made through 2013/14, along with any additional 
priorities identified. 
 
Priority identification has been undertaken through a new 
approach devised by Finance and Information in collaboration 
with feedback from locality GPs. 
 
The new approach determined the spend rate per 1,000 
population for the county split by age-bands and gender to 
create an expected spend per practice.  This was then tested 
for systematic factors that influence increased spend, and 
subsequently adjusted for deprivation, which was evidenced 
to increase the expected spend for both emergency and 
outpatients for practices in more deprived areas. 
 
This was then mapped at a practice level to show expected 
spend against actual spend for 13/14 for emergency 



 

Page 6 of 8 
 

 
 
 
 
 
3.5 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 

 
 
 
 

 
 
 
 
 

3.6 
 
 

admissions, outpatients and electives, and aggregated to a 
locality position to identify areas where the locality activity 
varied from the expected level.  This was then used to agree 
priority theme areas. 
 
These theme areas are as follows: 
 

Locality Outpatients Elective Emergency 

Cheltenham Orthopaedics None* 
General 

Medicine and 
Respiratory 

Gloucester 
Ophthalmology 

and 
Respiratory 

Colorectal 
Surgery and 
Gynaecology 

None* 

Forest of 
Dean 

None* 
Orthopaedics 

and 
Cardiology 

None* 

North 
Cotswold 

None* Orthopaedics 
General 

Medicine and 
Orthopaedics

South 
Cotswold 

Physiotherapy None* 
General 

Medicine and 
Orthopaedics

Stroud & 
BV 

Physiotherapy 

General 
Surgery and 

Breast 
Surgery 

None* 

Tewkesbury None* 
Orthopaedics 
and Vascular 

Surgery 

Geriatric 
Medicine 

 
* Where ‘None’ appears in the table, it signifies where there 
was no overriding theme for the locality as a whole. 
 
In addition, to support variation analysis at a practice level, 
feedback from practices had been that comparison within 
localities was not always meaningful due to variations in the 
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3.7 
 
 
 
 
 
 
4 
 
4.1 
 
 
4.2 
 
 
 
 
4.3 

demography and epidemiology of registered patients.   
 
Therefore, based on analysis of the Gloucestershire 
population, seven groupings were made across the county 
based on the relative position of each practice’s registered list 
against five themes: 
 

 % in older age ranges 
 Deprivation 
 Employment / unemployment 
 Health conditions and carers 
 Lifespan and some disease mortality < 75 

 
This has enabled practice variation to be considered not only 
against peer locality practices, but also with ‘similar’ practices 
across the county, enabling a wider context assessment of 
whether any identified variance is a concern. 
 
Using this analysis, localities have been asked to identify two 
or three additional priorities to add to their action plans, 
aligning with countywide QIPP schemes and priorities 
wherever possible.  In some localities, the practice variation 
analysis has also led to the development of some practice 
specific themes and plans. 
 
Challenges 
 
Project delivery resource has been limited for some localities, 
which has slowed progress of implementation of plans.   
 
Where financial constraints that could impact delivery are 
identified in 2014/15, Senior Locality Managers will work with 
their locality in developing requests for any required additional 
project funding to the CCG. 
 
We have recognised during 2013/14 that the Governing Body 
Clinical Commissioning Lead GP requires improved and 
regular communications on developments across the CCG to 
enable them to feedback, and gain feedback, on the 
countywide work priorities.  This will be developed and 
implemented shortly. 
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5 Recommendation(s) 

 
5.1 The Governing Body are asked to : 

 Note the progress made during 2013/14 within localities 
 

 Support the progression of the refreshed plans  
 

 Agree quarterly reporting to the CCG Development 
Session, six monthly reporting to the Governing Body 
 

 



Countywide Locality Development Work Programmes 2013 - 15 : Cheltenham

Locality Executive Chair: Dr Will Miles                    Senior Locality Manager: Helen Goodey

Locality

Existing,

New or

Ceased

Priority Action 

Area
Proposed Scheme Lead Partner

Lead 

Locality 

Executive

Lead Manager 

(CCG or other 

Agency)

Expected Outcomes/Impact

Expected 

Completion 

Date

Linked to 

Work 

Programme

Status

Cheltenham Existing Alcohol Working with other 

stakeholders including 

District Council to develop a 

Task and Finish Group taking 

a whole system approach

Turning Point

2gether Trust

Public Health

Independence 

Trust

GHNHSFT

Dr Julie 

Jackson

Dr Neena Buntwal

Rob Newman

Steve O'Neil

Alex Layfield

Dr Delia Parnham-

Cope

To understand  causes and 

effects, gaps in current 

approaches and identify most 

effective actions

April 2015 To continue into 2014/15: 

Analysis of audit outcomes currently 

underway with small working group 

to establish next steps.

Review of utilisation of A&E Alcohol 

Liaison Workers (ALW) across two 

sites.

Improve communication and 

therefore increase referrals from 

ALW to appropriate service.

Cheltenham Existing Emergency 

Admissions (A)

Integrated Care Team 

developed for Cheltenham

GCS

All locality 

practices

Dr Will Miles Andrew Hughes & 

Kim Forey, CCG

Caroline Holmes

Clear and defined community 

care service

Responsive service closer to 

home and better patient 

experience

Reduced emergency admissions

Impl. mid/late 

2013

Urgent Care To continue into 2014/15: Project 

went 'Live' in Cheltenham on 7th 

May. When operating at full 

capacity, the aim is to manage 

around 23 patients with additional 

high intensity input at any one time.

Winchcombe and Sevenposts 

Surgeries will be included in the TNS 

roll-out due late August/early 

September.

Cheltenham Existing Emergency 

Admissions (B)

Respiratory QP 4-6 for QOF - 

100% GP practices in 

Cheltenham sign-up to CCG 

recommendations

All locality 

practices

Dr Julie 

Jackson

Duncan Thomas/ 

Helen Goodey

Reduced variation in COPD and 

Asthma emergency admissions

Improved use of available 

community/out of hospital 

services

Sharing best practice through 

peer review

Respiratory 

CPG

Forest of Dean

Tewkesbury

Cheltenham practices signed-up in 

2013/14.

To implement in 2014/15: 

Work with FoD locality to replicate 

areas of success where feasible.

Action plan to be developed to take 

forward work programme.

Identified Priorities for 2013-2015
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Countywide Locality Development Work Programmes 2013 - 15 : Cheltenham

Locality Executive Chair: Dr Will Miles                    Senior Locality Manager: Helen Goodey

Locality

Existing,

New or

Ceased

Priority Action 

Area
Proposed Scheme Lead Partner

Lead 

Locality 

Executive

Lead Manager 

(CCG or other 

Agency)

Expected Outcomes/Impact

Expected 

Completion 

Date

Linked to 

Work 

Programme

Status

Cheltenham Existing Emergency 

Admissions (C)

Access QP 7-9 for QOF – 

100% GP practices in 

Cheltenham sign-up to CCG 

recommendations

All locality 

practices

Helen Goodey Improved access to primary care 

through sharing of best practice 

and learning what has worked 

and not worked since 

implementation of Access plans 

in 12/13

Managing home visit requests 

earlier in the day to avoid late 

admission to hospital

Completed: GPs took part in a LES 

(2012/13) to review their access and 

therefore the impact on the overall 

unscheduled care system.

Summary of learning collated into 

presentation and circulated to all 

practices for sharing/information.

Cheltenham Existing Emergency 

Admissions (D)

Care Home Zoning All locality 

practices

Care Homes

Dr Will Miles Cheryl Ewing Align GP practices to care homes 

across Cheltenham to support 

the delivery of Care Homes 

Enhanced Service

GPs to develop more effective 

relationships with care homes 

aligned to their practice to create 

both efficiency of service, quality 

of care for patients and reduction 

in Emergency Admissions .

Dec-13 Care Homes ES Completed but will keep under 

review for new Care Homes 

opening:

Named GP practice is first point of 

contact for Care Home/s.

Improved quality of care for 

residents by ensuring optimum and 

consistent access to GP services

Cheltenham Existing Emergency 

Admissions (E)

Review of Community Bed 

Capacity

Dr Will Miles Kim Forey/

Helen Goodey/

Caroline Holmes

Understand the capacity of 

community beds for Cheltenham 

in relation to the demand and in 

response to the bed reduction at 

Tewkesbury Hospital

Urgent Care Completed: 6 beds commissioned 

from Windsor Street Care Home for 

the discharge of Cheltenham 

patients from the Acute Trust
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Countywide Locality Development Work Programmes 2013 - 15 : Cheltenham

Locality Executive Chair: Dr Will Miles                    Senior Locality Manager: Helen Goodey

Locality

Existing,

New or

Ceased

Priority Action 

Area
Proposed Scheme Lead Partner

Lead 

Locality 

Executive

Lead Manager 

(CCG or other 

Agency)

Expected Outcomes/Impact

Expected 

Completion 

Date

Linked to 

Work 

Programme

Status

Cheltenham Existing Elective Admissions Developing comprehensive 

performance and activity 

data to support better 

understanding of variation 

between practices 

Sarah Hammond/ 

Stephen Ball

Understand the variation and 

what drives this between 

practices

Greater confidence in data in 

order to take forward discussions 

at practice level to support 

improved performance where 

appropriate and evidenced 

Ongoing Planned Care To continue in 2014/15:

Monthly performance and finance 

Executive summaries tabled by 

Locality Accountant and discussed 

with Locality Executive.

Cheltenham Existing Suicide Review any findings from 

previous audit undertaken 

countywide

Develop greater awareness of 

the other services available to 

GPs to refer relevant patients

Dr Phil 

Fielding

Dr Sola Aruna Work with Public Health and 

other organisations to 

understand what can be done in 

order to ensure patients are 

supported at a much earlier stage

Greater awareness of voluntary 

sector organisations to support 

patients at risk.

Mental Health 

CPG

To continue into 2014/15:

Provision of GP awareness training 

through PLT Event to be held 

September 2014.

Identify VCS organisations who can 

provide support.

Ongoing engagement with Public 

Health Lead.

Cheltenham Existing Information for 

Referrers

Development of Directory of 

Services for locality (CCG 

Live)

Richard Bull Cheryl Ewing Optimising the services 

commissioned directly or 

provided by other agencies

Ensuring patients have choice

Urgent Care

Forest of Dean

Stroud & 

Berkeley Vale

To continue into 2014/15:

Following consultation with GP 

practices identified Top 10 issues. 

Worked with CBC and VCS 

organisations  to agree social 

prescribing model to be piloted 

across two GP practices commencing 

1st July.

Feedback to VCS Forum.

Working with other localities to 

ensure consistency of evaluation of 

models.
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Countywide Locality Development Work Programmes 2013 - 15 : Cheltenham

Locality Executive Chair: Dr Will Miles                    Senior Locality Manager: Helen Goodey

Locality

Existing,

New or

Ceased

Priority Action 

Area
Proposed Scheme Lead Partner

Lead 

Locality 

Executive

Lead Manager 

(CCG or other 

Agency)

Expected Outcomes/Impact

Expected 

Completion 

Date

Linked to 

Work 

Programme

Status

Cheltenham Ceased Self-harm Public Health Dr Phil 

Fielding

Dr Sola Aruna Mental Health 

CPG

Considerable work already being 

undertaken in Locality by Public 

Health. Locality to concentrate on 

suicide awareness as Cheltenham 

benchmarks above the national 

average and this can be influenced 

by GPs.

Cheltenham Ceased Pulmonary 

Embolism

CCG Helen Brock Urgent Care 

Work 

Programme

Pulmonary Embolism is now part of 

the Planned Care work programme.

Cheltenham New Electronic 

Prescribing

Locality to pilot the 

implementation of EPS.

Technical infrastructure 

applied to enable prescribers 

and dispensers to operate the 

EPS.

Site preparation required 

around staffing, smartcards, 

training and business 

continuity.

CSCSU

CCG

Dr Will Miles Claire Davis

Mark Gregory

Enable prescriptions to be sent 

electronically from the GP 

surgery to the dispensary of the 

patient's choice.

31 March 2015 New

Cheltenham New Improving Access to 

Respiratory 

programmes

Greater utilisation of 

respiratory services other 

than emergency admissions.

GCS Richard Bull Greater awareness of pathways 

and community services 

available.

Understand, and seek t manage 

variation within Locality.

Improved self-care and self-

management.

Reduce emergency admissions.

31 March 2015 Unplanned 

Care

New

Projects ceased following initial consideration

Projects for 2014/15
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Countywide Locality Development Work Programmes 2013 - 15 : Cheltenham

Locality Executive Chair: Dr Will Miles                    Senior Locality Manager: Helen Goodey

Locality

Existing,

New or

Ceased

Priority Action 

Area
Proposed Scheme Lead Partner

Lead 

Locality 

Executive

Lead Manager 

(CCG or other 

Agency)

Expected Outcomes/Impact

Expected 

Completion 

Date

Linked to 

Work 

Programme

Status

Cheltenham New T&O: Management 

of Falls in the 

Elderly

Use the anti-cholingeric load 

scoring tool to reduce 

anticholingeric prescribing in 

elderly patients.

Practice to undertake 

medication review and score 

anticholingergic load of 

fallers (look at last 25 fallers)

Dr Julie 

Jackson

Learning event with all practices - 

aim to ensure better outcomes 

for patients.

31 March 2015 Planned Care New

Cheltenham New T&O: Reduce OPD 

Referrals

Review outcomes of Locality 

Orthopaedic Practitioner 

Service (OPS) and locality 

practices.

Audit of OPS outcomes and 

conversion rates.

Dr Phil 

Fielding

Decrease the ratio of 

Orthopaedic OPD vs OPS 

referrals.

Increase use of physiotherapy 

services in Cheltenham.

Work with CSU/CCG to ensure all 

Locums and salaried GPs have 

email address accounts to 

improve Locality communication 

around OPS outcomes.

Circulation of OPS quarterly 

newsletter.

31 March 2015 Planned Care New
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Countywide Locality Development Work Programmes 2013 - 15 : Forest of Dean

Locality Executive Chair: Dr Paul Weiss                    Senior Locality Manager: Justine Rawlings

Locality

Existing,

New or

Ceased

Priority Action 

Area
Proposed Scheme Lead Partner

Lead 

Locality 

Executive

Lead Manager 

(CCG or other 

Agency)

Expected Outcomes/Impact

Expected 

Completion 

Date

Linked to 

Work 

Programme

Status

Forest of Dean Existing Social Prescribing:

FoD social referral 

"any door is the 

right door" Partners

Pilot central point for 

referrals for key non medical 

issues such as: social 

isolation, carer support, low 

level support and healthy 

lifestyles issues Linking to all 

initiatives such as village 

agents, District Council 

schemes, healthy lifestyles 

initiatives etc. To be worked 

up with input from GPs and 

key partner agencies

FoDDC

Age UK

GRCC

Independence 

Trust

Carers 

Glou'shire

Dr Martin 

Gibbs

Claire Procter 

(public health)

Justine Rawlings

Reduced use of primary care for 

current frequent attenders.

Reduction in prescribing of anti-

depressants for those patients 

already taking anti-depressants.

Reduction in prescribing of Non-

steriodal anti-inflammatory drugs 

(NSAIDs) for those patients 

already taking NSAIDs.

Improved wellbieng score using a 

validated Health Lifestyles 

Wellbeing questionnaire 

(WEMWBS The Warwick 

Edinburgh Mental Wellbeing 

Scale).

Initial scores will be recorded and 

repeated at 12 weeks.

Scoping to 

31/10/13

Develop 

business 

case/KPI etc to 

31/12/13

Pilot 01/01/14 

Urgent Care:

Cheltenham

Stroud & 

Berkeley Vale

Sign up of all practices to the model.

To continue in 2014/15:

Evaluation of 1st pilot to be 

undertaken September 2014.

Project management and support to 

evaluate and take forward 

countywide has been funded by VCS 

Alliance and CCG for one year.

Forest of Dean Existing Adult Obesity Full participation in CCG 

scheme by all practices.

Continued referral to FoDDC 

scheme.

Monitored uptake, 

encouraged and ensured full 

participation in both 

schemes.

CCG leads

Public health

District council

Dr Paul 

Weiss

Craig Robinson

Sue Weaver

Increased uptake of weight 

management services

Increased understanding of 

“what works” 

Possible training (e.g. 

motivational interviewing) to 

increase referral levels

Information to 

practices 

15/08/13

Expanded 

services 

available 

31/08/13 

MoM pathway 

available 

30/09/13 

Practice nurse 

training 

31/12/13

Obesity Quality 

Premium

Complete:

Reviewed Orlistat usage to 

understand any links/learning.

Obesity pathway publicised and 

discussed at full locality meetings 

alongside practice level data.

Identified Priorities for 2013-2015



Countywide Locality Development Work Programmes 2013 - 15 : Forest of Dean

Locality Executive Chair: Dr Paul Weiss                    Senior Locality Manager: Justine Rawlings

Locality

Existing,

New or

Ceased

Priority Action 

Area
Proposed Scheme Lead Partner

Lead 

Locality 

Executive

Lead Manager 

(CCG or other 

Agency)

Expected Outcomes/Impact

Expected 

Completion 

Date

Linked to 

Work 

Programme

Status

Forest of Dean Existing COPD Emergency 

Admissions 

Survey, peer review and 

action plan aligned to the QP 

4-6 for QOF and involving ALL 

practices (adaptation of QP 4-

6)

2014/15:

Increased pulmonary rehab 

capacity.

Potential for pulmonary 

rehab investigated.

Local patient education and 

support programme.

Respiratory 

clinical 

programme

Dr Paul 

Weiss

Duncan Thomas Reduce inter practice variation in 

COPD admissions admissions and 

greater uptake of available 

services in the community.

Review as approach to other LTC 

and reducing admissions for FoD 

Respiratory rehabilitation 

programme.

2014/15:

Reduced local waits for 

pulmonary rehab.

Reduced COPD emergency 

admissions

Improved self-care and self-

management experience.

Survey issued 

31/07/13

Review results 

with all 

practices 

25/09/13

Implement 

recommenda-

tions 31/03/14

Respiratory CPG 

Urgent Care 

Cheltenham

Tewkesbury

Greater awareness of pathways and 

community services.

Understanding of inter-practice 

variation.

Recommendations for future local 

services.

To continue into 2014/15:

CCG Lead Manager to attend Locality 

Exec Meeting.

Forest of Dean Existing Care Home 

Admissions

Support the countywide care 

home CHES

Review of participation of 

practices and distribution of 

practice input to care homes.

Care homes

Care home 

support team

n/a Penny Fowler Reduce admissions from care 

homes

Improve completion of care plans

Improve prescribing

Practices 

signed up 

31/07/13

Event for 

practices 

25/09/13

Begin service 

31/10/13

Care Home ES Completed:

Monitoring uptake.

Full locality discussion zoning 

arrangements.

Forest of Dean Existing Women’s Health 

Outcomes:

Review of reasons 

for reduced life 

expectancy for 

women in FoD from 

most deprived 

groups.

Review of reasons for death 

with Public Health and Lead 

GP.

Analysis of key disease 

groups:

- CVD

- Cancers

2014/15:

Research commissioned to 

understand differential 

outcomes and links to 

preventative lifestyle 

approaches.

Public Health,

District Council 

Pam Curtis Dr Sola Aruna

Justine Rawlings

Reduce smoking amongst FoD 

women

Reduce alcohol consumption

Increase identification of and 

treatment of COPD in women.

Understanding of key diseases 

and therefore key risk factors for 

poor outcomes.

2014/15:

Longer term increased life 

expectancy.

Shorter term - understanding of 

potential interventions to support 

improvement.

Agree project 

brief 31/08/13

Set up project 

group 30/09/13

Carry out 

research 

31/12/13

Review findings 

and agree 

action 

plan/proposals 

31/01/14

Womens Health 

CPG

Completed review of outcomes 

related to specific disease areas CVD 

and Cancers

To continue into 2014/15:

Improved understanding of potential 

interventions required.

Adjust Public Health and CCG 

commissioned services as required.

Improve uptake or similar proxy long 

term outcome measure.



Countywide Locality Development Work Programmes 2013 - 15 : Forest of Dean

Locality Executive Chair: Dr Paul Weiss                    Senior Locality Manager: Justine Rawlings

Locality

Existing,

New or

Ceased

Priority Action 

Area
Proposed Scheme Lead Partner

Lead 

Locality 

Executive

Lead Manager 

(CCG or other 

Agency)

Expected Outcomes/Impact

Expected 

Completion 

Date

Linked to 

Work 

Programme

Status

Forest of Dean Existing Childhood Obesity Provision of  interventions to 

reduce obesity: Review pilot 

of obesity prevention 

programme “HENRY”

Public Health, 

District Council

Dr Andy 

Edwards

Sue Weaver Training early years providers to 

support families (not structured 

programmes) in their general 

work.

Delivery of group parenting skills 

courses with up to 10 families via 

children’s centres (commissioned 

as part of GCS health 

improvement delivery team) (3 in 

Forest of Dean).

Review pilot of work in 

Cheltenham to deliver 

programmes to schools as part of 

attaining healthy schools status.

Confidence that sufficient 

coverage and relevant schemes in 

place.

Reduction in childhood obesity.

Timescales for 

Forest of Dean 

to be 

confirmed

Children and 

Young People 

CPG

To continue in 2014/15:

HENRY scheme representative 

invited to Locality Executive meeting 

to understand planned outcomes 

and coverate of any gaps.

Timescales for FoD to be confirmed.

May need to fund schemes. Awaiting 

Public Health updates.

Forest of Dean Existing CVD Review potential to develop 

community based pathway 

with GPs and available 

diagnostics under auspices of 

CVD clinical programme.

2014/15:

Cardiology BNP service, open 

access echos, consultant 

letters.

CCG CVD 

clinical 

programme 

group

Dr Tristan 

Lench

Craig Robinson

Project 

management 

support

Reduction of acute o/p; 

attendances/ admissions. 

Increase in advice and guidance

Meet with CVD 

lead and 

locality GP lead 

30/09/13

Agree project 

brief 31/10/13

Link to CVD CPG

To continue in 2014/15:

CPG Manager invited for scoping 

session.

No work undertaken during 

2013/14. Planned to review during 

2014/15.

Forest of Dean Existing Diabetes Provide information to 

triangulate and test data that 

FoD significant outlier in 

relation to life expectancy 

<75 associated with Diabetes

CCG 

information 

lead

Dr Roy 

Sharma

Alex Holland Understanding of FoD outcomes 

for patients with diabetes.

Data available 

for review 

30/09/13

Diabetes CPG To continue in 2014/15:

Data reviewed and unable to see 

death certificates so needs another 

method for review.

Discussion at full locality meeting 

and agreement to whole locality 

audit.



Countywide Locality Development Work Programmes 2013 - 15 : Forest of Dean

Locality Executive Chair: Dr Paul Weiss                    Senior Locality Manager: Justine Rawlings

Locality

Existing,

New or

Ceased

Priority Action 

Area
Proposed Scheme Lead Partner

Lead 

Locality 

Executive

Lead Manager 

(CCG or other 

Agency)

Expected Outcomes/Impact

Expected 

Completion 

Date

Linked to 

Work 

Programme

Status

Forest of Dean ceased Care homes

Obesity

Countywide services mainstreamed

Forest of Dean New MSK: Orthopaedic 

joint injection 

services in practices 

evidence, 

guidelines etc. 

review referrals to 

hip and knee  

interface

Business case for cross 

practice referrals. Use of 

interface: countywide 

thresholds for interface etc 

being reviewed currently.

Implement cross referral for 

joint injections.

Understand and following 

MSK referral guidelines.

GCS

GHNHSFT 

Interface 

Services

tbc MSK Programme 

Lead

Increased availability of joint 

injections given according to best 

practice guidelines.

Reduced outpatient referrals hips 

and knees.

Mar-15 MSK CPG New

Forest of Dean New Healthy Lifestyles Review of locality asset map 

and identify any gaps 

matched to identified need.

Work with other agencies to 

fill gaps/address differently.

Public Health

FoDDC

tbc tbc Confidence that healthy lifestyles 

services are available where 

needed.

Mar-15 Linked to self-

care 

programme

New

Forest of Dean New Mental Health: 

Support for long 

term patients, TLC 

project, Childrens' 

services gaps

2gether Trust to be invited to 

a session to go through 

available services.

Gaps in services or knowledge 

identified.

Potential PLT Event.

CCG

2gether Trust

tbc Eddie O'Neil Confidence in availability of 

appropriate mental health 

services.

Mar-15 New

Forest of Dean New Mental Health: 

Health anxiety/

medically 

unexplained 

symptons

Consider alternative 

pathways for health anxiety.

Understand available services 

and remit and consider 

potential PLT Event.

All locality 

practices

tbc tbc Fewer attendances for medically 

unexplained symptons and/or 

alternative pathways of care.

Greater awareness and use of 

MH services.

Identification of any gaps.

Mar-15 Links to Social 

Prescribing

New

Projects ceased following initial consideration

Projects for 2014/15



Countywide Locality Development Work Programmes 2013 - 15 : Gloucester City

Locality Executive Chair: Dr Mike Roberts                    Senior Locality Manager: Andrew Hughes

Locality

Existing,

New or

Ceased

Priority Action 

Area
Proposed Scheme Lead Partner

Lead 

Locality 

Executive

Lead Manager 

(CCG or other 

Agency)

Expected Outcomes/Impact

Expected 

Completion 

Date

Linked to 

Work 

Programme

Status

Gloucester Existing Better Co-

ordinated 

Community Based 

Services through 

the strengthening 

on H&SC ICTs

Development of Health & 

Social Care Integrated 

Community teams.

CCG, Glos 

County Council 

& Glos Care 

Services NHS

Dr Will 

Haynes

Andrew Hughes Better outcomes for people 

across health and social care 

including the prevention of some 

hospital admissions, less time 

spent in hospital, increased 

identification of people who are 

at risk of requiring services in the 

future and increased provision of 

preventative services and 

services to extend the ability to 

live independently

Implemented Urgent Care

Various CPG 

Strengthened arrangements live as 

of January 2014.

120 cases seen by the end of March 

2014.

20 additional staff providing rapid 

response and high intensity 

functionality.

24/7 SPCA

Gloucester City Existing Development of 

Services for 

Housebound 

Patients 

An enhanced level of primary 

care into local care homes for 

older people to deliver 

proactive health care based 

on regular routine visits 

providing high quality care in 

the care home setting

CCG

GCS

Dr Irene 

Mawby

Kim Forey

Andrew Hughes

Practice lists of housebound 

patients regularly updated

Service requirements in place 

Improved access to basic 

diagnostics such as phlebotomy

Mar-15 Agreed scope of service 

requirements.

Expectation of HCA role.

Developed options for delivery.

Identify funding requirements.

GCS developing service offer.

Gloucester City Existing Immigrant 

Populations

Review of immigrant 

population health need and 

the patient experience 

Glos County 

Council  Public 

health

Dr Mike 

Roberts

Andrew Hughes Identified priorities:

- improved training guidance and 

advice for professionals

- future requirements for 

translation services identified

- specific communities better 

able to access local services

Completed Identified priorities for further 

action.

Improved advice for professionals.

Baseline to support future 

requirements for translation 

services.

Opportunities identified for specific 

communities better able to access 

local services.

Gloucester City Existing Improved medical 

provision at Great 

Western Court

Identify key issues for 

patients and current impact 

on local practices.

Develop requirements with 

GCS as lead provider of 

service.

Support GCS procurement 

process.

GCS Dr Mike 

Roberts

Andrew Hughes New specific primary care 

provider of medical input in 

place at Great Western Court

Completed Service in place.

Identified Priorities for 2013-2015



Countywide Locality Development Work Programmes 2013 - 15 : Gloucester City

Locality Executive Chair: Dr Mike Roberts                    Senior Locality Manager: Andrew Hughes

Locality

Existing,

New or

Ceased

Priority Action 

Area
Proposed Scheme Lead Partner

Lead 

Locality 

Executive

Lead Manager 

(CCG or other 

Agency)

Expected Outcomes/Impact

Expected 

Completion 

Date

Linked to 

Work 

Programme

Status

Gloucester City Existing Membership 

Engagement & 

Development 

Working and 

Connecting with 

Communities

Ensure representation from 

the locality team at 

Gloucester Partnership and 

the Community Legacy group

Engage with the asset based 

community development 

activity in Gloucester and 

offer primary care as an asset 

in the community

Use CCG resources for a 

listening exercise about the 

barriers/constraint that the 

most deprived communities 

face in accessing health 

facilities

CCG,

Gloucester City 

Council, Glos 

County Council, 

Barnwood Trust

Dr Will 

Haynes

Andrew Hughes

Di Billingham 

CCG locality fully engaged and 

aware of community based 

initiatives

CCG locality supporting the 

building of sustainable 

communities

Partial Delivery Locality Executive Group practice 

visits completed.

Successful PLT Events undertaken.

Training & Education support to 

practices.

Development of links with Public 

Health colleagues in GCC.

Early development of relationships 

with GCC colleagues.

To continue in 2014/15:

Supporting development of asset 

based community development in 

the city.

Gloucester City Existing Older Persons  Care 

– Better Clinical 

Mgt of Patients in 

Care Homes

An enhanced level of primary 

care into local care homes for 

older people to deliver 

proactive health care based 

on regular routine visits 

providing high quality care in 

the care home setting

CCG Dr Robert 

Hodges

Helen Goodey Improved Health Status:

- reduction in unscheduled 

attendances and admissions

- reduction in ambulance callouts

- reduced unscheduled Primary 

Care contacts

- reduced prescribing costs

- fewer falls and pressure ulcers

 

Care Closer to Home – People 

able to access services at right 

place and time, with improved co-

ordination of care e.g. use of 

care plans, communications 

between organisations 

Improved Quality of Care – staff 

training & development

Improved Health Equity

Implemented Frail Older 

People CPG

Project now underway



Countywide Locality Development Work Programmes 2013 - 15 : Gloucester City

Locality Executive Chair: Dr Mike Roberts                    Senior Locality Manager: Andrew Hughes

Locality

Existing,

New or

Ceased

Priority Action 

Area
Proposed Scheme Lead Partner

Lead 

Locality 

Executive

Lead Manager 

(CCG or other 

Agency)

Expected Outcomes/Impact

Expected 

Completion 

Date

Linked to 

Work 

Programme

Status

Gloucester City Ceased Improving 

Communication 

and Access to 

Information

Development of single points 

of access for patients and 

professionals

CCG, Glos Care 

Services NHS 

Trust

tbc tbc Single point of information for 

professionals on what services 

are available and how to refer 

into them - this could be 

actioned using the Map of 

Medicine.

Single point of information for 

patients on what services are 

available.

Enhancement of the existing 

Single Point of Access to better 

meet service user needs.

Linked to:

Cheltenham,

Forest of Dean

Stroud & 

Berkeley Vale

Not substantially progressed with 

the exception of SPCA (see Better co-

ordinated community based 

services).

Some aspects of this priority will be 

taken forward through social 

prescribing.

Will not be progressed.

Gloucester City New Development of 

Care Co-ordination 

Services

To support the management 

of adult and predominantly 

frail older people.

Dr Mike 

Roberts

Dr Robert 

Hodges

Dr Irene 

Mawby

Dr Will 

Haynes

Andrew Hughes Options to be developed - 

engagement with local 

membership and preferred 

option agreed.

Funding - Gloucester City 

practice allocations and scope 

agreed.

Additional services available and 

key outcomes to be reported.

Nov-14 To Date:

Additional resource in place across 

practices to support the case 

management and care co-ordination 

of higher risk patients and improved 

links with local adult H&SC ICTs, 

applicable Local Authority services, 

VCS organisations, carers and other 

informal community resources and 

networks.

Gloucester City New GP in the Front 

Door of A&E (part 

of streamlining 

Urgent Care 

project)

Implement service at the 

front door to A&E at 

Gloucester Royal 

CCG Dr Irene 

Mawby

Andrew Hughes

Maria Metherall

Assumed target of treating up to 

30% of A&E attendances during 

operating hours

Mar-15 To Date:

Project plan in place and model of 

care agreed.

Financial model and return on 

investment completed.

Key outcome measures agreed.

Business case completed and 

agreed.

Service commissioned and 

launched.

Performance management and 

evaluation in place.

Projects ceased following initial consideration

Projects for 2014/15



Countywide Locality Development Work Programmes 2013 - 15 : Gloucester City

Locality Executive Chair: Dr Mike Roberts                    Senior Locality Manager: Andrew Hughes

Locality

Existing,

New or

Ceased

Priority Action 

Area
Proposed Scheme Lead Partner

Lead 

Locality 

Executive

Lead Manager 

(CCG or other 

Agency)

Expected Outcomes/Impact

Expected 

Completion 

Date

Linked to 

Work 

Programme

Status

Gloucester City New New Ways of 

Working (through 

matched funding 

between CCG and 

NHS England Area 

Team)

Potential seven day services 

with easy access to high 

quality primary care, 

especially urgent care to 

avoid unnecessary 

emergency hospital care.

Dr Mike 

Roberts 

Dr Robert 

Hodges

Dr Irene 

Mawby

Dr Will 

Haynes

Andrew Hughes Greater utilisation of technology 

(online, skype and use of 'apps').

More use of voluntary services 

for patients.

Increased collaborative working.

Managing the interface between 

in and out-of-hours.

Shared care records across 

pathways.

Oct-14 To Date:

Development and submission of 

funded proposal.

Project resource secured.

Pilot practices selected.

Service commencement to be 

agreed.

Gloucester City New Older People: 

Reducing pressure 

on local hospitals 

partnership project

Identifcation of partner - 

Gloucester City Homes and 

VCS organisations to develop 

development and submission 

of bid.

Dr Will 

Haynes

Andrew Hughes Greater use of Gloucester City 

Homes hub facilities, and build, 

around social prescribing 

approach, and use of older 

people integrated pathway.

Completed To Date:

Capacity and capability of 

volunteers increased linking with 

local practice care co-ordinators and 

Gloucester City H&WB workers.

Bid unsuccessful. Will give further 

consideration

Gloucester City New Patient and 

Stakeholder 

Locality Reference 

Panel

Locality Reference Panel to 

be established to participate 

in the development of local 

health and wellbeing services

CCG Dr Will 

Haynes

Andrew Hughes

Caroline Smith

Formation of Gloucester City 

Patient Participation Network.

Panel live.

Identified representative/s to 

join monthly Locality Executive 

Group meeting.

May-15 To Date:

Role, scope and membership 

confirmed.

Meetings in place.

Gloucester

City

New Practice level QIPP 

projects

Strategic review of QIPP 

opportunities

Dr Mike 

Roberts

Andrew Hughes Practice level projects in place 

with specific funding available to 

complete necessary 

requirements.

Mar-15 To Date:

Practice level discussions 

undertaken.

Priority practices identified for 

testing concept.

Project fund established.

Process and report structure 

developed.

Year end summary report agreed.



Countywide Locality Development Work Programmes 2013 - 15 : Gloucester City

Locality Executive Chair: Dr Mike Roberts                    Senior Locality Manager: Andrew Hughes

Locality

Existing,

New or

Ceased

Priority Action 

Area
Proposed Scheme Lead Partner

Lead 

Locality 

Executive

Lead Manager 

(CCG or other 

Agency)

Expected Outcomes/Impact

Expected 

Completion 

Date

Linked to 

Work 

Programme

Status

Gloucester City New Review of Ethnic 

Minority Groups 

Enhanced Service

Develop new enhanced 

service that improves access 

to primary care services for 

targeted populations

Locality 

Executive

CCG

Dr Robert 

Hodges

Andrew Hughes 

and Cathy 

Butterfield, 

Project Support

Increases health equity.

Provides additional support to 

local practices.

Increases an uptake of screening 

services.

Development of local practice 

and community networks.

Mar-15 To Date:

Project scoped and initiated.

Current state reviewed.

Review of best practice models.

Development of options.

Selection of first choice and fall back 

option.

Report and recommendations 

agreed by Locality Executive Group.

Draft specification produced.

Recommendation to CCG Enhanced 

Services Working Group, subject to 

outcome new arrangements to be 

commissioned.

Gloucester City New Social Prescribing 

Pilot (Older Peoples 

Focus)

Locality 

Executive

CCG

Dr Mike 

Roberts 

Dr Robert 

Hodges

Dr Irene 

Mawby

Dr Will 

Haynes

Andrew Hughes 

and Cathy 

Butterfield, 

Project Support

Gloucester City social prescribing 

pilot live with agreed structured 

processes in place between local 

practices and key service 

providers part of network.

Mar-15 To Date:

Brief developed and lead GP 

identified.

Workshop Event held 15th July.

Scope and focus developed.

Engagement with local membership.

Model, process and evaluation 

developed.

Implementation and launch planned 

for September 2014.

Review process in place.



Countywide Locality Development Work Programmes 2013 - 15 : North Cotswolds

Locality Executive Chair: Dr Hwyel Furn-Davis                    Senior Locality Manager: Kathryn Hall

Locality

Existing,

New or

Ceased

Priority Action 

Area
Proposed Scheme Lead Partner

Lead 

Locality 

Executive

Lead Manager 

(CCG or other 

Agency)

Expected Outcomes/Impact

Expected 

Completion 

Date

Linked to 

Work 

Programme

Status

North 

Cotswold

Existing Better Co-ordinated 

Community 

Services for North 

Cotwolds Patients, 

especially Elderly 

Patients   

North Cotswold – Integrate 

Care Team development, 

towards Wave 1 launch (Dec 

13)

GCS 

Collaborate 

with district 

council, Village 

Agents, Kate’s 

Home Nursing 

& other 

stakeholders

Dr Hywel 

Furn- Davies

Andrew Hughes 

Kim Forey

North Cotswolds tailored service 

model – with clearly defined 

community care service 

specifications

Reduced emergency admissions

Improved patient wellbeing

More care closer to home and 

better patient experience.

Mar-15 Urgent Care 

Gloucester City

Cheltenham

To continue into 2014/15:

'Go Live' planned before the end of 

the calendar year.

NCCU to guide the development and 

implementation of the North 

Cotswold ICT.

North 

Cotswold

Existing Carers’ Health Better identification of people 

with significant caring 

responsibilities, with health 

issues of their own through:

All locality 

practices

Dr Jacquie 

Williams

Kathryn Hall Cheryl 

Ewing

Improving carers' health and 

wellbeing in line with a 

commitment made in the 2008 

National Carers' Strategy.

Identify carers through multi-

agency partnerships, targeting 

the neediest carers.

Provide personalised support 

especially when caring first arises.

Dec-14 Frail Older 

People CPG

Linked

Stroud & 

Berkeley Vale

To continue into 2014/15:

Consultation with Carers 

organisations and Local Forum 

underway.

Planned launch of Carers Afternoon 

in practices offering 20 minute 

health checks and consultations with 

invited Carers Advisors.

Locality will contribute to the 

countywide PCO by defining a 

'Carers' Protocol' setting out best 

practice and scope of opportunistic 

health checks.

North 

Cotswold

Existing Pain Management 

Clinics

More accessible care for 

North Cotswold patients in 

need of pain management 

support.

All locality 

practices

GHNHSFT

Dr Jacquie 

Williams

Kathryn Hall

Cheryl Ewing

Dr Simon Law

Review of viable locality 

outpatient services.

Completed MSK CPG Position paper (inclusive of finance, 

prescribing and activity data) drafted 

for MSK CPG following consultation 

with GHNHSFT and NCCU.

NCCU GP Lead identified and will be 

funded by MSK CPG to take forward.

Identified Priorities for 2013-2015



Countywide Locality Development Work Programmes 2013 - 15 : North Cotswolds

Locality Executive Chair: Dr Hwyel Furn-Davis                    Senior Locality Manager: Kathryn Hall

Locality

Existing,

New or

Ceased

Priority Action 

Area
Proposed Scheme Lead Partner

Lead 

Locality 

Executive

Lead Manager 

(CCG or other 

Agency)

Expected Outcomes/Impact

Expected 

Completion 

Date

Linked to 

Work 

Programme

Status

North 

Cotswold

Existing Elderly Care: 

Dementia

Dementia – local service focus CCG leads

Dementia 

Advisors

Memory Café 

Locality 

Executive

Helen Vaughan/ 

Helen Bown

Further improvements/utilization 

of dementia care provision 

through update and feedback

 

Reduced health crises/urgent 

admissions for people with 

dementia

Completed Frail Older 

People CPG

Specific learning event held for GPs.

'Test Your Memory' tool rolled-out 

across practices.

Leaflets and signing for patients 

made available.

Links to Social Prescribing which will 

be implemented within Locality 

following evaluation of pilots 

currently underway.

North 

Cotswold

Existing MacMillan Cancer 

Survivorship

Improve the health and 

wellbeing outcomes for pople 

who live with and beyond 

cancer.

North Cots resident donated 

legacy of £50k. This helped 

seed-corn new development 

partnership with MacMillan.

CCG Leads

MacMillan

Kathryn Hall Develop a community-based 

service co-working with ICT to 

improve long term health 

outcomes for cancer survivors.

Interviews for Macmillan 

Survivorship Lead (8A AHP or 

CNS) took place in April 2014.

Mar-15 Cancer CPG To continue in 2014/15:

SLA has been signed for £550k 

development for the whole of 

Gloucestershire with North Cotswold 

as Phase 1 pilot.

North 

Cotswold

Existing Outpatient 

Referrals 

(Cardiology)

Improved 24-hour ECG 

provision – either through 

extension of Palpitation 

Service at Moreton Hospital 

or increased practice based 

capacity

All locality 

practices

Dr Paul 

Johnson

Craig Robinson More cost effective delivery of 24 

ECG investigations

Better patient experience due to 

reduced travel times

Mar-15 Planned Care

CVD CPG

To continue in 2014/15:

Countywide modelling undertaken.

Feedback currently being reviewed 

via CCG Live. Dependent on 

indicators, may be progressed locally 

through Locality Executives.

North 

Cotswold

Ceased Long Term 

Conditions 

Variations

Support diabetes LES 

Develop a training 

programme to be made 

available to all GPs and 

practices nurses

All locality 

practices

Locality 

Executive

Duncan Thomas Best practice diabetes care 

consistently adopted by all North 

Cotswold primary care clinicians. 

(e.g. introduce “MERIT” 

programme)

Improve patient wellbeing

Reduced emergency admission 

and inter-practice variability.

Diabetes CPG Diabetes LES was implemented 

countywide. North Cots supported 

the LES and the Executive agreed it 

was not appropriate to undertake a 

separate project.

Projects ceased following initial consideration



Countywide Locality Development Work Programmes 2013 - 15 : North Cotswolds

Locality Executive Chair: Dr Hwyel Furn-Davis                    Senior Locality Manager: Kathryn Hall

Locality

Existing,

New or

Ceased

Priority Action 

Area
Proposed Scheme Lead Partner

Lead 

Locality 

Executive

Lead Manager 

(CCG or other 

Agency)

Expected Outcomes/Impact

Expected 

Completion 

Date

Linked to 

Work 

Programme

Status

North 

Cotswold

Ceased Overweight 

Children

Improved family resources for 

healthy living e.g. Walking for 

Kids

Cotswold 

Locality Forum

Public Health

Locality 

Executive

Matthew Pearce TBC Children and 

Young Peoples 

CPG 

Linked

Forest of Dean

Deferred and more strategic review 

on working with partners on healthy 

lifestyles.

