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Date and time of next meeting: Thursday 24th September 2015 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 28th July 2015. Questions must relate to items on the
agenda.
Please note: there is very limited parking available at Sanger House
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establish if there are any visitor spaces available.

A recording will be made of this meeting to assist with the preparation of the minutes. This recording will be made on an
encrypted device owned by the CCG and will be held securely for a maximum of one week before being deleted.

NHS Gloucestershire Clinical Commissioning Group (CCG)
Governing Body
Minutes of the Meeting held on Thursday 28th May 2015
in the Board Room, Sanger House, Gloucester GL3 4FE
Present:
Dr Helen Miller
Marion Andrews-Evans
Dr Caroline Bennett
Dr Charles Buckley
Julie Clatworthy
Colin Greaves
Alan Elkin
Dr Malcolm Gerald
Dr Will Haynes
Mary Hutton
Cath Leech
Dr Tristan Lench
Dr Hein Le Roux
Valerie Webb
Dr Jeremy Welch
Margaret Willcox
In attendance:
Anthony Dallimore (Item
8)
Caroline Smith (Item 5)
Ruth Hallett (Item 5)

HM
MAE
CBe
CBu
JC
CG
AE

Clinical Chair
Executive Nurse and Quality Lead
GP Liaison Lead
GP Liaison Lead
Registered Nurse
Lay Member - Governance
Lay Member – Patient and
Engagement
MGe GP Liaison Lead
WH GP Liaison Lead
MH Accountable Officer
CL
Chief Finance Officer
TL
GP Liaison Lead
HLR GP Liaison Lead
VW Lay Member - Business
JW
GP Liaison Lead
MWi Director of Adult Social Care, GCC
AD

Public

Associate Director, Communications

CS
RH

Senior Manager, Engagement and Inclusion
Interim Associate Director of Clinical
Programmes
Duncan Jordan (Item 12)
DJ
Chief Operating Officer, GCS
Dr Alan Gwynn (Item 12)
AG
South Cotswolds Locality Executive Chair
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 Dr Martin Gibbs, Ellen Rule, Dr Andy
Seymour, Mark Walkingshaw and Sarah Scott.

2

Declarations of Interest

2.1

There were no declarations of interest received.

3

Minutes of the Meeting held on Thursday 26th March 2015

3.1

The minutes of the meeting held on Thursday 26th March
2015 were approved subject to the following amendments:
 Section 5.1 to be amended to read ‘CLo presented a
patient case study which related to one carer’s
relative’s experience with Sarcoma’
 Section 9.2.8 to be amended to read ‘CG noted that the
budget plan was a good document, and the QIPP
target should be recognised as realistic,…’
 Section 15.1 to be amended to read ‘CG presented the
minutes of the Audit Committee held on 9th December
2014 and advised the Committee dates for the approval
of the annual report. Timescales will present a
challenge at the end of the financial year.’

3.2

JC highlighted section 12.4 of the minutes relating to the
further dates of the West of England Academic Health
Science Network conferences/events and advised members
that this had not been forwarded.

4

Matters Arising

4.1

26.03.15 AI 15.2 – Audit Committee Minutes – It was
confirmed that the Lead Provider Framework will be brought
back to the Governing Body in May. Complete

5

Eye Health; Patient Engagement Presentation

5.1

CS and RH provided a patient engagement presentation
regarding developing eye health services in Gloucestershire.

5.2

RH emphasised that patient engagement was an embedded
function to the Clinical Programmes Groups (CPGs)
approach.

5.3

CS explained key components to the engagement activity.
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5.4

The presentation covered:
 an overview of engagement activity;
 what works well;
 what patients asked for; and
 the CCG response to the patients requests.

5.5

RESOLUTION: The CCG Governing Body noted the
presentation.

6

Final Annual Accounts 2014/15

6.1

The CCG’s 2014/15 Annual Accounts were presented to the
meeting and members noted that they had been reviewed by
the Audit Committee on the 12th May and on the 26th May
2015.

6.2

CL reported that the CCG had achieved its statutory duties
and advised that the surplus of £8.494m was £18k higher
than the planned surplus. CL reported that the CCG had
remained within its running cost and cash holding allocations.

6.3

CL reported that the CCG achieved the 95% performance
target against the Better Payment Practice Code in both
value and the volume of invoices.

6.4

CL informed members that the accounts had been audited
and that the auditors would be issuing the formal opinion the
following day. It was indicated that an unqualified opinion
would be issued for regularity and the value for money
conclusion.

6.5

RESOLUTION: The CCG Governing Body approved the
CCG’s 2014/15 Audited Annual Accounts.

7

External Audit - Assurances from Management and
those charged with Governance

7.1

CL advised that the attached documents had been provided
to the external auditors by herself and the 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 provided assurances regarding the
governance and internal control processes operated by the
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CCG.
7.2

HM drew attention to page 3 of the document regarding the CL
CCG’s arrangement for identifying and responding to the risk
of fraud and requested that the named executive lead for
counter fraud was clarified.

7.3

RESOLUTION: The CCG Governing Body noted the
content of the report.

8

Annual Report 2014/15

8.1

AD presented the Annual Report and advised that this had
been produced in two parts. Part one was the Annual Review
magazine containing county and locality news feature and
part two included all statutory reports and the accounts in line
with the CCG Annual Reporting guidance, published by NHS
England. It was proposed that part one (the Annual Review
magazine) would include a wider community distribution.

8.2

AD informed members that both the combined report and the
Annual Review magazine would be available on-line with the
Annual Review published in e-reader format. AD advised that
the CCG proposed to develop a much shorter public facing
highlights news sheet in the summer for distribution through
partner publications.

8.3

CG sought assurance that the independent auditor’s report
page would be updated following the latest auditor’s report.
AD advised that the report was still outstanding and would be
updated when available.

8.4

The Governing Body expressed thanks to the
Communication Team for their hard work in producing this
Annual Report.

8.5

RESOLUTION: The CCG Governing Body received the
Annual Report and summarised Accounts 2014/15 which
was subject to any final opinion from the auditors.

9

Public Questions

9.1

There were no questions received from the public.
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10

Gloucestershire Clinical Commissioning Group (CCG)
Clinical Chair’s Report

10.1

This report was taken as read, with a summary of key issues
that arose during April and May 2015 being highlighted by
HM.

10.2

HM highlighted the newly established quarterly GP Children’s
Safeguarding Forum. The meetings were jointly chaired by
the designated Doctor, Imelda Bennett, and the lead GP for
children’s safeguarding, JW. HM highlighted that the previous
meeting was held at the Churchdown Community Centre on
the 29th April 2015 and was attended by 65 GPs.

10.3

HM drew attention to section 4.1 of her report regarding the
screening for Chronic Obstructive Pulmonary Disease
(COPD) and highlighted the work being undertaken by the
Gloucestershire Community Health Trainers and Stop
Smoking Services. Current smokers, or those who have a
history of smoking, were invited to complete a brief screening
questionnaire to determine their suitability for a further
investigation. Those with positive results were referred to
their GP for further tests with a view to confirming their
diagnosis of COPD.

10.4

HM highlighted section 4.2 of her report relating to Early
Modified Pulmonary Rehabilitation and advised that the CCG
had commissioned the piloting of a new modified pulmonary
rehabilitation programme for those who were newly
diagnosed with early COPD who may be of working age.
Initial feedback received indicated that this was felt to be an
intensive programme and that these were held during
working hours which proved to be difficult to attend. The new
pilot would run for 12 months in the Forest of Dean and
Stroud which comprised of two-hour sessions running for
three weeks during days, evenings and weekends.

10.5

HM updated members on the developments within the
Mental Health service. It was advised that the CCG had
agreed a contract with the 2gether Trust for the provision of a
new crisis service which would be developed in 2015/16. The
new service included an Urgent Response Team which
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would be co-located with the County Council’s Emergency
Duty Social Work Team and the Police emergency call
handlers at the County Police Headquarters in Waterwells,
Quedgeley.
10.6

HM highlighted section 6 of the report relating to the Child
and Adolescent Mental Health Services and drew attention to
the national challenges facing mental health services for
children and young people. HM informed members that a
report had been published which identified a number of
priorities for improvement across the whole system, at
national and local levels. HM highlighted that work on
responding to this report was beginning locally.

10.7

HM thanked Dr Martin Gibbs who had stepped down from his
role as the CCG Governing Body member after serving over
20 years in leadership roles in the NHS in Gloucestershire.
The Governing Body thanked Martin for his dedication and
commitment.

10.8

JC questioned if the Urgent Response Team for the Mental
Health linked in with the Accident and Emergency (A&E)
services. HM clarified that there was a liaison with the A&E
and that introducing a liaison on the wards was also being
reviewed.

10.9

RESOLUTION: The CCG Governing Body noted the
contents of this report.

11

Gloucestershire
Clinical
Accountable Officer’s Report

11.1

The Accountable Officer introduced this report, which was
taken as read, and provided a summary of key issues arising
during April and May 2015.

11.2

MH highlighted the work of the Gloucestershire Living with
and Beyond Cancer Programme. The Macmillan Community
Care project had successfully reached some key milestones
and it was noted that the development work identified specific
health needs of men recovering from prostate cancer
treatment in the county. The CCG were successful in a
funding bid to the Prostate Cancer UK to enable a specialist

Commissioning
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nurse to join the team.
11.3

MH advised that the second year of the successful Macmillan
GP Masterclass will be held on the 30th September 2015 at
Cheltenham Racecourse. This will incorporate learning topics
on supporting patients living with and beyond cancer. The
headline event would be a whole day for all CCG member
practices.

11.4

MH provided a brief update on the Primary Care Out of
Hours Service. South Western Ambulance Service NHS
Foundation Trust (SWASFT) acquired the running of the
Gloucestershire Primary Care Out of Hours Service on the 1st
April 2015. Following the typically challenging Easter period,
SWASFT recognised that there was currently a shortage of
skilled Advanced Nurse Practitioners and Emergency Care
Practitioners. MH assured members that this was being
reviewed as part of the forward planner for future service
delivery. However, it was noted that there were no serious
concerns currently.

11.5

MH updated members on the Don’t Wait to Anti-Coagulate
Project and advised that this was making good progress and
anticipated a phased roll-out to practices with up to 90% of
practices being informed by the end of Quarter 4.

11.6

MH highlighted section 6 of the report which outlined the
strategy around engagement and experience and explained
that a systematic engagement approach was integral to the
work of the Clinical Programme Groups (CPGs). The recent
CPG engagement activity was outlined in section 8.1 of the
report. The individual project work was outlined in section 9
of the report and members noted the work on developing the
social prescribing project.

11.7

MH drew attention to the the Joining Up Your Information
project and advised that the project aimed to merge data held
within multiple health and social care IT systems across the
county. MH advised that the work was progressing well and
that the progress to date was outlined in section 11.2 of the
report.

11.8

MH advised that she had attended the Learning Disability Big
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Health Check Day which was held on the 13th May and
highlighted that this was the seventh year of this event. It was
noted that this event was for people with learning disabilities
and their carers to find out more about local services. Health
and social care staff also came together to learn how
services could be improved for people with learning
disabilities. It was noted that Dr Martin Gibbs had won an
award from the Learning Disabilities Partnership Board.
11.9

HM highlighted bullet point 3, section 9.1 of the report and
queried what the GP SNAP survey signified and was advised
that SNAP was a software product.

11.10

HM commended on the work of the anti-coagulate project
and valued the commitment from Primary Care.

11.11

RESOLUTION: The CCG Governing Body noted the
contents of this report.

12

Cirencester Hospital Development Plan

12.1

MH introduced the Cirencester Hospital Development Plan
and provided a brief context to the work of the Cirencester
Hospital Working Group and South Cotswolds Locality
Executive Group. The task was to create a vibrant and
sustainable Cirencester Hospital and agree the model of
medical cover required to support the proposals.

12.2

MH explained that as an integral part to the CCG five year
strategic plans, the CCG committed to the development of an
‘effective and affordable network of community hospitals’ in
the county.

12.3

MH advised that the different needs of each locality were
recognised. However, in order, to ensure that best practice
was implemented and to progress the delivery of the
objectives, a Transforming Community Hospitals Group for
Gloucestershire had been established to oversee the
development work across all of the seven community
hospitals arranged by GCS. This Group had representation
from across the health and care community (including the
Voluntary and Community Sector Alliance and Healthwatch
Gloucestershire).
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12.4

MH stated that due to the opportunities presented by a
potential new model of medical cover and the need to
refurbish Stratton Ward at Cirencester Hospital, it was
decided to work with the South Cotswolds Locality Executive
Group where a detailed analysis of the services provided at
Cirencester Hospital was undertaken.

12.5

Section 2.4 of the report was highlighted and it was
emphasised that the locality and GPs, as commissioners and
providers of services to the local population, were at the
forefront of this work. MH stated that the process began by
working with the Locality Executive to glean ideas on how
improvements could be made. These ideas had been
explored with the community staff who were working in
partnership with the League of Friends and the District
Council.

12.6

MH drew attention to section 3 of the report which outlined
the progress to date on the ideas that had been prioritised for
detailed consideration. MH articulated that these were not a
comprehensive list of ideas although they had a lot of input
from GCS staff and locality members.

12.7

MH outlined the exploration of ideas that were considered.
These were:
a) increase the number/type of diagnostics available;
b) increase the type/number of outpatient appointments
available (where possible as part of ‘one-stop’
services);
c) increase the type/number of day surgery procedures
available;
d) closely align Cirencester Hospital to the provision of
seven-day primary care with local GP Practices,
alongside support for patients with a minor injury;
e) consider how best to use the bedded capacity,
including creation of an acute rehabilitation facility;
f) create a dedicated ambulatory care unit;
g) create a ‘hub’ for local voluntary and community sector
groups; and
h) improve pharmacy provision at Cirencester Hospital.

12.8

MH advised that a comprehensive assessment had been
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completed of the current types and levels of activity across
the first three ideas. The assumption was that there would
not be a growth in the total levels of activity across the whole
health care system; instead there will be a shift of activity out
of the acute hospitals to community hospitals. It was also
recognised that the existing process for arranging additional
clinics was very cumbersome and that work to improve this
had already commenced.
12.9

MH explained that Care UK provided day surgery at
Cirencester Hospital through a national NHS contract which
terminated on 31st October 2015. MH reported that Care UK
had stated its intention in March 2015 of not providing day
surgery after this date at Cirencester Hospital. This had
provided an opportunity to create a hub and spoke model,
with the hub being the Cheltenham General/ Gloucestershire
Royal Hospitals, and one of the spokes being Cirencester.
This work was led by GCS as the provider of the facility.

12.10

Regarding the idea to closely align Cirencester Hospital to
the provision of seven-day primary care with local GP
Practices, alongside support for patients with a minor injury,
this was already in the process of progression and it would
align with developing the work to improve seven-day access
to primary care on the Prime Ministers Challenge Fund.

12.11

MH advised that work had been undertaken to refurbish the
former Stratton Ward to improve the patient environment,
providing eight beds, a planned Ambulatory Care Unit and
space for a ‘Healthy Marketplace’ where Voluntary and
Community Sector organisations would provide advice and
support. MH advised that Gloucestershire had yet not fully
developed a rehabilitation model although work was
underway to establish this new model. MH informed
members that there was focus on the top five high volume
rehabilitation pathways and developing a business case for
early implementation of the agreed model in Cirencester
Hospital.

12.12

A more responsive pharmacy service across all community
hospitals was now available following completion of a reprocurement process by GCS.
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12.13

MH drew attention to sections 5 and 6 of the paper which
outlined the current medical cover arrangements and the
case for change. It was noted that two key factors had
influenced the case for change around the need for a new
model of medical cover to support future plans for
Cirencester Hospital.

12.14

Members were informed that a number of Minor Injury and
Illness Unit (MIIU) audits were undertaken in order to review
the level of the acuity of the patients. The audit broadly
concluded that 3.2% of the total number of patients attending
the Cirencester Hospital MIIU required onward referral to an
Emergency Department.