North 

Cotswold

Ceased Optimise Use of 

Community 

Resource to Offer 

Care Closer to 

Home

North Cotswold Community 

Hospital – benefits and usage 

review (coordinate with 

Gateway review}

Locality 

Executive

Reduced emergency admissions 

to acute care.

Cost efficiency of community 

care.

Viable locality outpatient 

services.

Urgent Care 

Linked

South 

Cotswolds

Completed engagement and 

recommendations made as part of 

the Gateway process.

This is informing further project 

development in North Cots.

North 

Cotswold

Ceased Elderly Care – 

Better Clinical 

Management of 

Patients in Care 

Homes

Support new Care Home LES All locality 

practices

Care homes

Locality 

Executive

Penny Fowler Reduced admissions from care 

homes

Improved completion of care 

plans

Improved prescribing.

Care Home ES Project transferred to Older Peoples' 

team September 2014 to take 

forward countywide.

North 

Cotswold

New Social Prescribing Awaiting evaluation of 

models (particularly South 

Cotswold) being piloted by 

other localities.

Ensure model adopted is 

timely, easy to access and 

relevant to North Cotswold.

All locality 

practices

VCS 

organisations

Dr Jacquie 

Williams

Kathryn Hall Cheryl 

Ewing

Adoption of model to best meet 

North Cotswold health and social 

needs.

Mar-15 Linked with 

South 

Cotswold

Anticipate 'Go Live' October/

November  2014.

North 

Cotswold

New Unplanned 

Admissions

To gain greater insight into 

cost variations for areas 

consistently above budget.

To establish whether 

alternative outcomes may 

have been possible.

To restablish what additional 

resources / tests/ support 

could enable the locality to do 

things differently.

All locality 

practices

Dr Hywel 

Furn-Davies

Kathryn Hall Cheryl 

Ewing

Review development options 

with MSK programme.

Hold a Loclaity PLT discussion on 

emergency care.

Scope in-depth audit plan and

undertake peer assessment.

Dec-14 Unplanned 

Care

Will work with Unplanned Care team 

to take forward.

Projects for 2014/15



Countywide Locality Development Work Programmes 2013 - 15 : South Cotswolds

Locality Executive Chair: Dr Alan Gwynn                    Senior Locality Manager: Stephen Rudd

Locality

Existing,

New or 

Ceased

Priority Action 

Area
Proposed Scheme Lead Partner

Lead 

Locality 

Executive

Lead Manager 

(CCG or other 

Agency)

Expected Outcomes/Impact

Expected 

Completion 

Date

Linked to 

Work 

Programme

Status

South 

Cotswold

Existing Cirencester 

Community 

Hospital

To continue to support the 

development of Cirencester 

Hospital as a valuable and 

viable community hospital 

through the work of the CCG, 

Gloucestershire Care Services 

and the Cirencester Hospital 

Future Forum.

GCS

Cirencester 

Hospital Future 

Forum

Dr Malcolm 

Gerald

Influence the medical model for 

the benefit of local patients.

Consider local commissioning of 

services wherever viable.

Participation in countywide 

community hospital development 

programme.

Urgent Care

Linked

North 

Cotswolds

There have been meetings between 

key stakeholders to determine next 

steps (June/July 2014).

South 

Cotswold

Existing Dementia

(priority identified 

by JSNA data. 

Lower than 

expected level of 

prevalence)

To improve the diagnosis and 

recording of dementia at 

practice level and understand 

how the locality can work 

with Public Health, District 

and County Council and CCG 

dementia schemes

CCG 

Public Health

Dr Malcolm 

Gerald

Dr Sola Aruna A PLT dedicated to Dementia to 

be held in 2013/14

More patients identified earlier as 

baselined and measured by 

Public Health.

TYM test tool rolled out across 

practices.

Reduced inappropriate 

admissions from those patients 

with dementia (where it is coded 

as a reason for admission).

Completed Frail Older 

People CPG

PLT Event held.

TYM too rolled out.

Ongoing work into BAU.

Evaluation to take place.

South 

Cotswold

Existing Improving Health & 

Wellbeing into 

Older Age: Diabetes

Ensure each of the locality 

practices is able to actively 

participate in the enhanced 

service for diabetes

CCG Dr Alan 

Gwynn

Duncan Thomas 100% practice sign-up to 

enhanced service

Follow up on 2013 practice: 2 

sessions of MERIT training per 

practice for practice diabetic 

leads.

Completed Diabetes CPG All Practices have GPs and nurses 

who have received enhanced 

training.

Audit of diabetic provision 

undertaken in each practice.

Each practice has run Diabetic Nurse 

Specialist Clinics.

Identified Priorities for 2013-2015



Countywide Locality Development Work Programmes 2013 - 15 : South Cotswolds

Locality Executive Chair: Dr Alan Gwynn                    Senior Locality Manager: Stephen Rudd

Locality

Existing,

New or 

Ceased

Priority Action 

Area
Proposed Scheme Lead Partner

Lead 

Locality 

Executive

Lead Manager 

(CCG or other 

Agency)

Expected Outcomes/Impact

Expected 

Completion 

Date

Linked to 

Work 

Programme

Status

South 

Cotswold

Existing Integrated Care 

Teams (ICT)

This project is to develop 

Integrated Care Teams and a 

‘Rapid Response’ service 

across the county. South 

Cotswolds locality to be 

involved in the development 

and localisation of the project 

for a smooth implementation.

CCG

GCS

Dr Alan 

Gwynn

Andrew Hughes 

and Kim Forey

Reduction in acute inpatient 

spells

Reduction in acute ED 

attendances

Reduction in acute bed days

Increased community contacts

Overall reduction in 

commissioning expenditure.

Jan-15 Urgent Care

Linked

Cheltenham

Gloucester City

Ongoing: ICT countywide roll-out 

underway

South 

Cotswold

Existing Investment in the 

Locality

Utilising underspent 

management money from pre 

April 2013 e.g. innovation in 

general practice including 

training for staff and GPs, and 

potential schemes with CDC.

CCG Dr Alan 

Gwynn

Jean Henderson Source ideas from GPs and PMs 

and prioritise against available 

investment for a plan to spend by 

March 2015

Completed Plans detailed within this most 

version of the locality plan.

South 

Cotswold

Existing Reducing Health 

Inequalities: Excess 

winter deaths

Identified in Public Health 

priorities, initiate support 

from CCG Patient & Public 

Engagement Team, bringing 

together SWEA and CDC 

partners for 'Information 

Hubs' to support a 'warm and 

well' message for Winter 

2013/14.

Cotswold 

District Council

Dr Malcolm 

Gerald

Stephen Rudd Patients targeted through 

utilisation of the Information Bus 

by locating in high footfall areas 

during November and December 

2013 across the locality.

Completed Information Bus utilised for this 

scheme, plus partnered with CDC to 

signpost to other relevant services.

South 

Cotswold

Existing Social Prescribing Work with CDC to develop a 

'Social Prescribing' scheme 

for the South Cotswolds, 

offering patients access to a 

range of services within the 

patient consultation.

Cotswold 

District Council

GCS

Dr Martyn 

Hewitt

Helen Edwards Increased utilisation of identified 

services, with a set of outcomes 

to be developed to measure 

impact for patients and practices

Mar-15 To continue in 2014/15:

Pilot project running since March 

2014 in two practices.

Agre range reduced to those aged 

18+ years.

Referrals expanded to include those 

from DNs.



Countywide Locality Development Work Programmes 2013 - 15 : South Cotswolds

Locality Executive Chair: Dr Alan Gwynn                    Senior Locality Manager: Stephen Rudd

Locality

Existing,

New or 

Ceased

Priority Action 

Area
Proposed Scheme Lead Partner

Lead 

Locality 

Executive

Lead Manager 

(CCG or other 

Agency)

Expected Outcomes/Impact

Expected 

Completion 

Date

Linked to 

Work 

Programme

Status

South Cotswold Existing Practice Visits To attend each practice to 

discuss healthcare spend and 

activity variances (as 

informed by initiative 5), 

support practices with local 

and CCG-wide commissioning 

priorities and inform 2014/15 

planning.

Dr Malcolm 

Gerald

Jean Henderson/ 

Kate Jacques

Locality Executive to commence 

practice visits to support locality 

priority on addressing practice 

variation.

Practice visits commenced.

Rolling programme arranged.

South 

Cotswold

Existing Development of 

Practice 

Performance 

Reports

Development of reporting 

approach to include:          

1. Identifying appropriate 

practice comparisons.

2. Identifying key appropriate 

issues that require either 

Locality or Practice to take 

actions to influence.

3. Development of KPIs for 

practices and the locality to 

use in managing perf or 

supporting progression of 

LDP priorities.

4. Developing framework 

approach to identify 

recommended actions.

5. Designing a dashboard or 

report structure to provide 

the perf info and variations to 

the locality/practice.

CCG

CSU

Dr Alan 

Gwynn

Jeremy Gough Improved information available 

to practices and the locality to 

inform and enable appropriate 

change, including planning for 

2014.

Series of formats produced and 

discussed at Locality Executive.

Priorities for each practice 

identified for action during 

2014/15 (See Variance analysis 

and actions plans: practices)

Completed CCG and Locality Executive have 

developed reporting and countywide 

taxonomy groupings that are now 

being used by all localities to inform 

2014/15 planning.



Countywide Locality Development Work Programmes 2013 - 15 : South Cotswolds

Locality Executive Chair: Dr Alan Gwynn                    Senior Locality Manager: Stephen Rudd

Locality

Existing,

New or 

Ceased

Priority Action 

Area
Proposed Scheme Lead Partner

Lead 

Locality 

Executive

Lead Manager 

(CCG or other 

Agency)

Expected Outcomes/Impact

Expected 

Completion 

Date

Linked to 

Work 

Programme

Status

South 

Cotswold

Existing Leg Ulcer Service To commission a clinically 

appropriate, evidence based, 

closer to home sustainable 

leg ulcer service (based on 

the Leg Ulcer Club set up in 

Cirencester) for the South 

Cotswolds that can be spread 

across the CCG localities. 

Initially this will be for a 12 

month trial to inform the long-

term solution.

CCG

GCS

Dr Alan 

Gwynn

Helen Edwards Appropriate community based 

care closer to patients with good 

outcomes available to all 

localities in the county.

Efficient use of District Nurse 

time.

Cost effective, consistent service.

Empowerment of patients.

Service aligned to a social model.

Linked

Stroud & 

Berkeley Vale

Ongoing:

Service specification developed by 

locality.

GCS developing response for 

countywide solution.

South 

Cotswold

Existing Understanding 

Practice Variation

Locality is indicated as 

spending more per 

population than other 

localities, with a wide 

variance by practice within 

the locality, for: 

- Upper GI Surgery

- T&O

- Cardiology

- General Surgery (elective 

admitted activity).

CCG

CSU

Dr Alan 

Gwynn

Jeremy Gough The output will be an outline 

briefing paper for each specialty 

explaining the localities view of 

the variation and identifying, 

where necessary, next stages of a 

required programme of work 

(e.g. some practices sharing their 

approaches or ‘buddying’ around 

these specialties)

Planned Care Will be rolled into 2014/15 

programme of work to address 

variation.

(see Variance Analysis and action 

plans for: practices and South 

Cotswold Locality)



Countywide Locality Development Work Programmes 2013 - 15 : South Cotswolds

Locality Executive Chair: Dr Alan Gwynn                    Senior Locality Manager: Stephen Rudd

Locality

Existing,

New or 

Ceased

Priority Action 

Area
Proposed Scheme Lead Partner

Lead 

Locality 

Executive

Lead Manager 

(CCG or other 

Agency)

Expected Outcomes/Impact

Expected 

Completion 

Date

Linked to 

Work 

Programme

Status

South 

Cotswold

Ceased Long Term 

Conditions (LTC) 

Planning

With the increasingly ageing 

population, the locality has 

identified LTC planning as 

imperative to the 

sustainability of the locality in 

forthcoming years.

This scheme will therefore be 

to investigate best practice 

and new ideas for potentially 

education and/or service 

redesign in the South 

Cotswolds.

CCG

GCS

GCC

Dr Rohit 

Sethi

Helen Bown Initial information gathering 

exercise in order to develop a 

plan for this scheme that will 

result in measureable 

improvements for patients with 

LTCs (to be developed with 

Finance and Information as 

required)

Not progressed Deprioritised until sufficient resource 

available.

South 

Cotswold

New Support Primary 

Care

The four Cirencester practices 

to work together with CDC, 

CCG, NHS England to plan the 

future structure of primary 

care delivery over the next 

decade to account for the 

substantial planned increase 

in the Cirencester population.

Cirencester 

Practices

CCG

CDC

tbc tbc Influence the CDC locality plan to 

include additional primary care 

infrastructure support.

To liaise with NHS England and 

the CCG to determine the future 

direction of primary care services 

and endeavour to deliver it.

New

South 

Cotswold

New Variance Analysis 

and Action Plans: 

Practices

Using the newly developed 

reporting (see Development 

of Practice Performance 

Reports), practices to select 

at least one priority area from 

the identified variances 

where they are able to 

influence and undertake an 

audit, develop an action plan 

and deliver through 2014/15.

Practices to be funded via 

management monies and 

supported by Locality 

Executive (through Practice 

Visits)

CCG Dr Alan 

Gwynn

Jeremy Gough Develop a new report that 

identifies and describes the key 

variance that practices have 

control over.

To identify for each practice a 

priority area that they should 

work on.

Use management money to 

provide external resources and 

manpower to each practice to 

understand and alter areas that 

they are found to be at variance.

New

Projects for 2014/15

Projects ceased following initial consideration



Countywide Locality Development Work Programmes 2013 - 15 : South Cotswolds

Locality Executive Chair: Dr Alan Gwynn                    Senior Locality Manager: Stephen Rudd

Locality

Existing,

New or 

Ceased

Priority Action 

Area
Proposed Scheme Lead Partner

Lead 

Locality 

Executive

Lead Manager 

(CCG or other 

Agency)

Expected Outcomes/Impact

Expected 

Completion 

Date

Linked to 

Work 

Programme

Status

South 

Cotswold

New Variance Analysis 

and Action Plans: 

South Cotswold 

Locality

Locality wide themes 

identified through analysis:

- Emergency (General 

Medicine and T&O)

- Prescribing

- Outpatients (General 

Surgery and Cardiology)

CCG Dr Alan 

Gwynn

Jeremy Gough Locality reporting and detailed 

analysis to focus on these priority 

areas.

CCG Medicines Management 

Team to support Locality 

Executive to develop action plan 

and implement proposals.

Locality to develop action plan for 

the emergency and outpatient 

prior

South 

Cotswold

New New Ways of 

Working

Practices to explore potential 

to work more closely 

together in future.

One priority area per practice 

identified which will impact 

on QIPP and on which 

practices have influence.

Dr Alan 

Gwynn

Participate in workshops to 

develop thinking, dependent on 

initial discussions.

Attend presentation from 

specialist company.

Practice move in line with other 

similar practices when compared 

across the county.

Positive impact on practice 

spend.

To Date:

Initial briefing held Quarter 1



Countywide Locality Development Work Programmes 2013 - 15 : Stroud and Berkeley Vale

Locality Executive Chair: Dr Simon Opher                    Senior Locality Manager: Helen Edwards

Locality

Existing,

New or

Ceased

Priority Action 

Area
Proposed Scheme Lead Partner

Lead 

Locality 

Executive

Lead Manager 

(CCG or other 

Agency)

Expected Outcomes/Impact

Expected 

Completion 

Date

Linked to 

Work 

Programme

Status

Stroud & 

Berkeley Vale

Existing QIPP Locality Exec GPs committed 

to visiting each practice and 

using revised age/sex/ 

deprivation data encouraging 

practices to select at least 

one priority area on which 

practices have influence and 

which will impact on QIPP.

A small number of practices 

have been identified as 

outliers and these will be 

visited first.

All locality 

practices

Locality 

Executive

Good practice to be shared.

Positive impact on practice 

spend.

Practices move in line with other 

similar practices when compared 

across the county.

March 2015 To continue in 2014/15:

One priority area for practices to be 

identified which will impact on 

spend.

Practices to be able to influence area 

selected.

Stroud & 

Berkeley Vale

Existing Art Therapy Art Therapy funding for a 

year.

Intervention for patients with 

mental health problems, 

drug, alcohol, social isolation 

and movement disorders.

All locality 

practices

Artlift

Patients referred to a trained art 

therapist based at St Luke's 

Medical Centre

31-Mar-15 To continue in 2014/15:

Artlift have funded a one year 

residency in Stonehouse.

Referrals are being received from 

GPs, the pain clinic and secondary 

mental health services.

Service will continue having secured 

separate funding.

Stroud & 

Berkeley Vale

Existing Carers Promotion of use of carers 

register in Practices

Promotion of use of new 

carers services launched in 

October 2013

Evaluation of Carers 

Healthcheck programme in 

Berkeley Vale

All locality 

practices

Shirley Hill Eddie O'Neil Targeted work with identified 

carers can take place and 

assessing if the Carers 

Healthcheck Programme is 

meeting the needs of carers

31 December 

2013 

(promotion 

work)

March 2014 

(evaluation 

work)

Frail Older 

People CPG 

Linked

North 

Cotswolds

Completed:

New Carers Forum for Stroud 

established.

Identified Priorities for 2013-2015



Countywide Locality Development Work Programmes 2013 - 15 : Stroud and Berkeley Vale

Locality Executive Chair: Dr Simon Opher                    Senior Locality Manager: Helen Edwards

Locality

Existing,

New or

Ceased

Priority Action 

Area
Proposed Scheme Lead Partner

Lead 

Locality 

Executive

Lead Manager 

(CCG or other 

Agency)

Expected Outcomes/Impact

Expected 

Completion 

Date

Linked to 

Work 

Programme

Status

Stroud & 

Berkeley Vale

Existing Community 

Hospitals and 

Services

Undertake review of local 

service provision/patient 

pathways for those suffering 

with leg ulcers and 

continence issues

Increase uptake of all existing 

community services provided 

in the Locality

GCS Dr Simon 

Opher and 

Dr Hein Le 

Roux

Rosi Shepherd Understand if best patient 

pathways are in place seeking to 

ensure good quality care is being 

provided locally

Improved usage of local 

community services for local 

people

31 December 

2013 

(promotion 

work)

31 March 2014 

(evaluation 

work)

To continue in 2014/15:

New glaucoma service at the Vale.

Potential for vasectomies to be 

undertaken at the Vale.

Other providers keen to undertake 

outreach work at the Vale.

Stroud & 

Berkeley Vale

Existing Cycling on 

Prescription

(Complements 

Reducing Obesity 

scheme)

Locality funding agreed for a 

'one year' cycling on 

prescription scheme, taking 

the form of return to cycling 

support of up to 5 hours per 

individual.

All locality 

practices

Reduced repeat visits to GP 

surgeries for relevant patients.

Better measureable health and 

wellbeing outcomes.

Weight 

Management

To continue in 2014/15:

Upon individual completion of 

scheme, patients are sign-posted to 

local cycle clubs which run sessions 

for novice cyclists.

Stroud & 

Berkeley Vale

Existing Emergency 

Admissions

Understand why some 

Practices are significantly out 

of line with the norm

Develop guidance for GPs to 

support their monthly 

management meetings

All locality 

practices

Dr Charles 

Buckley

Information 

Support Officers 

(ISOs)

Reducing emergency admissions 

in outlying Practices.

Urgent Care To continue in 2014/15:

PLT Event held April 2014.

ISOs undertaking patient specific 

analysis at practice level in 

conjunction with CCG finance lead.

Care Home Enhanced Service in 

place.



Countywide Locality Development Work Programmes 2013 - 15 : Stroud and Berkeley Vale

Locality Executive Chair: Dr Simon Opher                    Senior Locality Manager: Helen Edwards

Locality

Existing,

New or

Ceased

Priority Action 

Area
Proposed Scheme Lead Partner

Lead 

Locality 

Executive

Lead Manager 

(CCG or other 

Agency)

Expected Outcomes/Impact

Expected 

Completion 

Date

Linked to 

Work 

Programme

Status

Stroud & 

Berkeley Vale

Existing Facts4Life Health improvement 

interventions in schools 

(education focus). Further 

development of the ‘Facts for 

Life Project’ and evaluation

Public Health

University of 

West of 

England

Dr Hugh 

Van’t Hoff

Claire Procter Develop a facts4life health 

education scheme for primary 

schools, in partnership with 

Gloucestershire Healthy Living & 

Learning.

Deliver the curriculum in selected 

primary schools.

Evaluate the impact in 

partnership with the UWE.

Produce and disseminate a report 

on the effectiveness and future 

potential of the facts4life 

approach in primary education.

Development of Online Pupil 

Survey

Evaluation to 

be completed 

in March 2014

Funded until 31 

March 2015

Children and 

Young People 

CPG

2gether Trust

To continue in 2014/15:

The facts4life primary school health 

education project is making the 

facts4life messages accessible and 

engagement for children of primary 

school age.

Through focussing on our bodies, 

how we relate to each other, how 

we work as communities and how 

we interact with our environment, 

this 'body-centred learning' will be a 

profoundly different approach to 

health education.

Stroud & 

Berkeley Vale

Existing Living Well 

Programme

Support the ongoing 

development of the 

programme

CCG Dr Simon 

Opher

Kim Forey Clarity over future development 

of the programme

31 March 2014 Urgent Care Project already underway.

Stroud & 

Berkeley Vale

Existing Older People: 

Dementia

'Lets Get Together' 

Memory Cafes

Evaluate the success of the 

existing dementia cafes and 

consider further roll-out 

across the Locality and/or 

further develop the ‘Lets Get 

Together’ Project

Support CCG-wide work as 

appropriate

All locality 

practices

Dr Hein Le 

Roux

Helen Vaughan Providing high quality local 

support mechanisms for people 

with dementia

December 2013 Frail Older 

People CPG

Completed: Four 'Let's Get Together' 

cafes funded and operational acros 

the Locality: Stroud, Durley & Cam, 

Wotton and Berkeley

Stroud & 

Berkeley Vale

Existing Patient

Transport

Ensure referrers have access 

to information about local 

voluntary car schemes and 

other local transport, e.g. 

leaflets

Shirley Hill Improved appropriate usage of 

available transport for patients 

and their carers/family

December 2013 To continue in 2014/15:

Directory of local transport scheme 

compiled for Dursley.

Stroud Hospital LOF assistance 

requested for Stroud area.



Countywide Locality Development Work Programmes 2013 - 15 : Stroud and Berkeley Vale

Locality Executive Chair: Dr Simon Opher                    Senior Locality Manager: Helen Edwards

Locality

Existing,

New or

Ceased

Priority Action 

Area
Proposed Scheme Lead Partner

Lead 

Locality 

Executive

Lead Manager 

(CCG or other 

Agency)

Expected Outcomes/Impact

Expected 

Completion 

Date

Linked to 

Work 

Programme

Status

Stroud & 

Berkeley Vale

Existing Reducing Obesity Ensure GPs are clear about 

available services.

Public Health

All locality 

practices

Dr Simon 

Opher and 

Dr Ian Lake

Claire Procter Preventing obesity and therefore 

related issues, such as diabetes 

and heart disease

 Sept/Oct 2013 Weight 

Management

Presentation to GPs by Dieticians.

Promotion of healthy walks 

programme and cycling to work 

scheme.

Exercise on referral and Slimming 

World schemes operational.

On Target psychological weight 

management scheme commenced.

Build on a 'mini gym' scheme which 

operates from Dursley for 5 to 16 

year olds.

Stroud & 

Berkeley Vale

Existing Self Harm/ Suicide Supporting local 

implementation of the 

Gloucestershire Suicide 

Prevention Strategy

District Council

CCG

2gether Trust

Dr Simon 

Opher

Hannah Gorf

Eddie O’Neil

Reduced levels of suicide and self-

harm

31 March 2015 Mental Health 

CPG 

Linked

Cheltenham

To continue in 2014/15:

Liaison psychiatry review 

attendances at A&E.

Further scoping required

Stroud & 

Berkeley Vale

Existing Sexual Health Liaise with Public Health 

Commissioning lead to 

understand if sufficient 

demand to create local access

Public Health Dr Simon 

Opher

Claire Procter Reduced levels of sexually 

transmitted infections in the 

Locality

January 2014 To continue in 2014/15:              

Practice Nurse attends Rednock 

School.

Consider expansion to other schools. 

Initially Wooton.

Links to SHN service.

Stroud & 

Berkeley Vale

Existing Tackling and 

Isolating Loneliness

Promotion of befriending 

schemes and community 

support

Consider best practice and 

adopt as appropriate

Encourage village agents to 

form relationships with local 

GP Practices

District Council Dr Hein le 

Roux

Hannah Gorf Happier local people able to live 

independently for longer

31 March 2015 Frail Older 

People CPG

To continue in 2014/15:

Face-to-Face befriending in some 

areas of the locality, for example 

Frampton. 

Focus on expanding this to other 

areas during 2014/15. Minchampton 

initially using funding from PCC.



Countywide Locality Development Work Programmes 2013 - 15 : Stroud and Berkeley Vale

Locality Executive Chair: Dr Simon Opher                    Senior Locality Manager: Helen Edwards

Locality

Existing,

New or

Ceased

Priority Action 

Area
Proposed Scheme Lead Partner

Lead 

Locality 

Executive

Lead Manager 

(CCG or other 

Agency)

Expected Outcomes/Impact

Expected 

Completion 

Date

Linked to 

Work 

Programme

Status

Stroud & 

Berkeley Vale

Existing Trauma and 

Orthopaedics

Understand why some 

Practices are significantly out 

of line with the norm in terms 

of high expenditure

Understand why there are 

relatively high numbers of 

emergency admissions for 

fractured Neck of Femur

Consider most effective 

actions to resolve issues 

discovered

CCG Dr Charlie 

Buckley 

(supported 

by Dr Will 

Haynes)

Kate Liddington Reduce expenditure to be in line 

with peers

Where appropriate, reduce 

number of people admitted as an 

emergency with fractured Neck 

of Femur

December 2013 MSK CPG

Planned Care

Information Support Officers 

undertaking patient specific analysis 

at practice level in conjunction with 

CCG Finance Lead.

Some practices have reviewed all 

orthopaedic referrals for the last 

year to ascertain appropriateness.

Frail older people's care programme 

group under development including 

Falls pathway.

ICATS available at the Vale for falls 

assessment.

Expanded MSK service 

commissioned.

Locality has increased referals to 

Care UK.

Stroud & 

Berkeley Vale

Ceased NHS Health Checks Work to promote uptake in 

deprived areas, targeting 

people at risk, including 

linking with local voluntary 

and community groups

Work to understand reasons 

why some Practices have 

been successful and roll-out 

these methods

Public Health Claire Procter Less people in deprived areas 

suffering with a wide range of 

health conditions 

March 2014 National scheme managed and to be 

taken forward by Public Health, GCC.

Specific elements will be transferred 

and included within the Carers  

project.

Stroud & 

Berkeley Vale

New Social Prescribing Develop a social prescribing 

pilot during 2014/15 and if 

successful roll-out to all 

practices.

CCG

VCS Orgs.

Stroud District 

Council

Dr Simon 

Opher

Helen Edwards To improve Health & Wellbeing.

Reduced use of anti-

despressants.

Reduced use of non-steroidal anti-

inflammatory drugs.

Reduced use of primary care.

March 2015 Linked

Forest of Dean

Cheltenham

Specific directory of services to 

support young people compiled.

Asset map for S&BV completed 

comprising projects commissioned 

by statutory agencies. Voluntary 

sector projects being added. Map to 

be maintained by Stroud District 

Council.

Information screens in-situ in 

practices.

PLT Event on VCS services held.

Projects for 2014/15

Projects ceased following initial consideration



Countywide Locality Development Work Programmes 2013 - 15 : Stroud and Berkeley Vale

Locality Executive Chair: Dr Simon Opher                    Senior Locality Manager: Helen Edwards

Locality

Existing,

New or

Ceased

Priority Action 

Area
Proposed Scheme Lead Partner

Lead 

Locality 

Executive

Lead Manager 

(CCG or other 

Agency)

Expected Outcomes/Impact

Expected 

Completion 

Date

Linked to 

Work 

Programme

Status

Stroud & 

Berkeley Vale

New Exploration of 

Potential Locality 

Ways of Working

Explore potential for practices 

to work in more cohesive 

way.

All locality 

practices

Locality 

Executive

Ensure sustainability of practices March 2015 Project Manager employed on a 

fixed term basis to take forward.

Practice Manager group to continue 

to assist in determining areas best 

suited to collaboration.

Engage with external company to 

explore opportunities.

Stroud & 

Berkeley Vale

New ICT Roll-out Support the ongoing 

development of Phases One 

and Two of ICT roll-out 

including the roll-out of 

learning from Living Well.

Phase 1 – teams 

strengthened to provide rapid 

response and high intensity 

services.

Phase 2 – develop a test and 

learn phase in Stroud and 

Berkeley Vale with a focus on 

patient centred care, self 

care, greater integration and 

better connection to existing 

community resources.

All locality 

practices

Locality 

Executive

Prevention of some hospital and 

care home admissions.

Less time spent in hospital.

Increased identification of people 

who are at risk of requiring 

services in the future.

Greater clarity on who is involved 

in a person's care.

More focus on the 'goals' and 

quality outcomes defined with 

the patient.

Named key workers.

Improved connection to wider 

community based assets.

March 2015 Learning from Living Well to be 

rolled out 2014/15.

CCG invested in Dursley team for 

2014/15 specifically to ensure 

integration of patient centred 

philosophy to Dursley ICT and to act 

as mentors/coaches as ICTs roll-out 

across the county.

Test and learn phase for S&BV 

agreed and commenced June 2014.



Countywide Locality Development Work Programmes 2013 - 15 : Tewkesbury, Newent and Staunton

Locality Executive Chair: Dr Sarah Fearn                    Senior Locality Manager: Kelly Matthews

Locality

Existing,

New or

Ceased

Priority Action 

Area
Proposed Scheme Lead Partner

Lead 

Locality 

Executive

Lead Manager 

(CCG or other 

Agency)

Expected Outcomes/Impact

Expected 

Completion 

Date

Linked to 

Work 

Programme

Status

Tewkesbury, 

Newent & 

Staunton

Existing Incidence of Cancer 

within Tewkesbury

Investigate referrals into 

Cancer services including 

audit of two week wait 

referrals to Dermatology 

Intermediate Care

CCG Dr Jeremy 

Welch

Kathryn Hall Reduction in activity for patients 

with Malignant Melanoma

Improved prevention methods

Reduction in spend for Cancer

Audit of Dermatology 

Intermediate Tier referrals.

Mar-15 Cancer CPG 

Linked

North 

Cotswolds

Ongoing work to assess outcomes 

across all two week waits.

Work programme will assess any 

recent outcome information 

available to ascertain areas of focus 

for development.

Tewkesbury, 

Newent & 

Staunton

Existing Reduce Incidence of 

Chlamydia within 

the Locality (initially 

to focus on working 

with Hartpury 

College)

Support the Public Health 

Service to increase testing in 

order to halt preventable 

harm

GCC Dr Roger 

Whittle 

(Staunton)

Karen Pitney (GCC) Liaise with colleges and 

colleagues, promotion of 

awareness and testing with 

Hartpury College in the locality

Increase awareness of sexual 

health issues.

Initial discussions held with GCC re 

sexual health provision from April 

2015.

Ongoing work programme to look at 

equity and ensuring meet demand 

across the locality.

Tewkesbury, 

Newent & 

Staunton

Existing Self-Harm Liaise with current services to 

understand what can be done 

in order to develop

Explore further work with 

Young Carers (based at 

Tewkesbury Comprehensive 

previously)

GCC Dr Jeremy 

Welch

GCC Lead Ensure coherent multi-agency 

approach is available and fit for 

the future

Reduction in reports of self-

harm/ bullying in Tewkesbury

Further Scoping

Increased co-ordination between 

agencies.

Monthly MDT meetings in place 

including Health Visitors, Nurse 

meetings, social workers and 

midwives.

Tewkesbury, 

Newent & 

Staunton

Existing Reduction in 

Elective Admissions 

and Outpatients

MSK: Increased use of local 

interface services through 

proactive work with 

CCG Dr Jeremy 

Welch

Kate Liddington Reduce activity and spend within 

Elective admissions

Increase local attendances for 

MSK Interface Services.

Each practice audited referrals in 

a month for outlier specialities to 

investigate reason for variances.

MSK CPG

Planned Care

Collaborative working across 

practices.

Shared knowledge.

Inform priorities moving forward

Identified Priorities for 2013-2015



Countywide Locality Development Work Programmes 2013 - 15 : Tewkesbury, Newent and Staunton

Locality Executive Chair: Dr Sarah Fearn                    Senior Locality Manager: Kelly Matthews

Locality

Existing,

New or

Ceased

Priority Action 

Area
Proposed Scheme Lead Partner

Lead 

Locality 

Executive

Lead Manager 

(CCG or other 

Agency)

Expected Outcomes/Impact

Expected 

Completion 

Date

Linked to 

Work 

Programme

Status

Tewkesbury, 

Newent & 

Staunton

Existing Care Home 

Admissions

Co-ordinated approach to  

countywide Care Home ES.

Care homes

Care home 

support team

Locality 

Executive 

Members

Helen Bown/ 

Helen Goodey

Reduction of respiratory 

emergency admissions in 

2013/14.

Care Home ES Four out of five practices signed up 

to CES.

Tewkesbury, 

Newent & 

Staunton

Existing Social Prescribing 

and Living Well

Continue working within 

locality on Living Well 

approach

CCG Dr Jeremy 

Welch

Kelly Matthews Increased awareness of voluntary 

sector in Tewkesbury Town.

Increased engagement between 

health and borough council.

Person centred care.

Informing ICT Model.

Urgent Care Initial discussion held with 

Tewkesbury Borough Council.

VCS have met in Tewkesbury Town.

FoD meeting take place to share 

learning and align to Newent & 

Staunton.

Local Area Co-ordinator to remain in 

post.

Tewkesbury, 

Newent & 

Staunton

Existing Evaluate Schemes 

from 2012/13

Evaluation of Dermatology CCG Dr Andy 

Wales

Kelly Matthews Identify lessons learnt and adopt 

improved modes of practice.

Audit of referrals to dermatology 

intermediate care.

Additional month review across 

all servies to be carried out to 

inform education/training across 

all practices.

Shared learning across the locality.

93% of referrals deemed appropriate 

for the service.

Tewkesbury, 

Newent & 

Staunton

Existing Evaluate Schemes 

from 2012/13

Extension of 24 hour ECG:

Opportunity to change in-

year should joined up 

approach with other localities 

commence within 12 month 

period.

CCG Dr Sarah 

Fearn

Dr Jeremy 

Welch

Kelly Matthews Undertake a detailed evaluation 

which will inform opportunity to 

work with other localities.

Support from CPG, will carry out 

an audit and evaluation in 

context of informing wider CPG 

priorities.

Agreed service specification and 

contract 2014/15 with a 3 month 

notice period.

24 hour ECG service available across 

all practices.

Increased local provision of planned 

services.



Countywide Locality Development Work Programmes 2013 - 15 : Tewkesbury, Newent and Staunton

Locality Executive Chair: Dr Sarah Fearn                    Senior Locality Manager: Kelly Matthews

Locality

Existing,

New or

Ceased

Priority Action 

Area
Proposed Scheme Lead Partner

Lead 

Locality 

Executive

Lead Manager 

(CCG or other 

Agency)

Expected Outcomes/Impact

Expected 

Completion 

Date

Linked to 

Work 

Programme

Status

Tewkesbury, 

Newent & 

Staunton

Ceased COPD and 

Emergency 

Admissions (NB: QP 

4-6 says should also 

include asthma)

Survey, peer review and 

action plan aligned to the QP 

4-6 for QOF and involving ALL 

practices (adaptation of QP 4-

6)

Respiratory 

Clinical 

Programme

TBC Duncan Thomas Reduced inter practice variation 

in COPD admissions and greater 

uptake of available services in the 

community 

Review as approach to other LTC 

and reducing admissions for FoD

Respiratory rehabilitation 

programme

Urgent Care 

Respiratory 

CPG

Linked

Forest of Dean

Cheltenham

This has been superceded by the 

Unplanned Care DES.

Tewkesbury, 

Newent & 

Staunton

New Focus on Reduced 

Emergency 

Admissions 

Understand current 

admissions, particularly areas 

of significant increase

Liaise with Urgent Care 

workstream support the 

development in order to 

impact the locality position; 

with a focus on living well.

The introduction of ICT.

CCG Dr Jeremy 

Welch

Kelly Matthews Reduce activity and spend within 

emergency admissions.

Reduce acute emergency 

admissions.

Increase care at home.

Urgent Care ICTs in Tewkesbury Town September 

2014.

ICT in Newent & Staunton date tbc.

Continued implementation of CES.

Tewkesbury, 

Newent & 

Staunton

New Service Evaluations Review dermatology referrals 

for all practices across the 

breadth of services (including 

local service, Cheltenham 

service, acute service and 

advice and guidance).

Evaluation of 24 hour ECG 

service to inform CPG for 

wider commissioning.

CCG Dr Andy 

Wales

Dr Sarah 

Fearn

Dr Jeremy 

Welch

Kelly Matthews Ensure outcomes delivered as per 

the agreed specifications.

Effective utilisation of agreed 

patient pathways.

New

Projects for 2014/15

Projects ceased following initial consideration



Countywide Locality Development Work Programmes 2013 - 15 : Tewkesbury, Newent and Staunton

Locality Executive Chair: Dr Sarah Fearn                    Senior Locality Manager: Kelly Matthews

Locality

Existing,

New or

Ceased

Priority Action 

Area
Proposed Scheme Lead Partner

Lead 

Locality 

Executive

Lead Manager 

(CCG or other 

Agency)

Expected Outcomes/Impact

Expected 

Completion 

Date

Linked to 

Work 

Programme

Status

Tewkesbury, 

Newent & 

Staunton

New Pain Management: 

Acupuncture

Service available in 

Tewkesbury as part of ES. 

Newent & Staunton referrals 

accepted for equity.

Audit being agreed to inform 

ES 2015/16 and beyond.

CCG Dr Sarah 

Fearn

Kelly Matthews Increased patients managed in 

primary care setting.

Audit 2014/15 to determine 

specific outcomes.

To Date:

Practices undertaken review of 6 

months referrals to determine 

impact.

Tewkesbury, 

Newent & 

Staunton

New Further 

Development of 

Pain Management: 

Acupuncture

Review pain management in 2 

practices to inform locality 

strategy

CCG Dr Sarah 

Fearn

Kelly Matthews Initial meeting to discuss wider 

evaluation approach which will 

link into relevant CPG.

New

Tewkesbury, 

Newent & 

Staunton

New Social Prescribing 

developed for roll-

out

Evaluation of models being 

piloted by other localities.

Ensure model adopted is 

timely, easy to access and 

relevant to TNS through 

effective utilisation of the 

volunteers within the town.

Develop model with 

Tewkesbury Borough Council.

CCG Dr Jeremy 

Welch

Kelly Matthews Adoption of model meet TNS 

health and social needs following 

review of the information 

available to patients.

Person centred care.

Increased engagement between 

health and borough council.

New

Tewkesbury, 

Newent & 

Staunton

New Practice Variation Identify areas of focus based 

on benchmarking 

information.

Agree areas for review by 

individual practices.

CCG Locality 

Executive 

Members

Kelly Matthews Decreased variation between 

practices.

New

Tewkesbury, 

Newent & 

Staunton

New Reduce incident of 

Chlamydia in 

locality

Work with GCC on sexual 

health service commissioning.

Liaise with colleges and 

colleagues, promotion of 

awareness and testing with 

Hartpury College in the 

locality.

GCC Locality 

Executive 

Members

Karen Pitney Increase awareness of sexual 

health issues.

Ongoing work programme to look 

at equity and ensuring they meet 

demand across the locality.

New
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 Agenda Item 11 

Governing Body 

 
Governing Body 
Meeting Date 

Thursday 31st July 2014 
 

Title CCG Annual Assurance Report  
 

Executive Summary The NHS England CCG Assurance 
Framework requires Area Teams to carry out 
an Annual Assurance review on every CCG. 
The CCG has received a headline 
assessment of ‘Assured’ and has been 
assured in every domain of the CCG 
Assurance Framework. The paper presented 
contains a brief overview of the CCG 
assurance framework and the Annual 
Assurance report we have received from the 
Area Team. 

Key Issues 
 

CCG is Assured in every domain of the CCG 
Assurance Framework  

Risk Issues: 
Original Risk 
Residual Risk 

None  
 
 

Financial Impact None  
 

Legal Issues 
(including NHS 
Constitution)  

None  
 
 

Impact on Health 
Inequalities 

Not Applicable  
 

Impact on Equality 
and Diversity 

No  

Impact on 
Sustainable 
Development 

No  

Patient and Public 
Involvement 

The Annual Assurance meeting included lay 
governing body members 
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Recommendation Paper for information only  

 
Author Ellen Rule  

 
Designation Director of Transformation and Service 

Redesign 
Sponsoring Director 
(if not author) 
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Annual Assurance Report 

 
Background  
 
NHS England is described as having three key roles to play in 
working with CCGs: a development role to work with and support 
CCGs; an assurance role to ensure as a statutory organisation, 
CCGs deliver the best possible services and outcomes for patients 
within their financial allocation; and a co-commissioning role to 
ensure the direct commissioning undertaken by NHS England works 
across the care pathway for patients and supports the delivery of 
local outcomes. 
 
Annual Assurance Process 
 
The assurance process seeks to identify how well CCGs are 
performing against their plans to improve services and deliver better 
outcomes for patients. The Bath, Gloucestershire, Swindon and 
Wiltshire (BGSW) Area Team undertake the assurance role for 
Gloucestershire CCG. The process involves monthly assurance 
meetings, a quarterly assessment against a range of key measures 
expressed in the delivery dashboard, and a fuller annual review. The 
full operational guidance to the CCG assurance process can be 
found at: 
 
http://www.england.nhs.uk/wp-content/uploads/2013/11/ccg-ass-op-
guid.pdf.  
 
The output of the Annual Assurance process includes an Annual 
Assurance Report, produced by the BGSW Area Team. The report 
follows a standard NHS England format (described in the 
operational guidance) and requires Area Teams to assign a level of 
assurance to each domain in the CCG assurance framework. The 
levels are ‘Assured’, ‘Assured With Support’ or ‘Not Assured’.   
 
Outcome 
 
The CCG has been ‘Assured’ in every domain in the CCG 
assurance framework, and therefore has received a headline 
assessment of ‘Assured’. This is the highest level of assurance that 
can be received, and therefore constitutes a positive reinforcement  
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of the competence of the CCG to deliver against our core statutory 
responsibilities. The Gloucestershire CCG report is included for 
information at Annex 1. 
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Gloucestershire CCG Assurance Report – Annual Assurance 
 
 

Headline assessment  - Assured 

 
Domain Assurance 

level 
Particular achievements noted/examples 
of good practice 

Issues identified/ Development 
for next year 

Any issues identified 
requiring further 
action and actions 
agreed 

Are patients receiving 
clinically 
commissioned, high 
quality services? 

Assured  Commissioning services responding to 
clinical priorities, eg urgent care programme 
– Integrated Community Teams, Ambulatory 
emergency care service and Older People 
Assessment and Liaison service.   
 
Supported by improvements in numbers of 
medically fit waiting discharge (from 80 beg 
13/14 to 40 end of year). Development of a 
new operational discharge menu in 
operation on all wards 

 Member practices – the last year 
the CCG concentrated on 
building relationships –‘who are 
we’. Next year there needs to be 
a focus on raising levels of 
understanding of CCG plans and 
finances – noted this may 
develop alongside primary care 
co-commissioning 
 
Patient case review to inform 
strategy, ensuring they are at the 
centre of the CCG is doing 
Developing a system wide 
dashboard to assess 
performance across the whole 
economy. 

None 

Are patients and the 
public actively 
engaged and 
involved? 

Assured  ‘Joined up your care’ engagement 
programme – system wide, led by the CCG, 
externally evaluated, positive comments re: 
equality and diversity 

Continuing to develop 
relationships with health watch, 
both parties are aligning their 
plans for the next year and will 
be doing some joint case review 
work 

None 
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Domain Assurance 
level 

Particular achievements noted/examples 
of good practice 

Issues identified/ Development 
for next year 

Any issues identified 
requiring further 
action and actions 
agreed 

Are CCG plans 
delivering better 
outcomes for 
patients? 
 

Assured  Integrated Care Team in Gloucester City 
Locality, marked reduction in admissions 
and good patient experience reported. 
(noted need to consider timing and 
mobilisation of new services in planning 
phase) 
 
LD services: LD concordant; new LDISS 
team in place; 360 reviews of services, 
clients review other services and have 
identified issues, which may not have been 
picked up through traditional review 
services.  To be rolled out to other groups 
such as mental health and frail elderly 
 
Finances delivered to plan, some slippage 
in QIPP programmes 
 
Integrated respiratory team developed and 
reduction in COPD admissions has started 
to be seen 
 
Care home enhanced service developed 
and implemented, reduction in emergency 
admissions starting to be seen 

Significant number of clinical 
programmes in place, need to 
clearly prioritise future 
deliverables flowing from a 
defined strategic direction 
 
 
Not all of the NHS Constitution 
targets have been met in this 
year. 
Specific concerns – A&E, 62 day 
cancer targets and the ability to 
improve performance to a 
sustainable deliverable position 
for future years.   
 
There is alignment with partners 
for next year and stability in 
Director teams in main providers 
will support QIPP delivery 
 

Strategic plan needs to 
clearly set out priority 
areas for change and 
how these priorities will 
be pursued over the 5 
year period.  CCG are 
developing this and will 
share with AT 
 
Action plans need to be 
robust and be clearly 
focussed on key issues 
impacting performance 
and there needs to be 
evidence of active 
management by the 
CCG 

Does the CCG have 
robust governance 
arrangements? 

Assured  System wide governance arrangements 
such as Gloucestershire Strategic Forum, 
gives overview of system change and QIPP 

Updating constitution based on 
the last year’s experience and 
learning 

None 
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Domain Assurance 
level 

Particular achievements noted/examples 
of good practice 

Issues identified/ Development 
for next year 

Any issues identified 
requiring further 
action and actions 
agreed 

 delivery.  
Governing body development 
programme in place 
 

Are CCGs working in 
partnership with 
others? 
 

Assured  Development of shared community vision 
(Joined up your care), supported by BCF 
and H&WB Strategy 
 
Developed links at District Council/Locality 
level 
 
Joint Commissioning with Council –close 
working between the PMO functions across 
multi agency projects with main providers 
and the Council 

Translating the vision into ways 
of working across health and 
social care 
 
Aligning objectives and joint 
working with the District Councils 
 
Developing a more 
comprehensive Integrated 
Commissioning Function 

None 

Does the CCG have 
strong and robust 
leadership 

Assured  Positive staff survey – clinical leadership 
and living by values 
 
System wide involvement in change 
programme (provider CEOs requesting to 
lead a number of programmes) 

Refresh OD plan – engaging 
more GPs, identifying skills gaps.  
Integrate former CSU functions 
 
Clarity of roles and cross 
directorate working 
 
Strengthen locality engagement 

None 
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Additional discussion items 
 

Issue Key points Agreed action 
Primary care co-commissioning CCG are keen to express an interest in co-

commissioning. 
 
AT need to see some coherence across the 
BGSW patch in terms of how this is taken 
forward, recognising that not one size fits all 
 
There is no resource in AT for primary care 
commissioning and the contracting team is 
significantly smaller than the resource in 
predecessor organisations 
 
AT & CCG agree some of the issues are 
helpful to have as part of one discussion with 
practices eg premises development 
 
CCG need to be able to understand what are 
the levers and limitations of current system to 
enable them to develop their proposal for co-
commissioning.  There is an emphasis on 
care outside of the hospital and moving work 
down stream to primary care, how would co-
commissioning support this strategic direction 
for them 

AT to lay out some key principles identifying 
the levers and challenges associated with 
them, what is the flexibility within the system 

Specialised Commissioning Concern from the CCG that there has not 
been visibility of performance and spend in 
relation to services for the population of 
Gloucestershire.  It makes it difficult to look at 
end to end commissioning 

AT will determine how CCG can link into the 
national review 
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Issue Key points Agreed action 
 
There is a national review taking place 
currently – CCG are keen to understand how 
they could feed into this review 

Future assurance arrangements between 
NHS England and the CCG 

2014/15 will have the formal quarterly reviews 
based on the national assurance framework. 
 
As there are ongoing concerns in relation to 
NHS Constitution deliverables the AT will 
continue to meet with the CCG on a monthly 
basis, but more focussed meetings and 
smaller membership 

AT to provide timetable and key subjects for 
discussion at the Quarterly meetings 
 
 
Frequency will be reviewed once sustainable 
performance against the constitution 
standards is in place. 

 
 
 
 

Attendees at the Annual Assurance meeting held 19 May 2014: 
CCG: Mary Hutton, Mark Walkingshaw, Marion Andrews Evans, Cath Leech, Colin Greaves, Valerie Webb 
AT: Ian Biggs, Debra Elliott, Reine Corley, Liz Mearns, Nicki Millin, John Buist, Jill Crook, Douglas Blair 
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Agenda Item 12 
 

Gloucestershire Clinical Commissioning Group 
Governing Body 

 
Governing Body 
Meeting Date 

Thursday 31st July 2014 
 

Title Gloucestershire Shared Care Record 
Project 

Executive Summary The CCG has developed its 5 year strategy, 
Joining Up Your Care.  A key enabler to deliver 
a number of the outcomes within the strategy 
is the ability for clinical and care professionals 
to be able to see relevant clinical and care 
information from other records in a timely 
manner to inform better decision making and 
deliver improved outcomes for the patient.  The 
shared record project is taking this forward and 
forms a key workstream to a number of other 
projects including Streamlining Urgent Care 
and the development of care plans.  This 
project will involve a procurement decision 
later in the year once the business case has 
been completed and a procurement option 
recommended. 
 
The project will require significant investment 
and the health community has put a bid into 
the Integrated Technology Fund for partial 
funding for the project. 

Key Issues 
 

There are several crucial aspects to this 
project to make this a success: 

 Sign up and engagement in every 
aspects of the project by all partners 

 Ensuring that the correct information 
sharing agreements are in place 

 Getting the patient engagement and 
consent model right. 

Risk Issues: 
 

 Sign up by partners & ensuring clinical 
input to the whole project 
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Original Risk 
Residual Risk 

 Patient consent model 
 Financial risks 

 
4 * 4 = 16 
3 * 4 = 12 

Financial Impact This project will require significant financial 
investment and the benefits realisation will be 
phased over a number of years, the benefits 
realised should be cashable and a significant 
proportion will be non cashable as a key 
benefit should be an improvement in the 
quality of care delivered.  An affordability 
envelope has been derived for the project. 

Legal Issues 
(including NHS 
Constitution)  

There are a number of areas within the project 
which will need careful review, these will be 
considered as the project progresses. 

Impact on Health 
Inequalities 

A full equalities impact assessment will be 
carried out as a part of the project 

Impact on Equality 
and Diversity 

A full equalities impact assessment will be 
carried out as a part of the project 

Impact on 
Sustainable 
Development 

To be determined as part of the project 

Patient and Public 
Involvement 

There will be patient and public engagement in 
project workstreams 

Recommendation The Governing Body is asked to: 
 Approve the direction of travel for the 

project 
 Approve the proposal that the CCG fund 

the recurrent costs of the project for a 
minimum of two years post 
implementation with partners agreeing 
contributions during this period based on 
benefits realisation subject to the 
business. 

Author & Designation  

Sponsoring Director 
(if not author) 

Cath Leech, Chief Finance Officer 
Malcolm Gerald, CCG Clinical Lead 
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1.0 Introduction 
 

1.1 The CCG recently undertook a consultation on the future direction of 
healthcare within Gloucestershire.  The resulting strategy, Joining Up 
Your Care (2014-2019), sets out the five year plan for the development 
of health care within Gloucestershire and includes a vision that all 
health and local care partners have endorsed. 
 
As defined in that plan, Gloucestershire’s shared vision is: “To improve 
health and wellbeing, we believe that by all working better together - in 
a more joined up way - and using the strengths of individuals, carers 
and local communities, we will transform the quality of care and 
support we provide to all”. 
 
In Gloucestershire each health and social care organisation operates 
its own clinical or care IT system, there are limited examples where 
information passes, one way, between these systems but if a clinician 
or care professional wants information held within another system then 
this flow tends to be by e-mail, fax, letter or by telephone.  Accordingly, 
the CCG’s five year strategy identified e-record sharing as one of the 
key enablers for delivery of the strategy. 
 
The Gloucestershire shared care record project aims to share real time 
clinical and social care information bringing together disparate data 
held within multiple health and social care IT systems across the 
County.  Improvements in the patient experience will be achieved 
through the provision of the right information at the right time in real-
time enabling clinicians and care professionals to be more efficient and 
effective, reducing adverse events and meeting patient wishes 
recorded in their care plans.  Data shared amongst providers gives a 
more holistic view of person’s need and enables more targeted care.   
Direct patient access to their record is included within the project. 
 

1.2 Sharing of records is also a national priority, the Secretary of State for 
Health recently set out four “basic things without which we will not 
reach the potential that is possible” in the NHS the first one of which 
was the ability to share electronic health records across the entire 
system so that patients feel that they are receiving absolutely 
integrated care”. 
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2. Gloucestershire Shared Care Record Project 
 
The Gloucestershire shared care record project was set up in January 
2014 by the County Wide IM&T Steering Group and the partners within 
the project are as follows: 

 Gloucestershire CCG 
 Gloucestershire Hospitals NHS Foundation Trust 
 2Gether NHS Foundation Trust 
 Gloucestershire Care Services 
 Gloucestershire County Council 

 
Other organisations will be brought into the project as it progresses. 
 

2.1 Governance 
 
The governance structure for the project is outlined in Appendix 1.  
The project board reports into the County Wide IM&T Steering Group 
and is chaired by Dr Malcolm Gerald with the CCG Chief Finance 
Officer as the Executive lead.  Reporting into the project board are 
several work streams: 

 Communication, engagement, patient consent and access 
workstream, this includes patient and clinical representation 

 Clinical systems workstream which includes the IM&T specialists 
 Clinical user workstreams. 
 Information governance workstream (development of appropriate 

information sharing agreements) 
 
The project is also, in effect, the IT workstream for the Streamlining 
Urgent Care project and the care plan project.  Both these projects 
feed into the requirements specification for a shared care record. 
 
Approval processes for each organisation have been built into the 
project timetable; these will be reviewed as the project progresses to 
ensure that sign off from each organisation, at the appropriate level, 
has been included at the relevant time. 
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2.2 Process 

 
The key project stages are set out below with an outline timetable is 
given at Appendix 2: 
 

 Scoping requirements & development of the specification  
 Develop outline business case including procurement options 
 Approval by relevant decision making meeting for each partner 

organisation, e.g., Board, Governing Body, etc. 
 Phased implementation  

 
2.21 Scoping Requirements & Development of the specification 

 
The scope of the project has been determined through discussions 
between organisations with a focus on where the majority of the 
benefits will be gained through sharing records.  The consensus has 
been that the greatest degree of benefit and best fit with the overall 
strategy is to be gained through an initial focus on long term 
conditions, including care plans, and urgent care.  
 
The requirements of a shared care record are being determined in 
several ways: 

 Detailed review with clinicians centred around three specific 
pathways which were deemed to be reasonably representative 
of other care pathways in terms of the type of information 
required: 

i. Elderly respiratory urgent care pathway 
ii. Diabetes (including children) 
iii. Patients in Crisis/referrals to Crisis Team 

 Initial demonstration day for clinicians and care professionals to 
view examples 

 Piloting record sharing between GCS and primary care  
 Stream lining urgent care pathways  
 Care plan workstream 

 
A working group of clinicians and care professionals is being 
developed to form the clinical user group and this group will act as the 
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reference group for review and clinical sign off for the specification. 
 
The specification sign off will also be undertaken by all workstreams, 
project board and each organisation’s own sign off process. 
 

2.22 Development of the Business Case 
 
Work is underway to develop an outline business case.  This work 
includes an assessment of likely range of costs, the cost range is quite 
significant as the costs depend on the model adopted.  An assessment 
of the likely benefits and information from other health communities 
who have similar projects is being used to help develop the business 
case. 
 

 Costs 
 
The cost range for a solution can vary quite significantly depending on 
the type, scope of solution and size of the community.  The recurrent 
and non-recurrent costs are currently being scoped as part of the 
development of the outline business case and information gathered 
from other projects to inform the case.   
 

 Benefits Realisation 
 
The development of shared records will enable: 

 County-wide access to care plans 
 The combining of information currently held on different systems 

(GP, Community, Acute, Mental health, Social Services,) into 
meaningful groups (e.g. medication from all systems shown on a 
single page) and made available to relevant clinicians 

 
The benefits realisable as a result of the above include: 

 Reductions in A&E attendances and admissions (e.g. urgent 
care clinicians having access to care plans will reduce 
admissions to hospital).  This, should also result in reductions in 
care/residential home placements as patients remain in their 
own homes for treatment, the risk of a placement increases 
when patients go into hospital 

 Reductions in ambulance conveyances 
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 Reductions in duplicate tests through access to recent results 
 Reduction in time spent on medicine reconciliations 
 Saving of clinician & care professional time in searching and 

giving for patient information (e.g. urgent care services phoning 
GP surgeries, GP surgeries phoning for test results). 

 Ensure patients’ needs/wishes regarding end of life and other 
care plans are known and implemented 

 Co-ordination of care between different professionals should 
mean that patients do not have to repeat information, care 
professionals save time in not having to ask for information. 

 Reduction in adverse events 
 
The benefits realised from this project will take the form of cashable 
and non-cashable benefits as a high proportion should be realisable as 
a result of increased productivity for clinicians.  The detail around the 
benefits is being developed as a part of the outline business case.  
However, being able to evidence these benefits clearly as a result of 
the shared record project will be difficult to evaluate and as yet there is 
limited evidence from similar projects across the country which is 
reflects both the stages of development of different projects and also 
the difficulty of being able to attribute benefits to one specific initiative, 
i.e., when providers are also changing patient administration system.   
 

 One such project is the Hampshire Health Record started in 2005 and 
is run by NHS South Commissioning Support Unit.  The project 
involves CCGs, Acute hospitals and the Local Authorities, the system 
currently has circa 8,500 users and has shared 87m documents.  This 
is a longer running scheme and they have run some more formal 
studies of the benefits of shared record usage. One preliminary study 
covered a nine-month period in 2012 and examined A&E and 
admission activity in both Southampton and Portsmouth.  It found that: 

 one third of those admitted as inpatients had their Hampshire 
Health Record checked. 

 Access to records was correlated with patients with more 
complex conditions and with more investigations and treatments 
being carried out. 

 For clinicians that sought information and found it there was a 
statistically significant correlation with a reduction in inpatient 
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bed days; on average these dropped from 12 to 10.3. There was 
also a significantly reduction in pathology and imaging tests, as 
clinicians could view results from other providers. 

 
 It is therefore envisaged that the benefits from this project will be 

realised in a phased way across a number of years. 
 
Risks of not proceeding 
The risks of not proceeding with the project will be outlined within the 
business case but include: 

 Adverse events due to lack of access to information held in other 
records 

 Patient wishes regarding care plans are not respected 
 

3.0 Finance 
 
The final approval for the project will be subject to a business case 
which will come to the Governing Body for approval. 
 
The recurrent and non-recurrent costs of any system are likely to be 
significant, examples from other parts of the country have ranged from 
£0.35m pa to £0.70m pa depending on the size of the population and 
the scale of the solution procured.  Benefits realised from the system 
implementation will be whole system benefits impacting on health and 
social care providers and commissioners.   Discussions will need to be 
held with partners about the link between this project and the Better 
Care Fund.  As discussed in the previous section, it is likely that 
benefits will be realised in a phased manner over a number of years 
and a proportion will not be cashable, the outcome benefits though 
should be significant.   
 
The CCG has set aside funding within headroom funds and its five 
year plan for the estimated costs of a Gloucestershire shared record 
solution.  It is proposed that the CCG fund the recurrent costs of the 
shared record system for a minimum of two years during 
implementation and roll out and that partners to the project start to 
make a contribution following implementation when benefits are 
realised.  An affordability envelope has been derived for the project. 
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In addition, the health and social care community has also submitted a 
bid to the integrated digital care fund for non-recurrent funding.  If this 
funding is received then it will mean that the Gloucestershire project 
can proceed at a faster pace.  The timetable within this paper has 
assumed that some additional funding will be received from the 
integrated digital care fund. 
 

4.0 Recommendation 
 

 The Governing Body is asked to: 
 Note the progress of the shared record project 
 Approve the direction of travel for the project 
 Approve the proposal that the CCG fund the recurrent costs of 

the project for a minimum of two years post implementation with 
partners agreeing contributions during this period based on 
benefits realisation subject to the business. 

 
 

 



Gloucestershire Shared Care Record Project
Governance Structure

Health & Wellbeing 
Board

Boards of the lead and participant 
organisations

Gloucestershire 
Strategic Forum 

Joining Up Your Care 
Programme Board

IM&T County Wide Steering Group
Chair: Dr Malcolm Gerard GCCG Clinical Lead
Deputy chair: Cath Leech GCCG Chief Finance Officer
First meeting:25.11.2013
Frequency: Quarterly

Gloucestershire Shared Care Record Project 
Board

Chair: Dr Malcolm Gerard GCCG Clinical Lead
First meeting: 24.06.2014               
Frequency: Monthly

County-wide Information 
Governance group

Organisation IM&T boards

2 way updating

· Clinical Systems workstream
· Clinical user workstream
· Communication, Engagement, patient consent & access workstream (3 patient representatives)
· SURC project IT workstream (includes patient representatives)
· Careplans project IT workstream (includes patient representatives)
· Crisis care concordat working group

Name Job title Project Role 

Cath Leech GCCG CFO Executive lead/SRO 

Dr Malcolm 
Gerard 

GCCG Clinical Commissioning 
Lead South Cotswolds 

Chair and Senior User 

Zac Pandor Director Countywide IM&T 
Service (Pending procurement 
rep/system supplier) 

Senior Supplier 

 GCCG CCIO plus one other by 
appointment of the 
workstream group 

Clinical/user 
workstream lead 

 By appointment of the 
workstream group 

Clinical Systems 
workstream lead 

 By appointment of the 
workstream group 

Comms, Engagement, 
consent & access 
workstream lead 
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Appendix 2 
Outline Timetable for the Project 
 
February to August 
2014 

 Scoping of requirements: clinical 
engagement-workshops, systems 
demonstration  day, pilot 

 Establish governance structure. 
 Communications, consent and access 

subgroup including patient representatives 
development of information to be shared, 
patient consent model and publicity 
campaign. 

September 2014  Assess pilot; 
 Draft OBC including high level plan, scope of 

phases and products, technical solution 
proposal.  Data requirements specification   

 Update to CCG Governing Body 
October 2014  Procurement options appraisal. 

 Draft procurement strategy and high level 
benefits realisation plan 

 Business case for procurement of primary 
care viewer  

November 2014  Agree OBC, output based specification, 
benefits realisation plan, functional 
specification, communications plan at 
participating organisation boards and GCC 
decision making process 

December 2014  Commence procurement phase 1:primary 
care portal  

 Commence procurement of phase 2 
May 2015  Project and participating organisations boards 

and GCC decision making process agree 
FBC.   

July 2015 
 

 Award contract 
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Gloucestershire Clinical Commissioning Group 
 

Governing Body 
 

 
Governing Body 
Meeting Date 

Thursday 31st July 2014 

Title 
 

Individual Funding Request (IFR) Policy 

Executive 
Summary 

The attached policy is intended to outline the CCG’s 
approach to Individual Funding Requests. 
 
This policy was reviewed by the Policy Working 
Group on the 25th March 2014.  It was then 
considered by IGQC on the 19th June 2014, and 
recommended for approval with the following 
amendments; 

- Section 5.10.4.5 wording changed to ensure 
clear understanding. 

- Section 5.13.15 amended to read ‘Accountable 
Officer’. 

- Section 10.1 amended to read ‘The National 
Institute for Health and Care Excellence’. 

- Appendix 9 added with CCG Prioritisation 
Framework. 

- Section 6.1 amended to read ‘users of the 
policy’. 

-  
These amendments have been made and the policy 
is presented for CCG Governing Body approval.  
Following approval a communications exercise will 
be undertaken to inform localities and providers that 
the policy has been updated. 
 

Key Issues 
 

This policy requires approval by CCG Governing 
Body. 

 Agenda Item 13
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Risk Issues: 
 
 
Original Risk 
Residual Risk 

The absence of comprehensive policies could result 
in inappropriate actions being taken by CCG officers.
 
8 (2x4) 
4 (1x4) 

Financial Impact N/A 
 

Legal Issues  N/A 
 

Impact on Health 
Inequalities 

N/A 

Impact on Equality 
and Diversity 

None  

Impact on 
Sustainable 
Development 

N/A 

Patient and Public 
Involvement 

N/A 
 

Recommendation The Governing Body is requested to approve the 
attached policy. 
 

Author Kate Liddington 

Designation Senior Commissioning Manager Planned Care 

Sponsoring 
Director 
(if not author) 

Mark Walkingshaw 
Deputy Accountable Officer/Director of 
Commissioning Implementation 
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1. INTRODUCTION 
 
1.1 The Individual Funding Request (IFR) policy sets out the principles and process for IFR 

requests i.e. requests for treatments that fall outside the usual  Gloucestershire CCG 
(GCCG) commissioning contracts, and therefore are not routinely paid for by the GCCG.  

 
1.2 Treatments which are identified on the GCCG’s Effective Clinical Commissioning Policies 

list as being of low priority (known as Interventions Not Normally Funded, or INNF) will not 
be funded unless clinical exceptionality has been established and agreed via the IFR route. 
In instances where GCCG has set clinical thresholds for treatment (known as Criteria 
Based Access, or CBA) these must be met in full in order for the treatment to be funded by 
commissioners. In instances where clinical thresholds (CBA) have been set, as well as 
Prior Approval (PA) funding agreement must have been obtained from the GCCG prior to 
treatment. In instances where PA only is required funding agreement must have been 
obtained from the GCCG prior to treatment. 

 
1.3 Providers have a responsibility to ensure that procedures listed on GCCGs Effective 

Clinical Commissioning Policies list (as either an INNF, CBA and/or PA) are only 
undertaken when the relevant criteria have been met. If the relevant criteria have not been 
met the provider should not undertake the procedure. In any instances where a provider 
undertakes a treatment that is not in line with GCCG policy the provider will not be paid for 
that activity. 

 
1.4 GCCG may undertake patient level audit or queries to assess compliance with this policy, 

and adjust provider payments based on the outcome this. Providers are required to comply 
with reasonable commissioner requests for patient level information to support this activity. 

 
1.5  The body of this IFR policy outlines the stages of the IFR decision making process, the role 

of the IFR panel and the Appeal panel.  
 
1.6  The IFR policy ensures the decisions made are equitable, represent value for money and 

are in the interest of the whole population.  
 
1.7  The IFR policy is designed to provide assurance that the processes are compatible with the 

requirements in the NHS constitution to provide funding decisions made rationally following 
proper consideration of the evidence. 

 
 

2. PURPOSE 
 
2.1. The purpose of the policy is to: 

 Set out the process for handling individual funding requests 

 Clarify the decision making criteria against which requests are considered 

 Outline the remit of the IFR panel 

 Set out the appeals process that can be invoked as necessary 

 
2.2. The adoption and implementation of this policy will provide the CCG with a coherent 

consistent and structured approach for the actioning of IFR requests. 
 
 
 
 



 

4 

April 2014 

3. ROLES AND RESPONSIBILITIES 
 
3.1. The Integrated Governance and Quality Committee will ensure on behalf of the CCG 

Governing Body that appropriate IFR processes are in place. 
 
3.2. The Senior Commissioning Manager – Planned Care is responsible for  

 Updating and amending the IFR policy 

 Ensuring the IFR process is adhered to 

 Presenting the IFR annual report to the Integrated Governance and Quality 
Committee 

 

4. DEFINITION 
 
4.1. The IFR policy and protocol aims to set out clearly the CCG’s approach to individual 

requests and the process for the related decision making. 

 
5. POLICY DETAILS 
  
5.1 This policy applies to any patient for whom the CCG is the Responsible Commissioner1. 
 
5.2 The application 
 
5.3 Clinicians are entitled to make a request (an "individual funding request") to the IFR Panel 

for treatment to be funded by the CCG outside of its established policies on one of two 
grounds, namely: 

 
5.3.1 The patient is suffering from a presenting medical condition for which the CCG has no 

policy ("an individual request"), or 
 

5.3.2 The patient is suffering from a presenting medical condition for which the CCG has a policy 
but where the patient's particular clinical circumstances are perceived by the referring 
clinician to fall outside that policy ("an exceptionality request"). Where an experimental or 
unproven treatment is sought, this will be regarded as "an individual request". 
 

5.4 All applications must be accompanied by written support and evidence provided by the 
clinical team treating the patient explaining: 
 

5.4.1 Whether the request for funding is an individual request or an exceptionality request. 
 
5.4.2 The clinical circumstance of the patient. 
 

The Clinical Team are required to present a full report to the IFR Panel. This should set out 
a comprehensive and balanced clinical picture of the history and present state of the 
patient's medical condition, the nature and timeframe of the treatment requested, the risks 
of treatment and the anticipated benefits of the treatment.  
 

5.4.3 The planned treatment and the expected benefits and risks of treatment. 
 
The Clinical Team shall describe the anticipated clinical outcomes for the individual patient 
of the proposed treatment and the degree of confidence of the Clinical Team that the 

                                                 
1
 http://www.england.nhs.uk/wp-content/uploads/2014/05/who-pays.pdf 

http://www.england.nhs.uk/wp-content/uploads/2014/05/who-pays.pdf
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outcomes will be delivered for this particular patient. 
  

5.4.4 The evidence on which the clinical opinion is based, including evidence of validated clinical  
research. 
 
 The Clinical Team shall refer to, and preferably include, copies of any validated clinical 
research material which supports, questions or undermines the case that is being made 
that the treatment is likely to be clinically effective in the case of the individual patient. 
 

5.4.5 The costs of treatment.  
  
The Clinical Team shall set out the full attributable costs of and connected to the treatment.  
The IFR Panel shall be entitled but not obliged to commission its own reports from any duly 
qualified or experienced clinician or other duly qualified person concerning the full 
attributable costs of and connected to the treatment. 
 

5.4.6 Whether there are likely to be Similar Patients within the CCG. 
  

5.5 Information that is immaterial to the decision, including information about the social or       
personal circumstances of the patient which does not have a direct connection to the 
patient's clinical circumstances, shall not be considered by the IFR Panel.   
  

5.6 In general, the NHS treats the presenting medical condition and does not inquire into the 
background factors which led to the condition. The CCG follows this broad principle in 
individual applications for funding approval. The CCG will therefore seek to commission 
treatment based on the presenting clinical condition of the patient and not based on the 
patient's non-clinical circumstances. In reaching a decision as to whether a patient's 
circumstances are exceptional, the Panel is required to follow the principle that non-clinical 
or social factors including social value judgements about the underlying medical condition 
or the patient's circumstances are not relevant. (See accompanying document "Ethical 
Framework"). 
  

5.7 Referring clinicians are asked to bear this Policy in mind and not to refer to social or non-
clinical factors to seek to support the application for individual funding. 
 

5.8 The decision making process 
  

5.9 The Protocol for Considering Individual Funding Requests (Appendix 3) will be followed. 
 
5.9.1 Full details of the timescales for the process are outlined in Appendices 3 & 8.  Providing  

the request contains sufficient clinical information it will be reviewed at Triage, usually held 
weekly.  Decisions following Triage are communicated to the clinician within 10 days 
confirming, either 

 The request is not supported  
Or 

 The case will proceed to panel 
Or 

 More information is needed before a decision can be reached 
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Panel meetings are held monthly and decisions communicated to the clinician within 15 
days. Following a panel meeting the clinician has 1 month in which to appeal and in 
accordance with 5.11. 

 
 
5.10 The IFR Panel shall be entitled to approve requests for funding for treatment for individual 

patients where all the following conditions are met: 
  

5.10.1 The IFR Panel concludes that there are not likely to be a cohort of Similar Patients to 
the requesting patient. 

 
5.10.1.1  The IFR Panel shall consider whether or not there are likely to be Similar Patients.  When  

it is apparent that the request is one where there are a number of Similar Patients, and  
that  what is required is a decision  on the cohort of patients, the IFR Panel shall refer 
the treatment to be considered via the normal commissioning processes. 

  
5.10.1.2 The IFR panel is not authorised to make case by case decisions for service 

developments. 
 
5.10.2 There is sufficient evidence to show that, for the individual patient, the proposed treatment 

is likely to be clinically and cost-effective, with an acceptable safety profile. 
  

5.10.2.1  The IFR Panel shall, based on the information before it, take a view on whether the 
treatment is clinically effective and cost-effective and has an acceptable safety profile.   

  
5.10.2.2  The IFR Panel is not required to accept the views expressed by the patient or the Clinical 

Team concerning the likely clinical outcomes for the individual patient of the proposed 
treatment but is entitled to reach its own views on: 

 The likely clinical outcomes for the individual patient of the proposed treatment; and 

 The quality of the evidence to support that decision and/or the degree of confidence 
that the IFR Panel has about the likelihood of the proposed treatment delivering the 
proposed clinical outcomes for the individual patient. 

 
5.10.2.3 The IFR Panel shall be entitled but not obliged to commission its own reports from any 

duly qualified or experienced clinician, medical scientist or other person having relevant 
skills concerning the case that is being made that the treatment is likely to be clinically 
effective in the case of the individual patient.  

  
5.10.3 Individual requests only   

  
5.10.3.1  The IFR Panel will apply paragraphs 2.5, 2.6, 2.7 and 2.8 of the Experimental and 

Unproven Treatments Policy (Appendix 2) when considering individual requests for off-
licensed or unlicensed use of a drug or other unproven treatments for the clinical 
condition under consideration. 

  
5.10.4 Exceptional requests only    

  
5.10.4.1  The IFR Panel will consider exceptionality in the context of the relevant commissioning 

policy/policies and guidance note/s. 
  

5.10.4.2  In determining whether a patient is able to demonstrate exceptional circumstances the 
IFR Panel shall compare the patient to other patients with the same presenting medical 
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condition at the same stage of progression. 
  

5.10.4.3  The IFR Panel shall determine, based upon the evidence provided to the panel, whether 
the patient has demonstrated exceptional clinical circumstances.  The evidence to show 
that, for the individual patient, the proposed treatment is likely to be clinically effective 
may be part of the case that the patient's clinical circumstances are asserted to be 
exceptional. 

  
5.10.4.4  In deciding whether to approve funding, the IFR Panel follows the principle that medical 

treatment is made available to patients generally on the basis of their presenting medical 
conditions and on the likely benefits anticipated to accrue to a patient from a proposed 
treatment.   

  
 The CCG does not discriminate on grounds of sex, age, sexual orientation, ethnicity, 

educational level, employment, marital status or religion. The CCG does not generally 
make treatment for patients under its policies dependent on the patient's social or 
personal circumstances. Such circumstances for example, but not limited to, age, sex, 
sexual orientation, ethnicity, educational level, employment, marital status or religion will 
not be taken in to account in determining if exceptionality has been established. 
Accordingly, when making decisions as to whether treatment should be provided to a 
patient which is not provided to patients generally, the IFR Panel shall adopt the same 
approach.  

  
5.10.4.5  The IFR Panel shall take care to avoid adopting the approach described in the "the rule of 

rescue".  The fact that a patient has exhausted all NHS treatment options available for a 
particular condition is unlikely, of itself, to be sufficient to demonstrate exceptional 
circumstances.  Equally, the fact that the patient has not responded  to existing 
treatments is unlikely, of itself, to be sufficient to demonstrate exceptional 
circumstances.  This is also the case where a recognised proportion of patients with  the 
same presenting medical condition and at the same stage of progression  have, to a 
greater or lesser extent, not responded to existing treatments and this is unlikely, of 
itself, to be sufficient to demonstrate exceptional circumstances.  

  
5.10.5 Treating the patient is higher priority than other unfunded developments and the treatment 

can be afforded. 
  

5.10.5.1 The IFR Panel shall have a broad discretion to determine whether the proposed treatment 
is a justifiable expenditure of the CCG's resources. The IFR panel is however required to 
bear in mind that the resources requested to support the individual patient will reduce 
the availability of resources for other investments. The panel may compare the costs of 
not proceeding with the proposed treatment with the cost of the proposed treatment, and 
with any alternative treatments; and this comparison may influence the panel's decision. 

 
5.10.6 Patient representation at the IFR Panel 

  
5.10.6.1  Where the application is to be considered by the IFR Panel, the patient will have a choice 

in how to be represented.  A patient may choose to represent themselves (with support 
from a friend or family) or be represented by their clinician or another chosen person 
(although not a legal representative acting in a professional capacity).  Patients may also 
choose not to be represented. 

  
5.10.6.2  If a patient chooses to be represented, they are to be advised that the IFR panel meets 
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on set dates and these cannot be changed to suit attendance (Reasonable adjustments 
may be agreed in line with DDA Guidance).  If a patient or their representative is unable 
to attend on the allocated panel date, the patient can choose to delay their hearing until 
the next panel date or to allow the hearing to go ahead on the allocated date without 
representation. 

  
5.10.6.3  A patient or representative will be allocated ten minutes at the panel meeting to present 

their case to the panel followed by an opportunity for the panel to ask any questions.  
There will be no opportunity for the patient to question the panel during the meeting. 

  
5.10.6.4  Patients will have an identified point of contact throughout the application process. 

  
5.10.7 The IFR Panel may make such approval contingent on the fulfilment of such conditions as it 

considers fit. 
  

5.10.8 Very occasionally an individual funding request presents a new issue which needs a 
substantial piece of work before the CCG can reach a conclusion upon its position.  This 
may include wide consultation. Where this occurs the IFR Panel may adjourn a decision on 
an individual case until that work has been completed. 
  

5.10.9 Re-submissions to the IFR Panel are considered where, since the original IFR panel 
decision was taken, new information of a material nature is available to the panel. 
  

5.11 Appeals 
  

5.11.1 Appeals should not be on the basis that the GP/Patient/Clinician does not like the decision.  
There should be a basis for the appeal.  Appeal panels are held within 6 weeks of receiving 
an appeal.  Decisions following an appeal panel are communicated within 15 days. 
  

5.11.2 The Appeal Panel will determine whether in considering the case in question the IFR Panel 
has breached any of the principles listed below: 

 

 Illegality – the refusal of the request was not an option that could lawfully have been 
taken into account by the IFR Panel.  The IFR Panel should have reached a 
decision that was open to them acting as a reasonable IFR Panel 

 Procedural impropriety – there were substantial and/or serious procedural errors in 
the way in which the IFR process was conducted.  The IFR Panel should have acted 
in accordance with the operating procedures adopted by the CCG. 

 Irrationality – the decision to refuse funding for the requested treatment was a 
decision which no reasonable IFR Panel could have reached on the evidence before 
the Panel.  In reaching its decision the IFR Panel should have taken into account 
and weighed all the relevant factors and not taken into account any irrelevant 
factors. 

Those wishing to appeal will be invited to demonstrate which of the above grounds 
they feel has been breached and how. 
  

5.11.3 The CCG Appeals Panel operating procedure and membership is set out in the Procedure 
for Considering Appeals to the CCG IFR Appeals Panel (Appendix 8).  In the interests of 
natural justice – the Appeal Panel membership is different from that of the IFR Panel. 

 
5.11.4 The Appeals Panel is part of the corporate governance process of the CCG.  The role of the 

Appeals Panel is to determine whether the IFR Panel has followed its own procedures, has 
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properly considered the evidence presented to it and has come to a reasonable decision 
upon the evidence. 
  

5.11.5  The Appeals Panel shall have the right to: 
  

 Uphold the decision of the IFR Panel 

  Refer the case to the Individual Funding Request Panel for reconsideration at its next 
scheduled meeting with or without a recommendation 

  Overturn the decision of the IFR panel and agree to commission the requested treatment 

  Defer a decision pending the submission of further information or advice 
  

5.12 Co-operation of Provider Trusts  
 

5.12.1 The CCG requires provider trusts and clinicians to take the CCG's commissioning policies 
into account in the advice and guidance given to patients prior to making the decision to 
treat a patient, as set out in the NHS Contract. The CCG expects the Management of its 
provider trusts to have oversight of this process. The CCG would expect every individual 
funding request to be sanctioned by provider trust management and reserves the right to 
refer recurrent inappropriate funding requests to the Chief Executive of the relevant 
provider trust. 

 
5.13 Urgent treatment decisions 

  
5.13.1 The CCG recognises that there will be occasions when an urgent decision needs to be 

made to consider approving funding for treatment for an individual patient outside the 
CCG's normal policies.  In such circumstances the CCG recognises that an urgent decision 
may have to be made before a panel can be convened.  The following provisions apply to 
such a situation. 
  

5.13.2 An urgent request is one which requires urgent consideration and a decision because the 
patient faces a substantial risk of significant harm if a decision is not made before the next 
scheduled meeting of the IFR Panel.  
  

5.13.3 Urgency under this policy cannot arise as the result of a failure by the Clinical Team 
expeditiously to seek funding through the appropriate route and/or where the patient's 
legitimate expectations have been raised by a commitment being given by the provider trust 
to provide a specific treatment to the patient.  In such circumstances the CCG expects the 
provider trust to go ahead with treatment at the provider trust's expense.  
  

5.13.4 Provider trusts must take all reasonable steps to minimise the need for urgent requests to 
be made through the IFR process.  If clinicians from any provider trust are considered by 
the CCG not to be taking all reasonable steps to minimise urgent requests to the IFR 
process, the CCG may refer the matter to the provider Trust Chief Executive. 
  

5.13.5 Where an urgent decision needs to be made to authorise treatment for an individual patient 
outside the CCG's normal policies, the decision will be made by an Executive Director 
nominated by the Accountable Officer. 
  

5.13.6 The Authorised Officer shall, as far as possible within the constraints of the urgent situation, 
follow the policy set out above in making the decision.  The Authorised Officer shall 
consider the nature and severity of the patient's clinical condition and the time period within 
which the decision needs to be taken.  The Authorised Officer shall collect as much 
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information about both the patient's illness and the treatment as is feasible in the time 
available and shall consider the request for funding in accordance with relevant existing 
commissioning policies.   
  

5.13.7 The Authorised Officer shall be entitled to reach the view that the decision is not of 
sufficient urgency or of sufficient importance that a decision needs to be made outside of 
the usual process. 
  

5.13.8 The Authorised Officer shall be entitled to reach the view that the request is, properly 
analysed, a request for a service development and so should be refused and/or 
appropriately referred for policy consideration.   
  

5.13.9 Where the Authorised Officer considers that there is sufficient time to consult the Chair 
and/or members of the IFR Panel before making an urgent decision, the Authorised Officer 
shall do so and shall take any views into consideration before making a decision. 
 

6. Consultation 
 
6.1 The Executive Director for Commissioning Implementation and managers and users of the 

policy within the CCG have been consulted on, and involved in, the development of this 
policy. 
 

7. Target audience 
 

9.1 This policy applies to all clinicians within CCG or external Providers making individual 
funding requests as well as staff involved in the administration and decision making 
processes. 

 
8. Communication 

 
10.1 A copy of the IFR policy will be available on the internet and CCG intranet for 

information to staff and patients. 
9. Training 

 
9.1 Training to supplement the protocol document appended to this policy will be provided 

by the IFR Manager. 
 

10. References 
 

10.1 The documents which have informed this policy are: 
 

 Swindon PCT  Individual Funding Request Policy 
 

 West Midlands Strategic Commissioning Group, Commissioning Policy 9: Individual 
Funding requests. 

 

 West Midlands Strategic Commissioning Group, Commissioning Policy 1: Ethical 
Framework to underpin priority setting and resource allocation within collaborative 
commissioning arrangements 

 

 The National Institute for Health and Care Excellence, Guide to the Methods of 
Technology Appraisal 
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http://www.nice.org.uk/media/B52/A7/TAMethodsGuideUpdatedJune2008.pdf 
 

 The National Institute for Health and Clinical Excellence, Appraising life-extending, end of 
life treatments http://www.nice.org.uk/media/88A/F2/SupplementaryAdviceTACEoL.pdf 

 
 Department of Health, The National Health Service Act 2006, The National Health 

Service (Wales) Act 2006 and The National Health Service (Consequential Provisions) 
Act 2006. 
http://www.dh.gov.uk/en/Publicationsandstatistics/Legislation/Actsandbills/DH_064103 

 

 Department of Health, The NHS Constitution for England, July 2009,  
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGui
dance/DH_093419 

 

 The National Prescribing Centre, Supporting rational local decision-making about 
medicines (and treatments), February 2009, 
http://www.npc.co.uk/policy/resources/handbook_complete.pdf 

 

 NHS Confederation Priority Setting Series, 2008, 
http://www.nhsconfed.org/publications/prioritysetting/Pages/Prioritysetting.aspx 

 
 

 

http://www.dh.gov.uk/en/Publicationsandstatistics/Legislation/Actsandbills/DH_064103
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Appendix 1 

 
 

ETHICAL FRAMEWORK FOR DECISION MAKING 

1 Introduction and Background  

The CCG is under a statutory duty to promote the health of the local community. They are also under 

a duty not to exceed their annual financial allocation.  These legal requirements mean that, from 

time to time, difficult choices have to be made as to whether to invest or disinvest in healthcare 

treatments and services. 