12.15

It was noted that two independent audits were conducted by
Medworxx to review the acuity of inpatients in all of
Gloucestershire’s acute and community beds. A further audit
was also undertaken by the GCS Clinical Quality Team using
a nationally approved audit tool to assess the
dependency/complexity of patients in all of Gloucestershire’s
community hospitals. These audits highlighted that there
was no objective evidence that the level of acuity of
inpatients at Cirencester was greater than the other
community hospitals in Gloucestershire.

12.16

MH advised that the Working Group had therefore concluded
that there was no additional requirement for medical cover
anticipated from the ideas currently being considered for the
future.

12.17

MH provided an overview of the financial analysis and
highlighted that the cost of the current model of medical
cover was £808K and that the proposed model would result
in a recurring net annual saving of £366K.

12.18

It was proposed that the current model should not continue
and that a new model of medical cover should be
implemented. The options were outlined in Appendix 1 and it
was indicated that option three was the preferred option
where Specialty Doctors would provide in-hours cover to the
wards and the local primary care Out of Hours provider
(SWASFT) would provide cover at all other times. It was also
noted that in order to ensure that this proposal would not
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adversely affect patient outcomes, two Quality and Equality
Impact Assessments had been undertaken.
12.19

Members acknowledged that there were risks associated
with this proposal and that these were outlined in section 13
of the report.

12.20

AG emphasised that a great deal of hard work had been
undertaken on this project and advised that a meeting with
South Cotswold Locality was held recently where unanimous
support had been received from all the practices for the
proposed model. AG provided assurance and fully supported
the proposed model subject to a detailed implementation
process.

12.21

DJ reiterated GCS commitment to all the community
hospitals and that they recognised that these were key to
effective community services and had a huge opportunity and
that there was further work to do. DJ assured the Governing
Body that this would be managed through a smooth transition
process.

12.22

JC acknowledged the risks that were associated with the
proposals and queried if there was an option to revisit the
proposals at a future date, especially if staff chose to leave
and was advised that additional new speciality doctors would
be recruited in order to maintain the model and if that was not
possible, then local GPs would be approached for further
support.

12.23

JC highlighted the upskilling of nurses and requested that the
requirements were picked up in the implementation planning
process. MAE advised that GCS had a plan in place to
address this issue. HM requested an overview of the
implementation plan and it was agreed that a diagram would
be produced in order to provide assurance to the Governing
Body.

12.24

The Governing Body voted unanimously in favour of the
proposed model.

12.25

RESOLUTION: The CCG Governing Body
 approved the implementation of option three;
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 gave authority to GCS to agree and action the
implementation plans, working with GHFT and
others including the Hospital League of Friends
where appropriate;
 Proposed key factors it wishes to be considered
during the implementation phase, particularly
related to the risks highlighted in section 13 above
and overall communications and engagement
activities; and
 regular implementations plans to be updated at the
Governing Body.
13

Lead Provider Framework

13.1

CL introduced this item and advised that the existing Service
Level Agreement (SLA) with South, Central and West
Commissioning Support Unit (CSU) would terminate on the
31st March 2016 and that NHS England had advised that the
SLA could not be extended.

13.2

NHS England had instructed CCGs to re-procure these
services. Members were informed that NHS England had
recently undertaken a process to develop a Lead Provider
Framework of approved, accredited commissioning support
services.

13.3

CL advised that the CCG had reviewed the services currently
commissioned from the CSU and it was felt that services
should be held as they currently stand.

13.4

It was advised that a process would need to be produced in
order to comply with the prescribed deadline. It was
anticipated that the invitation to tender stage using the Lead
Provider Framework would be during the summer period and
the contract award at the end of October 2015.

13.5

CL informed members that the CCG had been working with
Bath and North East Somerset (BANES), Swindon and
Wiltshire CCGs with a view to collaborating on the
procurement. This approach was strongly encouraged by
NHS England in order to benefit from volume based
discounts associated with the new framework contract.
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13.6

CL highlighted that a comprehensive service specification
was being developed and that specific expertise for the
process was being commissioned to support the CCG with
the specification.

13.7

MGe felt that there was a lack of IT resources within the CCG
and that there should be further commitment provided to the
CCG particularly as it underpinned the wider CCG strategy.
CL recognised that there was a gap in the overall
coordination of the service and advised that there would be a
further review in addition to this Framework.

13.8

RESOLUTION: The CCG Governing Body agreed that the
CCG followed the process set out within this report in
order to secure Commissioning Support Services from
1st April 2016.

14

Performance Report

14.1

CL presented the Performance Report which provided an
overview of the CCG’s performance against the
organisational objectives for the period to the end of March
2015.

14.2

The report was broken down into the five sections of the
CCG Performance Framework as highlighted in Section 1.
CL advised that a Lead Director had been assigned to each
area.

14.3

14.4

Clinical Excellence
MAE updated members on the 62 day cancer performance
during 2014/15 and advised that it was below the 85%
standard. Members were informed that actions plans were
being implemented to address these issues. It was noted that
that there were particular issues identified within the Urology
department. CBu advised that assurance was received from
GHFT that they were endeavouring to mitigate these issues.
HM queried who was monitoring the implementation plan
was advised that it was fed through the contractual process.
HM requested that the agreement was confirmed formally.
MAE reported that there was a continued reduction in the CDifficile infection rates across the whole health community
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and the use of antibiotics.
14.5

MAE updated on the 2014/15 performance for MRSA
infection rates and advised that there were 10 reported cases
against a threshold of zero. It was noted that there was a root
cause analysis undertaken for each reported case and that
particular themes were not identified.

14.6

MAE highlighted that that there was a significant increase in
Norovirus incidences in comparison with the previous year. It
was noted that there would be an increased focus during the
winter period.

14.7

CL updated members on the ambulance targets and advised
that SWASFT achieved the Red One performance target. It
was noted that the Red Two performance target was not
achieved and that there were issues identified within
recruitment and workforce which impacted on their
performance. CL advised that the issues were being
reviewed with SWASFT and that an action plan was in place.

14.8

Patient Experience
MAE reported that there had been a small improvement in
the Friends and Family Test (FFT) target although it was still
a challenging area. It was felt that this could be due to the
recent CQC inspections.

14.9

MAE advised that there were significant improvements in the
mixed sex ward performance and that during 2014/15 there
were no breaches reported.

14.10

CL advised that the referral to treatment standards for
2014/15 was achieved in all areas although there was still a
pressure on achieving the inpatient target.

14.11

Members were told that the number of 52 week breaches
continued to be of concern and that a robust process had
been developed to manage these patients. It was highlighted
that the providers were asked to identify patients for any
possible breaches in order that these could be actively
managed and that alternative pathways could be sought.

14.12

CL advised that the year end 2014/15 performance against
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the emergency department four hour waiting time target was
90% which was below the threshold target. It was assured
that the CCG and the wider health community continued to
work together to address the system-wide pressure. CL
indicated that signs of a recovery were showing as the year
to date performance was at 92%.
14.13

CG highlighted the 52 week target standard and requested
that this was managed effectively as he felt this continued to
be a perennial issue. MH considered that the introduction of
the Alamac system should assist with the improvement of
this trajectory. WH highlighted that the breach was a national
issue.

14.14

HM highlighted the issue of achieving the four hour target
and felt that concerns should be flagged formally. CL advised
that current data indicated that performance was at 98%
which was an improved trajectory. It was noted a review was
being undertaken to understand why performance could not
be sustained and that this was being closely worked with the
Urgent Care Team. JC felt that it would be helpful that a
retrospective analysis on performance was undertaken
particularly around how GHFT respond to matching demands
and also understanding the staff perspective on the target.

14.15

VW highlighted the rationality underpinning the FFT data. MH
felt that there was further work required on the ground talking
to patients understanding their experience. It was noted that
a team was deployed the previous day talking to patients in
the Accident and Emergency department understanding their
reasons for visiting and how they accessed other services.

14.16

14.17

Partnerships
MAE highlighted the work on the development of the systemwide Operational Resilience and Capacity Plan. MAE also
highlighted that the information sharing agreement was
signed by the CCG.
Staff
MAE provided a brief update on the Staff Perspective and
reported that the staff sickness levels were lower than
previously.
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14.18

Finance and Efficiency
CL provided a brief summary of the 2014/15 financial
performance and advised that CCG had achieved a surplus
of £8.4m which was higher than planned. It was noted that
the year-end position included all agreements reached with
the providers. The agreement included non-recurrent
payments for additional winter pressures resulting from extra
agency staff costs and locum costs.

14.19

CL highlighted that the reported position includes slippage on
QIPP schemes within the financial year of £3.67m. CL
advised that the CCG’s outturn position included all known
risks and pressures.

14.20

CL drew attention to the IM&T section outlined in section 6.3
of the report which outlined the progress against the plan for
the implementation of the GP IM&T projects and the
trajectories to meet the national programme. CL also noted
the progress on the work regarding the Electronic
Prescription Service.

14.21

CL presented the revised 2015/16 budget paper which
outlined the budget for the CCG. This paper highlighted the
main changes made since approval at the March 2015
Governing Body meeting. The key changes to the budget
since March was outlined in Appendix 5, section 4 of the
report.

14.22

CG queried the governance process once the definitive
guidance was received from NHS England on the Primary
Care budgets. It was noted that if significant issues were
identified, then this would be reported to the Governing Body
as an update.

14.23

RESOLUTION: The CCG Governing Body:
 noted the performance against local and national
targets and the actions taken to ensure that
performance is at a high standard; and
 approved the revised budgets and noted the risks
inherent within the plan.

15

Assurance Framework
Gloucestershire CCG Governing Body Minutes – May 2015
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15.1

CL presented the Assurance Framework for 2014/15 which
was taken as read. 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 4 hour wait
and the specialist commissioning.

15.3

CL reported that the Assurance Framework for the year
2015/16 was being developed and will be presented to the
July meeting of the Governing Body.

15.4

RESOLUTION: The CCG Governing Body noted the
paper and the attached Assurance Framework.

16

Integrated Governance and Quality Committee Minutes

16.1

The Governing Body received the minutes of the meeting of
the Integrated Governance and Quality Committee held on
the 26th February 2015.

16.2

The Governing Body noted the following key matters that
were discussed at the meeting:
 Avastin Clinical Policy
 Information Governance Update
 District Nursing Action Plan
 Quality Report (which included high mortality rates,
sepsis and head of femur replacement)

16.3

RESOLUTION: The CCG Governing Body noted these
minutes.

17

Audit Committee Annual Report

17.1

CG presented the Audit Committee Annual Report which
outlined the activities of the Audit Committee during the
financial year 2014/15.

17.2

RESOLUTION: The CCG Governing Body accepted this
report on the work of the Audit Committee as part of its
overall governance and assurance programme for
2014/15.
Gloucestershire CCG Governing Body Minutes – May 2015
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18

Report from West of England Academic Health Science
Network Board (WEAHSN)

18.1

MH presented the report which was taken as read. This was
the seventh quarterly report produced by the West of
England Academic Health Science Network.

18.2

MH highlighted section 2 regarding the Genomics Medicines
Centre for West of England. MH advised that a national
programme was being developed and raised concerns that it
only included Acute Trusts in the programme. It was agreed
that this issue should be raised formally.

18.3

HLR advised that a conference was hosted by the WEAHSN
to propose the introduction of a common Early Warning
Score across the whole of the West of England to support
patient safety.

18.4

It was noted that the advert for the GP Clinical Evidence
Fellowship was being published in the ‘What’s New This
Week’ email the following week.

18.5

MH felt that further clarity was required regarding the Industry
Advisory Group and what it meant for Gloucestershire. It was
noted that a meeting was held in March 2015 and that the
CCG were not advised of the meeting date.

18.6

RESOLUTION: The CCG Governing Body noted the
report.

19

Any Other Business

19.1

CG highlighted that the Primary Care Commissioning
Committee Terms of Reference required amending due to
alignment issues. It was felt that the responsibility for
approving practice mergers stood with the Primary Care
Commissioning Committee. The Governing Body members
formally agreed this amendment.

20

The meeting closed at 16:20.

21

Date and Time of next meeting: Thursday 30th July 2015
Gloucestershire CCG Governing Body Minutes – May 2015

MH

MH
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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 Minutes – May 2015
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Governing Body
Meeting Date

Thursday 30th July 2015

Title

Sign up to Safety

Executive Summary

Gloucestershire CCG is pledging to Sign up to
Safety as the beacon CCG. This is part of a
national safety programme designed to reduce
harm in the NHS and save lives.
To enhance reputation for the CCG as a
leading CCG in safety awareness and reducing
harm.
This does not require a risk rating. It pulls
together the various work streams to reduce
harm across Gloucestershire.
None

Key Issues

Risk Issues:
Original Risk
Residual Risk
Financial Impact

Legal Issues
(including NHS
Constitution)
Impact on Health
Inequalities
Impact on Equality
and Diversity
Impact on
Sustainable
Development
Patient and Public
Involvement
Recommendation
Author
Designation
Sponsoring Director
(if not author)

None

None
None
None

There will be involvement in the various
projects under the umbrella of “Sign up to
Safety”
The Governing Body is asked to note the
contents of this paper.
Kay Haughton
Hein Le Roux, GP Liaison Lead
Senior Quality and Safety Manager
Marion Andrews-Evans, Executive Nurse and
Quality Lead
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Governing Body
Thursday 30th July 2015
Sign up to Safety
1

Introduction

1.1

Sign up to Safety is a national campaign designed to harness the
commitment of staff across the NHS in England to make care safer.
It is one of a set of national initiatives to help the NHS improve the
safety of patient care. Collectively and cumulatively these initiatives
aim to reduce avoidable harm by 50% and support the ambition to
save 6,000 lives. The campaign and its mission are bigger than any
individual organisations’ programmes or activities. The aim is to
establish and deliver a single vision for the whole NHS to become
the safest healthcare system in the world.
Sign up to Safety is for everybody, in every part of the NHS united by
the common goal; to make the care we give our patients as safe as
possible.
Gloucestershire CCG was approached by the national Sign up to
Safety lead Suzette Woodward who requested Gloucestershire CCG
becomes a beacon CCG. There will be ongoing support from the
national team as a critical friend. It is proposed the official launch
takes place on 31st July 2015.

1.2

By taking part in Sign up to Safety, Gloucestershire CCG will be
sharing our passion, knowledge and experience in patient safety with
others, to help create broad-based learning that’s shared throughout
the NHS. Our dedicated patient safety website will highlight
Gloucestershire CCG projects where we are working to reduce harm
and also share our providers’ safety and quality initiatives so that
learning can be shared.
Sign up to Safety is for everyone, everywhere, including primary,
secondary, or tertiary care; acute, mental health, learning disabilities,
ambulance, or community care settings; national bodies or a general
practice, Sign up to Safety applies to everyone.
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As part of Gloucestershire CCG’s commitment to Sign up to Safety
we will support our providers in their safety campaigns and also
support primary care to Sign up to Safety and develop safety
initiatives.
In signing up the CCG is required to
organisation will undertake in response to
pledges as defined by the Department
publish this on our organisation’s website
public to see.

identify the actions our
the five Sign up to Safety
of Health, and agree to
for staff, patients and the

The CCG is also committing to turn the proposed actions into a
Safety Improvement Plan which will show how our organisation
intends to save lives and reduce harm for patients over the next 3
years.
1.3

The Five Pledges
• Putting safety first: Commit to reduce avoidable harm in the
NHS by half and make public our locally developed goals and
plans;
• Continually learn: Make our organisation more resilient to
risks, by acting on the feedback from patients and staff and by
constantly measuring and monitoring how safe our services
are;
• Being honest: Be transparent with people about our progress
to tackle patient safety issues and support staff to be candid
with patients and their families if something goes wrong;
• Collaborating: Take a lead role in supporting local
collaborative learning, so that improvements are made across
all of the local services that patients use;
• Being supportive: Help people understand why things go
wrong and how to put them right. Give staff the time and
support to improve and celebrate progress.
The CCG actions against these pledges are included as an appendix
to this paper.

2

Recommendation

2.1

The Governing Body is asked to note the contents of this paper.
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3

Appendices
Appendix 1 - Gloucestershire CCG five Sign up to Safety pledges
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Appendix 1

Gloucestershire CCG five Sign up to Safety pledges
1. Putting safety first
We will support our providers to reduce harm by:




Continuing to establish and strengthen effective early warning systems to ensure detection and prevention of serious failures.
Strengthening the mechanisms through which concerns relating to safeguarding can be identified and addressed.
Working across organisations to identify where harm can be reduced.

2. Continually learning
We will take every opportunity to listen and learn by:





Using effective methods to gain public and patient feedback, and to listen and respond accordingly.
Engaging and involving our patients so they can help us design safer services for others.
Understanding how we can learn from all incidents, complaints and concerns and share the learning across the county of
Gloucestershire.
Continually measuring and monitoring the quality of our providers.

3. Being honest
We will create an honest and open culture by:



Supporting staff to be honest when things go wrong.
Supporting the development of simple processes for patients, families and carers and the public to raise concerns and to
continue to improve the management of complaints.
Monitoring our providers’ introduction of ‘duty of candor’.



4. Collaborating
We will take a lead role in supporting local collaborative learning by:




Listening, encouraging and supporting our staff to identify areas for safety improvement and then take action using a
recognised improvement approach.
Pro-actively looking for new and notable practice.
Working with Patient Safety Collaboratives and Academic Health Science Networks and other safety institutes to bring and
share the best ideas on improvement.

5. Being supportive
We will support everyone to improve and celebrate progress by:




Within the CCG, establishing a positive, open, fair and lifelong learning culture and ensuring that staff are properly inducted,
trained, motivated and supported.
Ensuring that both patient and staff satisfaction with local services is monitored and that areas for improvement are identified
and implemented at the earliest opportunity.
Sharing patient feedback we receive so that lessons can be learnt.
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Thursday 30th July 2015
Gloucestershire Clinical Commissioning Group
Chair’s Report
This report provides a summary of key issues
arising during June and July 2015
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 Learning Disability Services Update
 Clinical Programme
 Clinical Programme Group (CPG) activity
 Meetings attended
None.

None.
None.

None.
None.
None.
Not applicable.
The Governing Body is requested to note this report
which is provided for information.
Helen Miller
Gloucestershire CCG Chair

Page 1 of 4

Gloucestershire Clinical Commissioning (GCCG)
Clinical Chair’s Report
1.

Introduction

1.1

This report provides a summary of key issues arising during June and
July 2015.

2.

Learning Disability Services Update

2.1

Learning Disability Services continue to work towards joining up care
to improve the lives of people with a disability. Work to actively return
people back home who were placed out of county is continuing, as is
the follow-up to the Winterbourne Joint Improvement Programme. The
reshaping of Hollybrook and Westridge has similarly provided
opportunities to improve outcomes for people who may have been
cared for lengthy periods in hospital settings. These efforts are
supported by an integrated team working on a community level called
LDISS (Learning Disability Intensive Support Service).

2.2

The Learning Disability Quality Assurance Team, with its partners was
awarded a Municipal Journal Award last month as recognition of its
achievement in protecting the safety and well-being of all people with
a learning disability placed in supported living or residential care
across the health and social care domains. This work has ensured
that people with disabilities and those who support them are fully
involved in the quality of services.

2.3

A highly successful Health Check Day was held in May with well over
a thousand people having attended by the end of the day. This was
the most successful Health Check day held to date and included both
social care and health related services. In other related activities a
Disability Hate Crime Event for people with disabilities was held in
partnership with Gloucestershire Constabulary and the Police and
Crime Commissioner’s Office. Plans in the coming months include
looking at how to improve services to some of our high needs people
and looking at ways to prevent unnecessary hospital admissions for
people with a learning disabilities living in community settings.
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3.

Clinical Programme

3.1

The Clinical Programmes team remain very active over the summer
leading on a range of collaborative service transformation work. Some
examples of our latest works are as follows.

3.2

The MSK (Muscular Skeletal) team are directing an extensive change
programme and have been running a highly successful series of
workshops to inform recommendations and service specifications.
Recent workshops include a Pain Service event on the 9th June and
Podiatry on the 25th June. In addition, a high level plan service model
for falls and bone health has been developed. The workshop series
continues with Orthotics on the 16th July.

3.3

The Cancer team has launched a new season of Macmillan GP
Masterclasses, with over 70 GPs attending a Breast event on 22nd
June at Sanger House. The Living With and Beyond Cancer
Programme is also progressing with service redesign to integrate the
Recovery Package and shift to a needs-based follow-up model.
Workshops were held for Breast on the 29th June and Colorectal on
the 2nd July. Also this month, new NICE Guidelines were published
for Suspected Cancer and a new Joint Working Group has been
established with the Gloucestershire Hospitals NHS Foundation Trust
GHNHSFT) to co-ordinate the changes to referrals and diagnostic
requirements.

3.4

The Circulatory Clinical Programme Group (CPG) has reviewed the
Stroke Service Improvement Plan, which is focused on a range of
priority acute care actions at GHNHSFT. The circulatory team are also
initiating a major new project on Cardiology and preparatory work has
been completed for a service walk through on 2nd July.
Gloucestershire is also a leading site for the ‘Don't Wait to Anticoagulate’ campaign and our programme manager, Hannah Layton,
has commenced a one day a week secondment with the Academic
Health Science Network.

3.5

We are also delighted to announce that the new G-Care platform will
be going live in July providing a valuable new resource for all our GP
members. Excellent work continues across our other clinical
programmes and we are scheduling regular briefings at the Governing
Body Development Sessions, with Respiratory and Diabetes to be
featured in August.
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4.

Clinical Programme Group (CPG) activity

4.1

The Engagement Team has undertaken focussed work for five of the
CPGs during Q4 and the early part of Q1 (2015/16):
 Cancer: The Cancer Patient Reference Group members are
currently reviewing the programme brief for this project.
 Eye Care: Following the workshops in Q4, planning work is now
underway for further engagement work relating to the School
Visioning Service and formatting of Patient Information.
 Muskulo-Skeletal: Further patient survey work undertaken in
orthopaedic outpatients at GRH and CGH. The team has also
presented engagement feedback to a number of workshops
covering specific aspects of the MSK pathway – e.g.
Physiotherapy, Pain Clinic, Rheumatology.
 Frail Older People: Final engagement report submitted to
Gloucestershire Care Homes Quality Review Group in June
2015.

4.2

In addition to the CCG Engagement Team’s input, all CPGs have
representation from a CCG Lay Champion and a Healthwatch
Gloucestershire (HWG) member. Lay Champions and HWG members
have been directly involved in some of the engagement activities
described below. Their observations and insights have informed CPG
discussions and planning.

5.

Meetings attended
 3 June – NHS Confederation Annual Conference and Exhibition,
Liverpool
 16 June – Leadership Gloucestershire, Gloucester

6.

Recommendation

6.1

This report is provided for information and the Governing Body is
requested to note the contents
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Page 1 of 10

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 2015

2.

Any Qualified Provider (AQP) Process/Cirencester

2.1

The procurement process to replace the existing Care UK contract,
which is due to expire at the end October 2015, is being led by NHS
South, Central and West Commissioning Support (SCWCS). The
advertisement for the current AQP contract was published 9th June
and submission closes 9th July; following closure an AQP evaluation
period will commence involving five CCGs. SCWCS will award
recommendations to commissioners mid-August and notification of
the outcomes will be communicated to bidder(s) on the 2nd September
2015. Following the award, the new contracts will begin on the 2nd
November 2015. Gloucestershire CCG will have a separate contract
from the other four CCGs, which will stand for one year, with the
possibility to extend for a further year if required.

2.2

Care UK formally wrote to GCCG on 18th June to advise that they will
not be offering elective day case activity at Cirencester Hospital
following the completion of the current contract. However, Care UK
have indicated that they are keen to provide outpatient services under
an AQP contract option from Cirencester hospital and are in
discussion with Gloucester Care Services (GCS) to discuss landlord
issues. Care UK have also indicated that they wish to provide
outpatient clinics at Gloucester Health Access Centre (GHAC).

2.3

Preliminary discussions have taken place between Gloucestershire
NHS Foundation Trust (GHNHSFT) and GCS with reference
GHNHSFT undertaking elective day case activity at Cirencester
Hospital once Care UK contract expires at the end of October 2015.

3.

Prime Minister’s Challenge Fund

3.1

Members will be aware that the CCG worked closely with
Gloucestershire’s 83 GP practices earlier in the year who, through
their jointly owned company, G-DOC Ltd., were successful in
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securing £4m of national funding from the Prime Minister’s Challenge
Fund (PMCF) to provide local people with better and more flexible
access to GP services.
3.2

This scheme is seeking to increase access to GP care between 8am
and 8pm, Monday to Friday, and at weekends with 100,000
appointments at a number of specific locations - booked by calling the
normal GP surgery; greater use of technology and online services;
increased locality based GP case management; increased specialist
nursing, and the extension of social prescribing services across all
practices.

3.3

As well as offering further choice and convenience to patients it
should free up practice staff time to do more planned and complex
work with more vulnerable patients and allow staff to develop closer
working links with other health, social care and community partners,
so that even more support is available for frail patients.

3.4

A summary of progress is set out below:
 Following initial notification at the end of March 2015, the Scheme
successfully passed all necessary due diligence and signed a
Statement of Intent to proceed in mid May 2015;
 G-DOC has now signed an APMS contract with NHS England and
has received its first milestone payment;
 A multi organisation delivery board is in place as the main decision
making body. Dr Andy Seymour is the Governing Body
representative;
 G-DOC has now recruited a delivery team including an operational
manager, a nurse manager and two administrative support team
members;
 For the main service offer: Choice+ (urgent appointments), as well
as week days, the service is now available on the weekends in
Gloucester. There is a roll out plan for other geographical areas
with phased implementation between July and September 2015 so
that almost 2,000 appointments will be available each week by
autumn. The key constraint relates to the installation of
SystemOne Out of Hours module which is a prerequisite for
booking appointments;
 The CCG has signed a Memorandum of Understanding with GDOC to deliver expanded social prescribing services across the
County. The roll out continues as planned;
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 G-DOC is now planning to take forward the implementation of econsultation through a national process and it is likely that the
number of patients to be included will increase from 150,000 and
could be as high as 280,000;
 The programme of work for the ASAP App and PMCF funding to
support this has been agreed;
 Detailed plans are currently being finalised for additional GP
support for Rapid Response and it is anticipated this would be
available from September 2015 onwards in the Forest of Dean and
Stroud and Berkeley Vale;
 Detailed plans for planned weekend GP visits for high risk patients
in the Forest of Dean and Stroud and Berkeley Vale are being
finalised. This service is planned to be available from September
2015 onwards;
 Progress is being made on the development of Specialist Nursing
services. All Practice Nurses have contacted for expressions of
interest to be part of a network for providing specific support to
Practices;
 The CCG is supporting the wider implementation of video
consultation;
 In addition to the standard performance metrics, the CCG is
working with GDOC to agree key evaluation criteria and
transparent measurement so that any ongoing recurrent
investment is supported by evidence based data.
4.

Urgent Care Update

4.1

A Winter 2014/15 escalation review meeting was held on the 26th
June involving all providers within the Gloucestershire health and
social care system. The event promoted the learning from last year
and trailed the utilisation of an escalation early warning tool. In
moving forward, the System Resilience Group on the 14th July will
focus on the system modelling for winter, including bed models across
the acute and community settings. It is acknowledged that there will
also be a need to ensure all critical services have undertaken robust
capacity and demand modelling in order to ensure that the system
can respond to demand increases across the winter months.

4.2

There will also be continued focus upon delivery of the eight High
Impact Actions, system wide resilience schemes and 4 hour recovery
plan. It is also acknowledged that there needs to be an early focus on
promotion of flu vaccination for both of the public and health, social
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care and independent sector workforce. Reflecting upon winter
2014/15, it is evident that more work needs to take place in ensuring
the containment of norovirus. Public Health England will deliver a
workshop in September 2015 to engage nursing homes, schools and
other key providers in the preventative agenda. We will continue to
promote the ASAP campaign in order to ensure wider App download
and coverage.
4.3

The Urgent Care Team will run an extended Governing Body
Development Session on the 17th September to provide assurance on
the plans for the winter.

5.

Strategic Planning & Healthy Individuals

5.1

A new Gloucestershire Workforce Steering Group has been
established led by Ellen Rule, Director of Transformation and Service
Redesign, with strong partner involvement. This Steering Group
includes representation from statutory commissioners and providers
in the county. The aim of the Steering Group is to develop a
Workforce Strategy to underpin the work and delivery of the strategic
objectives of the Gloucestershire Strategic Forum and our five year
plan; Joining Up Your Care. The Group will also develop a work
programme for a small number of key priority workforce areas where
collective action would enable us to be more effective as a
community.

5.2

The Healthy Individuals Programme Group has developed a driver
diagram that will enable the translation of the Group’s vision into a
coherent and shared delivery plan. This will set out the key work
streams that need to be taken forward to support self-care, promote
wellbeing and prevent illness over the next 3-years. The team are
working on a number of key initiatives this year to support the CCG’s
ambitions to promote health and wellbeing. These include:
 Reviewing the county’s self-management education programmes
and developing a model and proposal for 2016/17.
 Taking forward our Cultural Commissioning Programme. The CCG
is one of two national pilot sites to assess the potential for
embedding arts and culture into improving people’s health. We will
shortly be inviting voluntary sector groups to express an interest in
piloting arts and culture to address specific health needs identified
by our CPGs.
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 Establishing a project group to develop a CCG-wide approach to
personalised care planning to support the CCG’s work on care coordination and case management. The Group is currently scoping
the potential for a single approach and learning from good practice
elsewhere.
 Reviewing Tier 3 Specialist Weight Management services and
developing a new service specification for this. The team are also
working closely with public health to agree a programme of work to
address obesity across the county and will also identify
opportunities for supporting locality ambitions to address this
agenda.
 Rolling out Florence (remote monitoring) across the county and to
other health and social care settings.
 Developing an assurance process to review patient information for
G Care and reviewing pathways to ensure a focus on prevention is
included within these.
 Working jointly with Public Health on developing the annual Joint
Strategic Needs Assessment (JSNA), developing and monitoring
the agreement we have with Public Health for support to the CCG
and actively taking part in the Health and Wellbeing Strategic
Implementation Group which is refreshing the Health and
Wellbeing Delivery Action Cards and developing a Health
Inequalities Strategy for the county.
6.

Engagement - ‘commissioners on the ground’

6.1

Current proactive GCCG Engagement activities - The Engagement
and Experience Team has supported a range of GCCG projects and
programmes during Quarter 4 and the early part of Q1 (2015/16).

7.