The CCG has established a prioritisation process comprising of a prioritisation framework, a priorities 

committee and individual funding request panel. The purpose of the priorities committee is to 

advise the local NHS Health economy as to the health care interventions and policies that should be 

given high or low priority. The priorities committee helps the CCG and its Localities choose how to 

allocate its resources to promote the health of the local community, based on the local health needs 

assessment.  

2 Purpose of the Ethical Framework  

The purpose of the Ethical Framework is to guide and underpin the decision making processes of the 

CCG and the work of the Priorities Committee, it further supports a consistent approach to 

commissioning by:  

 Providing a coherent structure for discussion, ensuring all important aspects of each issue 

are considered  

 Promoting fairness and consistency in decision making from meeting to meeting and with 

regard to different clinical topics, reducing the potential for inequity  

 Providing a means of expressing the reasons behind the decisions made  

 Reducing risk of judicial review by implementation of robust decision making processes that 

are based on evidence of clinical and cost effectiveness within an Ethical Framework 

 Supporting and integrating with the development of CCG Commissioning Plans  

Formulating policy recommendations regarding health care priorities involves the exercise of 

judgment and discretion and there will be room for disagreement both within and out with the 

Priorities Committee. Although there is no objective or infallible measure by which such decisions 

can be based, the Ethical Framework supported by the CCG Prioritisation Framework, enables 

decisions to be made within a consistent setting which respects the needs of individuals and the 

community. The Committee recognises that their discretion may be affected by National Service 

Frameworks, National Institute for Health and Care Excellence (NICE) technology appraisal guidance 

and Secretary of State Directions to the NHS.  
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The Ethical Framework is especially concerned with the following:  

A. EVIDENCE OF CLINICAL AND COST EFFECTIVENESS  

The Priorities Committee will seek to obtain the best available evidence of clinical and cost 

effectiveness using robust and reproducible methods. Methods to assess clinical and cost 

effectiveness are well established. The key success factors are the need to search effectively and 

systematically for relevant evidence, and then to extract, analyse, and present this in a consistent 

way to support the work of the Committee. Choice of appropriate clinically and patient-defined 

outcomes needs to be given careful consideration, and where possible quality of life measures and 

cost utility analysis should be considered.  

The Committee will promote treatments for which there is good evidence of clinical effectiveness in 

improving the health status of patients and will not normally recommend treatment that is shown to 

be ineffective. Issues such as safety and drug licensing will also be carefully considered. When 

assessing evidence of clinical effectiveness the outcome measures that will be given greatest 

importance are those considered important to patients' health status. Patient satisfaction will not 

necessarily be taken as evidence of clinical effectiveness. Trials of longer duration and clinically 

relevant outcomes data may be considered more reliable than those of shorter duration with 

surrogate outcomes. Reliable evidence will often be available from good quality, rigorously 

appraised studies. Evidence may be available from other sources and this will also be considered. 

Patients' evidence of significant clinical benefit is relevant and Patient Outcome Measures and 

patient experience will be considered as part of the CCG Prioritisation Framework.  

The Committee will compare the cost of a new treatment to the existing care provided and will also 

compare the cost of the treatment to its overall benefit, both to the individual and the community. 

They will consider technical cost-benefit calculations (e.g. quality adjusted life years), but these will 

not by themselves be decisive. The Priorities Committee will use the Ethical Framework and 

Prioritisation Framework to guide context-specific judgements about the relative priority that should 

be given to each topic.  

 

B. EQUITY  

The CCG believes that people should have access to health care on the basis of need. There may also 

be times when some categories of care are given priority in order to address health inequalities in 

the community. However, the Priorities Committee will not discriminate on grounds of personal or 

protected characteristics, such as age, gender, sexual orientation, gender identity, race, religion, 

lifestyle, social position, family or financial status, intelligence, disability, physical or cognitive 

functioning. However, in some circumstances, these factors may be relevant to the clinical 

effectiveness of an intervention and the capacity of an individual to benefit from the treatment.  
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C. HEALTH CARE NEED AND CAPACITY TO BENEFIT  

Health care should be allocated justly and fairly according to need and capacity to benefit, such that 

the health of the population is maximised within the resources available. The Priorities Committee 

will consider the health needs of people and populations according to their capacity to benefit from 

health care interventions. So far as possible, it will respect the wishes of patients to choose between 

different clinically and cost effective treatment options, subject to the support of the clinical 

evidence.  

This approach leads to three important principles:  

 In the absence of evidence of health need, treatment will not generally be given solely 

because a patient requests it.  

 A treatment of little benefit will not be provided simply because it is the only treatment 

available.  

 Treatment which effectively treats "life time" or long term chronic conditions will be 

considered equally to urgent and life prolonging treatments.  

D. COST OF TREATMENT AND OPPORTUNITY COSTS.  

Because the CCG is duty-bound not to exceed its budget, the cost of treatment must be considered. 

The cost of treatment is significant because investing in one area of health care inevitably diverts 

resources from other uses. This is known as opportunity costs and is defined as benefit foregone, or 

value of opportunities lost, that would accrue by investing the same resources in the best alternative 

way. The concept derives from the notion of scarcity of resources. A single episode of treatment may 

be very expensive, or the cost of treating a whole community may be high.  

 

E. NEEDS OF THE COMMUNITY  

Public health is an important concern of the Priorities Committee and the CCG will seek to make 

decisions which promote the health of the entire community. Some of these decisions are promoted 

by the Department of Health (such as the guidance from NICE and National Service Frameworks). 

Others are produced locally. The Committee will also support effective policies to promote 

preventive medicine which help stop people becoming ill in the first place.  

Sometimes the needs of the community may conflict with the needs of individuals. Decisions are 

difficult when expensive treatment produces very little clinical benefit. For example, it may do little 

to improve the patient's condition, or to stop, or slow the progression of disease. Where it has been 

decided that a treatment has a low priority and cannot generally be supported, a patient's doctor 

may still seek to persuade the CCG that there are exceptional circumstances which mean that the 

patient should receive the treatment. These requests are managed through the Individual Funding 

Request process and panel. 
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F. POLICY DRIVERS  

The Department of Health issues guidance and directions to NHS organisations which may give 

priority to some categories of patient, or require treatment to be made available within a given 

period. These may affect the way in which health service resources are allocated by the CCG. The 

Committee operates with these factors in mind and recognises that their discretion may be affected 

by National Service Frameworks, NICE technology appraisal guidance, Secretary of State Directions 

to the NHS and performance and planning guidance.  

Locally commissioned priorities will be informed by the needs of each Locality within the CCG and 

these will be described in the Locality Plans and CCG Commissioning Strategy (QIPP) and Operating 

Plans.  

G. EXCEPTIONAL NEED  

There will be no blanket bans on treatment since there may be cases in which a patient has special 

circumstances which present an exceptional need for treatment. Each case of this sort will be 

considered on its own merits in light of the clinical evidence. The CCG have procedures in place to 

consider such exceptional cases on their merits through the individual Funding Request process and 

panel. 

 

Review:  November 2014   
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Appendix 2 
 

Experimental and Unproven Treatments 
Policy 
 

 
 
1 The policy 

 
1.1 This policy applies to any patient for whom the CCG is the Responsible 

Commissioner, except as set out below: 
 

 treatments which are judged experimental or not to be of proven 
effectiveness will not routinely be funded; and 

 funding for individual patients or groups of patients within poorly designed 
trials will not be supported. 

 
1.2 The CCG will strive to fulfil the requirements placed upon CCGs as set out in the 

Department of Health letter to the NHS (9 July 2009) (Gateway number 12153),  
provided that the CCG is satisfied as to affordability and has taken account of 
competing demands upon its budget.  
 

1.3 The CCG will be prepared to consider funding a clinical trial or to sponsor a 
patient into an existing trial but funding cannot be guaranteed.  The ability of the 
CCG to support R&D is influenced by: 
 

 Financial constraints. Any trial has to be prioritised against competing 
needs. 

 

 The research priorities of the clinical community. However desirable a 
trial, clinical or R&D support, there can be no guarantee that a given 
evaluation is a research priority for the clinical and R&D community, on 
whom commissioners are dependent on delivering a trial.   

 

 Capacity constraints within the CCG’s team for those trials that have to 
be fully commissioned by the CCG. 

 
1.4 The CCG will give consideration, within its level of commissioning responsibility 

ie not for specialised and rare conditions that should be considered the remit of 
NHS England Specialised Commissioning, to supporting experimental treatment 
or off label use for rare clinical situations for which good quality clinical trials are 
considered impossible. These will be considered under the individual funding 
request category: individual requests (see Commissioning Policy 09: Individual 
Funding Requests)  These will be identified on the basis of: 
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 the incidence of the clinical condition / circumstance;  

 the nature of the intervention;  

 the nature of the clinical research community. 
 

1.5 When a case has been identified under paragraph 1.4 the CCG will consider the 
following:  
 

 the potential benefit and risks of the treatment; 

 the biological plausibility of benefit based on other evidence; 

 an assessment of value for money; 

 the priority of the patient’s needs vis-à-vis other competing 
demands.  

 
1.6 The clinician will be expected to provide as much information as possible about 

the treatment, relevant research upon which the claim for biological plausibility of 
the treatment is based, and costs, as well as clinically relevant information on the 
patient. In addition, the clinician will identify the clinical markers and clinical 
outcomes that will be monitored to assess treatment response. 
 

1.7 When a case has been identified under paragraph 1.4  the funding options which 
the CCG will consider are:  
 

 Not to fund. 
 

 Fund on the condition that the patient enters a properly conducted 
‘n of 1’ trial.  This option is currently not open to NHS 
commissioners. 

 

 Fund a trial of treatment but make ongoing treatment subject to the 
demonstration of clinical benefit for the individual patient using 
criteria agreed in advance with the clinical team. 

 

  
1.8 In all instances, contribution to any relevant clinical database or population 

registry which is operating will be an additional condition of approval of funding 
for the treatment. 
 

1.9 The CCG is not a research organisation but will be prepared to consider requests 
to sponsor an individual patient to enter a clinical trial. When such an application 
is made, the CCG will give consideration to: 
 

 The potential strategic importance of the treatment. This requires a 
judgment to be made on whether the trial will address CCG 
priorities for the programme area.  

 

 The quality of the trial and whether or not it is going to generate the 
sort of information needed to enable the CCG to reach a view on 
the clinical effectiveness and cost effectiveness of the treatment. 
Specialist advice may need to be sought on the methodology to be 
adopted within any trial.  
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 Ownership of the data. Trials which do not guarantee that the data 
will be made available in the public domain will not be considered 
for funding.  
 

 Affordability.  
 

1.10 Where an application is made under paragraph 0, the clinician will be expected 
to provide as much information about the patient, the treatment and the trial as 
possible.  A copy of the trial protocol should also be included with the application. 
 

1.11 If pick-up funding may be required following a trial, details of this potential should 
be indicated in any application for funding.  If the patient is sponsored, a record 
of acceptance should be kept in the patient notes to ensure pick-up is carried 
out.  Discussion on and tracking of any future commitments will also be carried 
out.  This is of particular importance given the frequent reorganisation of the 
commissioning arm of the NHS. 
 

1.12 The CCG may either consider initiating a national trial or be asked to consider 
funding a trial of treatments considered of importance to commissioners.  Such 
trials are a major undertaking and usually require collaboration with other CCGs.  
As such they will be infrequent events.  
 

2 Documents which have informed this policy 
 

2.1 Delivering Excellence for Swindon 2010 - 2015 
 

2.2 Individual Funding Requests: NHS Swindon commissioning policy no9 
 

2.3 West Midlands Strategic Commissioning Group, Commissioning Policy 1: Ethical 
Framework to underpin priority setting and resource allocation within 
collaborative commissioning arrangements, November 2009  
 

2.4 West Midlands Strategic Commissioning Group, Commissioning Policy 9: 
Individual Funding Requests, November 2009  
 

2.5 West Midlands Strategic Commissioning Group, Guidance Note 2: The role of 
commissioners in the evaluation of individual treatments and the funding of 
clinical research. November 2009 
 

2.6 Department of Health letter, Requirements to support research in the NHS, 
Gateway number 12153, July 2009.  
http://www.dh.gov.uk/en/Publicationsandstatistics/ 
Lettersandcirculars/Dearcolleagueletters/DH_102101 
 

2.7 Department of Health: HSG(97)32:Responsibilities for meeting Patient Care 
Costs associated with Research and Development in the NHS. 
http://www.dh.gov.uk/en/Researchanddevelopment/A-Z/DH_4016456 
 

2.8 Department of Health, The National Health Service Act 2006, The National 
Health Service (Wales) Act 2006 and The National Health Service 
(Consequential Provisions) Act 2006. 

http://www.dh.gov.uk/en/Publicationsandstatistics/
http://www.dh.gov.uk/en/Researchanddevelopment/A-Z/DH_4016456
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http://www.dh.gov.uk/en/Publicationsandstatistics/ 
Legislation/Actsandbills/DH_064103 
 

2.9 Department of Health, World Class Commissioning Competencies, December 
2007, http://www.dh.gov.uk/en/Publicationsandstatistics/ 
Publications/PublicationsPolicyAndGuidance/DH_080958 
 

2.10 Department of Health, The NHS Constitution for England, July 2009,  
http://www.dh.gov.uk/en/Publicationsandstatistics/ 
Publications/PublicationsPolicyAndGuidance/DH_093419 
 

2.11 The National Prescribing Centre, Supporting rational local decision-making about 
medicines (and treatments), February 2009, 
http://www.npc.co.uk/policy/resources/handbook_complete.pdf 
 

2.12 NHS Confederation Priority Setting Series, 2008, 
http://www.nhsconfed.org/publications/prioritysetting/Pages/Prioritysetting.aspx 
 

 

http://www.dh.gov.uk/en/Publicationsandstatistics/
http://www.dh.gov.uk/en/Publicationsandstatistics/
http://www.dh.gov.uk/en/Publicationsandstatistics/


April 2014 Page 1 
 

 

 

Appendix 3 
 

Protocol for Considering Individual 
Funding Requests 
 

 
 

1 Introduction 
 

1.1 This protocol sets out the principles and process for individual funding requests i.e. 
requests for treatments that fall outside the usual (CCG) commissioning contracts 
and service level agreements. The CCG’s Individual Funding Request Panel is 
established to consider these exceptional funding requests and to ensure that 
decisions made are equitable, represent value for money and are in the interest of 
the whole population.  
 

1.2 A key element of this will be consideration of the cases on the basis of evidence 
of effectiveness, cost effectiveness, impact on health and affordability, ensuring 
that the CCG has a robust process in place to ensure compliance with the NHS 
Constitution, CQC Regulations Essential Standards of Quality and Safety and 
other statutory regulations. 
 

2 Purpose 
 

2.1 The purpose of this guideline is to:  
 

 Set out the process for handling individual funding requests. 

 Clarify the decision making criteria against which requests are judged. 

 Set out the appeals process that can be invoked as necessary. 
 

2.2 This protocol applies to all written individual funding requests for treatments for 
the registered population of Gloucestershire, provided through primary care 
(General Practitioner services), secondary care (hospital services), tertiary 
(specialist) care and community services.   
 

2.3 This document should be read in conjunction with the following policies and 
documents: 
 

 Ethical Framework Policy  

 Experimental and Unproven Treatments Policy 

 Individual Funding Request Policy 

 Terms of Reference for the Individual Funding Request Panel 

 The Effective Clinical Commissioning Policies list 
 

2.4 All relevant documents are available on the NHS Gloucestershire CCG website. 
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3 Process for considering Individual Funding Requests 

 
3.1 This protocol presents a three-staged approach to the process of considering these 

requests. A flow chart outlining the process is provided in Appendix 4. 
 

4 STAGE ONE – individual funding request to Gloucestershire CCG 
 

4.1 The managing clinician must first consult the CCG’s current commissioning 
policy statements to establish that the patient’s treatment does not fall within 
current treatment policies and commissioning responsibilities.  
 

4.2 If the treatment is not normally funded the clinician needs to submit an individual 
funding request application to the Panel in liaison with the patient. Applications 
will only be accepted from clinicians or other health care professionals involved 
in the care of the patient.  
 

4.3 Treatment requests made by a secondary care clinician must have a prior 
approval of the hospital medical director and / or Clinical Governance Lead or the 
assistant medical director.  
 

4.4 Individual funding requests must be submitted on the standard application form 
to ensure that the Individual Funding Request Panel receive all the relevant 
information in order to make a decision. The application needs to be submitted 
electronically to ensure legibility.  
 

4.5 The same application form is used for requests for equipment, drugs, surgery or 
other treatments that fall outside of existing commissioning contracts. 
 

4.6 The information required includes the following: 
 

 Clinical circumstances of the patient 

 Treatment/intervention requested, expected benefits and risks of 
treatment 

 Reasons why the patient’s clinical circumstances are ‘exceptional’ or 
should otherwise lead to the CCG agreeing to an intervention outside of 
normal commissioning arrangements 

 Evidence on which the clinical opinion is based 

 The cost of treatment (if available/known) and length of treatment (number 
of treatment episodes, length of in-patient stay, etc) 

 Whether there are likely to be similar patients within the CCG population 
 

4.7 It is the responsibility of the requesting clinician to provide sufficient clinical 
evidence in the form of hard copies of research papers or other documentary 
evidence to support the application. Where appropriate, supporting letters from 
the patient, clinical specialists or other health or social care professionals 
involved in the patients’ care should also be included. 
 

4.8 Completed applications should be e-mailed to the address specified on the form. 
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5 STAGE TWO – Initial assessment of the application 
 

5.1 The Individual Funding Request Panel secretary enters all applications to the 
database.  All applications are considered in a weekly triage meeting consisting 
of a commissioning manager, a medical advisor and an IFR Manager [with public 
health support if necessary] to establish:  
 

5.2 1. Does the CCG have a responsibility for commissioning the care requested to 
the individual patient? If not - unable to support the application, decline with 
reasons.  

 
5.3 2. Is the intervention covered by existing service level agreements? If yes - pass 

on to the commissioning department.  
 

5.4 3. Are there other standard treatments already commissioned for this condition 
not yet tried/accessed? If yes – unable to support the application, decline with 
reasons.  

 
5.5 4. Is the intervention well established and commonly provided on the NHS 

(although not covered by an existing service level agreement)? If yes – 
consider the evidence base and approve funding if justified. 

 
5.6 5. Is the intervention a service development that could be considered for a 

cohort of patients? If yes – decline with reasons and request a service 
development proposal from the applicant. 

 
5.7 6. Does the application demonstrate sufficient evidence of exceptional clinical 

circumstances to enable the IFR Panel to consider the case? If not - decline 
with reasons within 10 days of the Triage meeting.  

 
5.8 7. Is additional information required in order to give the referrer every 

opportunity to describe any circumstances that may indicate that the patient is 
an exception to the CCG policy? 

 
5.9 Where applicable, the applicant will be informed within ten days of the triage 

meeting the date of the Panel when the case will be considered. In usual 
circumstances the Panel meets monthly. 
 

6 STAGE THREE - The decision-making process 
 

6.1 The Individual Funding Request (IFR) Panel will meet a minimum of ten times a 
year. The Panel acts as a formal sub-committee of the Integrated Governance 
and Quality Committee.  It has the authority to make exceptions to the 
Commissioning Policies of the CCG and thus commit financial resources within 
the frameworks agreed. The Panel will report its decisions to the Integrated 
Governance and Quality Committee on an annual basis or earlier if significant 
risk issues identified. 
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7 Membership of the IFR Panel 
 

7.1 Membership will consist of the following: 

 Lay worker (Chair)  

 Lay worker  

 Two from the following list of clinically qualified members  
 

o Chair of Gloucestershire Clinical Commissioning Group Board or their 
nominated deputy  

o Executive Nurse & Quality Lead or nominated deputy [clinical] 

 Chief Financial Officer or Director of Commissioning Implementation or their 
nominated deputy 

 
 

7.2 The Panel will be quorate if 3 members are present and with at least  
 

 One Lay worker  

 One Director or nominated deputy from Commissioning Implementation or 
Finance 

 One clinically qualified member 
 

  
7.3 The Chair of the Panel is approved by the CCG Board. One of the members will 

be appointed Vice Chair by the Panel. Expert advisors (e.g. on medicines, public 
health, clinical effectiveness, cost effectiveness) may be invited as necessary to 
advise the Panel but will not have a role in the decision making. 
 

7.4 Decisions are made by consensus.  If consensus cannot be reached, decisions 
are made by simple majority voting, with each Panel member having one vote 
and the Chair having the casting vote. 
 

8 Patient representation at the IFR Panel 
 

8.1 
Where the application is to be considered by the IFR Panel, the patient will have 
a choice in how to be represented.  A patient may choose to represent 
themselves or be represented by their clinician or another chosen person 
(although not a legal representative acting in a professional capacity).  Patients 
may be accompanied, but not by someone acting in a legal capacity. Patients 
may also choose not to be represented. 
 

8.2 
If a patient chooses to be represented, they are to be advised that the IFR panel 
meets on set dates and these cannot be changed to suit attendance.  If a patient 
or their representative is unable to attend on the allocated panel date, the patient 
can choose to delay their hearing until the next panel date or to allow the hearing 
to go ahead on the allocated date without representation. 
 

8.3 
A patient or representative will be allocated ten minutes at the panel meeting to 
present their case to the panel followed by an opportunity for the panel to ask 
any questions.  There will be no opportunity for the patient to question the panel 
during the meeting. 
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8.4 

Patients will have an identified point of contact throughout the application 
process. 
 

9 Format of meetings 
 

9.1 When relevant, the Panel will receive and consider a briefing of the evidence-
base supporting the requested treatment or intervention, prepared by the public 
health team.  
 

10 Decision making 
 

10.1 The IFR Panel shall be entitled to approve requests for funding for treatment for 
individual patients where the following conditions (1-5 and either 6 or 7) are met: 
 

10.2 1. The IFR Panel concludes that there are likely to be no similar patients to the 
requesting patient. 

 
10.3 2. There is sufficient evidence to show that, for the individual patient, the 

proposed treatment is likely to be clinically and cost-effective (taking note of 
any possible harm). 

 
10.4 3. Treating the patient is higher priority than other unfunded developments (see 

CCG commissioning strategy and list of low priority interventions) and the 
treatment can be afforded 

 
10.5 4. The IFR Panel is guided by the Ethical framework as set out in the Ethical 

Framework Policy (Appendix 1).  
 

10.6 5. The Panel has adequate information upon which to base its decisions 
provided through the standard application form. 

 
10.7 6.  Individual requests 

 
The IFR Panel will apply paragraphs 2.5, 2.6, 2.7 and 2.8 of the Experimental 
and Unproven Treatments Policy when considering individual requests for off-
licensed or unlicensed use of a drug or other unproven treatments for the clinical 
condition under consideration. 
 

10.8 7.  Exceptional requests 
 
Exceptional clinical circumstances refers to a patient who has clinical 
circumstances which, taken as a whole, are outside the range of clinical 
circumstances presented by a patient within the normal population of patients 
with the same medical condition and at the same stage of progression as the 
patient 
 

10.9 The IFR Panel will consider exceptionality in the context of the relevant 
commissioning policy statements and policies. 
 

  



April 2014 Page 6 
 

10.10 The IFR Panel will apply the guidance on exceptional clinical circumstances as 
defined in the Individual Funding Request Policy. 
 

11 What decision will be made 
 

11.1 The Individual Funding Request Panel can make one of four different decisions 
regarding individual funding requests: 
 

1. Support the application for funding.  
2. Defer a decision pending further information/investigation. 
3. Decline to support the application. 
4. Decline to support the application as an individual request due to the likely 

existence of ‘Similar Patients’ but refer to be considered as a service 
development/in-year service development as part of the normal 
commissioning process. 

 
Whenever possible the panel will seek to make a decision on the day the panel 
sits (unless there is a need to request supplementary information). 
 

11.2 The panel welcomes feedback from clinicians and patients on the application 
process and on any treatments approved. The clinicians may be asked to 
provide results or outcomes of treatments as part of the approval process. 
 

12 Informing applicant of the process 
 

12.1 The applicant[clinician] will be informed of the Panel’s decision within 15 working 
days.   
The decisions of the Panel will be communicated directly to the referring clinician 
and/or the patient’s GP (if this is not the same person). The CCG exercises 
caution in communicating the Panel’s decisions directly to patients because 
these may require interpretation or potentially cause distress that can best be 
addressed by their managing clinician. The CCG considers the managing 
clinician to be the ‘most appropriate person’ as per the NHS Guiding Principles1 
to carry out the face to face consultation regarding the Panel decision.  
 

12.2 In line with the NHS constitution, it is expected that agreed treatment will 
normally start within 18 weeks of the application being supported. There may be 
legitimate clinical or patient choice factors which may require that the planned 
treatment does not start within 18 weeks. For this reason, the Panel decision is 
valid for the treatment to commence within a 12 month period from the decision. 
If for any reason the treatment is not started within 12 months from decision, the 
applicant will be required to seek re-authorisation of funding from the Panel. 
 

13 Urgent Individual Funding Requests 
 

13.1 It is recognised that occasionally urgent decisions are required.  In such 
instances, the Individual Funding Request Panel will consider cases outside of 
scheduled meetings, using fax/email/telephone conference facilities as 
necessary, as set out in the Individual Funding Request Policy. Despite urgent 
circumstances, no members of the Individual Funding Request Panel can 
normally make decisions on their own, and it is recommended that urgent 
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decisions are delegated by the Chair of the Individual Funding Request Panel to, 
as a minimum, an Executive Director or a designated deputy, medically qualified 
representative of the Panel and a Lay worker.  
 

13.2 In exceptional circumstances an executive director of the CCG can make a 
decision on an urgent request as set out in the Individual Funding Request 
Policy. 
 

14 Re-submission of application 
 

14.1 If the request for funding has been refused by the Panel, the applicant can re-
submit the case if new information of a material nature is available to the panel . 
If this information is deemed ‘new evidence’ by the triage meeting it will be 
considered at the next available meeting of the Panel. Re-submissions with 
additional new evidence are accepted within six months of the original 
application. Otherwise a new application for the panel is necessary.    
 

15 Appeals 
 

15.1 In the event that the applicant and/or patient wish to appeal against a decision 
made by the Individual Funding Request Panel, then the Appeals Procedure will 
be followed. Information on how to invoke the appeals process is included in all 
reply letters to the applicant in ‘not supported’ cases, and is available from the 
Individual Funding Request Panel secretary. 
 

15.2 A patient and /or clinician wishing to appeal against the Panel decision must 
notify the IFR Panel secretary within one month of the date of the original 
decision giving reasons for the appeal. This notification will be forwarded to the 
Appeals Panel and a meeting will be convened within the established protocol. 
 

15.3 If the client/applicant is unhappy with the outcome of the Appeals process, the 
CCG Complaints Procedure can be followed, information for which is available 
from the Patient Advice Liaison Service (PALS).    
 

16 Availability 
 

16.1 All the documents related to the Individual Funding requests are available on the 
CCG inter and intranets. If a different format of this procedure is required it can 
requested from the IFR Panel secretary. 
 

17 Audit plan 
 

17.1 The Panel will provide evidence of adherence to the NHS Constitution through its 
annual effectiveness review and audit against national good practice guidance1,2. 
An annual effectiveness review will take place at the end of each financial year.   
 

18 References 
 

18.1 Defining Guiding Principles for Processes supporting Local Decision Making 
about Medicines (2009)   Available from: 
http://www.npc.co.uk/policy/resources/guiding_principles.pdf 

http://www.npc.co.uk/policy/resources/guiding_principles.pdf
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18.2 Supporting rational local decision-making about medicines (and treatments) A 

handbook of good practice guidance (2009). Available from: 
http://www.npc.co.uk/policy/local/constitution_handbook.htm  

 

http://www.npc.co.uk/policy/local/constitution_handbook.htm
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          Summarised decision making check-list      Appendix 5 
 

 

 

29.8.13 

Background information Is all the required information available? 
 

Exceptional clinical 
circumstances to current  
CCG policy 
OR 

Are the patient’s clinical circumstances outside the range of 
clinical circumstances, presented by patients with the same 
medical condition and at the same stage of progression? 

Individual request  
The CCG will give 
consideration to supporting 
experimental treatment or off 
label use for rare clinical 
situations for which good 
quality clinical trials are 
considered impossible. 

Points to consider:  

 the potential benefit and risks of the treatment 

 the biological plausibility of benefit based on other evidence 

 an assessment of value for money  

 the priority of the patient’s needs vis-à-vis other competing 
demands 

Similar patients Are there likely to be no other similar patients? 
Is this a potential service development?  

Health care need and capacity 
benefit 

What is the expected health gain? 
Does the likely clinical benefit outweigh treatment risks? 
Does the treatment meet the patient’s needs? 

Evidence of clinical and cost 
effectiveness 

Is the treatment of proven benefit?  
What is the level of evidence available? 
Is the treatment safe? 
The NHS should only invest in treatments and services which are 
of proven effectiveness unless it does so in the context of well 
designed, sufficiently powered and properly conducted clinical 
trials. 

Affordability Do we have the resources to pay for this and are we using NHS 
resources wisely?  
What are the range and location of local services, relevant to the 
patient’s clinical need, available within existing SLAs? 
 

Equity Is this patient or patient subgroup being treated fairly? 
Is there consistency with previous decisions? 
Would this decision set a precedent? 
 

Quality and safety  
 

Has the treatment been requested from a provider with an 
established reputation for safety, audit and clinical governance 
e.g. comply with the ‘NHS standards for Better Health’ 

Final check; is this decision o Legal (within CCG duties and human rights) 
o Rational and reasonable (considered relevant factors and 

excluded irrelevant factors) 
o Followed procedural propriety   
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Levels of evidence                             Appendix 6 
 
Hierarchical systems for levels of evidence and recommendations2,3  
 

 The hierarchy of evidence and the recommendation grading relates to the strength 
of the literature and not necessarily to clinical importance.  

 
 

Hierarchy of evidence 
 

Grading recommendations 

Level Type of evidence 
 

Level Type of evidence 

1a Evidence from systematic reviews 
or meta-analysis of randomised 
controlled trials. 
 

A Based on hierarchy 1 evidence. 

1b Evidence from at least one 
randomised controlled trial. 
 

2a Evidence from at least one well-
designed controlled study without 
randomisation. 
 

B Based on hierarchy 2 evidence or 
extrapolated from hierarchy 1 evidence. 

2b Evidence from at least other type of 
quasi experimental study. 
 

3 Well-designed non-experimental 
descriptive studies, such as 
comparative studies, correlation 
studies, case–control studies and 
case series. 
 

C Based on hierarchy 3 evidence or 
extrapolated from hierarchy1 or 2 
evidence. 

4 Expert committee reports, opinions 
and/or clinical experience of 
respected authorities   

D Directly based on hierarchy 4 evidence 
or extrapolated from hierarchy 1,2 or 3 
evidence. 
 

 

 

 

 
2 http://www,cebm.net/?o=1025 

http://www.nice.org.uk/niceMedia/pdf/GDM_Chapter7_0305.pdf 

 
 
3 National Public Health Service for Wales Evidence-based advice to inform 
commissioning decisions on ‘Interventions not normally funded’ 2007, Dr Arif Mahmood 
and Dr Mary Webb                                                                                      

   

http://www,cebm.net/?o=1025
http://www.nice.org.uk/niceMedia/pdf/GDM_Chapter7_0305.pdf
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Appendix 7 
 

Individual Funding Request Panel Terms 
of Reference 
 

 
 
1 Overview 

 
1.1 These terms of reference reflect the core standards of conduct as 

defined in the Code of Conduct for NHS managers.   
 

1.2 The Panel adheres to the national good practice guidance in supporting 
rational local decision making about medicines and treatments1,2, 
therefore ensuring compliance with the NHS Constitution. These terms 
of reference reflect the role of the Panel in developing the individual 
funding process and ensuring that the use of resources and 
performance of the committee contributes towards putting national 
policy into practice and delivering targets. This includes compliance 
with the Care Quality Commission Essential Standard for Quality and 
Safety, Diversity and Equality and Information Governance standards.  
 
1 Supporting rational local decision making about medicines and 
treatments; A handbook of good practice guidance. February 2009. 
National Prescribing Centre.  
2 Defining guiding principles for processes supporting local decision 
making about medicines. January 2009. National prescribing Centre, 
commissioned by DoH  
 

2 Purpose of the Panel 
 

2.1 The primary role of the Individual Funding Request Panel is to provide 
assurance to the CCG board that resource allocation to all individual or 
exceptional funding requests, which do not fall under existing contracts, 
are equitable, represent value for money and are in the interests of the 
whole population, thereby supporting the delivery of the organisational 
objectives. 
 

2.2 A key element of this will be consideration of the cases on the basis of 
evidence of effectiveness, safety, cost effectiveness, impact on health 
and affordability, ensuring that the CCG has a robust process in place 
to ensure compliance with the NHS Constitution, Standards for Better 
Health (CQC Regulations) and other statutory regulations.  
 

2.3 The Individual Funding Request Panel has the delegated authority to 
make exceptions to the commissioning policies and healthcare 
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contracts of the CCG and commit financial resources within the 
frameworks agreed. 
 

2.4 The Panel also has a delegated responsibility for ensuring compliance 
with the core values of the NHS Constitution and contributing evidence 
towards elements of the Guiding Principles identified in the NHS 
Constitution Framework. 
 

3 Accountability 
 

3.1 The Individual Funding Request Panel operates as a formal sub-
committee of the Integrated Governance and Quality Committee and 
this is reflected in the CCG Internal Controls framework. 
 

3.2 The Individual Funding Request Panel operates in accordance with the 
CCG Standing Financial Instructions/Standing Orders and the Detailed 
Scheme of Delegation.  
 

3.3 The Panel is authorised by the Board to investigate any activity within 
its terms of reference.  It is authorised to seek any information it 
requires from any employee and all employees are directed to co-
operate with any request made by the Panel. The Panel is authorised 
by the Board to obtain outside legal or other independent professional 
advice and to secure the attendance of outsiders with relevant 
experience and expertise if it considers this necessary. 
 

3.4 The Individual Funding Request Panel Chair is directly accountable to 
CCG Chair. 
 

4 Membership and Quoracy 
 

4.1 Membership will consist of the following: 

 Lay worker (Chair)  

 Lay worker Two from the following list of clinically qualified 
members  
o Chair of Gloucestershire Clinical Commissioning Group Board or 
their nominated deputy  
o Executive Nurse & Quality Lead or nominated deputy 

 Chief Financial Officer or Director of Commissioning 
Implementation or their nominated deputy 
 
 

4.2 The Panel will be quorate if 3 members are present and with at least  
 

 One Lay worker  

 One Director [Finance or Commissioning Implementation] or 
nominated deputy  

 One medically qualified member 
 

  
4.3 The Chair of the Panel is approved by the CCG Board. One of the 
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members will be appointed Vice Chair by the Panel. Expert advisors 
(e.g. on medicines, public health, clinical effectiveness, cost 
effectiveness) may be invited as necessary to advise the Panel but will 
not have a role in the decision making. 
 

5 Responsibilities and Duties 
 

5.1 The principal duty of the Panel is to make decisions on individual 
funding requests. Patients or their clinicians are entitled to make a 
request to the IFR Panel for treatment to be funded by the CCG outside 
of its established policies on one of two grounds, namely: 
 

 The patient is suffering from a presenting medical condition for 
which the CCG has no policy (“an individual request”), or 
 

 The patient is suffering from a presenting medical condition for 
which the CCG has a policy but where the patient’s particular clinical 
circumstances are perceived by the referring clinician to fall outside that 
policy (“an exceptionality request”). 
 

6 Decision making 
 

6.1 The IFR Panel shall be entitled to approve requests for funding for 
treatment for individual patients where the following conditions (1-5 and 
either 6 or 7) are met: 
 

6.2 1. The IFR Panel concludes that there are likely to be no similar 
patients to the requesting patient. 
 

6.3 2. There is sufficient evidence to show that, for the individual patient, 
the proposed treatment is likely to be clinically and cost-effective (taking 
note of any possible harm). 
 

6.4 3. Treating the patient is higher priority than other unfunded 
developments (see CCG commissioning strategy and list of low priority 
interventions) and the treatment can be afforded 
 

6.5 4. The IFR Panel is guided by the Ethical framework as set out in the 
Ethical Framework Policy (Appendix 1).  
 

6.6 5. The Panel has adequate information upon which to base its 
decisions provided through the standard application form. 
 

6.7 6.  Individual requests 
 
The IFR Panel will apply paragraphs 2.5, 2.6, 2.7 and 2.8 of the 
Experimental and Unproven Treatments Policy when considering 
individual requests for off-licensed or unlicensed use of a drug or other 
unproven treatments for the clinical condition under consideration. 
 

6.8 7.  Exceptional requests 
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Exceptional clinical circumstances refers to a patient who has clinical 
circumstances which, taken as a whole, are outside the range of clinical 
circumstances presented by a patient within the normal population of 
patients with the same medical condition and at the same stage of 
progression as the patient 
 

6.9 The IFR Panel will consider exceptionality in the context of the relevant 
commissioning policy statements and policies. 
 

6.10 The IFR Panel will apply the guidance on exceptional clinical 
circumstances as defined in the Individual Funding Request Policy. 
 

6.11 The panel will share within and across CCG’s the experience gained in 
dealing with requests for individual patients.   
 

6.12 The Panel will provide evidence of adherence to the NHS Constitution 
through its annual effectiveness review and audit against national good 
practice guidance. 
 

7 Patient representation at the IFR Panel 
 

7.1 Where the application is to be considered by the IFR Panel, the patient 
will have a choice in how to be represented.  A patient may choose to 
represent themselves or be represented by their clinician or another 
chosen person (although not a legal representative acting in a 
professional capacity).  Patients may be accompanied, but not by 
someone acting in a legal capacity. Patients may also choose not to be 
represented. 
 

7.2 If a patient chooses to be represented, they are to be advised that the 
IFR panel meets on set dates and these cannot be changed to suit 
attendance.  If a patient or their representative is unable to attend on 
the allocated panel date, the patient can choose to delay their hearing 
until the next panel date or to allow the hearing to go ahead on the 
allocated date without representation. 
 

7.3 A patient or representative will be allocated ten minutes at the panel 
meeting to present their case to the panel followed by an opportunity for 
the panel to ask any questions.  There will be no opportunity for the 
patient to question the panel during the meeting. The patient or 
representative will be asked to leave while the panel conducts its 
deliberations. 
 

7.4 Patients will have an identified point of contact throughout the 
application process. 
 

8 Corporate Governance and Risk Management 
 

8.1 The Panel will adhere to all the appropriate CCG corporate governance 
and risk management arrangements including the development, 
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implementation and monitoring of agreed strategies, policies and 
procedures.   
 

8.2 The Panel will also contribute towards the CCG meeting the 
requirements of the appropriate inspection agencies including the Care 
Quality Commission, the NHS Litigation Authority and the Health and 
Safety Executive. 
 

8.3 The Panel should also ensure the CCG Board is provided with the 
appropriate information in relation to the compliance with all of the 
inspection agencies. 
 

9 Frequency of Meetings and Reporting Framework  
 

9.1 The Individual Funding Request Panel will meet at least ten times a 
year.  
 

9.2 The servicing, administrative and appropriate support to the Chair and 
members of the Panel will be provided by a nominated administrator.  
 

9.3 Where requested by the patient, the patient will be entitled to receive a 
copy of all written evidence that is presented to the IFR Panel (except in 
rare circumstances where this is considered by the patient’s clinician to 
be detrimental to the patient’s wellbeing).  
 

9.4 A patient or representative will be allocated ten minutes at the panel 
meeting to present their case to the panel followed by an opportunity for 
the panel to ask any questions.  There will be no opportunity for the 
patient to question the panel during the meeting. 
 

9.5 The decisions of the Panel will be conveyed in writing to the referring 
clinician.  
 

9.6 The Chair of the Panel shall draw to the attention of the Integrated 
Governance and Quality Committee any issues that may require 
disclosure to the Board, or require executive action. 
 

9.7 The Individual Funding Request Panel will report on its work to the 
Integrated Governance and Quality Committee on an annual basis on 
the cases considered and on its compliance on NHS Constitution core 
principles. 
 

10 Urgent Decisions 
 

10.1 It is recognised that occasionally urgent decisions are required.   
Where circumstances dictate that a request cannot wait until the next 
meeting and where the referring clinician makes a case for urgent 
request based on clinical need and comprehensive background 
information is available, an urgent panel can be constituted.  
 

10.2 In such instances, the Individual Funding Request Panel will consider 
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cases outside of scheduled meetings, using fax/e-mail/telephone 
conference facilities as necessary. However, despite urgent 
circumstances, no member of the Individual Funding Request Panel 
can normally make decisions on their own, and it is recommended that 
urgent decisions are delegated by the Chair of the Individual Funding 
Request Panel to, as a minimum, an Executive Director or a designated 
deputy, medically qualified representative of the Panel and a Lay 
worker.  
 

10.3 In exceptional circumstances an executive director of the CCG can 
make a decision on an urgent request as set out in the Individual 
Funding Request Policy. 
 

10.4 The record of decisions made on an urgent basis should be relayed to 
the next formal Panel meeting for ratification. 
 

11 Review Arrangements 
 

11.1 The Chair of the Individual Funding Request Panel will lead the annual 
effectiveness review which will be undertaken by the end of the 
financial year.   
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Appendix 8 
 

Procedure for Considering Appeals to 
the NHS Gloucestershire Clinical 
Commissioning Group Individual 
Funding Request Appeal Panel 
 

 
 

1 Introduction 
 

1.1 The CCG Individual Funding Request Appeal Panel (Appeal Panel) is a sub-committee 
of the CCG Board. It exists to consider appeals, in writing, by the applicant, and/or their 
patient against a decision of the CCG’s Individual Funding Request Panel (IFRP).  
Appeals are not a rehearing of the case.  Where there is new evidence not previously 
available or considered by the IFR Panel the case will be referred back to the IFR Panel 
for reconsideration. 
 

2 Purpose of the Appeals Panel 
 

2.1 The Appeals Panel’s role is to independently assess whether the Individual Funding 
Request Panel’s decisions are valid in terms of process, factors considered and criteria 
applied.   
 

2.2 The Appeals Panel has the authority to make exceptions to the commissioning policies 
and healthcare contracts of the CCG and commit financial resources within the 
frameworks agreed.  
 

3 Membership and Quoracy 
 

3.1 The chair shall be the chair of the Clinical Commissioning Group or their nominated 
deputy. None of the members of the appeal panel will have previously been involved in 
hearing any of the cases under consideration at the IFR panel. The Appeal Panel shall 
normally comprise at least one Lay worker.  The Chair may co-opt onto the Panel a 
medical practitioner, nurse or other healthcare professional with relevant healthcare 
expertise, or any other advisor the chair considers will be helpful to the panel in its 
deliberations.   
 