Individual Project Work

7.1

Members of the CCG Engagement and Experience staff have been
involved in a range of projects during Q4 and the early part of Q1
(2015/16):
Social prescribing: Facilitated second workshop for key stakeholders
involved in the further development of the pilots.
 Choice+: Patient surveys have been received and data input now
completed. The project is now being developed as part of the
Prime Minister Challenge Fund.
 Community Learning Disability (LD) Service: Feedback has been
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presented by the LD lead commissioner at the LD Big Health Day
in May 2015.
Choose Well / ASAP 2015: The information bus has visited each
locality promoting ASAP. Further events are planned for the
summer, including attendance at Hospital Fetes. Engagement via
primary schools in Gloucester and Cheltenham areas is also being
explored.
Community Hospitals Development Group: Participation in the End
of
Life
Community
Hospitals
workstream.
Developed
questionnaires for GPs as part of the evaluation of the revised
admission criteria (launched December 2014). Improving
experience of End of Life care in community hospitals group
developing family survey with input from Healthwatch
Gloucestershire (HWG), CRUISE (Bereavement Support) and
Carers Gloucestershire.
Gloucestershire Shared Care Records Project: Supporting the
development of communications and engagement campaign for
summer 2015. The Consent and Information Sub-group discussed
communications and engagement strategy and plan in June 2015.
Delegated Commission of Primary Care (GP) Services: Support to
a number of practices across the county regarding service and
premises changes. Participation in Primary Care Operational
Group and Primary Care Clinical Quality Review Group.
Personal Health Budgets (PHB): Development of Stakeholder
Engagement Group to provide comment and advice on
communication and patient information.
Cultural Commissioning Programme: Developed questionnaire for
arts and culture community.
Wheelchair Service Review: Currently working on a patient survey
to establish experience of the current service to inform a new
service specification.
Urology: Initial meeting to develop mechanisms for gathering
patient feedback – following the model recently used in Muskulo
Skeletal and Eye Care CPGs.
Minor Ailments Scheme (MAS): Produced surveys for patients,
referrers (e.g. GPs, Practice Staff) and pharmacists to assist with
the evaluation of the MAS pilots.
Renal Dialysis: Produced patient survey to capture patient
experience (including patient transport).
Perinatal Mental Health: Prepared patient stories to support Quality
Improvement Seminar. Facilitated workshop with midwifery team.
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Further workshop held in June 2015.
 Preconception: Supported development of a patient information
leaflet.
Developing
opportunities
for
future
engagement/awareness-raising with young women across the
county.
 Forest of Dean: Attended second obesity workshop. Developing
plans for locality engagement with key stakeholders and PPGs.
 South Cotswolds: Facilitated meeting with Cirencester Hospital
League of Friends to discuss change proposals. Briefing of
Healthwatch Gloucestershire and locally elected representatives.
Locality Executive Committee considering options for Lay
engagement. Regular meetings with Cirencester Hospital League
of Friends to be established.
8

Procurement

8.1

Members of the CCG Engagement and Experience staff have been
supported a range of procurements during Q4 and the early part of
Q1 (2015/16):
 Independent Sector Treatment Centres (ISTCs): Supported public
consultation regarding re-tender of ISTC services. Facilitated
meeting with Cirencester Hospital League of Friends to discuss
change proposals including possible ISTC arrangements. Briefing
of Healthwatch Gloucestershire and locally elected representatives
undertaken.

9

Healthwatch Gloucestershire (HWG)

9.1

HWG representation on GCCG projects and involvement
HWG are currently represented on over 30 CCG programmes and
projects (some joint with Gloucestershire County Council). These
include Clinical Programme Groups, Locality Reference Groups and
specific groups, such as Community Hospitals Development Group.

9.2

HWG Master Comments
HWG Master Comments data and summary for Q4 has been
categorised by Clinical Programme Group (CPG) and other subject
headings and shared with relevant GCCG groups and commissioning
leads.

9.3

HWG Reports and Responses
During Q4 and the first part of Q1, HWG has published the following
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reports, which have been shared with relevant GCG teams for
information/comment as appropriate:
 Patient and Public Feedback on Non-Emergency Patient Transport
Services provided by Arriva
 Good Practice: GP Services in Gloucestershire - What do patients
want? This report was presented to the May 2015 HCOSC
alongside a presentation regarding GCCG delegated cocommissioning arrangements.
 GP practice experiences of hospital discharge.
 Healthwatch Gloucestershire (HWG) ‘Enter and View’ Visits Report
to Orthopaedic and Ophthalmology Outpatient Clinics at
Gloucestershire Hospitals NHSFT, Forest Dialysis Unit and
Assessment and Rehabilitation Unit, Tewkesbury Hospital
9.4

During Q4 and the first part of Q1, HWG has provided the following
responses to GCCG requests for comment, which have been shared
with relevant GCG teams for information/comment as appropriate:
 Feedback on the draft GCCG revised Complaints and Feedback
Policy.
 Response to draft GCCG Non-Emergency Patient Transport
Policy.

10.

Meetings attended
 01-Jun Better Care Fund Forum, Shire Hall (BCF)
 03-Jun NHS Confederation Annual Conference and Exhibition,
Liverpool
 09-Jun West of England Academic Health Science Network
Seminar, Swindon (AHSN)
 11-Jun JCPB, Shire Hall, Gloucester
 16-Jun Leadership Gloucestershire, Shire Hall, Gloucester
 23-Jun Gloucestershire Quarter 4 Assurance meeting
 24-Jun NHS Clinical Commissioners Conference, London
 07-Jul Gloucestershire Strategic Forum Five Year Forward View,
Prinknash Abbey (GSF)
 09-Jul NHS Clinical Commissioners Strategy Away Day, London
 14-Jul Health & Care Overview Scrutiny Committee (HCOSC)
 14-Jul 2gether Tea Party, Kingfisher Treasure Seekers
 16-Jul Health & Wellbeing Peer Residential Training, Coventry
 28 Jul Medicines Policy Summit, London
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11.

Recommendation

11.1 This report is provided for information and the Governing Body is
requested to note the contents.
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Agenda item 10
Governing Body
Governing Body
Meeting Date
Title

Thursday 30th July 2015

Executive Summary

Gloucestershire’s seven CCG localities, and
the supporting infrastructure, have developed
significantly over the last two years.

Locality Development Planning 2015 -2017

This paper provides an update on the creation
of the new two-year Locality Development
Plans covering 2015 – 2017, some specific
updates on key achievements from the last two
years, and the common themes emerging from
locality plans and where they align with CCG
programmes.
As the locality plans are quite detailed, the
seven plans will be presented across two
Governing Body sessions. Therefore, this
paper provides an overview of the planning
process localities have undertaken, and then
introduces the locality plans for Forest of Dean,
North Cotswold and Tewkesbury, Newent &
Staunton.
The remaining four locality
development plans, Cheltenham, Gloucester,
South Cotswold and Stroud & Berkeley Vale,
will follow at the September 2015 meeting.

Key Issues

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.
The key challenges to delivery experienced in
2013 – 2015 plans were:
 Management money constraints
 Project delivery resource
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These issues have since been addressed and
localities are now well placed to deliver against
the work plans for 2015 – 2017.
Risk Issues:
Original Risk
Residual Risk

Communication between CCG programme
areas and localities has been identified as a
potential risk due to the potential for duplication
of effort or misaligned approaches.
This will be tackled through dissemination of
plans widely, triangulation of locality plans with
CCG programmes, and regular communication
between the Primary Care and Locality
Development team and the key programme
areas.

Financial Impact

The Locality Operating Framework for 2015/16
sets out a consistent approach to management
money funds, how those can be spent, and
how they should be recorded.
Within locality plans, all localities have
identified locality and / or practice variation as
an area they are committed to work on.
Clinical project work-streams will be exploring
approaches which aim to improve the quality
and cost of services – aligning to QIPP where
possible and supporting the delivery of
countywide challenges.

Legal Issues
(including NHS
Constitution)

Localities are an important component of how
the CCG responds to delivery of the NHS
Constitution.
Amongst others, localities particularly support
the fifth of the seven key principles in the NHS
constitution regarding working in partnership
and across organisational boundaries in the
interests of patients, local communities and the
wider population. In addition, the right for
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patients to expect assessment of health
requirements locally and to commission
services accordingly is addressed directly by
Locality Development Plans.
Impact on Health
Inequalities

Localities are taking varying approaches to
tackling health inequalities within their plans,
including:





Child and Adult Obesity (Age)
Cultural Diversity (Ethnicity)
Men’s Health (Gender)
Tackling variation – linked to locality
demographics

Gloucestershire’s Public Health team has
contributed to the development of all seven
Locality Development Plans.
Impact on Equality
and Diversity

Localities have assessed local demographics
and deprivation with the aim to improve access
to healthcare services as well as bringing care
closer to home.

Impact on
Sustainable
Development

Services being provided closer to home for
patients, avoiding the need to travel to
secondary care settings.

Patient and Public
Involvement

Locality Development Plans have taken into
consideration ‘on the ground’ feedback from
patients, either directly through patient
representatives or indirectly from practice staff.
Plans will be hosted on the Gloucestershire
CCG website and shared with PPGs and a
variety of local stakeholders.

Recommendation

The Governing Body is asked to:
 Note the key achievements for 2013 –
2015 for the three localities presented
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 Provide sign off of the Locality
Development Plans 2015 – 2017 for the
Forest of Dean, North Cotswold, and
Tewkesbury,
Newent
&
Staunton
localities.
Author
Designation
Sponsoring Director
(if not author)

Stephen Rudd
Head of Locality and Primary Care
Development
Helen Goodey
Director Locality Development and Primary
Care
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Agenda Item 10

Governing Body
Thursday 30th July 2015
Locality Development Planning 2015 – 2017
1

Introduction and Background

1.1

Locality Development Plans were initiated in 2013 to
create a structured approach for localities to develop
proposed priorities and two year delivery plans.

1.2

Gloucestershire’s seven CCG localities, and the
supporting infrastructure for localities, have developed
significantly over these two years.

1.3

Localities have developed stronger links with their District
and Borough Council colleagues during 2013 – 15. 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.

1.4

Each locality has an established Executive, which includes
a Clinical Commissioning Lead GP and GP Chair, and is
now supported by a Senior Locality Manager, a Locality
Development Manager, and specific Finance and
Information leads.

1.5

Localities function under the guidance set out within the
Locality Operating Framework, which describes their four
key delivery objectives:
i.

ii.

Producing a Locality Development Plan for 2015-17
that details priorities, alignment with countywide
priorities and the actions the locality will take for
implementation;
Monitoring and responding to locality performance
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iii.
iv.

and variation;
Operating within the financial resources available
each year; and
To be the conduit through which member practices
can engage with the GCCG Governing Body, and
vice-versa, to ensure GCCG remains a clinicallydriven organisation with a clear membership focus.

1.6

As the locality plans are quite detailed, the seven plans will
be presented across two Governing Body sessions.
Therefore, this paper provides detail on the process
undertaken and then introduces the locality plans for
Forest of Dean, North Cotswold and Tewkesbury, Newent
& Staunton. The remaining four locality development
plans (Cheltenham, Gloucester, South Cotswold and
Stroud & Berkeley Vale), will follow at the September 2015
meeting.

2
2.1
2.1.1

Key achievements to date
Forest of Dean locality
Social Prescribing – A ‘Social Referral Hub’ was set-up
to support people who attend GP surgeries and require
services beyond clear medical need. Patients are referred
to the Hub by the surgery and are signposted to an
appropriate service within the local area. The project,
involving GPs, the Forest of Dean District Council,
Gloucestershire County Council, Age UK Gloucestershire,
Independence Trust, Careers, and Gloucestershire Rural
Community Council, successfully rolled out across the
locality and the model now being adopted countywide.

2.1.2

Mental Health – the locality have focused on increasing
support for patients with long term mental health
conditions and those with medically unexplained
symptoms. This has included developing closer links with
2gether Intermediate Care teams and dedicated GP
educational sessions to enhance primary care knowledge
for the benefit of better patient care.

2.1.3

COPD review – following a review of COPD patient care,
a Prepare Programme pilot will shortly commence for
newly diagnosed patients to offer them education and
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support with managing their condition. Two hour sessions
will run during days, evenings and weekends.
2.2
2.2.1

North Cotswold Locality
Healthcare Checks for Carers – Carers’ Health Checks
were identified as a priority due to the increasing number
of elderly carers within the locality for who an episode of
illness can have a devastating impact on their personal
lives and the people they care for.
Thirty minute
appointments for carers with a healthcare professional
were introduced, exploring the general health and social
needs of each carer, undertaking examinations,
investigations and medication reviews as required.

2.2.2

Unplanned Admissions – Having identified a locality
variance for an excess of emergency admissions, the
practices have collaborated in an audit to determine action
points and learning that could be shared between partners
and between practices. Emergency admissions are now
reducing for the locality year-on-year (1.9% reduction from
2013/14 to 2014/15), while the learning will be taken
forward through engagement in the CCG Practice
Variation Programme for 2015/16.

2.3
2.3.1

Tewkesbury, Newent and Staunton Locality
Pharmacy First Minor Ailment Scheme – Along with
Gloucester City, the two localities have pioneered this
scheme which encourages use of experienced local
pharmacists to help patients manage common minor
ailments. This is freeing up time for GPs to manage more
complex cases and chronic disease management.

2.3.2

Increasing patient engagement – The locality has
established a Locality Reference Group including Patient
Participation Groups from the five practices, local
councillors, Healthwatch, and other local stakeholders.
This has enabled a stronger patient voice in the review
and development of local plans and initiatives.

3
3.1

Locality development planning process
To inform the planning round for 2015-17, each of the
seven localities met with representatives from Public
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Health, CCG Business Intelligence and their District /
Borough Councils during April and May 2015 to
understand any significant indicators or variation for their
respective populations.
3.2

‘On the ground’ feedback from a mix of GPs, Practice
Managers and PPGs was also included within this
evidence base.

3.3

The Locality Development Managers were instrumental in
co-ordinating this work and ensuring presentations
delivered a consistently high quality evidence base, with
joined-up priorities presented where clear linkages could
be made from the range of source data. This was also
framed within the context of the wider CCG priorities and
plans.

3.4

During June, the Locality Development Managers and
Senior Locality Managers have been working with their
Locality Chairs and Executive GPs to develop their two
year plans, gaining buy-in from the wider GP membership.

3.5

Key emerging themes and alignment with CCG
programme areas
The priority themes identified from this process have been
triangulated with the CCG operational plan and QIPP
schemes. The table below maps the emerging themes
from the three localities against their correlation with
existing CCG Programmes.

3.5.1
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3.5.2

Locality

Forest of
Dean

Emerging themes mapped to CCG
Programme Areas
Children’s – Oral Health
Healthy Individuals – Healthy Lifestyle
Programme and Social Prescribing
Respiratory - COPD
Urgent Care – addressing variation

North
Cotswold

Community Hospital – Increasing
appropriate utilisation
Healthy Individuals –Social Prescribing
and Physical Activity
Prescribing – addressing variation
Urgent Care – addressing variation

Tewkesbury
Newent &
Staunton

Children’s – outreach outpatients
Community Hospital – Increasing
appropriate utilisation
Healthy Individuals –Social Prescribing
and Adult Obesity
Mental Health – Perinatal
MSK – addressing variation in elective
admissions
Urgent Care – addressing variation

3.5.3

Localities and CPGs will take an aligned approach to the
development and implementation of locality based projects
and work-streams so that neither is acting in isolation.
This will encourage greater collaboration between the
CPG’s and locality GP’s, helping to deliver shared
priorities together in a joined-up way, while supporting
delivery of the CCG Operational Plan and QIPP.

4
4.1

New Locality Plans
As Locality Development Plans are widely shared, such as
with the public, patient participation groups, local
stakeholders and all GP practices, we have been working
with the Graphics Team to develop a new, more
aesthetically pleasing and engaging format.

4.2

This new format, and the three locality plans, can be found
at Appendices 1 – 3.
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5
5.1

Ongoing Reporting and Governance
Each priority theme area will be developed using the CCG
project methodology and include both quantitative and
qualitative KPI’s to measure outcomes.

5.2

In terms of reporting, we will be working with the
Programme Management Office (PMO) to deliver a more
automated and efficient way of reporting progress, which
is likely to be within the HealthPerform system. This will
enable extracts to be taken from the system for all
reporting to locality meetings, CCG Development Sessions
and the Governing Body.

6

Recommendations
The Governing Body is asked to:
 Note the key achievements for 2013 – 2015 for the
three localities presented
 Provide sign off of the Locality Development Plans
2015 – 2017 for the Forest of Dean, North Cotswold,
and Tewkesbury, Newent & Staunton localities.

7

Appendices
 Appendix 1– Locality Development Plan for North
Cotswold
 Appendix 2 – Locality Development Plan for Forest of
Dean
 Appendix 3 – Locality Development Plan for
Tewkesbury, Newent and Staunton

Page 10 of 10

North Cotswold Locality Development Plan

North Cotswold
Locality Development Plan
2015-17
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FOREWORD
Over the last few years the North Cotswold Commissioning Unit (NCCU) has developed to become a
cohesive working group, who has been able to offer support to all practice members. We are now jointly
working with Public Health, Cotswold District Council and the Voluntary and Community Sector (VCS),
through the North Cotswold Locality Forum to take a more holistic approach to some of the work that
we have undertaken.
We have led the county in looking at the needs of Carers’ and have developed Carers’ afternoons
which will be rolled out to all locality practices over the next 12 months. We have seen evolution and
development of the North Cotswolds Hospital and the George Moore Community Clinic. At a practice
level, we have supported the development of the combined premises of Mann Cottage Surgery and
The White House Surgery and are continuing to support the development of other practices’ premises,
especially at this time for Stow Surgery.
Over the next few years we need to be creative in thinking how we can continue to
deliver primary care services to the population of North Cotswold. This will involve
the Prime Minister’s Challenge Fund and we are, as a locality, now able to offer GP
appointments from 8am to 8pm Monday to Friday and on Saturday mornings.
We are working more closely with the Fire & Rescue Service as well as the Voluntary and
Community Sectors who are able to provide non clinical support that is often needed in
a rural community. It is quite evident that if North Cotswold locality are to continue to
improve the health and wellbeing of our population, this can only be achieved through
collaborative working due to our own budgetary constraints.
We have ensured that the North Cotswolds have been represented on key CCG
countywide projects such as the MSK clinical work programme and on the G-care
pathway website design group which will improve patient referral processes for all GPs in
the county.
The locality has also championed an in-depth review of the community nursing capacity
to ensure the quality of clinical care and the delivery of core business is strengthened.
This proactive approach enabled the locality to embrace the role out of ‘Rapid Response’
services earlier this year. The review of district nursing in particular has looked at the
delicate issue and problems around rurality.
Amongst these challenges we also have to look at the budgetary constraints and
overspend, and over the next few years we will be looking more in-depth at our
prescribing and continue the good work that has been shown in cost savings in other
clinical areas. We hope to achieve a reduction in variance amongst the practices with
regard to prescribing whilst continuing to support the important dispensing activity vital to
a rural practice.
I am delighted to be involved with the NCCU as we continue to work towards focusing
local commissioning and health care which is particularly pertinent to our population.
The NCCU believe that with the continued support of our GP practices and those
organisations that we have built relationships with, we can make a real difference going
forward.
Dr Hywel Furn Davies
Locality Executive Chair
North Cotswold Commissioning Unit
July 2015
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1 Purpose

2 Background

1.1

2.1

This Locality
Development Plan
has been produced
to describe the
specific health
needs for the
population of
North Cotswold,
and sets out
how the Locality
Executive Group
will lead work
to address these
needs over the
next two years.

The county of Gloucestershire covers a diverse range of populations,
from the very deprived to the very affluent, from people living in
very rural areas to people living in one of two large urban areas
where there are a significant number of immigrant populations. This
leads to a countywide population with very different health and
social care needs, spread over a large geographic area. In recognition
of the need to understand and represent these differences, the CCG
has formed seven Localities; one of these is for the North Cotswold
area. In each Locality, lead GPs work alongside key partners to help
determine how best to meet the needs of its population, informing
the wider work of the CCG; this is known as the Locality Executive
Group. The structure of the Localities is shown below:
All localities

Locality
Executive

GP Chair

CCG GP

Practice
Lead GPs

Senior
Locality
Manager

Practice
Members

Locality
Manager

For our locality, these roles are:
zz Locality GP Chair
zz Locality CCG GP Liaison Lead
GP Practice Leads:
zz Chipping Campden Surgery

Finance
Lead

Information
Lead

Dr Hywel Furn Davies
Dr Caroline Bennett

Dr Jacquie Williams

zz Cotswold Medical Practice

Dr Tamsin Griffith

zz Mann Cottage Surgery

Dr Hywel Furn Davies

zz Stow Surgery

Dr Judy Thornett

zz White House Surgery

Dr Chris Morton

CCG Locality Support
zz Senior Locality Manager

Stephen Rudd

zz Locality Development Manager

Cheryl Ewing

zz Finance Lead

Stephen Ball

zz Information Lead

Ziyad Patel
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The key functions of a locality are:

Service change
delivery

Engagement
and
relationships

Local Annual
Delivery plan

Locality specific
projects

Utilising/
shaping practice
level patient
participation
groups

Shaping
CCG Plans

Local
implementation
of CCG wide
initiatives

Developing
links with key
community
groups

Reviewing
health needs,
patient insight

Joint initiatives
with local
partners

Key
stakeholders/
partners

Participation

Quality,
utilisation and
performance

Locality
organisational
development

Information and
data requirements
and presentation

Developing the
local membership
model – e.g. what
does greater
federation feel and
look like

Governance
arrangements

Understanding
variations

Development
between localities
and the Governing
Body

Practice visits
and individual
membership
opportunities

Improving quality
and performance

Developing the
locality executive

Planning

Operation of
committees,
groups and
protected learning
time
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2.2

This document will seek to describe the local health needs for the North Cotswold
locality as it is clear that our population has specific health needs to be addressed.
The Public Health team within our Local Authority has supported us to identify and
understand these needs. The locality is now working to provide positive solutions to
meet these needs.

2.3

In accordance with national requirements and working with partners and
stakeholders (including patients, carers and the public), the CCG has formulated a
five year strategic plan for Gloucestershire – Joining Up Your Care. This is supported
by a more detailed two-year operational plan that identifies our more immediate
priorities, from April 2014. They remain within the overall umbrella of the Health
and Wellbeing Strategy (‘Fit for the Future’) that sets out the priorities for improving
health and outcomes for the people of Gloucestershire from 2012-2032.

Joining Up Your Care
– Our Shared Vision for the next 5 years:
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 local people.

Our Ambitions:
zz People are provided with support to enable them to take more control of
their own health and wellbeing. Those that are particularly vulnerable will
benefit from additional support;
zz People are provided with more support in their homes and local
communities where safe and appropriate to do so, thus moving away from
the traditional focus on hospital-based care;
zz When people need care that can only be provided in a hospital setting, it is
delivered in a timely and effective way.

2.4

This Locality Development Plan must be seen in the context of these important
strategic documents. Projects and initiatives identified will be complementary to
this strategic context and the CCG’s Operating Plan. This Locality Development Plan
therefore fits within this wider context as follows:

Health and Wellbeing Strategy
Joining Up Your Care
CCG Operating Plan
Locality
Development
Plans
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2.5

To identify the health needs of the population of North Cotswold
the locality, three main sources of information have identified:
zz Public Health Intelligence;
zz Activity, performance and financial data on the use of services,
highlighting those areas where the locality is significantly at
variance. This analysis has included consideration of benchmarking
data and information on variation between usage of health care
at a GP Practice population level;
zz ‘On the ground’ intelligence – i.e. conversations with local
colleagues who are working directly with patients to understand
their views about need.

2.6

The Locality Executive Group will work closely with key stakeholders
to identify the health and social care needs of the local population,
prioritise actions, and provide ideas for how these needs could be
addressed. These stakeholders include:
zz Local GP Practices and their staff;
zz Gloucestershire Care Services;
zz Gloucestershire Hospitals NHS Foundation Trust;
zz 2gether NHS Foundation Trust;
zz Gloucestershire County Council;
zz Cotswold District Council;
zz Local voluntary organisations;
zz Patients and their representatives;
zz CCG colleagues.

2.7
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Whilst assessing the evidence gathered around local health needs,
the Locality Executive Group has also taken into consideration
the variety of existing work streams within the CCG’s countywide
Clinical Programme Groups (CPGs) and the range of projects which
encourage improvements in ‘Quality, Innovation, Productivity
and Prevention’ (QIPP) – to ensure locality initiatives projects are
complementary or supporting and influencing countywide schemes.
This will allow for a continuous feedback loop where successful
learning from the locality projects can be embedded into the CPGs,
and also from the CPGs into the Locality.

North Cotswold Locality Development Plan

3 Key Achievements to date
3.1

Key achievements of the North Cotswold locality from the previous 2013-2015 plan
are detailed below:

3.1.1 Locality Executive Engagement
The Locality Executive have regularly met to support two-way engagement between
CCG and membership practices, ensuring the voice of local GPs is heard and
reflected within the work programme and priorities.
Locality practice finance and information variation reporting has been used to inform
the Locality Executive’s decision making. Member practices have contributed to the
countywide clinical programme of work, which through the planning process for
2015/2017 shows where the locality’s focus will be.
3.1.2 Healthcare Checks for Carers
Carers’ Healthchecks were identified as a priority for 2014-15, with the particular
aim of improving the health and wellbeing support for Carers. The Locality has
designed a questionnaire which the Carer is asked to complete prior to their
attendance for a healthcare check at the GP surgery, along with a consultation form
the healthcare professional completes during the check.
These documents help the healthcare professional to understand both the general
health and social needs of the Carer and assist in identifying any underlying
concerns which may not be evident during a medical healthcare check. A decision
was taken to extend each Carer appointment from 20 minutes to 30 minutes, which
allows the staff to undertake further investigations, examinations and medication
reviews if required.
3.1.3 Unplanned Admissions
The locality worked together following completion of the Unplanned Admissions
audit aimed at reducing avoidable unplanned emergency admissions to hospitals
to establish whether any further work could be undertaken by the locality
collaboratively. This demonstrates our commitment to leverage that Locality structure
to improve our commissioning decisions and practice protocols. This work will
continue in 2015/16.
3.1.4 Pain Management
A ‘Community-based Pain Management Programme’ was identified by North
Cotswold Locality as one of the areas to be developed. A review of outpatient and
follow-up appointments, admissions and prescribing data for pain management was
undertaken for each practice. This has led to North Cotswold directly influencing the
countywide programme, with a local GP now on the CPG.
3.1.5 Learning Events
The Learning Events in North Cotswold are seen as an opportunity for GPs from
all practices to undertake continuous professional development in support of the
locality identified priorities. Several events are held during the year, with recent
speakers covering topics such as:
zz Gynaecology
zz Remote Monitoring
zz Individual Funding Requests

zz First Responders

zz Ambulatory Emergency Care
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3.1.6 MacMillan Cancer Survivorship
Cancer CPG have agreed the structure of a wide reaching Living
With & Beyond Cancer Programme to be implemented countywide.
Macmillan Community Cancer Service will launch in November
in North Cotswold (and Gloucester City) on a pilot basis until
September 2017. The service will provide 1:1 clinic time with
patients that have undergone treatment for breast, colorectal and/or
prostate cancer and have been discharged from hospital on a selfmanagement pathway..
3.1.7 Key Relationships
The Locality Executive has developed key relationships and joint
working with Cotswold District Council (CDC) and Cotswold Friends
through:
zz The Health Policy & Partnerships Manager, CDC along with Public
Health Commissioning Manager who will attend the full locality
meetings on a quarterly basis to feedback on their areas of work;
zz North Cotswold have contributed to the Community Transport
workshop arranged by CDC to ensure health are part of future
planning processes;
zz Planning to work with CDC around ‘excess winter deaths’;
zz Cotswold Friends who extended the Carer Respite service within
North Cotswolds following a successful bid supported by the
Executive. Cotswold Friends also contributed to the Carers
planning workshop and subsequently supported the two Carers
Afternoons at Four Shires Medical Centre and Chipping Campden.
It is our intention to build on this relationship as Cotswold Friends
will be working with GP practices to provide social prescribing in
the North Cotswold Locality for 2015/16.
3.2 Prime Minister’s Challenge Fund
3.2.1 GPs from all localities have been key contributors to a successful
application for the Prime Ministers Challenge Fund (PMCF) relating
to improving access to general practice, thanks to joint working
between the GP provider organisation, Gloucestershire Doctors
(G-DOC) and the CCG.
3.2.2 In securing this £4m of additional national funding, localities will
be supporting the delivery of providing local people with improved
access to GP services in Gloucestershire, This includes the creation
of 100,000 appointments a year across all localities to free up time
in surgeries to be used on more planned and complex work with
patients who have a long term condition. The bid also included
greater use of technology, additional specialist nursing, case
management and social prescribing.
3.2.3 A Delivery Board has been established to make key decisions
and will include representation from each of the seven
Gloucestershire localities.
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4 Local Service Provision
4.1

The North Cotswold Locality covers a rural population across a wide geographical
area that also covers Warwickshire, Oxfordshire and Worcestershire, of which
the total area covers around 28,800 patients. There are 5 GP Practices in the
locality, some of which provide additional access to patient care through their
satellite surgeries.

1 Chipping Campden Surgery
Back Ends, Chipping Campden GL55 6AU
2 Cotswold Medical Practice, Moore Road,
Bourton-On-The-Water GL54 2AZ
&
Westwood Surgery, Northleach, GL54 3QJ
3 Mann Cottage Surgery
Four Shires Medical Centre, Stow Road,
Moreton in Marsh GL56 0DS
&
The Little Village Hall, Bell Bank, Blockley,
Moreton in Marsh GL56 9BB
4 Stow Surgery, Well Lane, Stow on the Wold
GL54 1EQ
5 White House Surgery, Four Shires Medical
Centre, Stow Road, Moreton in Marsh
GL56 0DS
&
The Surgery, Greenway Road, Blockley,
Moreton In Marsh GL56 9BJ
Other Providers
A North Cotswold Hospital, Stow Road,
Moreton in Marsh GL56 0DS
B Moore Cottage Hospital, Bourton on the Water
GL54 2AZ

4.2 The approximate Practice list sizes are as follows:
Practice Name
Chipping Campden Surgery
Cotswold Medical Practice
Mann Cottage Surgery
Stow Surgery
White House Surgery

Patient List Size
(at 1st April 2015)

4,831
10,147
3,847
5,522
4,455

4.3 In addition to the main acute hospitals in Gloucester and
Cheltenham and the GP Practice sites, local NHS health services are
also delivered from:
zz North Cotswold Hospital, whereby services were brought inhouse such as Artlift, social prescribing and increasing outpatient
clinics
zz Community Outpatients Unit, Bourton-on-the Water;
zz Oxford University Hospitals NHS Foundation Trust;
zz 2gether NHS Foundation Trust;
zz Horton Treatment Centre; and
zz AQP diagnostic providers.
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4.4 For patients living in any part of Gloucestershire their health
issues are often closely linked to other ‘social’ factors, such as
employment, education, and housing. We are committed to
working in partnership with the Local Authority and third sector
partners to both find and implement solutions. Therefore, the CCG
also commissions a range of services from the local Voluntary and
Community Sector.
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5 What are the Issues we face and how will
we address them?
5.1

Overview
Over the last few months’ colleagues from across Public Health, Local Councils
and the CCGs Finance and Information team have held planning meetings to work
together to identify which potential priorities the locality may want to consider
based on relevant data.

5.2 Public Health Information
The Local Authority in Gloucestershire produces a Joint Strategic Needs Assessment
(JSNA) – this highlights the medical conditions that particularly affect the population
of the county and its localities. It also highlights population changes over the coming
20 years.
5.2.1 Demographics
North Cotswold locality has an older age profile than the county as a whole and the
highest proportion of patients aged 65 years plus and 85 years plus with
implications for age-related long term conditions. The Cotswold district as a whole
is projected to see negative growth (-4.4%) in its working age population (18-64
years) through to 2021. In contrast the over 65 age bracket is projected to grow
by 27% in line with the county average.
5.2.2 Deprivation
North Cotswold locality has amongst the lowest deprivation scores in the
county, all below the county average of 14.7.
However, it is important to recognise that this macro level of identifying economic
deprivation can ignore rural issues, such as lack of access to transport which in
itself can create a denial of access to services or support. As a locality, we are very
mindful of this and will be working with partners, such as CDC, to address these
issues over the next two years.
5.2.3 Public Health Outcomes
North Cotswold practices perform well across nearly all indicators. Life expectancy
at birth in men and women is above the national and county averages with the gap
in life expectancy between the most and least deprived quintiles in the Cotswold
district the smallest in the county – 0.2 years in men and 1.9 years in women.
However, with an increasingly elderly population, and a significant number of carers,
the locality will be responding to this challenge through bringing more services
closer to home by increasing utilisation of the local North Cotswold Hospital, and
further support for carers.
Furthermore, Public Health have identified excess road deaths as a priority for the
Cotswold District, which the locality will engage with Cotswold District Council
partners to support wherever possible.
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5.3

Cotswold District Council
The District Council Local Plan covers the period 2011 to 2031 and is the key
planning policy document which guides decisions on the use and development
of land in the district. There are proposals to build 6,900 additional dwellings
across North and South Cotswold localities. It is essential to note that the official
projections are just a reflection of trends.