3.2 The Appeal Panel will be quorate if 3 members are present with at least: 

 One Executive Director (or nominated deputy) 

 One Lay worker  

 One healthcare professional 
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4 Responsibilities and Duties 
 

4.1 The Appeal Panel will determine whether in considering the case in question the IFR 
Panel has breached any of the principles listed below: 
 

 Illegality – the refusal of the request was not an option that could lawfully have 
been taken into account by the IFR Panel.  The IFR Panel should have reached a 
decision that was open to them acting as a reasonable IFR Panel 

 

 Procedural impropriety – there were substantial and/or serious procedural errors 
in the way in which the IFR process was conducted.  The IFR Panel should have 
acted in accordance with the operating procedures adopted by the CCG. 

 

 Irrationality – the decision to refuse funding for the requested treatment was a 
decision which no reasonable IFR Panel could have reached on the evidence 
before the Panel.  In reaching its decision the IFR Panel should have taken into 
account and weighed all the relevant factors and not taken into account any 
irrelevant factors. 

 
Those wishing to appeal will be invited to demonstrate which of the above grounds they 
feel has been breached and how. 
 
Definitions – for guidance only 
 
Illegality –alleges that the public authority has moved outside the duty or discretion 
granted it by statute.  It has done something it ought not to have done, or failed to do 
something it ought to have done.  This issue has become more important with the 
introduction of the Human Rights Act 1998 [discussed below *]. 
 
Irrationality – is sometimes called Wednesbury unreasonableness.  It has been 
described in two ways, as follows: 

‘It applies to a decision which is so outrageous in its defiance of logic or of 
accepted moral standards that no sensible person who had applied his mind to 
the question to be decided could have arrived at it. Whether a decision falls in 
this category is a question that judges by their training and experience should be 
well equipped to answer, or else there would be something badly wrong with our 
system’ [In Council of Civil Service Unions v Minister for Civil Service [1985]AC 
374 at 410 
 

More recently it was explained by Lord Woolf MR.  He said: 
 

‘Rationality… has two faces: one is the barely known decision which simply 
defies comprehension; the other is a decision which can be seen to have 
proceeded by flawed logic’ [R v N and E Devon HA ex p Coughlan [1999] Lloyds 
Rep Med. 306, 323 col 2 
 

Procedural Impropriety – involves the duty to act fairly and impartially to those who 
are affected by decisions under the rules of natural justice.  It has been described as 
follows: 

‘failure by an administrative tribunal to observe rules that are expressly laid down 
in the legislative instrument by which its jurisdiction is conferred, even where 
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such failure does not involve any denial of natural justice’ [Lord Diplock in CCSU] 
 

*Illegality and the Human Rights Act 1998 
Art.2  Everyone’s right to life should be protected by law… 
Art 3  No one shall be subjected to torture inhuman or degrading treatment 
Art.8  Everyone has respect for his private and family life 
Art.12  Men and women of marriageable age have the right to found a family, according 
to the national laws governing the exercise of right 
Art.14  The enjoyment of rights and freedoms shall be secured without discrimination on 
any ground such as race, colour, language, religion, political or other opinion… or other 
status. 
 
 

4.2 Decisions are made by consensus.  If consensus cannot be reached, decisions are made by 
simple majority voting, with each Panel member having one vote and the Chair having the 
casting vote. 
 

5 Appeals Secretary 
 

5.1 The servicing and administration of the Panel will be conducted by the ‘Appeals 
Secretary’, who will be responsible for managing the administration of the appeal from 
receipt of the letter of appeal through to the notification of the decision.  
 

6 Evidence available to the Appeals Panel 
 

6.1 The Appeals Panel will have all the documents available to the Individual Funding 
Request Panel, as well as the record of the IFR Panel’s decision and reasoning. The 
appellant is not permitted to introduce new or additional evidence to support the appeal. 
Should such new information be presented and be considered by the Appeals Panel to 
be material, the appellant should be advised to re-submit the application to the IFR 
Panel for review.  No patient representation is possible at the appeal stage. 
 

7 Referral to an Independent Assessor 
 

7.1 Where the facts of a case are in dispute, the Chair of the Appeal Panel may, either 
before or at the hearing, refer the dispute to an independent assessor, chosen by the 
Chair, for determination.  The assessor shall provide a written report to the Chair of the 
Panel within six weeks. If, as a result of the appeal, the case is referred back to the 
Individual Funding Request Panel for re-consideration, the Individual Funding Request 
Panel shall be bound by the assessor’s determination of the disputed areas of the case 
in the absence of any new relevant evidence. 
 

8 Time for Appeal Hearing 
 

8.1 Unless circumstances render this impossible, the Panel hearing will take place a 
maximum of six weeks after the date of receipt of the appeal in order to give sufficient 
time to obtain relevant information. In the event of an “urgent” appeal the Appeal Panel 
will meet as soon it is reasonably possible for a quorate Panel to be assembled. The 
appellant to be informed of the Appeal Panel date in writing, or other means as 
appropriate, within 5 working days of receipt of the appeal. 
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9 Meeting Procedure 
 

9.1 At the commencement of each Appeal Panel the Chair will explain the purpose, roles, 
responsibilities, quoracy, and confidentiality of the meeting membership. The Chair will 
also request any declaration of interest from the members of the meeting. The Appeal 
will only consider the paper records concerned with the request and the decision making 
process (there will be no representation in addition to this). At the end of the meeting the 
minutes will be agreed by the Chair of the Appeal Panel. 
 
Through the Chair the Panel can access legal advice and have legal representation at 
the meeting. 
 

10 Appeal Decision 
 

10.1 The Appeal Panel can reach one of 4 decisions: 
 
1. Uphold the decision of the IFR Panel 
2. Refer the case to the Individual Funding Request Panel for reconsideration at its 
next scheduled meeting with or without a recommendation 
3. Overturn the decision of the IFR panel and agree to commission the requested 
treatment. 
4. Defer a decision pending the submission of further information or advice 
 

10.2 The Appeals Panel Secretary will inform the appellant and the Medical Director (on 
behalf of the IFRP) of the decision in writing within 15 working days. 
 

10.3 In the case of an “urgent” appeal the decision of the Appeal Panel will be communicated 
in writing, or other means as appropriate to the appellant within 5 working days. 
 

10.4 A summary of the reasoning behind the decision will be included in the letter, as well as 
an outline of the complaints procedure if the applicant is unhappy with the outcome of 
the Appeal Panel decision. 
 

11 Authority 
 

11.1 The Panel is authorised by the CCG Board to seek any information it requires from 
members of the Individual Funding Request Panel who are directed to co-operate with 
any such request.  The Appeal Panel is also authorised by the CCG Board to obtain 
legal advice and to secure the attendance of other appropriate persons with relevant 
experience and expertise if it considers this necessary. 
 

12 Confidentiality 
 

12.1 Panel members are bound by the Code of Confidentiality in respect of all written 
material and verbal discussions concerning the appeal.  All papers are to be collected at 
the end of the Appeal Panel’s sitting except those required by an executive member for 
subsequent action.  Any member who does not attend the sitting is responsible for 
returning all papers to the Appeals Secretary for shredding. 
 

13 Complaint 
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13.1 If a complaint is made about the handling of an appeal, the CCG’s complaints procedure 
can be invoked at any stage.  If the complaint relates to the impact of a commissioning 
policy on an individual then the complaints procedure will only be implemented once the 
Panel has reached a final decision. 
 

13.2 A complainant contacting the CCG will be informed: 
i) Of how their complaint will be handled 
ii) Of their right of recourse to the complaints procedure 
iii) That, if an appeal decision is found to be properly and reasonably reached, an 
Independent Review Panel cannot overturn that finding. 
 

13.3 A complaint can be made up to 12 months following the decision of the Appeal Panel. 
 

29.8.13 
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Appendix 9 
 

Prioritisation Framework 
 

 
What is the Prioritisation Framework 

 
The NHSGCCG have developed a Prioritisation Framework to enable prioritisation of schemes 
for the appropriate allocation of resource, ensuring that we’re doing the right thing, at the right 
time.  The Framework forms a key part of the ‘Stage 1 : Justify and Define’ element of the CCG 
Project and Programme Assurance process. 
 
The framework incorporates criteria across national and local priorities; patient, clinical and 
financial outcomes; urgency and scale of change, with weightings applied where appropriate.  For 
those schemes that are ‘must do’ (e.g. statutory changes), a heavily weighted mandatory 
category ensures the CCG allocates appropriate resource to them.  The full list of criteria follows 
below: 
 

 Mandatory 

 National alignment 

 Local alignment 

 Evidence 

 Outcomes – Clinical Benefit and Safety 

 Population Need and Inequalities 

 Urgency 

 Financial benefits (FYE) 

 Access 

 Scale of impact 

 Do-ability 

 Patient experience 
 

When to use the Prioritisation Framework 
 
The Prioritisation Framework was developed by the CCG as the mechanism to prioritise ideas 
developed within Clinical Programme Groups, through strategic planning, locality plans and any 
other ideas formed in-year and therefore present as new projects to QIPP Assurance Group. 
 
A self-assessment of priority should therefore be completed for each new scheme.  This can be 
found on CCG Live within the Programme Management Office (PMO) Toolkit, or by clicking here : 
https://ccglive.glos.nhs.uk/intranet/media/k2/attachments/Clinical%20Pages/Clinical%20Commiss
ioning%20Information/PMO/Prioritisation%20Self%20Assess.xlsm 
 

How to use the Prioritisation Framework 
 
Each scheme must be assessed against each of the criteria listed above with a score allocated 
dependent on the assessment of each criterion in turn.  A description of what would be expected 
for each score allocation is provided to support the assessment.  All criteria (except for 
‘Mandatory’) have a range of zero to four, with a non-existent alignment/outcome scoring zero, 
followed by a sliding-scale of incremental scores up to a maximum four for a significant 
alignment/outcome. 

https://ccglive.glos.nhs.uk/intranet/media/k2/attachments/Clinical%20Pages/Clinical%20Commissioning%20Information/PMO/Prioritisation%20Self%20Assess.xlsm
https://ccglive.glos.nhs.uk/intranet/media/k2/attachments/Clinical%20Pages/Clinical%20Commissioning%20Information/PMO/Prioritisation%20Self%20Assess.xlsm
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Once each criterion has been scored for the scheme, the spreadsheet will total the score to give 
an overall self-assessment rating.  This will be checked, challenged as necessary, and a final 
ratified score will be approved by the QIPP Assurance Group.  
 
If you need any support in using the Prioritisation Framework, please speak with a member of the 
PMO. 

 

The Prioritisation Framework 
 

 

Weighting 0 1 2 3 4

Mandatory 14

Not M andatory or 

considered High 

Risk

M andatory and/or 

high risk

National alignment 1

Not linked to  

constitution / NHS 

targets / NHS 

Domains

Addresses or 

contributes to  one 

target / NHS 

Domain

Addresses or 

contributes to  two 

targets / NHS 

Domains

Addresses or 

contributes to  three 

targets / NHS 

Domains

Addresses or 

contributes to  four 

or more targets/ 

NHS Domains

Local Alignment 1

This proposal / area 

is not identified as a 

local priority

Tactical alignment - 

enabler to  

Gloucestershire / 

Locality priorities

Initiative / area aligns 

with Gloucestershire 

/ Locality priorities

Initiative features in 

Gloucestershire / 

Locality plans

Initiative contributes 

significantly to  

Gloucestershire / 

Locality priorities

Evidence 2

No evidence of 

benefit in clinical 

outcomes

Some evidence 

from validated 

sources.

Strong evidence 

from validated 

sources.

Outcomes - Clinical 

Benefit & Safety
1 No impact

Small improvement 

in health and/or life 

expectancy and/or 

patient safety

M oderate 

improvements in 

health and/or life 

expectancy and/or 

patient safety

Demonstrable 

improvements in 

health and/or life 

expectancy and/or 

patient safety

Large and proven 

improvements in 

health and/or life 

expectancy and/or 

patient safety

Population Need & 

Inequalities
1 No impact

Small improvement 

in inequalities

M oderate 

improvements in 

inequalities

Demonstrable 

improvements in 

inequalities

Large and proven 

improvements in 

inequalities

Urgency 1
Not Urgent or 

important

Can be infill work & 

completed on best 

endeavours

Some degree of 

priority can be 

attached

Deadline date & 

important

Deadline date & 

urgent

Financial benefits 

(FYE)
2

No impact or 

creates a cost 

pressure

£1 - £100k Benefits 

attached

£101k - £250k 

Benefits attached

£251k - £500k 

Benefits attached

£501k+ 

Benefits attached

Access 1 No impact

Could increase care 

closer to  home / 

reduced waiting 

times or LOS

M oderate 

improvement in 

closer to  home / 

reduced waiting 

times / LOS

Demonstrable 

improvement in one 

access area

Will result in 

significant 

improvement in 

access

Scale of impact 1 No Impact
Limited Impact - less 

than 100 patients

M oderate Impact - 

100 - 1,000 patients

Significant Impact - 

1,001 - 5,000 patients

High Impact - over 

5,000 patients

Do-ability 2

No resource or 

budget available 

Internal/External

Internal Stakeholder 

support, 

resource/funds not 

identified (including 

staff availability)

Resource identified 

internally/external 

issues remain 

(including staff 

availability)

Full Stakeholder 

support, 

resource/funds now 

identified (including 

staff availability)

Resource & Budget 

secured

Patient experience 1

Worsening, or no 

impact on, patient 

experience

Small improvement 

in patient experience

M oderate 

improvement in 

patient experience

Demonstrable 

improvement in an 

aspect o f patient 

experience

Will result in 

significant benefits 

to  patient experience

Scoring Description

In addition, the follow ing areas w ill need to be considered w ithin the f inal business case : sustainability; organisational readiness of 

provider(s); any disbenefits.
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Appendix 10 

 

Glossary 
 

 
 

1 A Similar Patient refers to the existence of a patient within the patient population 
who is likely to be in the same or similar clinical circumstances as the requesting 
patient and who could reasonably be expected to benefit from the requested 
treatment to the same or a similar degree. The existence of a number of similar 
patients (which implies the existence of a cohort) or a trend in requests for an 
intervention indicate that a policy position is required of the CCG. 
 

2 Annual commissioning round is the process by which major funding decisions are 
taken, including the allocation of new money coming into the NHS.  This involves a 
complex process of prioritisation which involves a series of decisions. This process 
occurs during the months of October to March for the following financial year. 
 

3 Applicant is the clinician requesting the treatment. 
 

4 Case by case decision making, in the context of priority setting, occurs when a 
decision maker decides to allocate NHS resources for a specified treatment for one 
or more specified patients as a substitute for policy making. This is generally 
regarded as poor practice because it avoids making an explicit policy. 
 

5 Clinical circumstances means a full history of the patient’s medical condition, a full 
description of the patient’s present medical condition and as comprehensive an 
assessment of the patient’s future medical condition and prognosis as the Clinical 
Team treating the patient is able to provide. 
 

6 Effectiveness means the degree to which objectives that have been identified in 
advance are achieved.  In the NHS clinical effectiveness is a measure of the extent 
to which a treatment achieves pre-defined clinical outcomes in a target patient 
population.  
 

7 A treatment which is efficacious has been shown to have a beneficial effect in a 
carefully controlled and optimal environment. It is not always possible to have 
confidence that data from clinical trials will translate in clinical practice into the 
anticipated or any meaningful health gain for the target patient population of 
interest.  This is the difference between disease orientated outcomes and patient 
orientated outcomes.  For example a treatment might have demonstrated a change 
in some physiological factor which is used as a proxy measure for increased life 
expectancy but this relationship might not be borne out in reality.  
 

8 Exceptional refers to a person, service or situation who/which demonstrates 
characteristics which are highly unusual, uncommon or rare. 
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9 Exceptional clinical circumstances refers to a patient who has clinical 
circumstances which, taken as a whole, are outside the range of clinical 
circumstances presented by a patient within the normal population of patients with 
the same medical condition and at the same stage of progression as the patient. 
 

10 Experimental and unproven treatments are medical treatments or proposed 
treatments where there is no established body of evidence to show that the 
treatments are clinically effective.  The reasons may include the following: 
 

 The treatment is still undergoing clinical trials for the indication in question. 

 The evidence is not available for public scrutiny. 

 The treatment does not have approval from the relevant government body. 

 The treatment does not conform to an established clinical practice in the view of 
the majority of medical practitioners in the relevant field. 

 The treatment is being used in a way other than that previously studied or for 
which it has been granted approval by the relevant government body. 

 The treatment is rarely used, novel, or unknown and there is a lack of evidence of 
safety and efficacy. 

 There is some evidence to support a case for clinical effectiveness but the overall 
quantity and quality of that evidence is such that the commissioner does not have 
confidence in the evidence base and/or there is too great a measure of uncertainty 
over whether the claims made for a treatment can be justified. 
 

11 In-year service development is any aspect of healthcare, other than one which is 
the subject of a successful individual funding request, which the CCG agrees to 
fund outside of the annual commissioning round.  Unplanned investment decisions 
should only be made in exceptional circumstances because, unless they can be 
funded through disinvestment, they will have to be funded as a result of either 
delaying or aborting other planned developments. 
 

12 Individual funding request is a request received from a clinician, which seeks 
funding for a single identified patient for a specific treatment. 
 

13 Individual Funding Request (IFR) Panel is the committee of the CCG that has 
been authorised by the CCG’S Board to take decisions on its behalf on individual 
funding requests. 
 

14 NHS commissioned care is healthcare which the patient’s responsible CCG has 
agreed to fund.  The CCG has policies which define the elements of healthcare 
which the CCG is and is not prepared to commission, and individual funding request  
processes to consider commissioning care for individual patients outside those 
policies.  
 

15 Opportunity cost is the loss of healthcare gain for one group of patients which is 
forgone when a commissioner decides to invest in a healthcare intervention for 
another group of patients.  If, for example, a commissioner can only afford to fund 
one of the following: a cancer treatment, a screening programme, or 6 more 
palliative care beds, then the opportunity cost of choosing the cancer treatment can 
be seen to be the loss of the benefit that would have been delivered by either the 
screening programme or the palliative care beds. 
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16 Policy variation occurs when an existing policy is changed. When there is a 

proposal which would result in increased access to a treatment (for example by 
lowering the threshold for treatment or adding a new indication for treatment) the 
policy variation is a service development and will be treated as such.   
 

17 CCG’s Annual Operating Plan is the yearly document in which the CCG sets out 
both what actions from the Strategic Plan it will take forward in that year and what it 
plans to invest in. 
 

18 CCG’s Strategic Plan is the document in which the CCG sets out its vision and the 
major priority areas the organisation will focus on over the course of a 5 year period. 
 

19 Prioritisation is decision making which requires the decision maker to choose 
between competing options. 

 
20 Priority setting is the task of determining the priority to be assigned to a service, a 

service development, a policy variation or an individual patient at a given point in 
time.  Prioritisation is needed because the need and demands for healthcare are 
greater than the resources available. 
 

21 Responsible CCG1 means the CCG which discharges the Secretary of State's 
functions under the National Health Service Act 2006 for an individual patient. 
 

22 Rule of rescue is the observation that human beings, in situations where an 
individual’s life is at risk, have the proclivity to take action to rescue the individual 
regardless of the cost and the chances of success. Action taken, therefore, is in part 
about meeting the emotional needs of the decision maker. In the healthcare setting 
the term has been used in a number of ways.  In NHS Gloucestershire the term 
refers to agreeing funding for treatments for patients whose prognosis is grave on 
the basis that their prognosis is grave and without regard to cost or ability to benefit. 
 

23 Service development is any aspect of healthcare which the CCG has not 
historically agreed to fund and which will require additional and predictable recurrent 
funding.  The term refers to all new developments including new services, new 
treatments (including medicines), changes to treatment thresholds, and quality 
improvements.  It also encompasses other types of investment that existing services 
might need, such as pump-priming to establish new models of care, training to meet 
anticipated manpower shortages and implementing legal reforms.  Equitable priority 
setting dictates that potential service developments should be assessed and 
prioritised against each other within the annual commissioning round.  However, 
where investment is made outside of the annual commissioning round, such 
investment is referred to as an in-year service development. 
 

24 Service strategy is a strategy relating to a specific service. 
 

25 Specialised Commissioning Team/Commissioners - responsibility for 
commissioning Specialised services sits with NHS England, acting on behalf of local 
CCGs. Specialised services are those services provided in relatively few hospitals, 

                                                 
1
 http://www.england.nhs.uk/wp-content/uploads/2014/05/who-pays.pdf 

http://www.england.nhs.uk/wp-content/uploads/2014/05/who-pays.pdf
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to catchment populations of more than one million people. The number of patients 
accessing these services is small, and a critical mass of patients is needed in each 
treatment centre in order to achieve the best outcomes and maintain the clinical 
competence of NHS staff. 
 

26 Strategic planning is the process by which an organisation determines its vision, 
mission, and goals and then maps out measurable objectives to accomplish the 
identified goals. The outcome is a strategic plan which sets out what needs to be 
done and in what time scale. Strategic planning focuses on what should be 
achieved in the long term (3, 5, 7, or 10 year time span) while operational planning 
focuses on results to be achieved within one year or less. Strategic plans should be 
updated through an annual process, with major re-assessments occurring at the 
end of the planning cycle. Strategic planning directs how resources are allocated.  

 
27 Treatment means any form of healthcare intervention which has been proposed by 

a clinician and is proposed to be administered as part of NHS commissioned and 
funded healthcare. 
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Version 
Number  

 
 
 
 
Date Issued  
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1.0 12/01/2012 Dr Liz Mearns Consideration and approval by 
Gloucestershire Clinical 
Commissioning Group (CCG) Shadow 
Board 

2.0 15/02/2012 Dr Liz Mearns Consideration and approval by 
Swindon Clinical Commissioning 
Group Shadow Board 

3.0 17/04/2012 Dr Liz Mearns Consideration and approval by 
Gloucestershire and Swindon Cluster 
CCG Integrated Governance and 
Quality Committee 

4.0 21/03/2012 Dr Liz Mearns Consideration by Gloucestershire and 
Swindon Cluster CCG Board 

5.0 11/05/2012 Dr Liz Mearns Legal checking 

6.0 31/05/2012 Dr Liz Mearns Consideration and approval by 
Gloucestershire and Swindon Cluster 
CCG Board 

7.0 12/8/2013 Mark 
Walkingshaw 

Consideration and approval by 
Gloucestershire CCG Integrated 
Governance and Quality Committee 

8.0 19/6/14 Mark 
Walkingshaw 

Consideration and approval by 
Gloucestershire CCG Integrated 
Governance & Quality Committee 

9.0 31/7/14 Mark 
Walkingshaw 

Consideration and approval by 
Gloucestershire CCG Governing Body 
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 Agenda Item 14 

Governing Body 

 
Governing Body 
Meeting Date 

Thursday 31st July 2014 

Title Equality and Health Inequalities 
Working Group Terms of Reference 

Executive Summary The NHS Gloucestershire Clinical 
Commissioning Governing Body is 
responsible for overseeing equality and 
diversity compliance within the CCG and 
its work.   
 
To provide the Governing Body with the 
assurance it needs to discharge these 
responsibilities it is proposed to establish 
an Equality and Health Inequalities 
Working Group.   
 
The group will meet quarterly and report 
to the Committee regarding its work.  The 
group will be supported in its work by the 
Equality Adviser from the CSU and the 
CCG’s Senior Patient and Public 
Engagement Manager.  Membership is 
identified in the terms of reference and 
includes a GP member, who will need to 
be identified. 

Key Issues 
 

To ensure compliance with Equality and 
Diversity requirements. 

Risk Issues: 
Original Risk 
Residual Risk 

2x3 = 6 – this relates to compliance with 
the Equality Act 2010. 
 

Financial Impact None 
 

Legal Issues 
(including NHS 
Constitution)  

Equality Act 2010, including the public 
sector Equality Duty, which came into 
force on 5 April 2011 
Health and Social Care Act 2012; the 
duty to reduce health inequalities  
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NHS Constitution - Patient Rights - the 
right not to be unlawfully discriminated 
against in the provision of NHS services 
including on grounds of gender, race, 
disability, age, sexual orientation, religion, 
belief, gender reassignment, pregnancy 
and maternity, or marital or civil 
partnership status. 

Impact on Health 
Inequalities 

Yes. This paper sets out the 
responsibilities of this working group in 
relation to the CCG’s strategy for 
promoting equality and reducing health 
inequalities.   

Impact on Equality 
and Diversity 

Yes. This paper sets out the 
responsibilities of this working group in 
relation to the CCG’s strategy for 
promoting equality and reducing health 
inequalities. 

Impact on 
Sustainable 
Development 

None 

Patient and Public 
Involvement 

The CCG is accountable for 
demonstrating a commitment to equality 
and diversity when undertaking 
engagement. 

Recommendation It is recommended that the Governing 
Body: 

 agrees the establishment of the 
Equality and Health Inequalities 
Working Group;  

 agrees the terms of reference for 
this group; 

 identifies a GP member for this 
group. 

Author Marion Andrews-Evans 

Designation Executive Nurse & Quality Lead 

Sponsoring Director 
(if not author) 
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Agenda Item 14 

Governing Body 

Thursday 31st July 2014 
 

Equality and Health Inequalities Working Group  
Terms of reference 

 
1 Introduction  

 
1.1 The NHS Gloucestershire Clinical Commissioning Group 

Governing Body is accountable for promoting equality and 
reducing health inequalities in every aspect of 
Gloucestershire CCG’s business.  
 

1.2 The Integrated Governance and Quality Committee (IGQC) 
assures the Governing Body that the CCG is:  

 compliant with its equality, Human Rights and health 
inequalities duties; and 

 making the most of opportunities to improve patient 
outcomes and experiences across the nine protected 
characteristics as set out in the Equality Act 2010 and 
beyond.   

 
1.3 To help the Integrated Governance and Quality Committee to 

meet its obligations Gloucestershire Clinical Commissioning 
Group has established an Equality and Health Inequalities 
Working Group 
  

1.4 This Group is established in accordance with NHS 
Gloucestershire Clinical Commissioning Group’s Constitution, 
Standing Orders and delegation scheme.  
 

2 Authority 
 

2.1 The Equality and Health Inequalities Working Group is 
accountable to the Integrated Governance and Quality 
Committee. It advises the Committee on maintaining effective 
systems for managing and overseeing the implementation of 
Gloucestershire CCG’s strategy for promoting equality and 
reducing health inequalities. This strategy covers delivery of 
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equality, diversity, health inequalities, inclusion and human 
rights across all aspects of workforce, healthcare 
commissioning and contracting decisions in Gloucestershire 
CCG. 
 

2.2 The Equality and Health Inequalities Working Group will 
commission, where appropriate, any reports or surveys it 
deems necessary to assist in discharging its advice subject to 
prior approval of the Integrated Governance and Quality 
Committee. 
 

3 Purpose 
 

3.1 The purpose of the Equality and Health Inequalities Working 
Group is to assure the Governing Body that it is meeting its 
strategic objectives regarding avoidable health inequalities, 
diversity, human rights, and the establishment of a single 
equalities scheme. It will do so by ensuring that that equality, 
diversity and human rights is actively promoted and 
opportunities to reduce health inequalities are taken up in a 
timely fashion, communicated and managed for the CCG’s 
workforce and the community of Gloucestershire alongside 
the continuing work with other partners to contribute to 
reducing health inequalities across Gloucestershire. 
 

3.2 The Equality &Health Inequalities Working Group will advise 
the Integrated Governance and Quality Committee on:  
 

i. Gloucestershire CCG’s refreshed vision, strategy and 
action plan for promoting equality and reducing health 
inequalities. 

ii. Delivery of all aspects of Gloucestershire CCG’s vision, 
strategy and action plan for promoting equality and 
reducing health inequalities.  

iii. Adoption and implementation of NHS Equality Delivery 
System2 in line with recommendations of NHS England  

iv. Undertaking work to strengthen equalities content of the 
CCG’s website. 

v. Ensuring that equalities considerations are integral part 
of every stage of commissioning cycle and workforce 
policies and practices. 
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vi. Ensuring that equality impact assessments are 
completed as part of the planning process and outputs 
of equality impact assessments to support decision-
making and that no decisions are made without this 
supporting information. 

vii. Ensuring that providers’ equality performance is 
monitored alongside overall performance management. 

viii. Ensuring that CCG’s patient and public engagement 
activity utilises every opportunity to engage groups 
across nine protected groups so as to maximise input 
from their experiences as service users to inform 
commissioning decisions. The aim is to achieve better 
service outcomes that meet the needs of whole of the 
Gloucestershire population. 

ix. Development of robust recording and accountability 
mechanisms so that the CCG can systematically collate 
and publish evidence to show that it is paying due 
regard to the three elements of the public sector 
equalities duty and the duty to reduce health inequalities 
and is continually taking up opportunities to improve 
patient experience and outcomes. 

 
4 Membership 

 
4.1 The Membership of the Equality and Health Inequalities 

Working Group will be: 
 

 Executive Nurse (the Chair) 
 Lay member for Business 
 GP Governing Body member  
 Director of Commissioning Implementation or Deputy  
 Director of Service Transformation or Deputy  
 Head of Corporate Affairs Equality & Diversity Lead 

(CSU)  
 Senior Patient and Public Engagement Manager 

 
In Attendance as required: 
 

 Public Health Representative (Director or Deputy) 
 CCG Senior Human Resources Advisor (CSU) 
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4.2 Membership will be reviewed regularly as required by the 
Group to enable it to discharge its duty. The Group may co-
opt expert members as necessary with the agreement of the 
Integrated Governance and Quality Committee. 
 

4.3 The establishment of a reference group, to include local 
community representation, will be considered to inform the 
work of the group.  
 

5 Quorum 
 

5.1 A minimum of 4 members will constitute a quorum, including 
at least one member of the Governing Body and a Director.  
 

6 Reporting Arrangements 
 

6.1 The minutes of the Equality Steering Group will be formally 
recorded and submitted to the Clinical Commissioning 
Group’s Integrated Governance and Quality Committee on a 
quarterly basis. 
 

6.2 An annual report will be produced for the Governing Body. 
 

7 
 

Administration 

7.1 The Management of the Equality and Health Inequalities 
Group will be overseen by the Executive Nurse, supported by 
the Equality and Diversity Lead (CSU), a member of the 
CCG’s Quality Team and the CCG’s Senior Manager Patient 
and Public Engagement Manager as required.  
 

8 Frequency 
 

8.1 The Equality and Health Inequalities Group will meet on a 
quarterly basis and extraordinary meetings to be held as 
required, either by circumstances or by direction from the 
Integrated Governance and Quality Committee. 
 

9 Review 
 

9.1 The Equality and Health Inequalities Working Group will 
review its performance, membership and terms of reference 
at least annually. Any resulting changes to the terms of 



Page 7 of 7 
 

reference will be presented for approval to the Integrated 
Governance and Quality Committee. 
 

10 Recommendations 
 

10.1 The Integrated Governance and Quality Committee 
recommends that the Governing Body: 
 

 agrees the establishment of the Equality and Health 
Inequalities Working Group;  

 agrees the terms of reference for this group; 
 identifies a GP member for this group. 

 
 
 
 



 

 
Page 1 of 31 

 

 
Agenda Item 15 

 
Gloucestershire Clinical Commissioning Group 

Governing Body 
 

Governing Body 
Meeting Date 

Thursday 31st July 2014 
 

Title Performance Report  
 

Executive Summary This performance framework report 
provides an overview of Gloucestershire 
CCG performance against organisational 
objectives and national performance 
measures including finance for the period 
to the end of June 2014.  

Key Issues 
 

These are set out in the executive 
summary within the report 

Risk Issues: 
Original Risk 
Residual Risk 

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

Financial Impact The CCG is planning a surplus of £6.8m 
and the current forecast is that this 
surplus will be achieved.  

Legal Issues 
(including NHS 
Constitution)  

These are set out in the main body of the 
report 
 

Impact on Health 
Inequalities 

Not Applicable. 
 

Impact on Equality 
and Diversity 

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

Impact on 
Sustainable 
Development 

There are no direct sustainability 
implications contained within this report. 
 

Patient and Public 
Involvement 

These are set out in the main body of the 
report. 

Recommendation The Board is asked to: 
 Note the financial position as at 

June 2014 and the inherent risks 
within the position 
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 Note the performance against local 
and national targets and the actions 
taken to ensure that performance is 
at a high standard. 

Author & Designation Sarah Hammond, Head of Information & 
Performance 
Andrew Beard, Deputy CFO  
Kelly Matthews, Associate Director of 
Strategic Planning 

Sponsoring Director 
(if not author) 

Cath Leech, Chief Finance Officer 
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Gloucestershire CCG 
 

Performance report  
 

1.0 Executive summary 
 

1.1 Introduction 
The performance report is broken down into the five sections of the GCCG 
performance framework:  
• Clinical Excellence  
• Finance and Efficiency  
• Patient Experience  
• Partnerships  
• Staff  
 
A full summary of performance against all national and local standards is included 
within the relevant scorecard for that section of the report. An overarching GCCG 
performance dashboard is included as a supporting appendix; providing an 
overview of all key national and local targets. Further supporting appendices 
provide a full analysis of the CCG’s Finance position and progress against 
individual QIPP programmes 
 

 
1.2 Balanced scorecard 2013/14 – up to 30th June 2014 

 

Ref.  CCG Internal Perspective 
Overall rating  

Amber  

P1  Clinical excellence   Amber 

P2  Finance and efficiency  Amber 

P3  Patient Experience  Amber 

P4  Partnerships  Green 

P5  Staff  Green 

  

 
1.2.1 

 
Clinical Excellence – Amber, due to red rating of 1 success criteria. 
 
- Planned care constitution indicators green. Risk associated with the delivery 

of the 62 days target in June due to clearance of backlog.  
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- SWAST-wide ambulance indicators are green. 
- MRSA constitution target is red for the year to date.  A review has been 

undertaken; all of the cases are defined as pre 48 hour infections and have 
not been attributed to local healthcare providers.  

 
Finance and efficiency – Amber rating with all success criteria rated as amber. 
 
- The CCG is forecasting a surplus of £6.8m which is as planned.  The CCG 

continues to seek to identify new savings schemes into its QIPP programme 
to mitigate slippage seen to date.  The trajectories and milestones of all 
current schemes are being reviewed with project managers on a regular 
basis.  Alongside this exercise, potential developments are being monitored 
closely to both identify and quantify where uncommitted contingency 
reserves can be used to manage the financial position. 

- Following implementation of the action plan, the better payment practice 
code performance for the year to date (for non-NHS invoices by volume) is 
95.0% which is in line with the targeted figure 

 
Patient experience – Amber, due to amber rating of 2 success criteria.  
 
- The Friends and Family test shows improved performance. However, work to 

improve response rates and quality still required 
- Emergency department 4 hour waiting times are below the 95% target.  The 

volume of attenders in June was above anticipated levels.  Gloucestershire 
Hospitals NHS Foundation Trust (GHNHSFT) have an action plan to remedy 

- RTT pathways in excess of 52 weeks, increases seen in April and May for 
out of county providers, this is being investigated 

- Number of patients seen within 2 weeks of urgent referral for breast 
symptoms is significantly below the target level.  The issues identified in April 
have continued into May and relate to staff shortages and an increase in 
referrals 

- 6 week wait for diagnostic tests in echocardiograms has been resolved, 
performance in June was green rated.  

- There have been improvements in mixed sex performance  
- IAPT & CPA approach indicators are being achieved 
 
Partnerships – Green rating with all indicators on target for achievement. 
 
- The Better Care Fund plan was submitted in April, no formal feedback has 

been received yet.  Partners are progressing plans. 
 
Staff – Green rating with all indicators on target for achievement. 
 

 
 
 

- Staff turnover is at 1.29%, this is lower than April. 
- Staff sickness is at 2.19% which is below the 3% upper limit target that 

the CCG has set. 
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1.3 GCCG Performance Framework Overview 
 

 The sections below provide an overview of each domain.  Each of the sections is 
broken down into success criteria which when combined provide an overall rating 
for the domain. The development of the partnerships section is ongoing as this is 
an area of development for the CCG. 
 
All indicators are RAG rated, based on the 2014/15 NHS Everyone Counts 
Planning for Patients thresholds.  Key national and local indicators are given an 
overall rating by weighting their importance to the organisation. Indicators which 
feature in the NHS constitution, Quality Premium and CCG assurance framework 
receive the highest weighting with local targets being given a lesser value. The 
overall rating is then derived from the combined score of those targets rated 
Amber and Red.   
 
Areas of performance assessed as being at risk of failure at year end, or other 
issues that engender concerns throughout the year, for which the Board need to 
be made aware of, are reported upon within this report. Where standards are 
reported on a quarterly basis, the board will be informed of updates as and when 
data is available or new information comes to light. 
  
Performance framework  
 
The GCCG performance framework measures the in-year success of the 
organisation by linking the key organisational objectives to perspectives. Each of 
the five perspectives is given a Red, Amber or Green rating based on the progress 
made against a number of locally defined critical success criteria.  
 
Key local and national commissioned performance targets are also reported under 
each domain; however, the overall rating of each perspective is derived from 
GCCG performance against those targets which link to the organisations 
objectives: 

 
Internal Perspective Organisational Objective 
Clinical Excellence (1) Develop strong, high quality, clinically 

effective and innovative services. We will 
deliver this through a multi professional focus, 
with a particular emphasis on clinical 
programme approach and developing our 
member localities. 
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Finance and Efficiency (3) Transform services to meet the future 
needs of the population, through the most 
effective use of resources; ensuring the 
reduction of harm, waste and variation. 
 
(4) Build a sustainable and effective 
organisation, with robust governance 
arrangements throughout the organisation and 
localities. 

Patient Experience (2) Work with patients, carers and the 
public; to inform decision making. 
 

Partnerships (5) Work together with our partners to 
develop and deliver ill health prevention and 
care strategies designed to improve the lives 
of patients, their families and carers. 
 

Staff (6) Develop strong leadership as 
commissioners at all levels of the organisation, 
including localities. 
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2.1 Perspective 1. Clinical Excellence  

2.1.1 Clinical Excellence – Period up to 30th June 2014 
 

The overall rating for clinical excellence is Amber for year to date progress against 
the specified success criteria.  

PERSPECTIVE 1  Clinical Excellence   Amber 
 

Success criteria: Support the work of the clinical programme groups and 
the localities ensuring that quality and patient safety is at the heart of 
their work 

 

G 

 Key performance indicators  

Development of qualitative measures based on the six dimensions of 
quality, for each of the CPGs, to enable assurance of clinical excellence 
attainment. 

G 

Support the CPGs to develop high level quality outcomes measures, based 
on the 6 dimensions of quality to be incorporated into a Quality 
Assurance Framework in order to provide assurance to CCG 

A 

Adoption of Quality Impact Assessment tool for all new proposed 
initiatives, to be reviewed by senior quality team prior to QIPP assurance 
board. This will provide assurance that clinical quality has been actively 
considered in all QIPP initiatives. 

G 

Success criteria: 2. Provision of regular, robust information to provide 
assurance that our service providers are delivering quality, safe & clinically 
effective services. 

 
G 
 

 Key performance indicators   

Develop a robust process to timely monitor compliance with NICE, to 
provide assurance that all NICE publications are considered and 
Technology Appraisals are implemented within the required time frame. 

G 

On‐going assurance from the commissioner/provider clinical quality 
review groups, that clinical quality is assured. 

G 

Success criteria: 3. Key local and National standards relating to Clinical 
Excellence 

 
A 
 

 Key performance indicators   

Achievement of key local and National standards relating to Clinical 
Excellence – see section 2.2.1 

A 
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2.1.2 

 
 
Success criteria 1: Support the work of the clinical programme groups 
(CPG) and the localities ensuring that quality and patient safety is at the 
heart of their work (Green).  
 
The quality team has worked together to produce a 5 year quality strategy 
implementation plan, which was agreed by the Integrated Governance and 
Quality Committee in April 2014. The implementation plan reflects the areas of 
Quality Governance, Patient Safety, Patient Experience/Staff Satisfaction, 
Clinical Effectiveness, Quality Outcomes, Compassion in Practice (6Cs), 
Safeguarding and Innovation and Research. Contributing of quality expertise to 
the clinical programme groups is integrated within the implementation plan. 
 

2.1.3 Success criteria 2: Provision of regular, robust information to provide 
assurance that our service providers are delivering quality, safe & 
clinically effective services (Green). 
 
Clinical commissioning groups have 90 days after the publication date of a NICE 
Technology Appraisals (TAs) to make the treatment available to patients who 
are covered by the criteria published within the specified TA.  
 
Since 1st April 2013 the table below provides details of the cumulative number 
of NICE TAs that have been published. The number issued refers to the actual 
number of TAs published, and the second box below refers to the number 
relevant to NHS Gloucestershire CCG i.e. some TAs will be the responsibility of 
specialised commissioning or the cancer drugs fund to implement. 
 
 NICE TAs  Q1 (April 

‐Jun 13) 
Q2 (July‐
Sept 13) 

Q3 (Oct‐
Dec 13) 

Q4 (Jan  ‐ 
Mar 14) 

Q1     
(Apr ‐
Jun14‐ 

Number issued  14 5 6 6  5 

Number relevant to GCCG  8 3 3 3  1 
 

 
 
 
 
 
 
 
 
 
 
 
 

 
The quality team have quarterly Clinical quality Review Groups (CQRG) chaired 
by the Executive Nurse and quality lead, for our main providers namely 
Gloucestershire Hospitals NHSFT. 2gether NHSFT, Gloucestershire Care 
Services Trust and one for Care Homes. These meetings report directly to the 
relevant NHS Gloucestershire CCG/Provider contract boards, and provide a 
focused opportunity for quality in the fullest sense to be discussed between 
provider and commissioner, with the ability to escalate any issues to the full 
contract board, and where necessary to the regular wider Quality Surveillance 
meetings. The CQRGs were implemented from 1st April 2013. 
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2.2 

 
 
Reporting of key local and national standards – Clinical Excellence 
 

 
2.2.1 

 
The following section provides an overview of key local and national standard 
relating to clinical excellence. Assessment against performance is as per defined 
local/ national guidance.  
 
Issues identified in the following areas:  
 

- Cancer waiting times – first definitive treatment within 62 days GP referral 
(performance against recovery trajectory), currently green with risk to 
delivery in June.  

- Number of Health care acquired infections 
 
Areas of good performance include:  
 

- SWAST wide Ambulance indicators  
- Reduction in the number of ambulance handover delays  
- Achievement of all cancer 31 day targets  

 
The dashboard below provides a more complete position statement for the 
domain. Each of the Amber and Red rated indicators are reported on by 
exception in section 2.3. This section outlines year to date performance, 
identifies the issues leading to that performance and any mitigating actions 
being taken to improve performance.  
 