5.3.1 Transport
CDC also commissioned a study following on from research into loneliness and
isolation amongst older people, which identified a lack of accessible and appropriate
transport and a lack of awareness of available services as significant factors.
Nearly a quarter of those who contributed to the study indicated that they have a
lot or quite a few difficulties in getting around due to:
zz No transport or at times needed not available
zz Transport not accessible
zz No or little information/not aware of what there is
zz Not affordable
zz Transport not acceptable e.g. not safe/suitable
North Cotswold locality will continue to work with CDC to ensure access to
healthcare is not compromised due to lack of accessible transport.
5.3.2 Ambulance Response Times
Related to transport issues, the locality are also conscious of ambulance response
times, which are understandably more challenged within the rurality of the North
Cotswolds. This is an area the locality are keen to monitor and work with South
Western Ambulance Service NHS Foundation Trust (SWAST) to understand the
issues in greater detail.
5.4 CCG Finance and Information Data
5.4.1 Analysis of NHS resource utilisation demonstrates variation exists not just at a
CCG level, but also between and within localities. In addition, CCG have specific
performance issues along with finite financial resources, which, as a membership
organisation, the locality can support with.
The charts below show the value and proportional split of the key spending themes
for both Gloucestershire CCG and the locality:
North Cotswold 14/15 Spending (£m) by area

Gloucestershire CCG 14/15 Spending (£m) by area
Mental Health Contracts,
£74.0, 15%
Community
Services,
£73.7, 14%

Elective and
Daycase,
£75.1, 15%

A&E / MIU,
£13.8, 3%

Emergency & Non-Elective
admitted care, £89.4, 18%

Mental Health Contracts
£3.3, 14%

Practice Prescribing
£87.0, 17%

Community
Services,
£4.1, 17%

Practice Prescribing,
£4.3, 18%
Elective &
Daycase,
£3.3, 13%

A&E / MIU,
£0.5, 2%
Outpatients and
Non-Consultant
Services, £92.4, 18%

Emergency & Non-Elective
admitted care, £4.4, 18%

Outpatients and
Non-Consultant Services,
£4.5, 18%

NOTE: These charts exclude other areas of commissioning spend, such as maternity
services, ambulance services, continuing health care, CCG running costs and
reserves.
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In the context of this wider financial picture the business intelligence team has reviewed activity,
performance and finance data from commissioned services to assess where there are material
variances from expected levels; this has highlighted areas for further consideration.
5.4.2 A&E / MIU attendance
North Cotswold: Percentage of A&E and MIIU Attendances that only required
'Guidance/Advice' during 2014/15
A&E

MIU

0.0%

10.0%

20.0%

30.0%

40.0%

50.0%

60.0%

70.0%

80.0%

90.0%

100.0%

-

North Cotswold A&E / MIIU Attendances – rate per 1,000: All Providers

-

50.00
CCG Quartile 0-1

100.00

150.00

200.00

CCG Interquartile range

250.00

300.00

350.00

CCG Quartile 3-4

400.00
Locality rate

450.00

500.00
CCG rate

The above graphs demonstrate the utilisation of A&E and MIIU by patients within the North
Cotswold locality. The first chart suggests a majority of patients attend these services and receive
advice and guidance only, while the second chart shows that the North Cotswold locality is above
the CCG average for utilisation of these services. The locality will work alongside countywide CCG
programmes of work to best understand patient need and ensure appropriate services, engagement
and communication is in place.

5.4.3 Prescribing
Spend per 1000 patients on Prescribing over past 3 years: North Cotswold vs CCG
£155,000
£150,000
£145,000
£140,000
£135,000
North Cotswold

£130,000
£125,000

CCG
1213

1314

1415

The spend on prescribing (measured per 1,000 patients) has been consistently higher
in North Cotswold in comparison to the CCG average over the last three years, with
four of the locality’s five practices spending more than their peer (or “taxonomy”)
group average on prescribing.
In 2014/15 the locality overspent against its prescribing budget by 13%, representing
an overspend of £510k.
The locality has therefore identified prescribing spend as a priority review area and
will be working with each practice to understand the variation and develop a locality
action plan.
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5.4.4 Emergency admissions: General Medicine
North Cotswold General Medicine Emergency Admissons rate per 1,000 population comparison (2014/15 All Providers)

-
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Trend Graph of General Medicine Emergency Admissions per 1000 patients April 2013 – March 2015: North Cotswold v CCG
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The emergency admission rate for General Medicine for North Cotswold practices, measured
per thousand patients, is above the CCG average, while the two year graph suggests this is a
long-term trend.
An initial analysis of this data suggests that emergency admissions for diseases of the circulatory
system are one of the main reasons for this variance, with four practices in the locality having
admissions above the expected level.
The locality will therefore be continuing work on addressing emergency admissions by working
with the Practice Variation Programme to support in-practice audits and developing action
plans accordingly.
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6. Locality Work Programme for 2015/16
6.1

The priorities identified above have been summarised below to demonstrate how these have been
formulated into our locality work programme:

Source: Public Health and CDC
• Increasing elderly population
• Rurality potentiality restricting
access to services
• Road deaths and serious injury

Source: Locality
Considerations
• Hidden isolation in rurality
• Transport/travel
• Increasing number of carers
• Increase services closer to
home by utilising North
Cotswold Hospital

Source: CCG Business
Intelligence
• Prescribing
• Emergency Admissions
General Medicine
• Emergency Department and
Minor Injury Unit Attendances

New Priorities
• Social Prescribing
• Increase use of North
Cotswolds Hospital
• Prescribing
• Practice Variation
• Parkrun
• Excess road deaths
• Patient engagement
• Directory of local services

Projects to be carried forward 2015 - 17
• Healthcare checks for Carers
• Emergency Admissions

6.2 The finer detail of each of these schemes follows in the table overleaf:
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Priority Action Area
Proposed Scheme

Lead
Locality GP

Lead
Manager
(From CCG
or other
partners)

Expected Outcomes/
Impact

Cheryl Ewing

Improve READ coding and
identification of Carers
within each practice
Work with Cotswold
Friends to link Carers
events to social
All Locality GP
prescribing
practices
Roll-out Carers
PCCAG
afternoons within
practices
Build on ‘test and learn’
of Carers questionnaire
and consultation form
Promotion of ASAP

Key
Contributors

Expected
Initiation
Date

Expected
Completion
Date

Existing work priorities: 2013/15
Healthcare Checks
for Carers
Identify number of
Carers in each practice
through MIQUEST
Dr Hwyel
request
Furn Davies
Link to social
prescribing
Build on ‘test and
learn’ events held
2014/early 2015
Emergency
Admissions
Reduction in
Stephen Rudd
emergency admissions
Dr Tamsin
and inter-practice
Bronwyn
Griffith
variability
Barnes
Engage with
countywide Practice
Variation Programme
New priorities identified for 2015/17
Social Prescribing:
Adoption of model
across all practices
Identify other locations
to deliver service if
Dr Hywel
practice does not have Furn Davies
room availability
Joint working with
CDC to address
‘loneliness and social
isolation’ and link in
with social prescribing
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Helen
Edwards
Cheryl Ewing

Reduce avoidable
unplanned emergency
admissions to hospitals
Establish whether any
further learning/work
can be undertaken in the
locality collaboratively
To improve the health
and wellbeing of those
patients referred by
healthcare professionals
which will be measured
through WEMWBS
Increase the utilisation
of services available
within the community i.e.
Befrienders
Reduce primary care
appointments to be
measured at 6 months
pre and post referral
Work with Fire & Rescue
Service who will make
referrals into scheme
during pilot of ‘First
Responder’

All Locality GP
practices
GHNHSFT

Continuation
of 2013/15
priority
End July
2015:
Agreed
support
within each
practice

Ongoing

Continuation
of 2013/15
Ongoing
priority

All Locality GP
practices
Cotswold
Friends
August 2015 March 2017
North Cotswold
Locality Forum
Cotswold
District Council

North Cotswold Locality Development Plan
Priority Action Area
Proposed Scheme

Lead
Locality GP

Lead
Manager
(From CCG
or other
partners)

Expected Outcomes/
Impact

Key
Contributors

Expected
Initiation
Date

Expected
Completion
Date

Existing work priorities: 2013/15
Improve utilisation
of North Cotswold
Hospital outpatients
Improve patient access:
Understand NCH
baseline/map of
Dr Caroline
services
Bennett
Consult with Locality
practices to understand
services they would like
provided
Scope the potential for
AQP to work out of
NCH
Prescribing
Address variation and Dr Hywel
drivers (the variance
Furn Davies
as at 2014/15 outturn
position)

Understand variation and
Medicines
drivers by practice
Stephen Rudd
Management
Develop scheme for
Team
North Cotswold

1st
September

Ongoing

Practice Visits
To include:
Practice variation
reports
Public health priorities

Dr Hywel
Furn Davies
Dr Caroline
Bennett

Develop practice variation
reports tailored to North
Stephen Rudd Cotswold, inclusive of
All Locality GP
practices
Cheryl Ewing public health priorities
Reduce expenditure in
line with locality peers

September
2015

March 2016

Practice Variation
Reports
Variation reports
include elements
of variation work
programme such as
prescribing

Scoping of variation
Stephen Rudd identified by Finance &
Info Leads
Locality Exec
Stephen Ball
Group
Cheryl Ewing Priority will support
practice visits

1st April
2015

Ongoing

May 2015

March 2016

All Locality GP
practices
Cotswold
June 2015
District Council
North Cotswold
Locality Forum

March 2017

Community Parkrun
Set-up 5km Parkrun
on behalf of the
Community:

Deaths and serious
injuries on the road
Work with CDC Road
Safety Liaison Group
(local network of key
stakeholders)
Review of community
transport
Engagement with
Patient Participation
Groups (PPGs)
Share 2015/17 LDP
with PPGs on 6
monthly basis of
Locality priorities

Scope potential work
programme with GCS
Consider local
commissioning of services Gloucestershire
Sue Field
where viable
Care Services
(GCS)
Stephen Rudd
Participate in countywide
Community Hospital
All Locality GP
Cheryl Ewing
programme through GCS practices
Understand if services
can be delivered closer to
home

Angela Laver Cheryl Ewing

Dr Hywel
Furn Davies

August 2015 March 2017

Non-commercial
funding from within the
community to be agreed
Safe 5km environment to
be identified
Regular volunteers to
support scheme
Work with schools and
sports clubs to support
venture
Attendance at
Community Transport
Workshop 22nd June

Cheryl Ewing

Locality Exec
Cheryl Ewing
Group

Work with CDC and
South Cotswold Locality
to identify any joint
project support

All Locality GP
practices
CCG Finance &
Info Leads

All Locality GP
practices
NCH League of
Friends

Share condensed LDP
with Locality PPGs,
requesting their feedback All Locality GP
and ideas going forward practices
All PPGs
Feedback to PPGs on 6
monthly basis

September
2015

March 2017
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Priority Action Area
Proposed Scheme

Lead
Locality GP

Lead
Manager
(From CCG
or other
partners)

Existing work priorities: 2013/15
Directory of Local
Services
Local Directory of
Angela Laver Cheryl Ewing
Services which focusses
on North Cotswold
VCS organisations

Key
Contributors

Expected
Initiation
Date

Expected
Completion
Date

All Locality GP
Draft Directory of Services practices
pertinent to locality
Cotswold
requirements
Friends

June 2015

September
2015

Ongoing

Ongoing

Expected Outcomes/
Impact

Locality GP awareness
Stephen Rudd
and implementation of
/ Cheryl Ewing
CCG projects including:
Urgent care usage
reduction – including
Maria
use of ASAP app, Rapid
Metherall
Response, ICT’s, OPAL
and SPCA.
Prime Ministers Challenge
Fund: Choice + - rotated
on a daily basis (M - F
5.30 p.m. to 8.00 p.m.)
between North Cotswold
CCG Countywide
Hospital and The George
Julia Tambini
Projects
Moore Community Clinic.
This will ensure equity
Supporting practices
over a two week period.
Dr
Caroline
to implement CCG
Saturday morning clinics
Bennett
and
projects and work
will be held at North
programmes into the
Dr Hywel
Cotswold Hospital
locality and influencing Furn Davies
Integrated Community
those programmes
Helen
Teams
with feedback from
Edwards
Rapid Response
the locality.
Primary Care
Andrew
Infrastructure/Premises
Hughes
Development
Bronwyn
Variation Programme
Barnes
Care Pathways Website
Gina Mann
(G-Care)
Joining up Your
Dominic Fox
Information (care record)
Helen Goodey Primary Care Offer

Various CCG
Lead GPs/
Managers

Gloucestershire
GP provider
company (GDoc)

Various CCG
Lead GPs/
Managers

Various CCG
Lead GPs/
Managers
Central
Southern
Commissioning
Support Unit
CCG

Dr Hywel Furn Davies, Locality Executive Chair
on behalf of North Cotswold Locality
16th July 2015
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Foreword
Over the last two years the Forest of Dean (FOD) Locality Executive has developed a
strong engagement model with its member practices, which has been evidenced by
regular attendance at the Full GP cluster meetings. We are one of the few Localities who
have representation from a lay member who has regularly contributed at all Locality
meetings and led specific work streams. We also have had regular attendance and
updates from local provider services and clinicians. We have held a number of Protected
Learning Time events for GPs to share learning and best practice.
The Forest of Dean locality is looking at ways to try to decrease the morbidity and
mortality from chronic health conditions. The Public Health data for the Forest suggests
a high prevalence compared to the county in most of the long term conditions such as
Dr Paul Weiss Diabetes, Stroke disease and High blood pressure. The obesity rates in children are the
highest in the county.
The locality will be working with other organisations including the District Council to try
bringing a coordinated approach to this. We want to look both at prevention (weight loss
and lifestyle change) and treatment (better education for those with the conditions).
The Forest locality has been working over the last few years on improving the care for
patients with Chronic Obstructive Pulmonary Disease. A new service will be starting in
June to improve the knowledge of patients with this condition. This need arose after a
survey completed in all the FOD surgeries.
We have worked jointly with Public Heath, Forest of Dean District Council (FODDC) along
with voluntary and community sector organisations to look at setting priorities over the
coming two years to deliver positive health outcomes for the FOD population. We are
excited going forward that our new Locality Development plan can be delivered under
the umbrella of ’Healthy Lifestyles’ where we hope to make positive outcomes to peoples’
ongoing health .
Dr Martin Gibbs
Over the last 2 years primary care teams in the Forest of Dean have
continued to review information with public health colleagues at
Gloucestershire County Council to better understand the illness profile
of the population in the Forest, particularly focussing on areas where the
prevalence of a disease is higher than average. Practices have undertaken
audit and shared best practice and bright ideas.
This has led to the development of a co-ordinated work programme
with Forest of Dean District Council and the commissioning of a new
COPD education service from Gloucestershire Care Services. A change in primary
care management of those with COPD has already resulted in a reduction in those
being admitted with this condition, a situation we hope will improve further with the
establishment of the new remote monitoring service with which some practices will
engage.
Work streams led by the lay member of the executive committee, with support from the
Locality CCG team and the Community and Engagement team at the Forest of Dean
District Council has led to the establishment of a Healthy Lifestyles facilitator to work
in each member practice to ensure local patient information is up to date and will also
support the social prescribing programme already underway.
Mental Health Intermediate Care Teams have been highly successful. Direct booking of
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clinics has been replaced by a central booking point to manage waiting
lists that were building up in most practices. A mental Health Protected
Learning Time event informed GPs of the resources available to them in
the locality.
I have stepped down as GP Liaison board member to be replaced by Dr
Tristan Lench. The vacancy on the executive committee was so popular
that an election was held.
Dr Tristan Lench
In my new role as FOD liaison GP on the CCG I am privileged to be taking
over from Martin Gibbs, who has done so much for both the Forest and
the county. I have been given similar areas of responsibility to him, for the
areas of Learning Difficulty and Mental Health and I hope to be able to
continue to build upon Martin’s work.
There has been a lot of work done to improve the access to services for
both clients and professionals, many of which are just rolling out, so I
hope to ensure these improvements have the expected benefits for the
whole county.
I also sit on the FOD executive in what is an exciting time, with various
partners from health, social care, the council and the voluntary sector
increasingly working together for the benefit of all. In particular we are
aiming to help reduce the levels of obesity in the FOD in order to reap the
health and wellbeing dividend that this would provide.
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1 Purpose
1.1

This Locality
Development Plan
has been produced
to describe the
specific health
needs for the
population of
Forest of Dean and
sets out how the
Locality Executive
Group will lead
work to address
these needs over
the next two
years, subject to an
annual review.