 

  



 

Page 10 of 31 
 

 
 
 

 
 
 

Threshold Month Performance

YTD 

performance Trend

96% May 98.1% 99.0%

94% May 96.9% 98.6%

98% May 100.0% 100.0%

94 May 100.0% 100.0%

85% May 83.4% 87.4%

90% May 94.1% 97.1%

90% May 100.0% 85.7%

75% May 75.1% 75.6%

75% May 75.5% 76.1%

95% May 95.2% 95.3%

<2012/13 May 121 194

<2012/13 May 17 30

<2012/13 May 24 53

<2012/13 May 3 12

80% May 89.6% 88.2%

60% May 71.0% 72.0%

0 June 0 4

0 June 0 0

162 June 10 35

52 June 3 10

0 June 0 0

Treating and caring for people in a safe environment & protecting them from avoidable harm

Local and National standards relating to Clinical Excellence Amber rated

Patients Access to planned care 

services

Cancer ‐ first definitive treatment within 

31 days of a cancer diagnosis

Cancer ‐ subsequent treatment for 

cancer within 31 days ‐ surgery

Cat A RED 1 Ambulance incidents

Cancer ‐ subsequent treatment for 

cancer within 31 days ‐ Drug Regime
Cancer ‐ subsequent treatment for 

cancer within 31 days ‐ Radiotherapy 
Cancer ‐ first definitive treatment within 

62 days GP referral

Cancer ‐ first definitive treatment within 

62 days screening service

Cancer ‐  first definitive treatment within 

62 days upgrade

Patients Access to unscheduled care

Cat A RED 2 Ambulance incidents 

Cat A 19 min response Ambulance 

Over 1 hour ambulance handover delays 

(GHNHSFT)

Crew clear up delays of over 30 minutes

Over 30 minute ambulance handover 

delays (GHNHSFT)

Crew clear up delays of over 1 hour

Proportion of people who have had a 

stroke who spend at least 90% of their 

time in hospital on a stroke unit

Proportion of people at high risk of 

Stroke who experience a TIA are 

assessed and treated within 24 hours

Enhancing quality of life for people with long‐term conditions

Number of MRSA infections (Health 

Community)

Number of MRSA infections (GHNHSFT)

Number of C.diff infections (Health 

Community)

Number of C.diff infections (GHNHSFT)

Number of Never Events 
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2.3 Cancer waiting times – first definitive treatment within 62 days GP referral 
 
Percentage of patients receiving first definitive treatment for cancer within 62 days 
of an urgent GP referral for suspected cancer  
 

 
The 62 day target was narrowly missed in May with 25 breaches (21.5 at 
GHNHSFT).  
 
Performance against the 62 day target is being monitored against a recovery 
trajectory; performance in at GHT in May (84.7%) was above the level set within the 
trajectory. 
 
Discussions in quarter one confirmed that GHNHSFT plan to treat a greater 
proportion of long waiters in May and June; therefore performance in June be 
adversely affected. Performance is expected to recover and be maintained in 
quarter 2 of 2014/15.  

  
SWAST Ambulance indicators  
 
Ambulance targets are monitored at a South Western Ambulance Trust wide 
aggregate level. Performance in April was good with Red 1, Red 2 and A19 
indicators all green rated.   
 
Performance in Gloucestershire remains below the required standards and is similar 
to that achieved throughout 2013/14:  
 
Red 1 – 63.3% 
Red 2 – 69.6% 
A19 – 92.4% 
 
GCCG are in discussion with SWAST regarding improvements in local performance
and specific actions to achieve improved performance.  The CCG invested in the 
SWAST contract in 2014/15 to enable more targeted local interventions.  

0.0%

20.0%

40.0%

60.0%

80.0%

100.0%

April May June July Aug Sept Oct Nov Dec Jan Feb Mar Apr May

Cancer ‐ first definitive treatment within 62 days GP referral Threshold
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Activity levels in Gloucestershire increased by 5.3% in 2013/14 and have continued 
to rise in 2014/15.  
 
SWAST have confirmed that additional crews and vehicles will be deployed within 
the Gloucestershire area.  
 
Number of MRSA infections (Health Community) 
 
Year to date performance is Red rated with 4 reported cases against a target of
zero. All of the cases in Gloucestershire have been classified as pre 48 hour and 
have not been attributed to provider.  
 
GCCG are investigating the cases reported in Q1; for CCG actions please see 
GCCG Quality report to the Integrated Governance Quality committee (IGQC).  
 

 
Number of total C. diff infections (Health Community) 
 
The threshold for 2014/15 has increased from 162 to 201 cases in line with NHS 
England guidance.  
 
Current performance is green rated with 35 cases against a year to date target of 51. 
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3.1 Perspective 2. Finance and Efficiency 
 

 
3.1.1 Finance and efficiency – Period to 30th June 2014 

 
Summary: 
 
 The CCG is forecasting to deliver a planned surplus of £6.862m with an 

underlying recurrent surplus position of 1%. 
 Known risks and pressures have been fully assessed and included within the 

CCG’s forecast position, with mitigating actions where appropriate. 
 There is a high risk of slippage on QIPP schemes within the current financial 

year. 
 Financial risks are monitored through a continuous review of budgets and 

proposed investments and the use of the CCG’s contingency and activity 
reserves. 

 The better payment practice code performance for the year to date (for non-
NHS invoices by volume) is 95.0% which is in line with the targeted figure. 

 Key risks: 
- Provider contracts over perform in excess of those levels within the year end 

forecast 
 
The overall assessment for the finance and efficiency perspective is amber for which 
more detail is provided in the following sections.  However, this assessment should 
be read in conjunction with those risks outlined within paragraph 3.8. 
 

  

Success critieria: QIPP Full year Forecast

Running costs year to date (variance to running costs  allocation) Within RCA

Surplus  ‐ full  year variance to planned performance (%age) 0.10% 0.50%

Surplus  ‐ year to date variance to planned performance (%age) 0.10% 0.50%

A

Threshold Lower threshold RAG

Underlying recurrent surplus  (%age)

Perspective 2  Finance & Efficiency Amber

Success critieria: To ensure a financially viable commissioning organisation with an 

underlying recurrent surplus

2% 1%

A

Running costs forecast outturn (variance to running costs allocation) Within RCA

80%

Cash drawdown in l ine with planned profiles  (%age variance) 2% 5%

BPPC performance on non‐NHS invoices  by value (year to date)

95% 75%

Threshold Lower threshold RAG

95%

QIPP ‐ full  year forecast delivery to planned performance (%)
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3.2 

 
Resources 

  
The CCG’s current anticipated resource limit (see Appendix 2) is £687.73m; 
reflecting an increase of £1.581m from the previous financial year.  This movement 
relates to an allocation for GP IT which has been delegated by NHS England.  

  
3.3 Expenditure 
  

The financial summary as at 30th June 2014 shows a year to date surplus of 
£1.715m in line with the plan and further detail is shown at Appendix 3.  Key budget 
areas with either a financial risk or forecast outturn variance are highlighted below: 
 

Key 
         
       Indicates a favourable movement in the month 
 
       Indicates an adverse movement in the month 
 

Trend 
 

Forecast 
Over/ 

(Under) 
Spend 
£’000 

Gloucestershire Hospitals NHS FT   
The contract performance continues to highlight over-
performance in both non-elective/emergency spells and ED 
attendances. Underperformances in, primarily, outpatients 
and elective inpatients offsets this position.  All identified 
issues continue to be reviewed and trends investigated.  At 
this point in the financial year a forecast of breakeven has 
been included as overall the contract is broadly in line with 
the plan. 
 

 £0 

Wye Valley NHS Trust   
The activity data received indicates that Podiatry and 
elective inpatients are the primary factors for this 
overspend.  Work is being done to compare trends to last 
year and establish reasons for the increase in referrals. 
 

 £250.0 

Winfield Hospital   
Currently reporting a forecast underspend but under-
performance issues are considered to be non-recurring and 
it is anticipated that activity may increase in future months. 
 

 (£373.8) 

Any Qualified Provider (AQP)   
The slight improvement is due to a marginal change in the 
In Health agreement.  Over-performance relates entirely to 
diagnostics and work is still being completed to understand 
the increased activity and the underlying reason behind this 

 
   

£338.0 
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trend and the position across other providers. 
 
Non Contractual Activity (NCA)   
Provider invoices received to date are consistent with the 
previous forecast. This area is reviewed on a monthly basis 
following receipt of further activity information. 
 

 £200.0 

Continuing Healthcare   
There is a pay underspend due to recent turnover in staff 
which is offset by a significant overspend experienced in 
June.   The overspend primarily relates to Funded Nursing 
Care and care home placements.  Further analysis is taking 
place to understand both the shift in expenditure for June 
and the trend in patient numbers to establish whether an 
element relates to previous periods. 
 

 £392.7 

Mental Health   
Learning disability placements are showing a significant 
overspend.  Although this position shows an improvement 
when compared to 2013/14 the transition path of changes to 
individual placements is being further reviewed to 
understand trajectories. 
 

 £505.2 

Home Oxygen   
The assessment service has started seeing results as 
average costs have been significantly reduced and this 
saving is anticipated to progress throughout the year.  
 

 (£176.9) 

Running costs   
The CCG has planned to underspend against this allocation 
on a recurrent basis to mitigate pressures in 2015/16 
resulting from a 10% national reduction in this allocation.   
 

 (£906.8) 

 
3.4 

 
QIPP 

 Forecasts have been based only on information relating to the May period and 
appendix 4 reports the extent of QIPP performance against programme areas. 
Appendix 5 shows each scheme and its RAG rating in terms of implementation, in 
year savings and also its forecast financial impact in 2015/16.  This shows slippage 
in the CCG’s overall programme.  Additional programmes are currently being 
reviewed to bring forward where it is believed that there is opportunity to deliver in 
year savings. 

  
3.5 Cash (Appendix 6) 
 The CCG has currently estimated that its maximum cash drawdown figure for is in 
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line with the resource limit.  By the end of June, the CCG has drawn down 3.5% 
more cash than it would have done under a straight line profile due to funds being 
paid over to Gloucestershire County Council at the beginning of the financial year.  
This is consistent with the position in the last financial year.   The cash balance at 
the end of June was £478k. 

  
3.6 Better Payment Practice Code (Appendix 7) 
 It is a national target to pay all non-NHS trade creditors within 30 days of receipt of 

goods or a valid invoice. The current year to date position in the value of invoices 
paid is 99.8% and 95.0% by volume, which are both in line with the 95% target.  In 
order to drive future improvements in performance, the CCG has reviewed the 
methodology employed by the finance system in the reporting of this data, requested 
(from NHSE) minor adjustments to be made to the timing of weekly payment runs 
and will highlight the importance of this metric during a series of budget holder 
training events to be held later this month. 

  
3.7 Statement of Financial Position (Appendix 8) 
 The position shown includes the audited opening balances from the 2013/14 Annual 

Accounts as a reference point. 
  
3.8 Financial Risk 
 The following risks may be material to the current financial position: 

 
 Contract Performance 

A large number of the CCG’s contracts are variable and there is a risk of over 
performance against the contracted value.   
 

 QIPP slippage 
Due to the nature and scale of system changes within the QIPP programme 
along with the number of live schemes for the organisation there is a high risk of 
ongoing slippage to the programme. 
 

 Properties 
Under the charging regime for NHS Property Services the CCG will be charged 
for any void space in properties owned or managed by NHS Property Service.  
The CCG will be meeting with Prop Co to discuss ways to reduce this risk. 
Furthermore, the CCG has yet to be informed of the ongoing charge from 
PropCo for 2014/15. 
 

 LD Joint Funded Placements 
Such packages have been reviewed regarding the extent of health and social 
care need identified and it is anticipated that the NHS’s share of costs will reduce 
in 2014/15.  However, the trajectory to realise this decrease is under review. 
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 Financial Ledger 
The CCG has to use the national finance system and the associated Integrated 
Single Financial Environment reporting structure.  This has led to very limited 
flexibility in reporting the position and the CCG is working with other 
organisations to enable greater flexibility in the reporting structure to enable 
effective local reporting. 

  
 
Recommendations 
The Governing Body is asked to  

 Note the financial position and the inherent risks outlined 
within the attached report 
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4.1 Perspective 3. Patient experience 
4.1.1 Patient Experience – Period to 30th June 2014 

PERSPECTIVE 3  Patient Experience  Amber 
 

Success criteria 1: Reporting: Improve reporting of patient experience and the 
use of feedback to influence commissioning intentions 

A 

Key performance indicators 

Friends & family test ‐ Roll out of FFT as per agreed national timetable          G 

Friends & family test ‐ improvement in the average FFT score for acute 
inpatient care & A&E services between Q1 2013/14 & Q1 2014/15 

G 

Results of Maternity, Emergency & elective inpatient surveys  A 

Results of Community mental health survey  G 

Review appropriateness and quality of feedback from providers  A 

Qualitative feedback including that from surveys, FFT, 4Cs and Healthwatch  A 

Results from the provider assurance framework through monitoring in the 
Provider Quality Review meetings 

G 

Success criteria 2: Staff Involvement:  Improve staff reporting if three 
domains of quality: safety, effectiveness and experience                                           

G 

Key performance indicators 

Review the systems for the management of Serious Incidents and Never 
Events and develop mechanisms to identify themes,  ensure lessons are 
learnt and feedback is provided to member practices and service providers 

G 

Establish a system for CCG staff to share their experiences and make 
suggestions so that the CCG and providers can learn from staff's Friends and 
Family experiences 

G 

Success criteria 3: Effecting change based on patient experience feedback : 
Staff recognise the value of patient experience in their commissioning role 

A 

Key performance indicators            

Use patient stories to monitor the quality of commissioned services  A 

Use individual patient experience to inform the wider decision making in 
improving services  A 

Constructively respond to requests for specific engagement on themes 
identified through feedback   G 
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Success criteria: 4. Key local and National standards relating to Patient 
Experience 

R 

 Key performance indicators   

Achievement of key local and National standards relating to Patient 
Experience – see section 4.2.1 

R 

4.1.2 Success Criteria 1: Reporting – Improve reporting of patient experience 
and the use of feedback to influence commissioning intentions (Amber). 
 
Currently reporting overall recorded as ‘Amber’ for this element.   
 
The GHT FFT target to the end of quarter 4 was to achieve a Trust-wide 
response rate of 15%, which was met by the end of quarter 3.   
 
It has proved difficult to reach the target response rate for A&E services, 
particularly for A&E at Gloucestershire Royal.  . 98% of the FFT feedback for 
A&E is through the token system, with just 2% of returns being made by 
paper or postcard, thus limiting the opportunities for collecting additional 
patient experience feedback, beyond that of the FFT question. 
 

 
From April 2014 the national CQUIN increased the target response rate for 
inpatient services to 40%, which means that it is currently falling below that 
required to meet the CQUIN criterion.  The majority of this feedback is 
collected through paper/postcard at the point of discharge, contributing to the 
‘You said, we did posters that are placed on the wards. 
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FFT was introduced into maternity services in October 2013 and response 
rates vary across the four touch points that are surveyed.  Only the response 
rate for Question 2 (Labour) consistently meets validity criterion of 15%.  The 
April return for touch point 3 would appear to be a data artefact. 
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FFT will be introduced to all patient touch points in primary care and 
community services by the end of March 2015 and work is ongoing within 
provider organisations to implement this. 
 

 
4.1.3 

Success Criteria 2: Staff involvement – Improve staff reporting if three 
domains of quality: safety, effectiveness and experience (Green). 
 
The GCCG Patient and Public Engagement/Experience (PPE) objective was 
to establish a system for GCCG staff to share their experiences.  The 
comment box is not well used and a new approach to encouraging feedback 
from staff will be considered.   
 
The CCG has reviewed the processes for Serious Incidents and Never Events 
(which are a sub-set of Serious Incidents) and have implemented a processes 
to identify themes and lessons learned. Feedback is provided via the 
integrated Governance & Quality Committee (IGQC) Quality Report which is 
readily available. Serious incidents are reported by the providers and the 
CCG liaises with them regarding reports, progress of action plans. 

 
4.1.4 

 
Success Criteria 3: Effecting change based on patient experience 
feedback – staff recognise the value of patient experience in their 
commissioning role (Amber). 
 
A new structure for the Patient and Public Engagement and Patient 
Experience team has been proposed.  This new structure (currently out for 
consultation with staff) is designed to support an increased level of patient 
and public engagement and experience input into the Clinical Programme 
Groups and commissioning projects, facilitating an improved focus on 
commissioning informed by patient and public feedback.  This will include 
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case reviews and the presentation of regular patient stories to IGQC and 
Governing Body, as well as relevant project work to gather appropriate patient 
experience 
. 

 
4.2 

 
Reporting of key local and national standards – Patient experience 

 
4.2.1 

 
The following section provides an overview of key local and national standard 
relating to patient experience. Assessment against performance is as per 
defined local/ national guidance.  
 
Issues identified in the following areas:  

- Emergency department 4 hour waiting times  
- Mixed sex accommodation breaches 
- Cancelled operations – not rebooked within 28 day 
- RTT pathways in excess of 52 weeks  
- Number of patients seen within 2 weeks of urgent referral for breast 

symptoms.   
 

Areas of good performance include:  
 

- Referral to treatment targets have been achieved 
- Significant improvement in 6 week diagnostic performance due to 

improvements with initial diagnostic and planned Endoscopy waiting 
times 

 
The dashboard below provides a more complete position statement for the 
domain. Each of the Amber and Red rated indicators are reported on by 
exception in section 4.3.   This section outlines year to date performance, 
identifies the issues leading to that performance and any mitigating actions 
being taken to improve performance. 
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Threshold Month Performance

YTD 

performance Trend

90% May 92.1% 91.6%

95% May 95.6% 95.4%

92% May 91.9% 92.0%

0 May 11 19

93% May 87.4% 88.2%

93% May 64.6% 58.4%

1% June 0.70% 1.20%

1% May 17.8% 17.8%

95% May 100.0% 99.0%

95% May 100.0% 99.0%

95% May 95.0% 97.0%

95% May 98.0% 98.0%

95% May 91.0% 96.0%

95% May 100.0% 100.0%

95% May 96.0% 98.0%

95% May 100.0% 100.0%

95% May 100.0% 99.0%

% of patients waiting more than 6 weeks 

diagnostic test

% of incomplete Pathways that have 

waited less than 18 Weeks

% of admitted pathways treated within 

18 Weeks

Patients Access to planned care 

services

% of patients seen within 2 weeks of GP 

referral for suspected cancer

% of patients seen within 2 weeks of an 

urgent referral for breast symptoms 

cancer is not initially suspected

Patients access to community care

% referred to the Paediatric 

Occupational Therapy Service who are 

treated within 8 Weeks
% referred to the Paediatric 

Physiotherapy Service who are treated 

within 8 Weeks

% referred to the Adult Speech and 

Language Therapy Service who are 

treated within 8 Weeks

% referred to the Podiatry Service who 

are treated within 8 Weeks

% of patients waiting more than 6 weeks 

for a Planned/ Surveillance diagnostic 

test from their to be seen date – 

Endoscopy procedures only

% of non ‐ admitted pathways treated 

within 18 Weeks

Zero RTT pathways greater than 52 

weeks

% referred to the Adult Occupational 

Therapy Service who are treated within 8 

Weeks

% referred to the Adult Physiotherapy 

Service who are treated within 8 Weeks

% referred to the Parkinson Nursing 

Service who are treated within 8 Weeks

Local and National standards relating to Patient Experience Red rated

% referred to the Diabetic Nursing 

Service who are treated within 8 Weeks

% referred to the Paediatric Speech and 

Language Therapy Service who are 

treated within 8 Weeks
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4.3 

 
 

4-hour A&E target - Percentage of A&E attendances where the patient spent 4 
hours or less in A&E from arrival to transfer, admission or discharge.  

Threshold – at least 95% of patients should be transferred, admitted or discharged 
within 4 hours. 

Performance in June was 92.5%,   

A number of key areas of performance challenge have been identified within the 
GHNHSFT action plan. The three main themes are as follows:  

 The timely treatment of minor injuries within the ED department (non-admitted 
patients who are able to be discharge following treatment in the A&E 
department) 

 Hospital flow - bed capacity  
 Medical staffing - nurse and doctor vacancies 

GCCG have invested in the following to improve flow through the unscheduled care 
system:  

 Purchase of additional clinic appointment slots at Gloucestershire Health 
Access Centre (GHAC) 

 Increase in the provision of Rapid Response, which is now operational in 
Gloucester City and Cheltenham localities. 

 

Threshold Month Performance

YTD 

performance Trend
95% June 92.6% 93.5%
95% June 99.8% 99.8%
0 June 0 0

0 May 0 0
0 May 2 2

0 May 0 0

95% Q4 97.0% 97.0%

13% Q4 13.7 13.7

50% Q4 51.0% 51.0%

Positive patient experience of mental health services

Positive patient experience of secondary care

4‐hour A&E target GCS MIU

The proportion of people who complete 

therapy who are moving towards 

recovery

Care Programme Approach (CPA) 

discharged from inpatient care who are 

followed up within 7 days
The proportion of people who have 

depression and or anxiety discorders 

who receive psychological therapies

Mixed‐sexed accommodation breaches 

Patients Access to unscheduled care

12 hour trolley waits 

Urgent operations cancelled for a second 

Cancelled operations ‐ 28 day breaches

4‐hour A&E target GHNHSFT



 

Page 25 of 31 
 

 Expansion of the integrated discharge team.  

A trajectory has been agreed with GHNHSFT and performance is monitored via 
fortnightly performance calls.  

Current quarter to date performance is below the level required to meet the trajectory 
at 93.5%. The number of people attending A&E departments in quarter 1 has been 
above expected level which has impacted upon performance.  

Number RTT pathways greater than 52 weeks 

Breaches during April and May continue to rise. So far in 2014/15, 19 incomplete 
pathways of 52+ weeks have been reported to the CCG.  

The majority (17) of the breaches have occurred within the Trauma and Orthopaedic 
specialty; the CCG is aware of capacity issues particularly for complex spinal services 
across a number of providers.  
 

GCCG are having discussions with commissioners who manage the out of county 
acute contracts on behalf of GCCG to identify and understand the operational issues 
that contributed to these waiting times and agreed plans for the identification and 
active management of any other likely breaches for Gloucestershire patients.  

Cancer waiting times – patients seen within 2 weeks of an urgent referral for 
breast symptoms 
 
Relates to the percentage of patients seen within 2 weeks of an urgent referral for 
breast symptoms, where cancer is not initially suspected. 
 
Performance in May 2014 continues to be significantly below the 93% threshold at 
64.6%; all 75 breaches occurred at GHNHSFT.  
 
GHNHSFT are developing an action plan which will address the medical staffing 
shortages within the breast surgery and breast screening teams.  
 
The capacity issues have been compounded by a further increase in referrals 
following the national be clear on cancer campaign which ran from 3 February to 16 
March 2014.  
 
Percentage of patients waiting more than 6 weeks for a diagnostic test 
 
Diagnostic performance in April & May was above the 1% threshold due to 
echocardiogram capacity at GHNHSFT. Performance in May improved to 0.7% with 
year to date performance now Amber rated at 1.2%.  
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GHNHSFT have implemented an action plan to provide additional capacity. In 
addition the proportion of patients waiting over 6 weeks for a planned procedure also 
decreased in May.  
 
Both issues are being reviewed via the fortnightly performance calls; actions are also 
being taken to increase capacity for diagnostic imaging and endoscopy.  
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5.1 Perspective 4. Partnerships 
 

5.1.1 Partnerships – Period to 30th June 2014:  
 

PERSPECTIVE 4  Partnerships  Green 
  

Success criteria 1: Building effective partnership working by putting in place 
a joint planning and governance framework to improve outcome for the 
Gloucestershire population 

Green 

Key performance indicators 

Signed off Better care fund (BCF) plan  G 

 

Develop a 5 year commissioning plan agreed with key providers 
 

G 

Development and maintenance of system wide forum encompassing all 
providers across heath & social care, independent and voluntary sector 

G 

Success criteria 2: Delivery of the Health & Well Being plan  Green 

Key performance indicators 
 

Increase the range and volume of services commissioned jointly with both 
GCC and District Councils. 

G 

 

Increase the range and volumes of services commissioned jointly with the 
third sector on a locality basis within which the agenda of early intervention 
and prevention are woven into a range of local statutory health and social 
care services. 
 

G 

Success criteria 3: Effective urgent care pathway to enable more patients to 
stay in their own home 

Green 

Key performance indicators            

Increase in the number of people who remain in their normal place of 
residence 

G 

Partnership working group established to review dashboard and set targets.  G 
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5.1.2 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
5.1.3 
 
 
 
 
 
 
 
 
5.1.4 
 
 
 
 

Success criteria 1: Building effective partnership working by putting in place a 
joint planning and governance framework to improve outcome for the 
Gloucestershire population (Green) 
 
The Better Care Fund (previously referred to as the Integration Transformation Fund) 
was announced in June as part of the 2013 Spending Round, the national total is 
£3.8bn. It provides an opportunity to transform local services so that people are 
provided with better integrated care and support.  
 
Gloucestershire County council and the CCG submitted a jointly developed plan earlier 
this year. The submitted plan has been very positively received by NHS England and is 
seen as both robust and comprehensive. Indeed the Gloucestershire Health and Social 
care partnership response was one of the few systems to have received a full clean bill 
of health. Partners are now working jointly against the agreed plans and underlying 
programme of work. 
 
Success criteria 2: Delivery of the Health & Well Being plan (Green) 
 
Gloucestershire’s successful BCF submission is underpinned by a shared programme 
of work. The six metrics associated with the BCF each have an emerging plan of 
service re-design and development. As a system we have implemented new 
engagement methodologies in order to move forward, such as the BCF Providers 
Forum. Wherein we can engage and co-design system changes with our provider 
partners.  
 
Success criteria 3: Partnership working group established to review dashboard 
and set targets (Green). 
 
Health and social care working group established, part of its remit is to review the 
discharge dashboard including key targets and deliverables across the unscheduled 
care system.  
 
In addition to the above, commissioners working within the CCG have achieved full 
sign up to a collaborative commissioning agreement with regards to jointly 
commissioning and contract performance of all health and social care services in the 
community provided by Gloucestershire Care Services. This joint work programme in 
underpinned by an agreed shared governance methodology.  
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6.1 
 
6.1.1 

Perspective 5. Staff 
 
Staff – Period to 30th June 2014: 
 

  

PERSPECTIVE 5  Staff  Green 
 

Success criteria 1: Attracting and retaining high quality staff aligned to the 
CCGs vision and values 

G 

Key performance indicators 

Turnover ‐ % of employees leaving the organisation  1.29%  

Number of current Vacancies in structure  13 

Success criteria 2: Personal development processes that are linked to the 
strategic plan 

Collating results from 
October 

Key performance indicators 

All staff should have a personal development plan 
Collating results from 

October 

Proportion of staff with appraisal meeting within the last 6 months 
Collating results from 

October 

Success criteria 3: Staff are Happy and Motivated  G 

Key performance indicators            

Staff sickness levels  2.19% 

Staff Survey  Annual only 

 
 

6.1.2 Attracting and retaining high quality staff aligned to the CCGs vision and 
values  
 
Monthly turnover has decreased from 2.02% to 1.29% per month. The number of 
leavers in since the 1st April is 8.   
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There are 2 jobs live on NHS Jobs and 11 are in the recruitment process. 
 

6.1.3 Personal development processes (PDP) that are linked to the strategic plan 
 
The CCG has commenced the roll-out of their PDP process to ensure that 
objective setting is in place.  
 

6.1.4 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Staff are Happy and Motivated  
 
Staff survey results to be reviewed annually when survey takes place.  
 
Staff sickness levels up to the 30th June have been 2.19% which is below the 
GCCG target of less than 3%, and the level reported in April. 2.19% equates to 
410.81 full time equivalent (FTE) working days or 4.51 days lost per day.  The 
sickness absence rate is calculated by the total number of FTE days lost divided 
by the total number of working days.  
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Appendices: 
 
Ref Description 
1 GCCG Dashboard 2014/15 
2 Resource Limits 
3 Summary Financial Position 
4 QIPP financial summary against 2014/15 plan 
5 QIPP Programme 2014/15 - Programme Overview 
6 Cash 
7 Better Payment Practice 
8 Statement of Financial Position 
 



Gloucestershire CCG 2014/15 Integrated Performance Scorecard

Target
2013-14 

Outturn
Apr-14 May-14

Jun 2014/  

Q1
Jul 2014 Aug 2014

Sept 2014/ 

Q2
Oct 2014 Nov 2014

Dec 2014/ 

Q4
Jan 2015 Feb-15

Mar 2015/ 

Q5

Year / 

Quarter to 

date

Year end 

forecast

Perf.

Measured

Target 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0%

GRH 93.0% 91.6% 91.4% 90.0% 91.4% 91.4%

CGH 95.4% 97.5% 96.9% 97.1% 97.1% 97.1%

GHNHSFT total 93.9% 93.7% 93.4% 92.6% 93.5% 93.5%

GCS - MIU 99.91% 99.8% 99.8% 99.8%

Target 0 0 0 0 0 0 0 0 0 0 0 0 0 0

GRH 0 0 0 0

CGH 0 0 0 0

GHNHSFT total 0 0 0 0

GCS - MIU 0 0 0 0

Target 75.0% 75.0% 75.0% 75.0% 75.0% 75.0% 75.0% 75.0% 75.0% 75.0% 75.0% 75.0% 75.0% 75.0%

SWASFT 76.1% 75.1% 75.6% 75.6%

Glos only 69.1% 68.9% 63.7% 64.6% 65.8% 65.8%

Target 75.0% 75.0% 75.0% 75.0% 75.0% 75.0% 75.0% 75.0% 75.0% 75.0% 75.0% 75.0% 75.0% 75.0%

SWASFT 76.8% 75.5% 76.1% 76.1%

Glos only 71.9% 70.9% 69.6% 69.8% 70.1% 70.1%

Target 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0%

SWASFT 95.4% 95.2% 95.3% 95.3%

Glos only 94.4% 94.2% 92.4% 92.9% 93.1% 93.1%

Target 0 0 0 0 0 0 0 0 0 0 0 0 0 0

Actual 1,151 73 121 194 194

Target 0 0 0 0 0 0 0 0 0 0 0 0 0 0

Actual 207 13 17 30 30

Target 0 0 0 0 0 0 0 0 0 0 0 0 0 0

Actual 201 24 29 53 53

Target 0 0 0 0 0 0 0 0 0 0 0 0 0 0

Actual 43 3 9 12 12

GHNHSFT target 14 14 14 14 14 14 14 14 14 14 14 14 14 14 14

GHNHSFT actual 10.8 7.5 7.4 10.0 8.3 8.3

Local Reimbursable Days for Acute DTOCs (Attributable to Social Services) GHNHSFT 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0

GCS target 10 10 10 10 10 10 10 10 10 10 10 10 10 10 10

GCS actual 5.3 3.0 0.8 1.3 1.7 1.7

Target N/A 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0%

Actual 94.7 91.1% 92.2% 92.7%

Target N/A 5.0% 5.0% 5.0% 5.0% 5.0% 5.0% 5.0% 5.0% 5.0% 5.0% 5.0% 5.0% 5.0% 5.0%

Actual 1.2 1.6% 1.8% 1.6%

Target N/A 60.0% 60.0% 60.0% 60.0% 60.0% 60.0% 60.0% 60.0% 60.0% 60.0% 60.0% 60.0% 60.0% 60.0%

Actual 78.0% 77.1% 77.4% 76.1%

Target N/A 98.0% 98.0% 98.0% 98.0% 98.0% 98.0% 98.0% 98.0% 98.0% 98.0% 98.0% 98.0% 98.0% 98.0%

Actual 67.2% 66.8% 63.6% 59.9%

Target N/A 00:01:00 00:01:00 00:01:00 00:01:00 00:01:00 00:01:00 00:01:00 00:01:00 00:01:00 00:01:00 00:01:00 00:01:00 00:01:00 00:01:00

Actual 00:17:43 00:10:15 00:14:17

Target N/A 00:10:00 00:10:00 00:10:00 00:10:00 00:10:00 00:10:00 00:10:00 00:10:00 00:10:00 00:10:00 00:10:00 00:10:00 00:10:00 00:10:00

Actual 00:16:39 00:12:48 00:10:19

Target 90.0% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0%

Actual 91.2% 92.1% 91.6% 91.6%

Target 0 0 0 0 0 0 0 0 0 0 0 0 0 0

Actual 2 1 3 3

Local Number of specialties where admitted standard was not delivered Actual 5 7

Target 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0%

Actual 95.2% 95.6% 95.4% 95.4%

Target 0 0 0 0 0 0 0 0 0 0 0 0 0 0
CB_S6 Number of completed non-admitted pathways greater than 52 weeks

CB_B2 Percentage of non - admitted pathways treated within 18 Weeks

Cumulative

CB_S6 Number of completed admitted pathways greater than 52 weeks

Planned Care
Acute Care Referral to Treatment

CB_B1 Percentage of admitted pathways treated with in 18 Weeks

Cumulative

Longest wait for an answer

Local Longest wait for a call back

Local Calls warm transferred

Local Calls abandoned after 30 seconds

Harmoni 111

Local Calls answered within 60 seconds

Monthly

Local Calls triaged

Local

Local
Average number of Delayed Transfers of Care for non-acute patients in 

the month
Monthly

CB_S8 Clear up delays of over 1 hour

Delayed Transfers of Care (DTOC)

Local
Average number of Delayed Transfers of Care for acute patients in the 

month
Cumulative

CB_S8 Clear up delays of over 30 minutes

Cumulative

CB_S7 Over 30 minute ambulance handover delays (GHNHSFT)

Cumulative

CB_S7 Over 1 hour ambulance handover delays (GHNHSFT)

CB_B15_02

Cat A 8 min response - The percentage of Category A RED 2 incidents, 

which resulted in an emergency response arriving at the scene of the 

incident within 8 minutes. 

CB_B16
Cat A 19 min response - The percentage of calls resulting in an 

ambulance arriving at the scene of the incident within 19 minutes. 

CB_B5

4-hour A&E target - Percentage of A&E attendances where the patient 

spent 4 hours or less in A&E from arrival to transfer, admission or 

discharge

Ambulance 

CB_B15_01

Cat A 8 min response - The percentage of Category A RED 1 incidents, 

which resulted in an emergency response arriving at the scene of the 

incident within 8 minutes. 

Cumulative

CB_S9
12 hour trolley waits (no A&E attender should wait more than 12 hours 

from the decicision to admit to admission)
Cumulative

Principal Delivery Targets

Unscheduled Care

Accident & Emergency

Cumulative

1



Gloucestershire CCG 2014/15 Integrated Performance Scorecard

Target
2013-14 

Outturn
Apr-14 May-14

Jun 2014/  

Q1
Jul 2014 Aug 2014

Sept 2014/ 

Q2
Oct 2014 Nov 2014

Dec 2014/ 

Q4
Jan 2015 Feb-15

Mar 2015/ 

Q5

Year / 

Quarter to 

date

Year end 

forecast

Perf.

Measured
Principal Delivery Targets

Unscheduled Care Actual 0 0 0 0

Local Number of specialties where non-admitted standard was not delivered Actual 7 5

Target 92.0% 92.0% 92.0% 92.0% 92.0% 92.0% 92.0% 92.0% 92.0% 92.0% 92.0% 92.0% 92.0% 92.0%

Actual 92.0% 91.9% 91.9% 91.9%

Target 0 0 0 0 0 0 0 0 0 0 0 0 0 0

Actual 8 11 19 19

Local Number of specialties where incomplete standard was not delivered Actual 7 9

Target 0 0 0 0 0 0 0 0 0 0 0 0 0 0

Actual

Target 0 0 0 0 0 0 0 0 0 0 0 0 0 0

Actual

Target 1.0% 1.0% 1.0% 1.0% 1.0% 1.0% 1.0% 1.0% 1.0% 1.0% 1.0% 1.0% 1.0% 1.0%

Actual breaches 640 112 105 217 217

Actual Perf 0.75% 1.4% 1.4% 1.4% 1.4%

Target N/A N/A N/A 1.0% 1.0% 1.0% 1.0% 1.0% 1.0% 1.0% 1.0% 1.0% 1.0% 1.0%

Actual

Target 93% 93% 93% 93% 93% 93% 93% 93% 93% 93% 93% 93% 93% 93%

Actual breaches 134 156 290

Actual Perf 89.0% 87.4% 88.2%

Target 93% 93% 93% 93% 93% 93% 93% 93% 93% 93% 93% 93% 93% 93%

Actual breaches 107 75 182

Actual Perf 52.7% 64.6% 58.4%

Target 96% 96% 96% 96% 96% 96% 96% 96% 96% 96% 96% 96% 96% 96%

Actual breaches 0 5 5

Actual Perf 100.0% 98.1% 99.0%

Target 94% 94% 94% 94% 94% 94% 94% 94% 94% 94% 94% 94% 94% 94%

Actual breaches 0 1 1

Actual Perf 100.0% 96.9% 98.6%

Target 98% 98% 98% 98% 98% 98% 98% 98% 98% 98% 98% 98% 98% 98%

Actual breaches 0 0 0

Actual Perf 100.0% 100.0% 100.0%

Target 94% 94% 94% 94% 94% 94% 94% 94% 94% 94% 94% 94% 94% 94%

Actual breaches 0 0 0

Actual Perf 100.0% 100.0% 100.0%

Target 85% 85% 85% 85% 85% 85% 85% 85% 85% 85% 85% 85% 85% 85%

Actual breaches 9 25 34

Actual Perf 92.4% 83.4% 87.4%

Target 90% 90% 90% 90% 90% 90% 90% 90% 90% 90% 90% 90% 90% 90%

Actual breaches 0 1 1

Actual Perf 100.0% 94.1% 97.1%

Target 85% 85% 85% 85% 85% 85% 85% 85% 85% 85% 85% 85% 85% 85%

Actual breaches 1 0 1

Actual Perf 75.0% 100.0% 85.7%

Target 80.0% 80.0% 80.0% 80.0% 80.0% 80.0% 80.0% 80.0% 80.0% 80.0% 80.0% 80.0% 80.0% 80.0%

Glos 86.8% 89.6%

Target 60.0% 60.0% 60.0% 60.0% 60.0% 60.0% 60.0% 60.0% 60.0% 60.0% 60.0% 60.0% 60.0% 60.0%

Glos 73.0% 71.0%

Target 67%

Glos

Target 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0%

Community Care Referral to Treatment  (GLOUCESTERSHIRE only)

Paediatric

Local
Percentage of patients referred to the Paediatric Speech and Language 

Therapy Service who are treated within 8 Weeks
Cumulative

CB_A9 Dementia diagnosis rate (Annual) Cumulative

EC
Proportion of people at high risk of Stroke who experience a TIA are 

assessed and treated within 24 hours (GHT Only)

Long Term conditions

EC
Proportion of people who have had a stroke who spend at least 90% of 

their time in hospital on a stroke unit (GHT Only)
Cumulative

CB_B14
Percentage of patients receiving first definitive treatment for cancer within 

62 days of a consultant decision to upgrade their priority status
Cumulative

CB_B13
Percentage of patients receiving first definitive treatment for cancer within 

62 days from an NHS Cancer screening service
Cumulative

CB_B12
Percentage of patients receiving first definitive treatment for cancer within 

62 days of an urgent GP referral for suspected cancer
Cumulative

CB_B11
Percentage of patients receiving subsequent treatment for cancer within 

31 days where that treatment is a Radiotherapy Treatment
Cumulative

CB_B10
Percentage of patients receiving subsequent treatment for cancer within 

31 days where that treatment is an Anti-Cancer Drug Regime
Cumulative

CB_B8
Percentage of patients receiving first definitive treatment within 31 days of 

a cancer diagnosis
Cumulative

CB_B7
Percentage of patients seen within 2 weeks of an urgent referral for breast 

symptoms where cancer is not initially suspected
Cumulative

Cancer Waits

CB_B6
Percentage of patients seen within 2 weeks of an urgent  GP or GDP 

referral for suspected cancer
Cumulative

CB_B9
Percentage of patients receiving subsequent treatment for cancer within 

31 days where that treatment is surgery
Cumulative

Local
Percentage of patients who have waited 6 weeks longer than their due 

date for a planned diagnostic surveilance test (GHNHSFT only)

Diagnostics

CB4
Percentage of patients who have waited more than 6 weeks for one of the 

15 key diagnostic tests
Cumulative

CB_S10

Urgent operations cancelled for a second time - number of urgent 

operations that are cancelled by the trust for non-clinical reasons, which 

have already been previously cancelled once for non-clinical reasons

Cancelled Operations

CB_B18

Cancelled operations - Number of patients who have had an operation 

cancelled, on or after the day of admission, for non-clinical reasons that 

have not been offered another binding date within 28 days

Cumulative

CB_S6 Number of incomplete pathways greater than 52 weeks

CB_B3 Percentage of incomplete Pathways that have waited less than 18 Weeks

Cumulative

CB_S6 Number of completed non-admitted pathways greater than 52 weeks Cumulative

2



Gloucestershire CCG 2014/15 Integrated Performance Scorecard

Target
2013-14 

Outturn
Apr-14 May-14

Jun 2014/  

Q1
Jul 2014 Aug 2014

Sept 2014/ 

Q2
Oct 2014 Nov 2014

Dec 2014/ 

Q4
Jan 2015 Feb-15

Mar 2015/ 

Q5

Year / 

Quarter to 

date

Year end 

forecast

Perf.

Measured
Principal Delivery Targets

Unscheduled Care Actual 97.0% 100.0% 98.5% 98.5%

Target 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0%

Actual 97.0% 100.0% 98.5% 98.5%

Target 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0%

Actual 99.0% 95.0% 97.0% 97.0%

Target 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0%

Actual 98.0% 98.0% 98.0% 98.0%

Target 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0%

Actual 100.0% 90.0% 95.0% 95.0%

Target 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0%

Actual 100.0% 100.0% 100.0% 100.0%

Target 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0%

Actual 99.0% 96.0% 97.5% 97.5%

Target 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0%

Actual 100.0% 100.0% 100.0% 100.0%

Target 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0%

Actual 97.0% 100.0% 98.5% 98.5%

Target 95% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0%

Glos 98.9%

Glos target 2.9% 5.9% 9.3% 13.0%

Glos actual 13.7%

Glos target 50.0% 50.0% 50.0% 50.0% 50.0% 50.0%

Glos actual 51.0%

GHT 0 0

GCS 0 0

2gether 0 0

GHT 0 0

Care Services Actual 0 0

2gether 0 0

SWAST 0 0

Ramsay Healthcare 0 0

Target 90.0% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0%

GHNHSFT 93.1%

GCS 99.2%

Glos HC target 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0

Glos HC actual 8 1 3 0 4

GHNHSFT target 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0

GHNHSFT actual 4 0 0 0 0

Glos HC target 162 19 16 16 20 20 10 15 12 12 21 21 19 51 201

Glos HC actual 210 8 17 10 35 35

GHNHSFT target 52 4 4 4 4 4 5 5 5 5 5 5 5 12 55

GHNHSFT actual 60 2 5 3 10 10
Number of post 48 hour C Diff infections (Acute Trust) C

Clostridium Difficile (C.Diff)

CB_A16 Number of total C Diff infections (Health Community) Cumulative

Number of post 48 hours MRSA infections post 48 hours (Acute Trust) Cumulative

Cleanliness and HCAIs

Methicillin Resistant Staphylococcus Aureus (MRSA)

CB_A15 Number of MRSA infections (Health Community) Cumulative

Percentage of all adult inpatients who have had a VTE risk assessment Cumulative

Number of Never Events Cumulative

Quality
Quality Indicators

CB_B17 Eliminate mixed-sexed accommodation breaches at all providers sites Cumulative

CB_S5
The proportion of people who complete therapy who are moving towards 

recovery
Cumulative

Cumulative

Improving Access to Psychological Therapies (IAPT)

CB_S5
The proportion of people who have depression and/or anxiety disorders 

who receive psychological therapies

Mental Health and Learning Disabilities
Adults of Working Age

CB_B19
Proportion of those patients on a Care Programme Approach (CPA) 

discharged from inpatient care who are followed up within 7 days
Cumulative

Local
Percentage of patients referred to the Diabetic Nursing Service who are 

treated within 8 Weeks
Cumulative

Cumulative

Specialist Nurses

Local
Percentage of patients referred to the Parkinson Nursing Service who are 

treated within 8 Weeks
Cumulative

Local
Percentage of patients referred to the Podiatry Service who are treated 

within 8 Weeks
Cumulative

Local
Percentage of patients referred to the Adult Occupational Therapy Service 

who are treated within 8 Weeks

Adult

Local
Percentage of patients referred to the Adult Speech and Language 

Therapy Service who are treated within 8 Weeks
Cumulative

Cumulative

Local
Percentage of patients referred to the Adult Physiotherapy Service who 

are treated within 8 Weeks

Local
Percentage of patients referred to the Paediatric OccupationalTherapy 

Service who are treated within 8 Weeks
Cumulative

Local
Percentage of patients referred to the Paediatric Physiotherapy Service 

who are treated within 8 Weeks
Cumulative

Local
Percentage of patients referred to the Paediatric Speech and Language 

Therapy Service who are treated within 8 Weeks
Cumulative
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Appendix 2

Cash

R NR TOTAL Limit

AS AT Month 2 2014/15 £000 £000 £000 £000

 

2014/15 baseline excl growth 668,591  668,591 668,591 
 

Growth 13,986 13,986 13,986 

B/f surplus 6,762 6,762 6,762 

Additional Baseline Transfer (3,189) (3,189) (3,189)

 

 

 

  

Last month total 679,388 6,762 686,150 686,150 

Adjustments in month  

Primary Care IT 1,581 1,581 1,581 

  

Adjustments actioned in month  1,581 1,581 1,581 

TOTAL NATIONALLY REPORTED LIMIT 679,388 8,343 687,731 687,731 

NHS GLOUCESTERSHIRE CLINICAL COMMISSIONING GROUP

Current Assumed Resource Limit Position as at 31st May (Month 2)

2014/15



Appendix 3

Year to Date Forecast Outturn

Budget Actual (Under)/Over 

spend

Annual 

Budget

Forecast 

Outturn

(Under)/Over 

spend

£000 £000 £000 £000 £000 £000

Acute services
Acute contracts -NHS (includes Ambulance services) 81,917 82,005 88 327,670 327,952 282

Acute contracts - Other providers 2,581 2,407 (174) 10,326 10,368 42

Acute - NCAs 1,773 1,899 126 7,091 7,291 200

Pass-through payments

Sub-total Acute services 86,271 86,311 40 345,087 345,611 524

Mental Health Services 

MH contracts - NHS 18,538 18,570 32 74,153 74,153

MH contracts - Other providers 600 659 59 2,474 2,979 505

Sub-total MH services 19,138 19,229 91 76,627 77,132 505

Community Health Services

CH Contracts - NHS 20,599 20,599 82,398 82,398

CH Contracts - Other providers (1,066) (1,058) 8 (4,263) (4,264) (1)

CH - Other

Sub-total Community services 19,533 19,541 8 78,135 78,134 (1)

Continuing Care Services

Continuing Care Services (All Care Groups) 4,237 4,606 369 16,948 17,636 688

Local Authority / Joint Services 1,271 995 (276) 5,086 4,577 (509)

Free Nursing Care 2,187 2,351 164 8,746 8,959 213

Sub-total Continuing Care  services 7,695 7,952 257 30,780 31,172 392

Primary Care services

Prescribing 22,658 22,612 (46) 90,633 90,633

Enhanced services 1,039 1,037 (2) 4,363 4,363

Other 1,634 1,568 (66) 6,535 6,359 (176)

Sub-total Primary Care services 25,331 25,217 (114) 101,531 101,355 (176)

Other Programme services

Re-ablement funding 515 515 2,062 2,062

Other 1,809 1,777 (32) 7,223 7,133 (90)

Sub-total Other Programme services 2,324 2,292 (32) 9,285 9,195 (90)

Total - Commissioned services 160,292 160,542 250 641,445 642,599 1,154

Specific Commissioning Reserves 6,164 6,164 24,371 24,124 (247)

(Inc headroom and Contingency)

Total - Programme Costs (excl Surplus) 166,456 166,706 250 665,816 666,723 907

Running Costs (incl reserves) 3,762 3,512 (250) 15,053 14,146 (907)

Total - Programme Costs (excl Surplus) 3,762 3,512 (250) 15,053 14,146 (907)

Surplus 1,715 (1,715) 6,862 (6,862)

Total Application of Funds 171,933 170,218 (1,715) 687,731 680,869 (6,862)

NHS GLOUCESTERSHIRE CLINICAL COMMISSIONING GROUP

Summary Financial Position

Overall financial position as at 30th June 2014 (Month 3)



Appendix 4

Theme

Planned 

Gross 

Savings 

2014/15

£'000

Forecast

£'000

Variance

£'000

Theme 

RAG

Savings 

RAG

Recurrent 

/ Trend 

RAG

Unscheduled Care / Integration 4,985 4,360 (625) A A G

Planned Care 1,536 1,208 -328 A A R

Clinical Programme Groups 3,939 3,459 (480) A A A

Community Care 1,461 1,236 (225) A A R

Prescribing 2,710 2,710 0 G G A

Mental Health 330 125 (205) A R A

Learning Difficulties 800 150 (650) G R G

Continuing Health Care 500 500 0 A A A

Transactional QIPP 900 900 0 A G A

Unidentified 654 654 0

Grand Total 17,815 15,302 (2,513)

Additional Schemes 0 n/a n/a n/a

Additional QIPP  / Slippage / 

Contingent resources / 

Application of QIPP rule

2,513 2,513

Grand Total 17,815 17,815 0

NHS GLOUCESTERSHIRE CLINICAL COMMISSIONING GROUP
 QIPP Programme 2014/15



Appendix 5

Theme Component Projects Scheme Overview Progress 

Community Hospitals 

Programme, including 

Rehab Pathway

Develop a network of community services, embracing modern methods making 

appropriate use of NHS facilities. The initial focus in 2014/15 is on the service 

model for the use of community beds, including admission and discharge criteria 

and theh medical cover to support the requirements.

Community Hospitals Programme Board 

established and working through priority 

initiatives.

Use of MIUs

MIU and pathway  development, to ensure MIU's are utilised in line with our agreed 

specification across the community - linking identified initiatives within our QIPP 

Programme i.e. NHS 111 Enhanced Clinical Service which aims to reduce 

Emergency Department attendances, moving appropriate patients into Minor Injury 

Units (MIUs).

Work ongoing with GCS to ensure consistent 

application of the serviec specification, and 

increase appropriate diverts from NHS 111 to 

an MIU as oppossed to the Emergency 

Departments.

Care Home Programme

Roll-forward of Community Enhanced Service (CES) for GP practices to provide 

enhanced care to care home patients (ES runs until Mar 2015), & Care Home 

services contract review (i.e. care home support team etc.)

80% of practices in Gloucestershire continue 

to deliver the enhanced service, covering 86% 

of care homes. Further work is being 

undertaken on evidencing commissioning 

outcomes and conducting episode reviews 

with clinicians. 100% of participating practices 

have completed the safeguarding training 

required as part of the enhanced service.

Physiotherapy & Podiatry 

Review of the services provided in Gloucestershire to:

• provide a baseline assessment and compare to best practice and comparative 

populations to inform future commissioning

• agree appropriate waiting times

• identify interdependencies with the wider change programme

Outline brief for Physiotherapy is in final 

development; the next stages will look at a 

detailed scope to be developed and agreed 

with all key stakeholders by September 2014.

Assessment Beds 

(interim)

Monitoring the use of assessment beds, following the agreement to end interim 

placements from April 2014. The scheme aims to deliver a reduction in the number 

of interim beds used, length of stay, permanent placements and length of stay 

within residential and nursing home settings.

The use of assessment beds continues to be 

monitored by the local health community as 

part of the hospital system discharge process. 

A Discharge Menu has been collaboratively 

developed and distributed across GHFT wards 

to assist staff. 6 month review of assessment 

bed process anticipated in September 2014.

Continuing 

Healthcare
Continuing Healthcare 

The priorities are: 

• to ensure the CCG is compliant with the National Framework for NHS Continuing 

Healthcare and Funded Nursing Care through implementation of robust 

assessment and appeal processes 

• to ensure the commissioned services provide a high quality service to recipients 

and best value for money to the NHS  

Although a forecast overspend of the CHC 

budget it currently reported, full delivery of the 

QIPP target is anticipated based on planned 

impact of initiatives.

QIPP Programme 2014/15 - Programme Overview

Community Care



CPGs - Diabetes
Diabetes Service Re-

Design

Continuation of 13/14 scheme, while moving to a more significant service redesign 

during 14/15 to repatriate patients from secondary to primary and community care 

settings

Draft enhanced service currently out for 

engagement with clinicians and phased roll 

out will lead to countywide implementation 

from October 2014. A 6 month impact is 

therefore anticipated.

CPGs - FOP

Older People's 

Assessment Liaison 

(OPAL)

Alignment of Emergency Physicians, Geriatricians, GPs & Social Care with multi-

disciplinary teams in hospital and community to provide clinical risk assessment & 

management for older people attending Emergency Department and developing 

systems to reduce need for attendance in future. 

Noted progress made regarding 

implementation of full model but still existing 

pressures regarding permanent recruitment of 

clinicians. Service is currently only available at 

Gloucestershire Royal Hospital. 2014/15 

delivery being updated based on alternative 

staffing model due to locum cover and 

implementation in one site.

CPGs - GI

Redesign of Irritable 

Bowel Syndrome (IBS) 

pathway

Opportunity to re-design the pathway for primary care management of Irritable 

Bowel Syndrome by use of an alternative diagnostic test (measuring raised FC 

levels) as a marker of IBS; will result in a reduction of acute-led interventions e.g. 

colonoscopies.

GHFT developing IBS Pathway Business 

Case; anticipated July 2014.

MSK: Interface Service 

(Current)

Full implementation of MSK (transitional) Interface Service and associated 

monitoring, review and evaluation to support development of longer term solution, 

including testing triage model.

Revised MSCKAT service went live on 

Choose & Book in April 2014, including 

extended provision in the North Cotswolds. 

Foot and Ankle element of the service going 

live in July 2014. Orthotics review to be 

undertaken. Programme of engagement 

underway with Primary Care regarding 

provision of MSKCAT service.

MSK: Clinical Thresholds 

including pathways and 

increased compliance with 

spinal pathways

The scheme aims to build on the successful clinical engagement on pathway 

development in 2013/14 in order to develop clear, clinically agreed thresholds for 

MSK related procedures and ensure that these are built into contractual 

arrangements with providers.

MSK Outpatient Follow-

ups

Redesign of follow ups against benchmarked levels.  Partial year potential effect 

and requires redesign and not just shifting work with no defined end point i.e.. 

Multidisciplinary team  approach.

CPGs - MSK

Secondary Care thresholds  and revised IFR 

policies developed and signed off by MSK 

Clinical Programme Group, which are 

currently being implemented as part of the 

formal contract process with GHFT. Further 

work to be undertaken on MSKCAT thresholds 

not addresses as part of Phase 1 review.



CPGs - 

Ophthalmology

GROUPED SCHEME: 

Ophthalmology

Based on benchmarking potential the Clinical Programme Group has worked with 

Gloucestershire Hospitals NHS Foundation Trust colleagues to deal with the 

implementation of NICE TAs, plus Cataract and Wet Age related Macular 

Degeneration  (AMD) re-patriation for outpatient activity to Community 

Optometrists.

5 key projects identified as part of the 

Ophthalmology Programme to deliver £683k 

QIPP saving. Benchmarking analysis has 

been undertaken to understand potential from 

optimising Anti-VEGF treatment interventions, 

alongside cataract pathways based on 

adherence to NICE and uniformity of pathways 

across sites. Alternative pathways scheme will 

also commence with Glaucoma.

Paediatric medicine  

urgent care pathway 

review (Two phased)

The review will:

• Develop an accurate map of current pathways and evaluate existing referral 

criteria

• Assess the potential for alternative pathways that treat children more efficiently, 

safely, closer to home and/or in a more patient focused way

• Identify scope for improvements in clinical/referral protocols, operational systems 

or treatment regimes in any part of the children’s urgent care system 

• Identify any gaps in primary, community, MIU or GP OOH services

• Understand and evaluate the impact of current services

Distribution of 'Big 6' (high volume pathways) 

across Primary Care and MIUs to be 

completed by August 2014. ED front door 

scheme currently under development, which 

includes a pilot of a Registered Nurse 

Practitioner (RNP) be based in 

Gloucestershire Royal Hospital (GRH) 

Emergency Department (ED) between the 

hours of 14:00 and 22:30, 7 days a week to 

support ED staff particularly in the 

assessment, management and treatment of 

paediatric patients.

Establishing  a 

sustainable GP urgent 

telephone advice service

Telephone access direct to a consultant paediatrician for GPs who consider there 

may be a need to urgently admit a child to the Paediatric Admissions Unit. The 

outcome of the calls is:

• Advice only

• Referral to the next day paediatric ‘hot clinic’

• Admission

Based on initial evaluation of pilot extension of 

service provision amended to 9am-9pm with 

advice overnight from other doctors as per 

existing model. Full evaluation anticipated 

October 2014.

Respiratory emergency 

pathways - COPD 

admissions

Reduction in COPD non-elective admissions achieved through a number of rolled-

over and new schemes including:

• Continued development of Gloucestershire Respiratory Team (rolled-over)

•  Respiratory Hot Clinics

•  Integrated Community Teams/Rapid Response

Hot Clinics pilot commenced in May 2014 in 

Gloucester City allowing GPs to directly 

access a Respiratory Consultant for telephone 

advice and refer patients to Hot Clinic slots 

within 24hours. Continued development of the 

Rapid Response element of Integrated 

Community Teams based on agreed COPD 

pathway. 

Pneumonia
Joint audit with Gloucestershire Hospitals NHS Foundation Trust in order to review 

the current pneumonia pathway.

Given to the significant over performance in 

benchmarked pneumonia activity, it was 

decided to commence the Pneumonia 

Workstream in 2014/15.Joint audit 

commenced with GHFT in July 2014.

Respiratory outpatient first 

and follow-up

The plan (the detail of which is to be worked up with GHT) is to move GCCG 

outpatient first/follow-up to peer group average releasing efficiency savings from 

the system.

Bronchiectasis pathway out for review with 

stakeholders and patients and will be finalised 

in July 2014.    

CPGs - Paediatrics

CPGs - Respiratory



Integration

Integrated Community 

Teams and Rapid 

Response

Development of Integrated Community Team Model that focuses on case 

management of high risk patients, includive of a high intensity service and rapid 

response.

Gloucester City rolled out in January 2014, 

Cheltenham in May 2014 and is planned in 

Tewkesbury in September 2014. Phase 2 

commences in Stroud and Berkeley Vale in 

July 2014. A model of integrated case 

management now agreed and is being tested 

and shared within GCS for refinement and 

implementation planning.

Learning Disabilities 

Intensive Support Service

This scheme involves a remodelling of existing services to people with learning 

disabilities who present with challenging behaviours to ensure they are delivered in 

line with the recommendations of the Mansell Report (2007) and Department of 

Health Winterbourne View Final Report (2012)

Service fully operational and GCCG working 

with 2gether NHS Foundation Trust regarding 

all age caseloads.

Joint Funding Develop an agreed Joint Funding Policy and Process for health and social care.
Awaiting update from Gloucestershire County 

Council regarding delivery of support plans.

Liaison Services (Acute & 

Community) - including 

RAID model and Alcohol / 

substance mis-use

Enhancement of current model that enables rapid access and turnaround of 

patients presenting at A&E and on the wards of acute hospitals with a potential 

mental health problem.  Patients to be assessed and triaged by the Mental Health 

Liaison Team and immediate decisions actioned regarding their treatment plan 

Review of contract requirements with GHFT to 

be taken forward by CCG; complexities to be 

worked through based on GHFT 

commissioning Liaison services from 2G.

Art on Prescription
Evaluation of current provision of Art On Prescription within Primary Care, that 

looks to improve mental well-being in those at risk of poor mental health.  

Extension of interim funding for Art Lift for two 

further terms (6 months) to undertake full 

service evaluation.

CPGs - Healthy 

Individuals

Telehealth Contract 

Negotiation

GCCG are  working with Gloucestershire Care Service and Clinical Leads to 

address the limitations of the current care model and specify future service 

requirements such as integration within ICTs; this could include a procurement 

exercise for future provision.

Approval from GCCG Governing Body 

anticipated in July 2014; procurement to 

commence in August 2014. During this period 

GCCG and GCS will develop a programme of 

engagement across the health community with 

particular regard to Primary and Community 

Care. This will include the development of 

pathways across primary care and ICTs to 

ensure a joined up end to end pathway that 

facilitates step up and step down with a 

seamless transition. 

Follow Up Care

Outpatient follow up reduction plan led by GHFT.  The aim in 2014/15 is to have a 

clear plan to deliver recurring follow-up reductions associated with specific clinical 

pathways.  

Implementation Plan requested from GHFT 

(GHFT hold 100% risk share.) CCG 

undertaking supporting data analysis to 

explore opportunity and links to benchmarking 

work within CPGs.

Learning 

Disabilities

Mental Health

Planned Care



Elective Referral Initiative : 

first 6m of 14/15 for 

Referral Peer Review

An interim solution for 14/15 to roll-forward Peer Review but re-launched with more 

reporting and just 5 specialties; a six month proposition while long-term strategy 

developed

63 practices taking part in 2014/15 Peer 

Review Scheme. The Peer Review database 

is operational and data is being collated from 

participating practices. Reports currently being 

developed to support the long term strategy 

development.

Elective Referral Initiative, 

long-term strategy
The development of a long-term strategy for Elective Demand Management

Options Appraisal developed and discussed in 

CCG Development Session. Business Case 

under development based on indication of 

preferred option, to be discussed within July 

Governing Body.

Individual Funding 

Requests (IFR): more 

stringent application of 

policy, increase inclusions

Development of a mechanism for identifying all procedures undertaken by any 

provider that appear on the CCGs Effective Clinical Commissioning Policies.

Clear mapping of all internal processes that deal with funding requests to ensure 

that clear procedures and processes are in place.

IFR policy has been updated to clarify provider 

responsibilities and have been embedded 

within provider contracts. Initial test audit 

undertaken at GHT in Ophthalmology and 

Orthopaedics to test approach.

Advice and Guidance Roll 

out

Subject to evaluation, further develop A&G services, which may include: 

• Review of payment mechanism to better reflect the workload in each specialty.

• Roll out to additional secondary care specialties to support demand 

management.

• Consideration of additional areas where feedback has suggested that A&G 

provides further benefit to Primary Care clinicians, such as psychiatry.

Contract signed with GHFT to include existing 

specialties and roll out to Urology (by 

September 2014.) Evaluation to be 

undertaken in July 2014 to inform long term 

roll out.

Dermatology: Intermediate 

Tier

Review of current service provision with a focus on the Dermatology Intermediate 

Tier.

Agreed with QIPP Assurance Group that this 

scheme is unlikely to dleiver savings in 

2014/15 (target £65k) based on inability to 

agree an intermediate tier tariff. Focus will 

now be to look at full review of existing 

services against the standards set out in the 

service specification developed by local 

Dermatology clinicians. This will include an 

action plan to ensure all quality and 

performance standards are met within agreed 

timescales.

Care UK Utilisation 

(UKSH)

Scheme aims to deliver increased utilisation by:

• Developing relationships between providers (ICTS and local acute hospital) to 

encourage waiting list transfers to the ISTC.

• ISTC to develop the marketing plan to ensure maximum return on investment 

from marketing activities

• Increasing utilisation of local satellite clinic (GHAC) and associated elective 

procedures

Review of GHAC utilisation continues. GHFT 

participating in planned Waiting List Transfer 

Initiatives; currently focusing on Urology and 

Hernia procedures.

Planned Care



Primary Care Prescribing 

Plan

More efficient use of prescribed medication, while improving patient 

outcomes, concentrating on Respiratory, Pain Management, Diabetes, Urology & 

Gynaecology, Specials,  and improved prescribing practices.

Prescribing improvement plan (PIP) review 

meetings currently taking place within clusters 

to discuss outcomes and future plans for 2014-

15. 

Reducing Waste
Prescribing waste initiative - concentrating on dressings, Ostomy, Incontinence 

and Sip Feeds.

Initiative rolled forward from 13/14 with a focus 

on continence 14/15, with an aim to implement 

changes by September 2014.

Oxygen Assessment
FYE of 13/14 scheme - reviewing of current and appropriate prescribing for 

patients receiving Home Oxygen.

Roll forward of 2013/14 initiative, service in 

place and early indications of impact shown.

Secondary Care 

Partnership

Joint prescribing initiatives with GHFT including: Homecare, GHFT Specials and 

formulary adherence.

Scheme under development to ensure 

partnership working with GHNHSFT to achieve 

joined up pathway development, providing a 

holistic patient centred approach. Key 

deliverables will include cost effective generic 

prescribing according NICE/MHRA 

recommendations, monitoring compliance with 

Joint Formulary, and reduction in cost of 

unlicensed and commonly prescribed special 

treatments. 

Integrated Discharge 

Team (IDT)

Bringing of existing discharge teams into a single integrated team within GHFT. 

The scheme ensures there are clear, demarcated roles at the front door 

(admission prevention) and back door (supporting complex discharge).Enables 

joint and truly integrated working across organisations, enables the benefit of the 

skills and experience of staff from different organisations and backgrounds, sees 

failure to discharge a patient within 1 day of being medically stable as a failure for 

the whole system and that its role is to ensure this never happens and resolve it 

quickly when it does. 

IDT embedded within GHFT, but recruitment 

of some posts ongoing. Expect to be fully 

embedded by August 2014.

Ambulatory Day Unit/ 

Ambulatory Emergency 

Care

Building on the Ambulatory Care model currently being delivered, develop the 

service further to be medically led, pulling patients via the Single Point of Clinical 

Access and through Emergency Departments in Gloucester and Cheltenham.

Gloucester and Cheltenham AEC live. Block 

contract agreed for 2014/15 to enable an in 

year funding and tariff review with GHFT. 

Establishment and Development workshops 

undertaken to discuss AEC pathways.

Hot Clinics and Access to 

Specialist Services

Develop specialty based Hot clinics for single point of clinical access/ clinical 

teams, while developing dedicated access to specialist medical advice. Initial focus 

will be on Cardiology.

Business Case awaited from GHFT for 

Cardiology Hot Clinic pilot. GCCG working 

with GHFT managers and clinicians to 

escalate timescales of implementation.

NHS 111 enhanced 

clinical advice service

To reduce Emergency Department attendances and increase referrals to the 

Gloucestershire MIU services with the introduction of an enhanced clinical advisory 

pathway within NHS111.   

Operational issues with regard to staffing 

impacting on ability to roll forward the scheme. 

Alternative schemes being considered.

Prescribing

Unscheduled Care



Deep Vein Thrombosis 

(DVT) pathway in primary 

care

To commission a sustainable, clinically effective and evidence based Primary Care 

Service in Gloucestershire for adult patients (= or >18years) with suspected DVT 

where the GP retains control of the patient pathway.  

74 practices have signed up to the enhanced 

service and Q1 returns are awaited to 

understand utilisation in Primary Care. 

Referrals to secondary care are being 

monitored; early indications suggest a 

reduction for acute attendances for DVT with 

the ability to manage locally.

Unscheduled Care



Actual/Forecast Charges in Month YTD CASH Mth end Cash Limit Ratio of

Drawn Prescribing Home Oxygen

Advance 

Drugs 

Payments TOTAL TOTAL LIMIT Balance Drawn Bal/Cash Limit

Month Status £000 £000 £000 £000 £000 £000 £000 £000 % %
April Act 85,000 6,047 99 (33) 91,113 91,113 57,311 6,339 13.25% 0.92%
May Act 46,000 6,484 95 23 52,602 143,715 114,622 6,117 20.90% 0.89%
June Act 46,000 6,362 93 136 52,591 196,306 171,933 478 28.54% 0.07%
July F'cast 48,212 6,298 93 54,603 250,909 229,244 36.48% 0.00%

August F'cast 48,212 6,298 93 54,603 305,511 286,555 44.42% 0.00%
September F'cast 48,212 6,298 93 54,603 360,114 343,866 52.36% 0.00%

October F'cast 48,212 6,298 93 54,603 414,717 401,176 60.30% 0.00%
November F'cast 48,212 6,298 93 54,603 469,319 458,487 68.24% 0.00%
December F'cast 48,212 6,298 93 54,603 523,922 515,798 76.18% 0.00%

May F'cast 48,212 6,298 93 54,603 578,525 573,109 84.12% 0.00%
May F'cast 48,212 6,298 93 54,603 633,127 630,420 92.06% 0.00%

March F'cast 48,213 6,298 93 54,604 687,731 687,731 100.00% 0.00%

Overview of current position

The CCG is currently undergoing a national exercise to establish its cash limit but has an estimated maximum cash limit of £687m in 2014/15. 
At the end of June £196m had been drawn down (29%) of the anticipated cash limit.

Appendix 6

NHS GLOUCESTERSHIRE CLINICAL COMMISSIONING GROUP
Cash Performance Indicators

As at 30th June 2014 (Month 3)
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Appendix 7

NHS GLOUCESTERSHIRE CLINICAL COMMISSIONING GROUP

Performance against better payment practice code

Reported Performance (£)

As at 30th June 2014 (Month 3)

In Month Year to Date
NHS Non NHS NHS Non NHS

By volume
Total number of invoices 232 482 847 1,486
Number paid within target 231 463 842 1,412
Performance 99.57% 96.06% 99.41% 95.02%

By value
Total value of invoices (£'M) 39.58 6.39 87.22 12.96
Value paid within target (£'M) 39.56 6.38 87.19 12.72
Performance 99.95% 99.84% 99.97% 98.15%

The target performance level is 95%
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Appendix 8

Opening Current Forecast 

Position as at Month end Position as at

31 March 2014 Position 31 March 2015

£000 £000

Non-current assets:

Premises,  Plant,  Fixtures & Fittings 61 56 41 

IM&T 0 0 

Other 0 0 

Long Term Receivables 0 0 

Total non-current assets 61 56 41 

Current assets:

Inventories 0 0 

Trade and other receivables 8,350 38,061 8,350 

Cash and cash equivalents 30 478 1 

Total current assets 8,380 38,539 8,351 

Total assets 8,441 38,595 8,392 

Current liabilities

Payables (42,949) (47,016) (40,000)

Provisions (870) (870) (500)

Borrowings 0 0 

Total current liabilities (43,819) (47,886) (40,500)

Non-current assets plus/less net current assets/liabilities (35,378) (9,291) (32,108)

Non-current liabilities

Trade and other payables 0 0 

Other Liabilities 0 0 

Provisions 0 0 

Borrowings 0 0 

Total non-current liabilities 0 0 

Total Assets Employed: (35,378) (9,291) (32,108)

Financed by taxpayers' equity:

General fund (35,378) (9,291) (32,108)

Revaluation reserve

Other reserves

Total taxpayers' equity: (35,378) (9,291) (32,108)

   

NHS GLOUCESTERSHIRE CLINICAL COMMISSIONING GROUP

Statement of Financial Position

As at 30th June 2014 (Month 3)
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Title West of England Academic Health Science 
Network Report 

Executive Summary The attached document is the fourth quarterly 
report produced by the West of England 
Academic Health Science Network. 

Key Issues 
 

The following key issues are referred to in the 
report: 

 Patient Safety 
 Evidence into Practice/Commissioning 

Evidence Based Care 
 Enterprise and Translation 
 Patient and Public Involvement 
 Building Capacity and Capability 
 Informatics 

Risk Issues: 
Original Risk 
Residual Risk 

None. 
 
 

Financial Impact None. 
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(including NHS 
Constitution)  

None. 
 
 

Impact on Health 
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None. 
 

Impact on Equality 
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None. 

Impact on Sustainable 
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None. 

Patient and Public 
Involvement 

Not applicable. 
 

Recommendation The Governing Body is requested to note this 
report which is provided for information. 
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Designation Gloucestershire CCG Accountable Officer 
Sponsoring Director 
(if not author) 
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Report from West of England Health Science Network Board,  

11 June 2014 

1. Purpose 
This is the fourth quarterly report for the Boards of the member organisations of 
the West of England Academic Health Science network which includes the three 
health research active Universities, NHS Trusts and Foundation Trusts, 
Community Interest Companies who provide community health and social care 
and the seven Clinical Commissioning Groups. 

A similar briefing will be circulated to a wider range of partners and stakeholders 
following each quarterly meeting of the Academic Health Science Network Board.  
This report includes the High Level Deliverables from our Business Plan 2014/15. 

Board papers will be posted on our website http://www.weahsn.net 
 

2. Patient Safety  
i. We held a very well attended Patient Safety Engagement Event on 24 April 

2014 which had a strong patient delegation. 

ii. Each of the 15 Academic Health Science Networks in England is being 
invited to create a Patient Safety Collaborative, comprising all the main 
commissioners and providers of NHS services.  The West of England 
Academic Health Science Network has already adopted patient safety as 
our top priority and all organisations have nominated a senior 
clinician/executive to join our Patient Safety Collaborative Board which 
meets for the first time on 19 June and will be chaired by James Scott, 
Chief Executive of the Royal United Hospital Bath.   

iii. We have appointed a full time Patient Safety Programme Director, Cathy 
Howe, who joins us in August and are advertising for secondments for a 
Clinical Director and two Clinical Leaders; one from General Practice and 
one from community services. 

iv. We continue to regard our existing Patient Safety Programme as central to 
our work and have delivered workshops since April on: 

 Care and Treatment of Urinary Tract Infections 

 Falls Prevention 

 Getting Medicines Right. 

 

 

http://www.weahsn.net/about-us/board-papers/
http://www.weahsn.net/about-us/board-papers/
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v. We are working with Health Education South West on a programme of 
“Human Factors” training and capacity building which has a focus 
particularly on Bands 1 – 4 staff working in settings outside hospital.  The 
West of England Academic Health Science Network is continuing to 
support the South of England Mental Health Collaborative, which is led by 
Shaun Clee, Chief Executive of 2Gether NHS Foundation Trust.   

 
3. Evidence into Practice / Commissioning Evidence Based Care  

Our three Evidence into Practice schemes for 2014/15 are progressing well: 

a. Preventing Cerebral Palsy in pre-term babies 

All five obstetric units in the West of England are now signed up to delivering 
this programme during 2014/15 and have lead midwives.  Our 
implementation pack, which includes a standardised clinical decision tool, 
education resources and a training strategy, have been developed with the 
pre-term charity, Bliss.  The national audit tool for neonates called 
“Badgernet” is being amended to include a field about the use of magnesium 
sulphate in pre-term births which will allow a base line and benchmarking to 
take place across the country. 

b. Better outcomes in hip replacement. 

We are linking in with Professor Tim Briggs who is the national Orthopaedic 
Surgeon Lead for the “Getting it right first time” orthopaedic improvement 
programme.  Professor Briggs is endorsing our work and will speak at a local 
event in the West of England in the Autumn. 

c. Anti-Coagulation for Atrial Fibrillation and Stroke Prevention 

This scheme has a broad reference group which includes GPs and patient 
representatives and is testing our proposed approach with a small number of 
GP practices using Plan, Do, Study, Act cycles.  Anna Burhouse, the 
Academic Health Science Network Director of Improvement, presented all 
three Evidence into Practice schemes to the national NICE Board when it 
met in Cheltenham in May and we were warmly congratulated on this early 
work. 

 
4. Enterprise and Translation 

This workstream is making great progress: 

a. We have launched a second Small Business Research Initiative jointly with 
Wessex Academic Health Science Network on Medicines Adherence. 

b. Our first local challenge will be issued in July and is about Diabetes and 
Mental Health.  It is being sponsored by Bristol Clinical Commissioning 
Group. 

c. The South West Micro-electronics iNet and the Academic Health Science 
Network have also issued a joint challenge to local companies. 

d. Our database of companies who are active in health and life sciences now 
exceeds 320 companies and we are working with each Local Economic 
Partnership about how they can capitalise on health sector involvement. 
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e. We have created a Health Innovation channel called “HI” where companies 
can pitch their solutions to the NHS locally. 

f. Our first outreach event was in Swindon on 16 June and was attended by 
over 100 delegates.  It was on the subject of telecommunications and health. 

 
5. Patient and Public Involvement 

Our joint Patient and Public Involvement team, with the Local Clinical Research 
Network and the Collaboration for Leadership in Applied Health Research and 
Care (CLAHRCwest) is gathering strength and we have Patient and Public 
Involvement in all our programmes and on all our reference groups, as well as at 
Board level.  Our focus group with patient representatives was a central part of 
the selection process for our Patient Safety Programme Director. 

6. Building Capacity and Capability 

We are developing a proposal about building capacity and capability across the 
West of England and are convening a reference group from member 
organisations and partners to help us make this as good as it can be.  We are 
looking at entry level, delivery and leadership skills development across the 
spectrum of innovation, evidence into practice and patient safety.  We want to add 
value and not duplicate the good work that is already in place across the West of 
England.  We also want to tap in to the skills and knowledge base of our three 
universities and other local partners. 

7. Informatics 

We have appointed Nina Cross as the West of England Academic Health Science 
Network’s Informatics Lead.  Nina was previously the Chief Information Officer at 
the Royal United Hospital Bath.  Nina’s priority is to work with those communities 
who are undertaking feasibility studies on Connecting Data for Patient Benefit 
across different clinical and local authority systems.  This work is underway in 
Gloucestershire, Bath & North East Somerset and Swindon.  We are also working 
with the ‘Connecting Care’ programme in Bristol, North Somerset and South 
Gloucestershire. 

8. Engagement and Events 

 We have started producing a quarterly newsletter  

 Our Annual Report for 2013/14 is also available  

 This year’s Annual Conference will be on Thursday 16 October 2014 at the 
University of the West of England Conference Centre.  It is a joint event with 
the West of England Local Clinical Research Network.  Look out for details! 

 
Deborah Evans 
June 2014 

http://us8.campaign-archive2.com/?u=f0307060daac60c96aab19b07&id=c416c21772&e=4bc3aae1b1
http://us8.campaign-archive2.com/?u=f0307060daac60c96aab19b07&id=c416c21772&e=4bc3aae1b1
http://www.weahsn.net/network/wp-content/uploads/2013/01/West-of-England-Annual-report-2013-2014-Final.pdf
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Title Integrated Governance and Quality 
Committee (IGQC) minutes 

Executive Summary The attached minutes provide a record of 
the IGQC meeting held on the 24th April 
2014. 
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The following issues were discussed: 
 Patient’s Story 
 Quality Report 
 CQUINS  
 CQC Children’s Safeguarding 

Review 
 Our Journey for Quality 2014-19 

Implementation Plan 
 Compliance with Corporate 

Governance Codes 
 CCG Governance Structure 
 Risk Register 
 Always Events 
 Information Governance 
 Clinical Effectiveness Group 

 
Risk Issues: 
Original Risk 
Residual Risk 

Not applicable. 
 
 

Financial Impact Not applicable. 

Legal Issues 
(including NHS 
Constitution)  

Not applicable. 
 
 

Impact on Health 
Inequalities 

None. 
 

Impact on Equality 
and Diversity 

None. 

Impact on 
Sustainable 
Development 

None. 
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these minutes which are provided for 
information. 

Author Alan Potter 

Designation Associate Director Corporate Governance
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Julie Clatworthy 
IGC Chair and Registered Nurse 

 



 

NHS GLOUCESTERSHIRE CCG 
 

Integrated Governance and Quality Committee (IGQC) 
 

Minutes of the meeting held on 
Thursday 24th April 2014, Board Room, Sanger House 

 
Present:  
Dr Charles Buckley CBu Chair  
Dr Steve Allder SA Secondary Care Specialist 
Marion Andrews-Evans MAE Executive Nurse and Quality Lead 
Dr Caroline Bennett CBe GP - North Cotswolds Locality 
Alan Elkin AE Lay Member – Patient and Public 

Engagement 
Dr Martin Gibbs MGi GP - Forest of Dean Locality 
Colin Greaves CG Lay Member – Governance  
Mary Hutton MH Accountable Officer 
Dr Helen Miller HM Clinical Chair of CCG 
Cath Leech CL Chief Finance Officer 
Alice Walsh AW Interim Director of Public Health 
Valerie Webb VW Lay Member - Business 
 
In Attendance: 
Teresa Middleton TM Head of Medicines Management 
Caitlin Lord CLo PALS Advisor 
Marian Hoyle MHo Head of Patient Experience 
Kathy Campbell KC Clinical Lead for Urgent Care - 

Rapid Response, GCS 
Alan Potter AP Associate Director Corporate 

Governance 
Fazila Tagari FT Board Administrator 

 
1. Apologies for Absence  
   
1.1 Apologies were received from Julie Clatworthy and 

Dr Malcolm Gerald. 
 

   
2. Declarations of Interest  
   
2.1 There were no declarations of interest received.  
   
3. Minutes of the meeting held on 20th February 

2014 
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3.1 The minutes of the meeting were accepted as a true 

and correct record, subject to the following 
amendments: 
 

 Section 12.3 of the minutes to read ‘List of 
secure email address amended to include 
@glos.nhs.uk and @ glos-care.nhs.uk.’ 

 Section 17.2 of the minutes to read ‘A CCG 
event has been arranged on 12 June to review 
best evidence in practice and how to replicate 
across the system.’ 

 

   
4. Matters Arising  
   
4.1 IGQC3 – Item on agenda. Item Closed.  
   
4.2 IGQC4 – External review had been undertaken and 

awaiting report.  
 

   
4.3 IGQC7 – MAE advised that it was proposed for the 

session to be held towards the end of May 2014. 
 

   
4.4 IGQC9 – Item on agenda. Item Closed.  
   
4.5 IGQC11 – VW had provided the safeguarding 

document to JC and was awaiting response.  
JC 

   
4.6 IGQC23 - Action has been completed. Item Closed.  
   
4.7 IGQC28 - Action has been completed. Item Closed.  
   
4.8 IGQC29 - Action has been completed. Item Closed.  
   
4.9 IGQC30 - Action has been completed. Item Closed.  
   
4.10 IGQC31 - Action has been completed. Item Closed.  
   
4.11 IGQC32 - Action has been completed. Item Closed.  
   
4.12 IGQC40 - Item on agenda. Item Closed  
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4.13 IGQC42 - Item on agenda. Item Closed  
   
4.14 IGQC43 - Action has been completed. Item Closed.  
   
4.15 IGQC44 - Quarterly report to be received from CQC. 

Item Closed. 
 

   
4.16 IGQC45 - CBe and CL to liaise and progress issue 

forward and agreed to feedback to the Committee. 
 

   
4.17 IGQC46 - GHT had developed an action plan which 

the Area Team had reviewed and were assured that 
the issues had been addressed. Item Closed. 

 

   
4.18 IGQC47 - Action has been completed. Item Closed.  
   
4.19 IGQC49 - Item on agenda. Item Closed  
   
4.20 IGQC50 - Item on agenda. Item Closed  
   
4.21 IGQC51 - Action has been completed. Item Closed.  
   
4.22 IGQC52 - Action has been completed. Item Closed.  
   
4.23 IGQC53 - Action has been completed. Item Closed.  
   
4.24 IGQC54 - Action has been completed. Item Closed.  
   
4.25 IGQC55 - Action has been completed. Item Closed.  
   
4.26 IGQC56 - Information to be provided at the next 

Committee meeting. 
 

   
4.27 IGQC57 - CBu advised that the Skin Cancer Audit 

Report can be circulated upon request if required. 
Item Closed. 

 

   
5. Patient’s Story  
   
5.1 CLo presented a patient case study to the Committee 

which included a recording of a patient interview 
relating to the Rapid Response Service.  
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5.2 The Committee felt it was important to have an 
introductory narrative which outlined the context. HM 
also felt that there was an element of repetition in the 
story and requested the recording to be further 
condensed. 

 

   
5.3 MH suggested that a service story should be 

considered to highlight the benefits of making these 
changes and a summary of the learning points and 
next steps.  

 

   
5.4 The Committee agreed that there should be an 

opportunity to also review negative stories in future in 
order that it can be demonstrated that lessons have 
been learned.  

 

   
5.5 RECOMMENDATION: The Committee noted the 

story and, subject to the changes suggested, 
recommended that this should be presented to 
the Governing Body. 

 

   
6. Quality Report  
   
6.1 MAE presented the Quality Report which provided 

assurance to the Committee that quality and patient 
safety issues were given the appropriate priority and 
that there were clear actions to address them. The 
report covered the period from 31st December 2013 
to 28th February 2014. 

 

   
6.2 MAE advised that the draft Terms of Reference for 

the Effective Clinical Commissioning Policies – 
Working Group was outlined at Appendix 1 for 
approval. TM explained the overall responsibilities of 
the Group to the Committee. MH requested year on 
year comparison data for IFR requests in order to 
analyse any trends. CL advised that an audit 
procedure was currently being developed to ensure 
that the eligibility criteria review process was robust.  

 

   
6.3 MAE reported that £20K funding had been received 

from the Department of Health as a contribution 
towards research and development and it was noted 
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that discussions were underway with Gloucestershire 
Research Support Service to agree on the effective 
utilisation of this resource.  

   
6.4 TM advised that the CCG were compliant with all 

NICE TAs, although there were concerns for some 
TAs as the main provider had failed to provide the 
CCG with the required implementation plans and 
costings necessary for the CCG to understand the 
financial implications. The Committee requested 
assurance that the processes were robust and noted 
that discussions were underway to address this issue 
via the Contracting Team.  

 

   
6.5 MAE reported that the Care Quality Commission 

(CQC) undertook an unannounced review of the 
Safeguarding and Looked after Children’s Services in 
Gloucestershire. MAE advised that the draft feedback 
report that was due to be sent on the 5th April 2014 
was still awaited. It has since been advised that the 
report would be received on the 6th May 2014. It was 
noted that the Gloucestershire Health Community 
had 5 working days to respond and challenge the 
report if necessary and set out a draft action plan. 