2 Background
2.1

The county of Gloucestershire covers a diverse range of populations,
from the very deprived to the very affluent, from people living in
very rural areas to people living in one of two large urban areas
where there are a significant number of immigrant populations. This
leads to a countywide population with very different health and
social care needs, spread over a large geographic area. In recognition
of the need to understand and represent these differences, the CCG
has formed seven Localities; one of these is for the Forest of Dean
area. In each Locality lead GPs work alongside key partners to help
determine how best to meet the needs of its population, informing
the wider work of the CCG; this is known as the Locality Executive
Group. The structure of localities is shown below:
All localities

Locality
Executive

GP Chair

CCG GP

Practice
Lead GPs

Senior
Locality
Manager

Practice
Members

Locality
Manager

For our locality, these roles are:
zz Locality GP Chair:
zz Locality CCG GP:

Finance
Lead

Information
Lead

Dr Paul Weiss
Dr Tristan Lench

zz Locality Executive Group Members: Dr Tim Alder, Dr Magdalene
Davis, Dr Andrew Edwards, Carolyn Thomas – Practice Manager,
Kim Spencer – Lay Member.
zz Practice Leads:
|| Blakeney:
|| Brunston:
|| Dockham Road:
|| Drybrook:
|| Forest Health Care:
|| Lydney
|| Mitcheldean
|| Newnham/Westbury:
|| Severnbank:
|| Coleford Health Centre:
|| Yorkley:

Dr Anna Raymond
Dr Sophia Sandford
Dr Ingalill Sandys
Dr Angela Townsend
Dr Andrew Coombes
Dr Roy Sharma
Dr Paul Weiss
Dr Tim Alder
Dr Tristan Lench
Dr Caroline Kay
Dr Andrew Edwards

zz Senior Locality Manager:

Jenny Bowker

zz Locality Manager:

Penny Waters

zz Finance Lead:

Julie Nicholls

zz Information Lead: Simon Curtis
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The key functions of a locality are:

Service
change
delivery

Engagement
and
relationships

Local Annual
Delivery plan

Locality specific
projects

Utilising/
shaping practice
level patient
participation
groups

Shaping
CCG Plans

Local
implementation
of CCG wide
initiatives

Developing
links with key
community
groups

Reviewing
health needs,
patient insight

Joint initiatives
with local
partners

Key
stakeholders/
partners

Participation

Quality,
utilisation and
performance

Locality
organisational
development

Information and
data requirements
and presentation

Developing the
local membership
model – e.g. what
does greater
federation feel and
look like

Governance
arrangements

Understanding
variations

Development
between
localities and the
Governing Body

Practice visits
and individual
membership
opportunities

Improving quality
and performance

Developing the
locality executive

Planning

Operation of
committees,
groups and
protected learning
time
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2.2

This document will seek to describe the local health needs for the
Forest of Dean Locality as it is clear that our population has specific
health needs to be addressed. The Public Health team within our
Local Authority has supported us to identify and understand these
needs. The locality is now working to provide positive solutions to
meet these needs.

2.3

In accordance with national requirements and working with partners
and stakeholders (including patients, carers and the public), the
CCG has formulated a five year strategic plan for Gloucestershire
– ‘Joining Up Your Care’. This is supported by a more detailed twoyear operational plan that identifies our more immediate priorities
from April 2014. They remain within the overall umbrella of the
Health and Wellbeing Strategy (‘Fit for the Future’) that sets out
the priorities for improving health and outcomes for the people of
Gloucestershire from 2012 - 2032.
The Locality development planning process will also take account
of the commissioning intentions produced annually by the CCG
(focused around acute, community and mental health services), local
District Council priorities and the Better Care Fund.

Joining Up Your Care – Our Shared Vision for the next 5 years:
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
local people.

Our Ambitions:
zz People are provided with support to enable them to take more control of
their own health and wellbeing. Those that are particularly vulnerable will
benefit from additional support;
zz People are provided with more support in their homes and local communities
where safe and appropriate to do so, thus moving away from the traditional
focus on hospital-based care;
zz When people need care that can only be provided in a hospital setting, it is
delivered in a timely and effective way.
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2.4

This Locality Development Plan must be seen in the context of these important
strategic documents; projects and initiatives in the Plan will be complementary to
this strategic context and the CCG’s operating plan.
This Locality Development Plan therefore fits within this wider context as follows:

Health and Wellbeing Strategy
Joining Up Your Care
CCG Operating Plan
Locality
Development
Plans

2.5

To identify the health needs of the population of the Forest of Dean
Locality, three main sources of information have been identified:
zz Public Health Intelligence
zz Activity, performance and financial data on the use of services,
highlighting those areas where the Locality is significantly at
variance. This analysis has included consideration of benchmarking
data and information data on variation between usage of health
care at a GP Practice population level;
zz ‘On the ground’ intelligence – i.e. conversations with local
colleagues who are working directly with patients to understand
their views about need.

2.6

The Locality Executive Group will work closely with key stakeholders
to identify the health and social care needs of the local population,
prioritise actions, and provide ideas for how these needs could be
addressed. These stakeholders include:
zz Local GP Practices and their staff;
zz Gloucestershire Care Services;
zz Gloucestershire Hospitals NHS Foundation Trust;
zz Gloucestershire County Council;
zz Local voluntary organisations;
zz Local MP and councillors
zz Forest of Dean District Council;
zz Lay Members
zz Patients and their representatives;
zz 2gether NHS Foundation Trust
zz CCG Colleagues
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2.7
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Whilst assessing the evidence gathered around local health needs,
the Locality Executive Group has also taken into consideration
the variety of existing work streams within the CCG’s countywide
Clinical Programme Groups (CPGs) and the range of projects which
encourage improvements in ‘Quality, Innovation, Productivity and
Prevention’ (QIPP) - to ensure locality initiatives are complementary
or supporting and influencing countywide schemes. This will allow
for a continuous feedback loop where successful learning from the
Locality projects can be embedded into the CPGs, and also from the
CPGs into the Locality.
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3 Key Achievements to date
3.1

The CCG has been in operation since 2013 (although in shadow form since 2012).
During 2013, seven Locality Development Plans were produced covering 2013-15.
Key achievements of the Forest of Dean Locality since 2013 are as follows:
zz Locality Executive engagement – The locality executive have regularly met
to support two-way engagement between GCCG and membership practices,
ensuring the voice of local GPs is heard and reflected within the work programme
and priorities. Locality practice finance and information variation reporting has
been used to inform the Locality Executive’s decision making. Member practices
have contributed to the countywide clinical programme of work, which through
the planning process for 2015/2017 shows where the locality’s focus will be.
zz Social Prescribing Pilot completed and model now being adopted
countywide – A ‘Social Referral Hub’, was funded located within the District
Council Offices, to support people who go to their GP surgery, but do not
necessarily have a clear medical need. Half of the GP surgeries in the Forest of
Dean started the 6 month pilot on 31 March 2014 and the other half started
in May. People are referred to the Hub by the surgery and are signposted to an
appropriate service within the local area. The project team involves GPs, Forest of
Dean District Council, Gloucestershire County Council, Age UK Gloucestershire,
Independence Trust, Careers, and Gloucestershire Rural Community Council.
The pilot was based on evidence from similar projects across the country and
from existing schemes run by the District Council and other organizations. The
main service supporting the person (the hub) ensures that other organisations
are involved, as required, and takes responsibility for following this through,
including providing the report back to the GP. This pilot is now being scaled up
and following evaluation is being further developed to support stronger links with
practices. The model will now include sessional time in
practices so that the coordinators can provide 1 to 1 support to
people referred as close to home as possible. The FODDC continue
to run GP Referral pathways for schemes which include:
|| Falls Prevention
|| Cardiac Rehabilitation
|| Respiratory Rehabilitation
|| Weight Management
|| Buddy Scheme
|| Social Referral
zz Completed review of participation in the care home
enhanced service – A review of participation of practices took
place to identify how many beds there were in each care home
covered by practices within the Forest of Dean.
zz COPD review – following the review a Prepare Programme pilot
is now commencing in FOD for newly diagnosed patients to offer
them support with managing their condition as it is recognized
that patients will benefit from education and support much earlier
on in their pathway. Two hour sessions will run during days,
evenings and weekends.
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zz Mental Health – the locality have focused on increasing support for patients
with long term mental health conditions and those with medically unexplained
symptoms. This has included developing closer links with Intermediate Care teams
and dedicated GP educational sessions to enhance primary care knowledge for
the benefit of better patient care.
zz Healthy Lifestyles – GP practices welcomed local providers into practices whilst
running flu clinics so patients could find out more information about services and
be sign posted. A proposal was then submitted to employ a Healthy Lifestyles
coordinator to rotate around practices to ensure this information is kept up to
date for patients and providers invited in practices when appropriate clinics are
being held. This role is now being added to our social prescribing scheme.
zz Child/Adult Obesity – Group parenting courses have been run in a few of the
Children Centres by HENRY (Healthy Exercise and Nutrition for the really Young)
to give families support and advice. GPs have increased the number of referrals to
slimming world and encouraged patients to attend. Artspace have run a Fun and
Fitness Weight Management programme aimed at 11- 16 year olds. Both these
providers also attended the Locality Executive group to present. Forest of Dean
District Council continue to deliver a wide range of services including Kickstart
– a 10 week healthy living and weight management course and Kickstart Plus
(weight4life) – self referral/drop in sessions both in Cinderford and Lydney.
3.2 Prime Minister’s Challenge Fund
3.2.1 GPs from all localities have been key contributors to a successful application
for the Prime Ministers Challenge Fund (PMCF) relating to improving access to
general practice, thanks to joint working between the GP provider organisation,
Gloucestershire Doctors (G-DOC) and the CCG.
3.2.2 In securing this £4m of additional national funding, localities will be supporting
the delivery of providing local people with improved access to GP services in
Gloucestershire, This includes the creation of 100,000 appointments a year across all
localities to free up time in surgeries to be used on more planned and complex work
with patients who have a long term condition. The bid also included greater use of
technology, additional specialist nursing, case management and social prescribing.
3.2.3 A Delivery Board has been established to make key decisions and will include
representation from each of the seven Gloucestershire localities.
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4 Local Service Provision
4.1

The Forest of Dean Locality is comprised of Blakeney, Coleford, Cinderford,
Drybrook, Lydney, Mitcheldean, Newnham-on-Severn,
Westbury-on-Severn, Yorkley, Bream,
Ruardean and Lydbrook – the total area
covers around 63,000 people.
There are 11 GP Practices
in the Locality.

4.2 The approximate Practice list sizes are as follows:
Lydney
Yorkley & Bream Practice
Drybrook Surgery
Forest Health Care
Blakeney Surgery
Mitcheldean Surgery
Dockham Road Surgery
Coleford Health Centre
Brunston & Lydbrook Practice
Severnbank Surgery
Newnham Surgery
Correct as at 1st April 2015

7,041
7,661
4,407
7,800
3,317
6,117
6,176
7,141
5,714
4,242
3,243
Total 62,859
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4.3 In addition to the main acute hospitals in Gloucester and Cheltenham and the GP
Practice sites, local NHS health services are also delivered from: The Dilke and Lydney
community hospitals, Colliers Court 2gether trust, Mental Health Team.
4.4 For patients living in any part of Gloucestershire their health issues are often closely
linked to other ‘social’ factors, such as employment, education, and housing. We
are committed to working in partnership with the Local Authority and third sector
partners to both find and implement solutions. Therefore, the CCG also commissions
a range of services from the local Voluntary and Community Sector.
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5 What are the Issues we face?
Overview
Over the last few months colleagues from across Public Health, Local Councils and the CCG’s
Finance and Information team have held planning meetings to work together to identify which
potential priorities the locality might want to consider based on relevant data.
5.1

Public Health Information
The Local Authority in Gloucestershire produce a Joint Strategic Needs Assessment (JSNA) – this
highlights the medical conditions that particularly affect the population of the county and its
Localities. It also highlights population changes over the coming 20 years.

Demographics
zz The locality has an older age profile than the CCG average; and a relatively high proportion of
patients aged 65 plus (21.9%) and 85 plus (21.9%); with implications for age related long term
conditions.
zz The district is projected to see above average levels of growth in the population aged 65 plus
and 85 plus through to 2021; and negative growth in its working age population.
zz With the exception of one practice, all practices are above the average deprivation score for the
county.
zz A significant challenge for analysing the health needs is the separation in population between
Tewkesbury, Newent and Staunton Boroughs with the practice based locality commissioning
catchment) as the 4 practices sit across Tewkesbury Borough and FOD District.
5.2 CCG Finance and Information Data
Analysis of NHS resource utilisation demonstrates variation exists not just at a
CCG level, but also between and within localities. In addition, GCCG have specific
performance issues along with finite financial resources, which, as a membership
organisation, the locality can help to address.
The below charts show the value and proportional split of the key spending themes
for both Gloucestershire CCG and the locality:
Gloucestershire CCG 14/15 Spending (£m) by area
Mental Health
Contracts, £74.0,
15%
Community
Services, £73.5,
14%

Practice
Prescribing, £87.0,
17%

Elective & Daycase,
£75.1, 15%

A&E / MIU,
£13.8, 3%
Emergency & Non
Elective admitted
care, £89.4, 18%

Outpatients and
Non Consultant
Services , £92.4,
18%

Forest of Dean 14/15 Spending (£m) by area

Mental Health
Contracts, £8.4,
15%
Community
Services, £9.3, 17%

A&E / MIU, £1.1,
2%

Emergency & Non
Elective admitted
care, £9.1, 16%

Practice
Prescribing, £10.0,
18%
Elective & Daycase,
£8.2, 15%

Outpatients and
Non Consultant
Services , £9.4,
17%

NOTE: These charts exclude other areas of commissioning spend, such as maternity
services, ambulance services, continuing health care, CCG running costs and reserves.
Page 13 of 22

Forest of Dean Locality Development Plan

Critically, we face an unprecedented financial challenge over the coming years,
at the same time as increased demand for our services, within the context of a
fast-ageing population. At present around 17 % of Gloucestershire’s population
is aged 65 and over; this is expected to grow to 30% over the next 20 years. We
will therefore need to provide services that are simple to access, integrated and
cost-effective.
In the context of this wider financial picture the business intelligence team has
reviewed activity, performance and finance data from commissioned services to
assess where there are significant variances from the levels expected for the locality;
this has highlighted the below key areas for further consideration.
5.2.1 A&E / MIU attendance
Forest: Percentage of A&E and MIIU Attendances that only required
'Guidance/Advice' during 2014/15
A&E