 

   
6.6 MAE informed the Committee that a Serious Case 

Review was being undertaken which related to the 
homicide involving a ‘Child on Protection’. It was 
noted that CQC had reviewed this case and had 
identified some issues in February 2014. The 
Committee noted that internal meetings had been 
held to review this case and it was concluded that the 
actions taken by GHFT were appropriate which 
ensured that all relevant agencies were notified.  

 

   
6.7 AP reported an increase in incidents reported during 

the year by GPs in comparison with the previous 
year.  

 

   
6.8 AE requested further information relating to the lack 

of district nurses which had caused concerns for 
GPs. MAE advised that she had a meeting with the 
Director of Nursing for GCS where assurance was 
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obtained through the recruitment plan, although there 
were still some areas of concern. MAE advised that a 
further meeting was held where it was agreed that 
hard data information (i.e. Serious Incidents, 
Complaints, etc.) relating to Community Nursing 
Services would be gathered using the Datix system in 
order to develop an understanding of the concerns 
that GPs have logged. MAE also stated that a short 
questionnaire was being developed that would be 
sent to Locality Executives to review and feedback.  

   
6.9 AE commented on section 5.7 of report and 

requested further information relating to the level of 
overdue actions for SWAST/GWAS. AP stated that 
actions were being taken forward and were reviewed 
regularly but that there were frequently delays in 
receiving the formal assurances from the providers. 
MAE informed the Committee that CCG managers 
attended internal meetings within SWAST and GHT 
and felt that the mechanism in place gave assurance 
that the processes were robust although assurances 
were still being sought from 2gether and GCS. AP 
also indicated that another key factor in delays in 
receiving assurances that action plans were being 
implemented by SWAST was due to the responses 
being sent to the CSU as there were 
misunderstandings of the process. AP gave 
assurances that these issues were in hand. 

 

   
6.10 MAE reported that the GHFT Board had agreed an 

additional investment of £1m in nursing staff. 
 

   
6.11 TM informed the Committee that the Department of 

Health had issued new guidance regarding the 
diagnosis and reporting of C.Diff. TM advised that 
C.Diff cases would need to be assessed individually 
to identify if there were any lapses in the quality of 
care provided to patients. If cases were not linked 
with identifiable lapses in care, it was proposed that 
those cases would not count towards the total target 
on which any sanction would be based. It was noted 
that GHT would need to agree the process and that 
there were no appeals process. It was recommended 
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that the CCG approach the Area Team’s for their 
viewpoint.  

   
6.12 MAE stated that a greater focus would be placed on 

Norovirus as part of the winter planning. MAE raised 
concerns regarding the high incidence reported and 
advised that trends would be continually monitored 
and if any further rise emerges, then this would be 
challenged. MAE felt that there should be a robust 
process in place to analyse trends and further work 
was needed to enable this. It was noted that this 
issue had been raised with GHT. 

 

   
6.13 The Committee expressed concerns regarding the 

validity of the Healthwatch summary report and 
required greater clarity on the actions that had been 
completed. MHo advised that she would be liaising 
with Healthwatch to discuss this further. It was 
suggested that generic themes would improve the 
presentation of data.  

 

   
6.14 CBu enquired if any decisions had been made 

relating to the provision of the PALS service. MHo 
responded that there was uncertainty from NHS 
England and clarity had been sought. It was agreed 
that MH and MAE would formally respond to NHS 
England. It was also considered that communication 
with the Practices regarding this service should be 
managed by NHS England. 

MAE/ 
MH 

   
6.15 CBu stated that prescription forms were confusing for 

some patients which resulted in punitive charges 
being applied. CL suggested that Counter Fraud 
could possibly design posters that could be displayed 
in surgeries and pharmacies.  

CL 

   
6.16 RECOMMENDATION: The Committee 

 Noted the contents of this report; and 
 Agreed the draft TOR for the Effective 

Commissioning Clinical Group – working 
policies (ECCP) 
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7. Commissioning for Quality and Innovation 
(CQUINS) Briefing 

 

   
7.1 MAE presented this report and outlined that the 

CQUIN scheme for 2014/15 provided a national 
framework through which organisations providing 
healthcare services under the NHS Standard 
Contract can earn incentive payments of up to 2.5% 
of their contract value by achieving agreed national 
and local goals for service quality improvement. 

 

   
7.2 CBu requested that the assessment was presented in 

one format (either value or percentage).  
 

   
7.3 The Committee felt that this scheme was rewarding 

organisations for implementing routine tasks that 
were expected as standard although it was noted that 
this was a nationally-driven scheme. 

 

   
7.4 RECOMMENDATION: The Committee noted the 

contents of the CQUIN Goals for 2014/15. 
 

   
8. CQC Children’s Safeguarding Review  
   
8.1 This item was covered earlier on the agenda (see 

paragraph 6.5 above). 
 

   
9. Our Journey for Quality 2014 to 2019 – 

Implementation Plan 
 

   
9.1 MAE presented this paper which outlined the 

objectives, actions and timescales within the 
Implementation Plan (Appendix 1) and Patient 
Experience Delivery Plan (Appendix 2). 

 

   
9.2 MAE informed the Committee that the reference 

document for the Quality Strategy was not available 
at the present time as the focus had been on 
developing the action plan and contracts and was 
advised that the document would be available for the 
next Committee. 

 

   
9.3 MAE stated that a whole system approach would be  
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fostered to ensure that the key elements were 
embraced throughout the whole organisation.  

   
9.4 CG recommended that the Strategy should be 

interlinked with the reference document and MAE 
advised that the reference document was being 
developed and refined as necessary. It was also felt 
that there were good academic studies available to 
support this work. 

 

   
9.5 RECOMMENDATION: The Committee noted the 

objectives, actions and timescales required to 
implement ‘Our Journey for Quality’. 

 

   
10. Review of the CCG’s compliance with the UK 

Corporate Governance Code and the NHS CCG 
Code of Governance 

 

   
10.1 CG introduced this report and advised that the draft 

guidance regarding the CCG Annual Governance 
Statements, issued by NHS England required the 
Governing Body to assess compliance with the UK 
Corporate Governance Code issued by the Financial 
Reporting Council. 

 

   
10.2 CG advised that the report was in two sections. The 

first section, which was mandatory, was a report on 
the CCG’s compliance with the UK Corporate 
Governance Code; the second section, which was 
voluntary, was a report on the CCG’s compliance 
with the NHS CCGs Code of Governance used by 
the Institute of Chartered Secretaries and 
Administrators (ICSA). 

 

   
10.3 Post Meeting Note 

 
Further guidance was issued by NHS England after 
this meeting which indicated that CCGs were not 
required to comply with the UK Corporate 
Governance Code. As a result, the following text had 
been included in the Annual Governance Statement: 
 
We are not required to comply with the UK Corporate 
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Governance Code. However, we have reported on 
our Corporate Governance arrangements by drawing 
upon best practice available, including those aspects 
of the UK Corporate Governance Code we consider 
to be relevant to the CCG and best practice. 

   
10.4 CG informed the Committee of the area of perceived 

non-compliance which related to induction training. 
This was considered to be inconsistent and in some 
cases inadequate but it was noted that actions were 
being taken to rectify this issue. 

 

   
10.5 It was agreed for CL and AP to review gaps and 

progress the document forward and it was noted that 
the final report will be signed off by the Audit 
Committee.  

CL/ 
AP 

   
10.6 RECOMMENDATION: The Committee 

recommended the assessment of compliance 
with the UK Corporate Governance Code and the 
NHS CCG Code of Governance to the Governing 
Body. 

 

   
11. CCG Governance Structure Update  
   
11.1 MAE presented the current CCG Governance 

Structure Charts that had been requested at a 
previous IGQC meeting. It was noted that Chart two 
was a non-decision making group. 

 

   
11.2 AP updated members of the programme of revision 

for the Constitution and advised that the revised 
Constitution was included in the ‘What’s New this 
week’ email that was sent to all GPs and Practice 
Managers and was also available on the CCG Live 
website showing the proposed changes. AP notified 
the Committee that the Constitution would be 
submitted to the May Governing Body meeting with 
an aim to submit to NHS England by the 1st June 
2014.  

 

   
11.3 The Committee queried whether the JCPB structure 

should report to both CCG and Gloucestershire 
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County Council and requested a connecting line to be 
added to the Governing Body. It was also agreed that 
the Gloucestershire County Council structure was to 
be illustrated on a separate chart. 

   
11.4 CBu understood that the structure would indicate the 

groups that had authority to make decisions. MH 
stated that all decisions would need to be aligned 
with the Scheme of Delegation. It was agreed that 
groups should be colour coded according to 
functions.  

 

   
11.5 SA commented that where organisations were 

making transformational changes it would be worth 
developing explicit strategy work and designating it 
separately and that the identified work would 
maintain the current work and a separate group 
would work specifically on the strategy.  

 

   
11.6 MH requested that Your Health Your Care (YHYC) 

was amended to Joining Up Your Care (JUYC). 
 

   
11.7 RECOMMENDATION: The Committee noted the 

report. 
 

   
12. Risk Register  
   
12.1 AP presented the Risk Register which provided 

details of those risks identified by the responsible 
managers, that currently face the CCG and which 
could affect the achievement of the objectives 
detailed within the Annual Operating Plan.  

 

   
12.2 AP confirmed that details of all risks to be removed 

from the Risk Register had been provided at 
Appendix 2 and advised that the majority of those 
related to 2013/14 financial risks. 

 

   
12.3 Comments were made on the following risks and AP 

agreed to raise issues with the departmental heads. 
 Risk No Q1 – Increase current risk to 12  
 Risk No T7 – Increase current risk to 12 

AP 



Page 12 of 14 
 

 Risk No C2 – Risk description to be 
reconsidered to separate financial to CHC 
risks.  

   
12.4 RECOMMENDATION: The Committee: 

 Noted this paper and the attached Risk 
Register; and 

 Approved the closure of risks as detailed 
in Appendix 2. 

 

   
13. Always Events  
   
13.1 MAE introduced this report and advised that the CCG 

was currently exploring innovative ways of improving 
the patient experience of local healthcare services. 
MAE advised that one approach that the CCG could 
explore which may help to improve the experience of 
our patients is the Institute for Healthcare 
Improvement’s (IHI) ‘Always Events’ framework (IHI 
2014) and requested members to consider this tool.  

 

   
13.2 MAE informed the Committee that positive responses 

had been received from Nurse Directors.  MH 
requested that this work should be aligned with the 
Canterbury Model. The Committee agreed for MAE to 
review the next steps, progress the Always Events 
toolkit and agreed for a progress report to be 
presented at a future meeting. 

MAE 

   
13.3 RECOMMENDATION: The Committee:  

 Noted the contents of this report 
 Considered the recommendation to explore 

the use of ‘Always Events’ to enhance the 
patient experience and improve the 
outcome for the patient and their families. 

 

   
14. Information Governance Update  
   
14.1 CL presented the paper providing an update on the 

organisation’s information governance arrangements. 
 

   
14.2 CL reported that the CCG IG toolkit and action plan  
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was submitted to Health & Social Care Information 
Centre (HSCIC) on 31st March 2014. This highlighted 
that we are on the threshold of achieving the level 2 
compliance. CL advised that an action plan to deliver 
a strong level 2 by the end of September had been 
developed and was currently being reviewed. 

   
14.3 CL emphasised the importance of achieving level 2 

compliance as the CCG had applied for Accredited 
Safe Haven status which would enable it to become a 
‘Controlled Environment’ in order to be able to 
validate invoices received from providers and 
process patient identifiable information. 

 

   
14.4 CL advised that the following policies have been 

reviewed by the IG Working Group and were 
presented for approval: 

 Corporate Records Management Policy  
 Clinical Records Management Policy 

 

   
14.5 CL advised that all IG polices would be further 

reviewed contingent on the actions following the 
review of the IG toolkit. CL also advised that the CHC 
team would be specifically trained on the Clinical 
Records Management Policy as it was felt that the 
PCT policy was obsolete. 

 

   
14.6 RECOMMENDATION: The Committee: 

 Approved the following policies: 
 Clinical Record Policy 
 Corporate Record Policy 

 Noted the IG toolkit submission and action 
plan 

 Noted the minutes from the Information 
Steering Group 

 Noted the contents of this report. 

 

   
15. Clinical Effectiveness Group Update  
   
15.1 The Committee noted the minutes of the Clinical 

Effectiveness Group meeting that was held on the 
09.01.2014. 
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16. Any Other Business  
   
16.1 The Committee noted that the policies that were 

reviewed by the Policies Working Group would be 
presented at the next Committee meeting. 

 

   
17. The meeting closed at 12.00pm.  
   
 Date and time of next meeting: Thursday 19th 

June 2014 in the Board Room at 9am.   
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NHS GLOUCESTERSHIRE CCG 
AUDIT COMMITTEE 

 
Minutes of the Audit Committee meeting held on  

Tuesday 11th March 2014  
Training Room, Sanger House 

 
Present:  
Colin Greaves CG Chair  
Alan Elkin AE Lay Member – Patient and Public 

Engagement 
Valerie Webb VW Lay Member - Business 
 
In Attendance: 
Sallie Cheung (part 
meeting) 

SC Counter Fraud Manager 

Lee Sheridan (part 
meeting) 

LS Local Counter Fraud Specialist 

Lynn Pamment (part 
meeting) 

LP Price Waterhouse Coopers 

Cath Leech CL Chief Finance Officer 
Alan Potter AP Associate Director Corporate 

Governance 
Peter Smith PS Grant Thornton 
Andrew Beard (part 
meeting) 

AB Deputy Chief Finance Officer 

Rupert Boex (part 
meeting) 

RP Financial Accountant , CSU 

Fazila Tagari FT Board Administrator 
 

1. Apologies   
   
1.1 Dr Andy Seymour, Dr Hein Le Roux and Paul Dalton  

   
2. Declarations of Interest  

   
2.1 There were no declarations of interest received.  
   
3. Minutes From Previous Meeting held on 10th 

December 2013 
 

   
3.1 The minutes of the previous meeting held on 10th  
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December 2013 were approved as an accurate record 
with the following amendment: 
 

 Section 14.2 to read ‘as there had been significant 
performance concerns around a number of service 
lines.’ 

   
4. Matters Arising  
   
4.1 Item 5.3 – CL reported that the Finance and Provider 

Performance Management functions that were provided 
by the Central Southern Commissioning Support Unit 
were being transferred back ‘in-house’ with effect from 
the 1st May 2014. CL advised that a review of the in-
house structure had been undertaken and a role for the 
Head of Contracts and Provider Relationships was 
currently being advertised. Complete 

 

   
4.2 Item 5.4 – Item had been circulated. Complete  
   
4.3 Item 5.6 – Date for a meeting with Internal Auditors was 

yet to be agreed. A response was awaited from Internal 
Audit regarding availability. 

 

   
4.4 Item 7.1 – Counter Fraud website updated. Complete  
   
4.5 Item 11.2 – On agenda. Complete  
   
4.6 Item 15.2 – Formal response has been sent. Complete  
   
4.7 Item 16.1 – PCT legacy balances covered on agenda. 

Complete 
 

   
4.8 Item 17.2 – Survey of NHS Audit Committees had been 

circulated electronically. Complete 
 

   
5. Counter Fraud Update  
   
5.1 SC presented the report and advised that the action plan 

was on target to be completed by the year end. The 
Committee noted that 37 of the 40 allocated days had 
been used. 
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5.2 SC informed that no guidance had been received from 
NHS Protect regarding the reporting arrangements that 
will be required for CCGs.  Further to discussions with CL, 
it was agreed that a draft Annual Report will be produced 
based on a provider organisation template and adapted 
to reflect the risks of a CCG. 

 

   
5.3 SC reported that majority of the activities had been rated 

as blue and that there were two amber risks. Details of 
these were explained to committee members. It was 
noted that the SBS processes were robust and being 
managed appropriately and that there were assurances in 
place to ensure that this standard was being met. SC 
advised however, that, formal enquiries to SBS will be 
made to confirm this. 

 

   
5.4 The Committee enquired if there would be a further 

bribery and corruption session organised for the 
Governing Body members, as the January 2014 session 
was felt to be too brief. It was agreed a further one hour 
session would be organised for a future date. 

SC 

   
5.5 RECOMMENDATION:  

The Audit Committee noted: 
 The comments in relation to the two amber 

ratings and confirmed acceptance of the 
proposed action. 

 The annual report and appendix and delegated 
authority for the updated version to be 
approved by the Chief Finance Officer to allow 
submission to NHS Protect if required.  These 
final versions would then be brought to the next 
available audit committee for information. 

 

   
6 Internal Audit  
   
6.1 Risk Management and Governance review – LP 

advised that the review identified one low risk rated 
finding and that this related to the risk register providing 
greater clarity and improved links between the proposed 
actions and the progress made against the actions. LP 
stated overall that this was a positive report. AP reported 
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that the action had been implemented. 
   
6.2 QIPP review – LP advised that the review identified two 

advisory findings. AE queried the second advisory finding 
relating to the QIPP benchmarking data and was advised 
by CL that there was no duplication of efforts and that the 
CCG is working closely with the CSU but recognised that 
there was further work to develop this. It was 
acknowledged that overall this was a positive report and 
the Committee expressed its gratitude to Kelly Matthews 
for managing the team and driving this process forward. 

 

   
6.3 CSU contract monitoring and performance – LP 

advised that the review had identified a total of four 
findings; two high risk, two medium risk, one low risk, and 
two advisory findings.  

 

   
6.4 The high risk findings related to: 

 Service Level Specification (SLS) lack of clarity and 
relevance 

 CSU reward not linked to performance 

 

   
6.5 The medium risk findings related to: 

 KPIs often lacking relevance and were difficult to 
measure 

 There was no Information Sharing Protocol 

 

   
6.6 The Committee expressed disappointment with the 

findings of the report and requested the issues to be 
resolved as soon as possible. CL advised that:  

 Service Level Specification was currently being 
reviewed and would be developed more formally on 
renewal. 

 CSU reward would be addressed as part of the 
service level specification review. 

 KPIs would be reviewed as part of the service 
specification. 

 Information Sharing Protocol was covered under 
the Information Governance Working group work 
programme. 

 
CL acknowledged that there were weaknesses in the 
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SLAs and that the KPIs could have been more robust; 
these were developed prior to the services going live. CL 
explained that the CCG emphasis in year had been on 
recovering areas of high risk around the finance, provider 
performance management and informatics services. It 
was noted that a review would be initiated and the 
Committee was advised that Simon Sethi was the lead 
responsible for ensuring recovery. 

   
6.7 Risk Assessment and Internal Audit Plan 2014/15 – 

LP informed the Committee that this report outlined the 
risk assessment and the Internal Audit Plan and drew 
attention to pages 7-8 which gave a timetable of the 
internal audit work planned for 2014/15. LP advised that 
this was an initial plan and subject to revisions as 
required. It was noted that the final plan will be presented 
at the next Audit Committee. 

 

   
6.8 CG raised concerns relating to the audit of the HR service 

provided by the CSU and noted that this will not be 
planned for review until 2015/16. LP responded that there 
were sufficient contingency days which could be used to 
review during 2014/15 and it was agreed that HR was on 
the Audit Plan.  

 

   
6.9 Internal Audit Annual Report 2013/14 – LP presented 

this draft report and referred to the table on page 4. LP 
informed the Committee that currently there were 3 areas 
where reviews were still ongoing and that this table would 
be updated subject to these reviews. It was noted that the 
summary of findings was detailed on page 3 of the report. 
Members noted that any identified high risk findings 
contributed to the Head of Internal Audit’s annual opinion. 

 

   
6.10 RECOMMENDATION:  

The Audit Committee noted the reports. 
 

   
7. Annual Report/Annual Accounts  
   
7.1 Final Accounts Timetable and Plan  
   
7.1.1 AB presented the paper which provided an overview of 

the timetable and plan in place to produce the final 
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accounts for 2013/14. 
   
7.1.2 AB highlighted the key dates to members and advised 

that the submission date for the accounts was noon on 
the 23rd April which is in line with previous year’s 
deadlines. The deadline for the accounts to be audited 
and sent to the Department of Health following sign off by 
the Governing Body is the 6th June. 

 

   
7.1.3 AB also advised of the following key dates leading up to 

the above submission dates. 
 

 11th April – Close financial systems.  
 14th – 16th April - preparing, reviewing disclosures to 

be included in the final accounts and reviewing 
working paper files for completeness and accuracy 
prior to submission. 

 17th April - the unaudited accounts to be reviewed 
by Finance on 16th April before being sent to the 
Department of Health on the 17th April. 

 20th May - Audit Committee to review the draft 
Accounts 

 3rd June - the Audit Committee will meet to review 
the final audited accounts 

 3rd June – Governing Body to approve final 
accounts. 

 
AB also advised that the route for submission had 
changed and the accounts would now be uploaded via an 
online portal (SharePoint). 

 

   
7.1.4 AB highlighted that the final guidance had yet to be 

received from NHSE on the formal process and format of 
both the accounts and annual report.  

 

   
7.1.5 CG raised concerns regarding the submission process to 

NHS England and felt that there was potential for differing 
interpretations for accounting policies between CCGs. It 
was noted that the CCGs are using identical templates to 
enable consolidation to one set of accounts for NHS 
England. AB emphasised that changing advice was being 
issued from NHS England and that this was an area of 
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concern.  
   
7.1.6 AE queried the legacy balances and raised concerns 

about the national risk pooling scheme. AB explained that 
as part of the legacy transaction, the Continuing Health 
Care (CHC) provision transferred to the NHS England 
balance sheet from the PCT balance sheet at the end of 
the previous financial year and it was noted that they 
would remain on the NHSE balance sheet for the current 
and next financial year accounts. AB informed the 
Committee that to fund these provisions, NHSE had set 
up a risk pooling scheme to cover any retrospective 
claims similar to the CNST (Clinical Negligence Scheme 
for Trusts). Members noted that a premium of 0.39% 
resource limit will be paid into a national pool at the start 
of the 2014/15 year. CL advised that national concerns 
have been raised about this proposal. 

 

   
7.1.7 RECOMMENDATION: 

The Audit Committee 
 Noted the national and internal timetables for 

the production of the CCG’s Annual Accounts 
and Report. 

 Noted the update on legacy balances  

 

   
7.2 Accounting Policies 2013/14  
   
7.2.1 AB presented this report which gave details of the 

accounting policies that the CCG will be applying.  It was 
noted that these were draft accounting policies and 
subject to change when the final Accounting Reporting 
Guidance is released. AB advised that removed items 
had been formatted with a strike through, whilst 
amendments were highlighted in red. 

 

   
7.2.2 RECOMMENDATION: 

The Audit Committee adopted the enclosed 
accounting policies within its 2013/14 Annual 
Accounts pending receipt of further national advice. 

 

   
8. External Audit  
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8.1 PS presented the report which updated the Committee on 
progress to date with the audit and highlighted page 5 
which outlined what the audit work covered and page 6 
which outlined the value for money work. 

 

   
8.2 PS advised that an interim accounts audit had been 

completed where assurance was sought from other 
parties, systems and Deloittes (CSU Auditors). PS 
advised that through discussions with the CSU he had 
updated his knowledge of the systems and risks although 
there was uncertainty on the assurance being received 
from Deloittes. It was noted that the audit reports 
produced by Deloittes were of a general format which 
covered all areas and not specific to each individual 
CCG. It was agreed for PS to identify variances between 
individual CCGs and report back to CL in order to 
feedback to the CSU.  

PS 

   
8.3 PS advised that a report had been produced on the 

controls that the CSU had in place and recommended 
that this is presented to audit members for information to 
understand any general areas of weakness. The 
Committee welcomed the opportunity to review this 
report, if merely for commenting. CL agreed to circulate to 
members. 

CL 

   
8.4 PS updated members on the emerging issues which were 

outlined in the report. These were: 
 Going concern assumption 
 PCT and SHA Legacy Balances 2013/14 
 Closing the Gap: Priorities for Essential Change in 

Mental Health 
 Monitor publishes substantive guidance on the 

Procurement, Patient Choice and Competition 
Regulations 

 CCG Assurance Framework 
 Mapping the Market -  Commissioning support 

services  
 A quick guide to local government for health 

commissioners and providers 
 National Audit Office Report – Emergency 

admissions to hospital: managing the demand 

 



Page 9 of 15 
 

 Everyone Counts: Planning for Patients 2014/15 to 
2018/19  

 Planning and delivering service changes for 
patients  

   
8.5 PS raised a concern on the process for approving the 

accounts as the Audit Committee did not have delegated 
authority as the responsibility lay with   the Governing 
Body. PS explained that the external audit report needs 
to be approved by those charged with governance and 
advised that there was an issue with logistics in attending 
the Governing Body meeting on the 3rd June. CG 
requested that this issue was resolved with Liz Cave to 
confirm availability and to try and reach a resolution on 
who attends the meeting. 

PS 

   
8.6 CG raised an issue relating to budget reports and felt it 

would be useful for the Audit Committee to view the 
budget report as it would give a context to understanding 
the financial processes going forward. Members felt it 
would be beneficial to understand an overview of the 
budgets which would help to identify with any emerging 
issues that may arise during the course of the year. CL 
advised that the budgets were being presented at the 
following Thursday afternoon session and it was agreed 
that this issue would be raised to acquire any feedback. 

 

   
8.7 CG highlighted page 14 of the report relating to the ‘quick 

guide to local government for health commissioners and 
providers’ and stated that it could be useful for the 
Governing Body members. CL also added that it was 
proposed that Sarah Hammond would be producing a 
briefing for Councillors on Health Performance and it was 
suggested that Rob Ayliffe from the Council should 
produce a briefing for the Governing Body as well. 

 

   
8.8 PS presented the draft audit plan and highlighted page 4 

of the report which related to ‘understanding your 
business’. PS explained that this section outlined their 
summary of understanding of the challenges and 
opportunities the CCG was faced with and how the audit 
respond to these challenges. PS advised that any further 
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issues could be appended for further review.  
   
8.9 PS explained that the audit approach was based on the 

risk assessment of key risks and drew attention to page 7 
of the report which illustrated the approach.  PS also 
referred to the identified risks, value for money, results of 
the interim audit work, key dates, fees and 
communication of audit matters with those charged with 
governance. 

 

   
8.10 RECOMMENDATION: 

The Audit Committee noted the reports 
 

   
9. QIPP Report  
   
9.1 CL presented the report which provided an overview of 

the 2013/14 QIPP Programme, including contractual 
agreements with key providers. The report outlined the 
performance, to the end of December 2013, on a scheme 
by scheme basis. 

 

   
9.2 CL reported that there had been further slippage in 

schemes and that these were due to delays in 
implementation. CL advised that although the Integrated 
Community Teams for the Gloucester City service went 
live on the 22nd January 2014, Cheltenham was not due 
to go live until May 2014, which was impacting on 
delivering the savings.  

 

   
9.3 CL drew attention to the ADU/AEC scheme and advised 

that the flow through the system was lower than 
anticipated and that this was being jointly worked with the 
Acute Trust to review and develop a long term model. It 
was noted that this was currently work in progress.  

 

   
9.4 CL advised that a joint agreement was reached following 

a new model being submitted to the QIPP team and it 
was agreed that the Integrated Discharge Team scheme 
would be jointly managed and that this was currently 
being implemented. 

 

   
9.5 CL informed the Committee that the Living Well scheme 

would not be continued in its current form and advised 
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that an evaluation of the current service was underway to 
inform the ICT programme.  

   
9.6 RECOMMENDATION:  

The Audit Committee 
 Noted the 2013/14 QIPP programme performance 

at Month 9 including the savings delivery forecast 
position; work programme, contract agreements 
and associated risks.  

 

   
10. Procurement Decisions  
   
10.1 CL presented the document which outlined all CCG 

decisions relating to the procurement of health care 
services between the 11th December 2013 and 11th 
March 2014.   

 

   
10.2 The Committee received a paper which was tabled at the 

meeting that related to a waiver following an Enhanced 
Services review. It was noted that the contract is due to 
commence on the 1st April 2014. The Committee 
expressed concerns on the open-ended contract duration 
and requested this should be revisited the following year 
and suggested that a long term solution is developed. CL 
agreed to feedback to Helen Goodey and David Porter to 
request a process for review and future recommendation. 
It was agreed that this issue would be raised at a future 
Governing Body meeting. 

CL 

   
10.3 RECOMMENDATION: 

The Audit Committee noted the report. 
 

   
11. Procurement Waiver of Standing Orders   
   
11.1 CL presented the report which outlined all 

approved/rejected applications for waiver of Standing 
Orders between the 11th December 2013 and 11th March 
2014. 

 

   
11.2 It was noted that six waivers of Standing Orders had 

been requested and subsequently approved by GCCG 
Executive managers. 
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11.3 RECOMMENDATION: 
The Audit Committee noted the report. 

 

   
12. CSU Action Plan Update  
   
12.1 CL updated members on the CSU action plan and 

advised that the TUPE transfer consultation process had 
now commenced and was due to complete on the 5th 
April 2014. HR was collating queries and questions from 
staff affected which were being addressed through CSU, 
although the CCG is closely involved. The Committee 
heard that staff would not move desks until after 1st May 
2014 due to the pressure of completing the annual 
accounts for the current financial year. 

 

   
12.2 CL advised that in terms of the Informatics Service, the 

CCG was jointly working with the CSU and it was noted 
that there had been improvements which were being 
maintained. CL advised that it is now anticipated that joint 
working arrangements would be explored in order to 
further improve the analytical skills. It was also noted that 
this team was fully recruited and that there were no 
issues with capacity. 

 

   
12.3 RECOMMENDATION:  

The Audit Committee noted the verbal update. 
 

   
13. Aged Debtor Report  
   
13.1 AB presented the report which provided a summary of the 

aged debt raised up to 24th February 2014. Members 
noted that the outstanding debt, as per the Sales Ledger, 
was £9.5m. 

 

   
13.2 It was noted that the major NHS debt was the £398k that 

related to the GHFT Community Equipment Pool that 
represented an historic charge for access to the Pool. It 
was noted that no formal dispute had been raised and 
payment was being followed up. 

 

   
13.3 CG queried the outstanding invoice of £83.5k for the NHS 

Commissioning Board which was queried at the previous 
Audit Committee. RB advised that discussions had taken 
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place regarding this debt and following the resolution of a 
minor dispute, payment was expected imminently. 

   
13.4 AE queried the outstanding debt for Boehringer Ingelheim 

Ltd and was advised by AB that he would investigate and 
confirm. 

AB 

   
13.5 RECOMMENDATION: 

The Audit Committee noted the current level of 
invoices on the Sales Ledger of NHS Gloucestershire 
CCG, and the actions being taken to recover the 
outstanding debts.  

 

   
14. Debts Proposed for Write-Off   
   
14.1 The Audit Committee noted that there were no debts to 

be written off. 
 

   
15. Losses and Special Payments Register  
   
15.1 The Committee was advised that there had been no 

losses or special payments since 1st April 2013. 
 

   
16. Draft Governance Statement  
   
16.1 AP presented the draft statement to the Committee and 

advised that the document was based upon a template 
provided by NHS England as part of the ‘Draft CCG 
Annual Reporting Guidance 2013/14’. AP advised that 
the prescribed wording was shown in bold text; the 
suggestions regarding content shown in italics and 
standard text to show the suggested response. It was 
noted that the guidance is open to interpretation.  

 

   
16.2 AP drew attention to page 9 of the report which stated 

that any identified risks will need to be included. AP also 
highlighted page 10 of the report which stated that major 
risks should also be included. AP expressed concerns on 
the method of determining which major risks should be 
included and suggested that Red and Amber could be 
included and invited views from the Committee. 

 

   
16.3 PS commented that this is the first time he had reviewed  
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the document so could not therefore, provide any 
comparative information as yet, but articulated that key 
major risks should only be included and considered that 
there should be very few crucial risks to be included 
within this report. PS advised that once the information 
starts materialising, he could share this information with 
AP and discuss further outside the meeting. 

   
16.4 CG suggested a few amendments within the report. 

These are: 
 Equality and Diversity training – CG felt that this 

should be carefully prescribed particularly around 
the responsibility and what had been undertaken. 

 CG requested that comments regarding the Risk 
Register and the Assurance Framework should be 
kept separate to ensure that there was a clear 
delineation between the two. 

 

   
16.5 RECOMMENDATION:  

The Audit Committee noted the draft Governance 
Statement. 

 

   
17. Any Other Business  

   
17.1 CG enquired about the Annual Report which he 

understands that the Audit Committee is required to 
produce and enquired when the guidance will be 
received. CL agreed to investigate and confirm.  

 

   
17.2 It was also noted that a meeting with the Accountable 

Officer needs to be arranged as part of the process of 
assurance. CL agreed to follow up. 

CL 

   
17.3 The Committee received the GCCG Audit Committee’s 

self-assessment checklist which is required to be 
completed as part of the strategic overview responsibility. 
It was agreed that the checklist would be completed 
following the May Audit Committee meeting and CG 
welcomed any input from CL. It was agreed for CL and 
AP to review in advance of the May meeting. 

CL/AP

   
16. The meeting closed at 12.05pm.  
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 Date and time of next meeting: 

Tuesday 20th May 2014 in the Video Conferencing 
Room at 9am. 
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NHS GLOUCESTERSHIRE CCG 
AUDIT COMMITTEE 

 
Minutes of the Extraordinary Audit Committee meeting  

held on Tuesday 20th May 2014  
Video Conferencing Room, Sanger House 

 
Present:  
Colin Greaves CG Chair  
Alan Elkin AE Lay Member – Patient and Public 

Engagement 
Dr Hein Le Roux HLR GP Liaison Lead 
Dr Andy Seymour AS Deputy Clinical Chair 
Valerie Webb VW Lay Member - Business 
 
In Attendance: 
Mary Hutton MH Accountable Officer 
Cath Leech CL Chief Finance Officer 
Andrew Beard AB Deputy Chief Finance Officer 
Rupert Boex  RP Financial Accountant  
Alan Potter AP Associate Director Corporate 

Governance 
Fazila Tagari FT Board Administrator 

 
1. Apologies   
   
1.1 None received.  

   
2. Draft Statutory 2013/14 Annual Accounts   
   
2.1 It was noted that the unaudited 2013/14 Annual Accounts 

were submitted to NHS England and the Trust’s external 
auditors by 23 April 2014. 

 

   
2.2 AB presented the summary report and the draft Annual 

Accounts for 2013/14 and reported that the CCG had 
achieved the planned surplus of £6.8m and it was noted 
that the surplus was £49K higher than the original plan. AB 
stated there was a surplus in Programme and Running 
Costs and that the CCG underspent the Running Cost 
allocation by £948K. 
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2.3 AB reported that the CCG had not achieved the 95% 

performance target against the Better Payment Practice 
Code regarding non-NHS invoices. 

 

   
2.4 The Committee noted that retrospective Continuing Health 

Care (CHC) claims for 2012/13 were being managed and 
accounted for by NHS England within the legacy system.. 

 

   
2.5 The reported position does not include the impact of legacy 

transactions and the Committee noted that all legacy 
issues had been picked up by NHS England. 

 

   
2.6 AB highlighted and explained the following sections:  

 The Process  
 Prime Statements 
 Performance against key targets 

 

   
2.7 AS enquired if any fines were levied if the Better Payment 

Practice Code was not achieved and it was explained that 
there were no fines. However, small businesses may 
charge interest if invoices were not paid within time, 
although, it was noted that there were no such claims for 
interest within the 2013/14 financial year.  

 

   
2.8 AB drew attention to section 5.1 of the report and page 6 of 

the accounts which related to Critical Accounting 
Judgements and it was advised that the final accounting 
statement would contain a note regarding income 
contributions for contracts from Gloucestershire County 
Council being reported on a gross basis. 

 

   
2.9 Financial Performance Targets – Page 18 

The table outlined the CCG performance against the 
resource allocation. AB explained that this table was a 
standard accounts pro forma and that this section had been 
expanded in order to give more details. 

 

   
2.10 Other Operating Revenue – Page 19 

The table reported the gross income received during 
2013/14. It was noted that the majority of income received 
(£17m) related to charges made to Gloucestershire County 
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Council for their contribution to contracts where the CCG 
was the lead commissioner (i.e. GHFT, GCS, 2gether).  

   
2.11 Operating Expenses – Page 20 

This table outlined the gross cost of running the 
organisation during 2013/14 which was split between 
administration costs and programme spend.  

 

   
2.12 Operating Leases – Page 26 

This section described the arrangement between NHS 
Property Services regarding the building and any 
associated costs. It was noted that the £1.3m payment 
reported was net of appropriate recharges to the CSU and 
does not include the NHS England element. 

 

   
2.13 Property, Plant And Equipment – Page 27 

This section gave details of assets that the CCG holds. AB 
advised that the Plant and Machinery related to the 
Information Bus. AB explained that the CCG inherited IM&T 
assets from the PCT and, following advice, they had been 
subjected to accelerated depreciation in order to write their 
net book value down to a recoverable value of zero. This 
resulted in additional, in-year, depreciation charges of 
£330k. 

 

   
2.14 Trade and other receivables – Page 29 

These were the outstanding amounts that were owed to the 
CCG and AB reported that there was an outstanding debt 
of £8.3m. It was noted that the major debt of £6m was for 
non-NHS organisations which was primarily 
Gloucestershire County Council.  

 

   
2.15 Trade and other payables – Page 30 

These were the liabilities that were outstanding to creditors. 
£14.5m was due to NHS Organisations which included £7m 
to GHT, £3.3m to GCS and £1.5m for Non Contracted 
Agreements. AE enquired if the VAT can be reclaimed 
when paying invoices to suppliers and it was advised that 
the VAT can only be claimed under certain headings.  

 

   
2.16 Provisions – Page 31 

The total provided for CHC cases was £870k and this only 
related to claims notified after the 1st April 2013 for which 
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the CCG have liability. 
   
2.17 Losses and Special Payments – Page 36 

Following a re-review of the complete financial year, the 
CCG had made one payment £1.5K for a small claims 
court issue which related to the IVF treatment policy. It was 
noted that the disclosure would be formally presented at 
the next general Audit Committee Meeting for approval on 
the 3rd June 2014.  

 

   
2.18 Related Party Transactions – Page 35 

HLR queried the Related Party Transaction and it was 
advised that the CCG was required to disclose all 
transactions with any related parties and which could 
create potential conflict of interests. It was noted that this 
section related to payments that were made to practices 
(e.g. payments for Enhanced Services) where the GP was 
a member of the Governing Body. The Committee queried 
the figures and felt there could be certain anomalies 
between the practices, particularly due to the differing sizes 
of individual practices. CL advised that the accounts had 
been audited but she agreed to investigate the matter 

 
CL 

   
2.19 Staff sickness absence and ill health retirements 

AB highlighted section 6.3 of the accounts and advised that 
the values had subsequently been provided and that the 
Average Working Days Lost was calculated at 6.3 days. AB 
advised that this was a national figure and he was still 
seeking the rationale behind the calculation. CL 
commented that a note would be included to explain the 
figures.  

 

   
2.20 CG queried the £948K underspend on the administration 

costs and questioned how the CCG would be budgeting for 
next year. CL advised that the budget was set based on 
forecast running costs and following clarification of running 
cost definitions the CHC staff had been excluded from 
running costs and therefore this budget was transferred 
into Programme cost. It was noted that the CCG had the 
same level of staff overall. CL advised that the recurrent 
costs for 2014/15 for staff in post would be reviewed and 
these would be presented to the Core Team in order to 
consider and to forecast forward for the future and which 
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would also incorporate the CSU staff. It was also agreed 
that a summary position would be included in a future 
performance report. 

   
2.21 The Committee thanked the Finance Team for their hard 

work in completing the accounts within the prescribed 
deadline. This was particularly impressive given the lack of 
definitive guidance from NHS England. 

 

   
2.22 CG asked whether an unqualified account would be 

received by the 3rd June. CL advised that she had met with 
the Auditors on 19th May and that the key issue identified 
related to the GP pensions. However, it was noted that this 
was a national issue. CL explained that the Auditors review 
the Accounts and also review the figures in the Annual 
Report which included a report which disclosed the 
Governing Body member’s remuneration and pension 
details. CL advised that the pension figures that were 
received from the Pensions Agency were believed to only 
include the element relating to CCG remuneration and that 
relating to Practice income was not included in these 
figures. The Auditors interpretation was that the full pension 
information should be included within these figures. CL 
emphasised that the Auditors have indicated that if this 
issue was not resolved nationally, then they would qualify 
that section and the remainder of the accounts would be 
unqualified.  

 

   
2.23 CL advised that a further issue identified by the Auditors 

was regarding the CHC provisions relating to new claims 
received that were for cases prior to 2012/13. There was 
disparity in guidance on who incurs that charge however it 
was noted that the CCG had followed the guidance 
received from NHS England throughout the year and that 
this was a national issue. 

 

   
2.24 RECOMMENDATION:  

The Audit Committee noted the report and the draft 
Annual Accounts for 2013/14. 

 

   
3. External Audit - Assurances from Management and 

Those Charged  With Governance 
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3.1 The Committee noted the letters and the response from 
management to the External Auditors. CL advised that 
minor amendments would be made to the response from 
management.  

 

   
3.2 AE queried the response being sent to the question relating 

to the risk of fraud which was indicated Procurement as 
being the most significant risk. CL advised that the CCG 
had a large number of contracts and although there was 
good control mechanisms in place, there was, however, 
scope for irregularity and it was noted that this process was 
currently being improved. The Committee suggested that 
this section needed further clarification and it was agreed 
that CG would liaise with CL in order to provide his input.   

 
 
 

CG/ 
CL 

   
3.3 CL drew attention to the Letter of Representation in relation 

to the audit of the financial statements and advised that the 
Governing Body was required to provide this letter to 
acknowledge the responsibility of the process for the 
financial accounts. 

 

   
3.4 AE queried statement (vi) where it was stated that the 

misstatements were not adjusted. CL advised that this 
letter was produced using a standard template and she will 
verify and confirm. 

CL 

   
3.5 RECOMMENDATION:  

The Audit Committee noted the letters. 
 

   
4. Draft Audit Committee Annual Report  
   
4.1 CG introduced the draft Audit Committee Annual Report 

and advised that this report outlined the activities of the 
Audit Committee during the financial year 2013/14. CG 
advised that this report would be formally approved by the 
Governing Body and invited any feedback from members. 

 

   
4.2 AE requested that the Service Level Agreements and the 

Information Governance arrangement paragraph on section 
6.2 was further expanded to highlight what actions were 
undertaken as a result of these assessments. CL explained 
the actions to the Committee and it was agreed that this 
would be included in the report. 
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4.3 RECOMMENDATION:  

The Audit Committee noted the reports. 
 

   
5. The meeting closed at 10.40am.  

   
 Date and time of next meeting: 

Tuesday 3rd June 2014 in the Board Room at 9am. 
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