MIU
0.0%

10.0%

20.0%

30.0%

40.0%

50.0%

60.0%

70.0%

80.0%

90.0%

100.0%

400.00

450.00

500.00

Forest of Dean A&E / MIIU Attendances − rate per
1,000: All Providers

-

50.00
CCG Quartile 0-1

100.00

150.00

200.00

CCG Interquartile range

250.00

300.00

CCG Quartile 3-4

350.00

Locality rate

CCG rate

The above graphs demonstrate the utilisation of A&E and MIU by patients within
the Forest of Dean locality. The first chart suggests a majority of patients attend
these services and receive advice and guidance only, while the second chart shows
that the Forest of Dean locality has a higher than CCG rate for utilisation of these
services per thousand patients. Given the significant pressures on these services, and
considering best services and outcomes for patients, the locality will work alongside
countywide CCG programmes of work over the coming two years. The locality will
seek to better understand the variation, provide education and communication to
all practices on alternative services and determine what other local actions can be
taken to support patient urgent care needs.
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5.2.2 Prescribing
Spend per 1000 patients on Prescribing over past 3 years: Forest of Dean vs CCG
£165,000
£160,000

Forest of Dean

£155,000

CCG

£150,000
£145,000
£140,000
£135,000
£130,000
£125,000

£120,000

1213

1314

1415

The chart shows a circa £20k additional spend per thousand patients for prescribing
costs within the Forest of Dean locality compared to the CCG average. In 2014/15,
the locality overspent against its Prescribing budget by 2.3% (£225k), with ten of
the locality’s eleven practices spending more than their peer group (“taxonomy
group”) average. The locality will seek to further understand this variation and
determine the support practices require.
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6. Locality Work Programme for 2015/16
6.1

The Locality has prioritised working with partners to promote ‘Healthy Lifestyles’. Healthy Living is
key to preventing obesity and the long term conditions which are apparent in the Forest of Dean.
Some existing priorities will continue and the locality will support the work of the CCG in the
planned and urgent care agendas. The locality will now develop milestones to phase this work over
the next two years. Below is the plan on a page that reflects this approach:

FoD Locality Executive Priority Setting 2015 - 2017
Existing Priorities

Benefits

Social Prescribing/
Healthy Lifestyles – scale
up model COPD – Pilot

Diabetes
Child Obesity

Healthy Lifestyles

Adult Obesity
Child Oral health

Planned Care

Respiratory and Heart
Disease
Support to practices/clinical
variation/primary care offer
Promote use of SPCA/
RR/ASAP/Frequent A&E
attenders – link to Social
Prescribing PMCF

Urgent Care

Delivered through
• Diabetes information prescriptions
• New Diabetes education programme
• FoD practices Diabetes process mapping
• Healthy Lifestyles Workshop for local
providers and organisations – GPs/
Social care/Education/Early years
• Consultation with people in FoD
• Population segmentation approach
• Promote healthy eating
• Education – Early years and adult
• Promote use of Healthy Living Services
• Motivational interviewing
• Asset mapping
• Hand holding
• Partnership working with District and
third sector organisations

6.2 The finer detail of our 2015 – 2017 work programme follows in the table below:
Priority Action Area
Proposed Scheme

Lead
Locality
GP

Existing schemes continuing:
Social Prescribing/
Dr
Tristan
Healthy Lifestyles
Lench/
Carolyn
Thomas
Practice
Manager
COPD Pilot – Prepare
Programme
Dr Paul
Weiss
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Lead
Expected Outcomes/
Manager Impact
(From
CCG or
other
partners)

Key
Contributors

Expected
Initiation
Date

Helen
Edwards/
Penny
Waters CCG

FODDC
GP Practices
VCS

Scaled up Ongoing
model from
September
2015

COPD team/
GCS

August
2015

Duncan
Thomas –
CCG and
Sally King
– GCS

zz Improved patient reported

health and wellbeing
zz Reduction in use of health
services
zz Increased awareness within
primary care of services in
the community
zz Increased ability of newly
diagnosed patients to self
manage
zz Educate patients and make
aware of condition
zz Reduction in exacerbations
and aniexty

Expected
Completion
Date

August
2016

Forest of Dean Locality Development Plan
Healthy Lifestyles to
have a phased approach
to delivery over the next
two years. The work
programme will include:

Jenny
Bowker/
Penny
Waters –
CCG

zz Diabetes information

prescriptions

zz New Diabetes Education

programme

zz FOD practices Diabetes

process mapping

zz Healthy Lifestyles

Workshop for Local
providers and organisations
– GP’s /Social care/
Education/Early years
planned for September
2015
zz Consultation with people
in FOD
zz Population segmentation
approach
zz Promote healthy eating
zz Education – Early years and
adult
zz Promote use of Healthy
Living Services
zz Motivational interviewing
zz Asset mapping
zz Hand holding
zz Partnership working with
District and third sector
organisations

Dr
Magda
Davis/
Dr Andy
Edwards

Planned Care
Support to practices in
reviewing clinical variation
as part of the primary care
offer – full locality meeting Dr Paul
discussion and feed into PLT Weiss
programme

Urgent Care
Promote use of Single
Point of Clinical Access/
Rapid Response/ASAP
Dr Tim
app/frequent A&E
Alder
attenders to be linked to
social prescribing where
appropriate. PLT in support
of admissions avoidance
arranged

zz Improve patients ability to

self-care with support for
education
zz Increased awareness within
primary care of services in
the community
zz Increase opportunities
for partnership working
and joining up efforts to
promote healthy living in
the Forest
zz Identification of key gaps in
services to meet needs of
different population groups
in the Forest and develop
plans to address these
zz Strengthen social
prescribing pilot in the FOD

CPGs – Healthy September Ongoing
2015
Individuals,
Diabetes and
Children
FODDC
Public health
VCS
GP Practices
PCAG

Longer term benefits:
zz Halt the rise of obesity in

the FOD

zz Understand patients

motivation

zz Support to overcome

barriers with activites

zz Reduce oral decay in

children

zz Halt rise in Long Term

Conditions associated with
increased weight and lack
of exercise (e.g. Diabetes,
Respiratory and Heart
Disease)
Annmarie zz Shared learning across
September March 2016
GP Practices
practices – spreading
Vicary –
2015
LEG
opportunities for good
CCG
CCG – finance
practice
and information,
zz Increased knowledge
CPG
to support primary care
management where
appropriate
zz Reduction in unwarranted
variation
zz Increased awareness within LEG
Maria
June 2015 March 2016
Metherall – primary care of community GP Practices
alternatives to admission
CCG
FODDC
zz Increased knowledge of
CCG
patients about how and
where to access urgent care communications
and urgent care
zz Pro-active review of
teams
frequent A&E attenders
to support alternative care
and reduce reliance on A&E
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CCG countywide projects
Supporting practices to
implement CCG projects
and work programmes into
the locality and influencing
those programmes with
feedback from the locality.

Jenny
Bowker/
Penny
Waters
Maria
Metherall
Julia
Tambini
Helen
Edwards

Dr Tristan
Andrew
Lench
Hughes

Bronwyn
Barnes
Gina Mann
Dominic
Fox
Helen
Goode

Locality GP awareness and
implementation of CCG
projects including:
zz Urgent care usage

reduction – including use of
ASAP app, Rapid Response,
ICT’s, OPAL and SPCA
zz Prime Ministers Challenge
Fund: Choice+, Skype,
e-Consult
zz Integrated Community
Teams
zz Rapid Response

Gloucestershire
GP provider
company (GDoc)
Ongoing

zz Primary Care Infrastructure/

Premises Development

zz Variation Programme
zz Care Pathways Website

Central
Southern
Commissioning
Support Unit

(G-Care)

zz Joining up Your Information

(care record)

zz Primary Care Offer

Dr Paul Weiss
Forest of Dean Locality Executive Chair
On behalf of Forest of Dean Locality
16 July 2015
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Various CCG
Lead GPs/
Managers

Gloucestershire
Care Services

Ongoing
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Tewkesbury, Newent and Staunton
Locality Development Plan
2015-17
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FOREWORD
As a locality we
cover a large
geographical
area including
two council
districts, which has
presented some
unique challenges.

We have worked hard to make our commissioning plans applicable to all
our patients, regardless of their geographical location. We have strong
engagement with all our member practices and our regular meetings
always have full representation allowing for collaborative working. We also
have a strong locality reference group that involves patient participation
group leads as well as regularly liaising with Tewkesbury Borough Council,
Gloucester Care Services, and Healthwatch, all of whom have attended
our monthly meetings. We hold regular study afternoons with good
attendance from all practices covering a wide range of topics pertinent to
our commissioning plans.
We have successfully implemented near patient testing in the form of
local access to 24 hour ECGs. We have also looked at acupuncture and
pain management and currently have a pilot scheme extending the
provision of acupuncture across all member practices. This service has
been audited with positive results. We have recently launched a Social
Prescribing scheme enabling practices to refer patients with non-medical
needs who would benefit from social and voluntary sector input. We have
also actively engaged with the Care Home enhanced service as well as the
implementation of Integrated Care Teams which has led to improved care
for our patients closer to home and avoided emergency admissions.
Our focus for the next two years will include continued review of the
acupuncture service to inform future commissioning of pain management
services, development of the Social Prescribing scheme and further analysis
of the utilization of local services in view of the recent opening of a new
community hospital and the ongoing plans for a new practice build in
Tewkesbury. We will also continue to engage in CCG countywide projects
supporting member practices in their implementation of these plans to
improve the health of our patients.
Dr Sarah Fearn, Tewkesbury, Newent & Staunton Locality Chair
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1 Purpose

2 Background

1.1

2.1

This Locality
Development Plan
has been produced
to describe the
specific health
needs for the
population of
Tewkesbury,
Newent and
Staunton, and
sets out how the
Locality Executive
Group will lead
work to address
these needs over
the next two years.

The county of Gloucestershire covers a diverse range of populations,
from the very deprived to the very affluent, from people living in
very rural areas to people living in one of two large urban areas
where there are a significant number of immigrant populations. This
leads to a countywide population with very different health and
social care needs, spread over a large geographic area. In recognition
of the need to understand and represent these differences, the CCG
has formed seven Localities; one of these is for the Tewkesbury,
Newent & Staunton area. In each Locality lead GPs work alongside
key partners to help determine how best to meet the needs of its
population, informing the wider work of the CCG; this is known as
the Locality Executive Group.
The structure of localities is shown below:
All localities

Locality
Executive

GP Chair

CCG GP

Practice
Lead GPs

Senior
Locality
Manager

Practice
Members

Locality
Manager

For our locality, these roles are:
zz Locality GP Chair:
zz Locality CCG GP:

Finance
Lead

Information
Lead

Dr Sarah Fearn
Dr Jeremy Welch

zz Practice Leads:
|| Mythe Medical Practice

Dr Jeremy Welch/Dr Sarah Fearn

|| Church Street

Dr Andy Wales/Dr Andy Rigby

|| Holts Health Centre (Newent)

Dr Andy Henson

|| Staunton & Corse Surgery

Dr Mungo Chambers

CCG Locality Support:
zz Locality Manager:

Kirsty Young

zz Senior Locality Manager:

Ian Goodall

zz Finance Lead:

Chris Trout

zz Information Lead:

Simon Curtis
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2.4

The key functions of a locality are:

Service change
delivery

Engagement
and
relationships

Local Annual
Delivery plan

Locality specific
projects

Utilising/
shaping practice
level patient
participation
groups

Shaping
CCG Plans

Local
implementation
of CCG wide
initiatives

Developing
links with key
community
groups

Reviewing
health needs,
patient insight

Joint initiatives
with local
partners

Key
stakeholders/
partners

Participation

Quality,
utilisation and
performance

Locality
organisational
development

Information and
data requirements
and presentation

Developing the
local membership
model – e.g. what
does greater
federation feel and
look like

Governance
arrangements

Understanding
variations

Development
between localities
and the Governing
Body

Practice visits
and individual
membership
opportunities

Improving quality
and performance

Developing the
locality executive

Planning

Operation of
committees,
groups and
protected learning
time
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2.2

This document will seek to describe the local health needs for the Tewkesbury,
Newent & Staunton Locality as it is clear that our population has specific health
needs to be addressed. The Public Health team within our Local Authority has
supported us to identify and understand these needs. The locality is now working to
provide solutions to meet these needs.

2.3

In accordance with national requirements and working with partners and
stakeholders (including patients, carers and the public), the CCG has formulated a
five year strategic plan for Gloucestershire – Joining Up Your Care. This is supported
by a more detailed two-year operational plan that identifies our more immediate
priorities, from April 2014. They remain within the overall umbrella of the Health
and Wellbeing Strategy (‘Fit for the Future’) that sets out the priorities for improving
health and outcomes for the people of Gloucestershire from 2012-2032.

Joining Up Your Care –
Our Shared Vision for the next 5 years:
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 local people.

Our Ambitions:
zz People are provided with support to enable them to take more control of

their own health and wellbeing. Those that are particularly vulnerable will
benefit from additional support;
zz People are provided with more support in their homes and local

communities where safe and appropriate to do so, thus moving away
from the traditional focus on hospital-based care;
zz When people need care that can only be provided in a hospital setting, it

is delivered in a timely and effective way.
2.4

This Locality Development Plan must be seen in the context of these important
strategic documents; projects and initiatives in the Plan will be complementary to
this strategic context and the CCGs operating plan. This Locality Development Plan
therefore fits within this wider context as follows:
Health and Wellbeing Strategy
Joining Up Your Care
CCG Operating Plan
Locality
Development
Plans
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2.5

To identify the health needs of the population of Tewkesbury,
Newent & Staunton Locality, three main sources of information have
been identified:
zz Public Health Intelligence
zz Activity, performance and financial data on the use of services,

highlighting those areas where the Locality is significantly over or
below ‘expected’ levels. This analysis has included consideration of
benchmarking data and information on variation between usage
of health care at a GP Practice population level;
zz ‘On the ground’ intelligence – i.e. conversations with local

colleagues who are working directly with patients to understand
their views about need.
2.6

The Locality Executive Group will work closely with key stakeholders
to identify the health and social care needs of the local population,
prioritise actions, and provide ideas for how these needs could be
addressed. These stakeholders include:
zz Local GP Practices and their staff;
zz Gloucestershire Care Services;
zz Gloucestershire Hospitals NHS Foundation Trust;
zz Gloucestershire County Council;
zz Local voluntary organisations;
zz Local Councils; Tewkesbury Borough Council and Forest of Dean

(FoD) District Council
zz Patients and their representatives;
zz 2gether NHS Foundation Trust

2.7
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Whilst assessing the evidence gathered around local health needs,
the Locality Executive Group has also taken into consideration
the variety of existing work streams within the CCG’s countywide
Clinical Programme Groups (CPGs) and the range of projects which
encourage improvements in ‘Quality, Innovation, Productivity and
Prevention’ (QIPP) – to ensure locality projects are complementary
or supporting and influencing countywide schemes. This will allow
for a continuous feedback loop where successful learning from the
Locality projects can be embedded into the CPGs, and also from the
CPGs into the Locality.

Tewkesbury, Newent and Staunton Locality Development Plan

3 Key Achievements to date
3.1

Key achievements of the Tewkesbury, Newent & Staunton Locality from the previous
2013-2015 plan are detailed below:
zz A locally available Acupuncture Service to support patients with

pain management close to their homes, seeing positive impact
on primary care and prescribing with patients reporting improved
mobility and reduced pain following treatment.
zz Implementation of Social Prescribing for patients with non-

medical needs in partnership with Tewkesbury Borough Council
and FoD District Council. This has opened up the opportunity to
utilise community services and support groups that were often
previously unknown to patients and GPs.
zz Tewkesbury launched the Pharmacy First Minor Ailment

scheme along with colleagues in Gloucester City. This links with
and supports the use of extremely experienced local pharmacists
who are often more conveniently placed to manage common
minor ailments, freeing up GP time for more complex cases and
chronic disease management.
zz 24hr ECG Service and GPSI Dermatology Service available

across all practices providing an increased local provision of
planned services
zz Work to support the new Tewkesbury Community Hospital

and planned move to the new Practice site in 2016/17.
zz Targeted education for GPs and Practice Nurses through Protected Learning

Time (PLT) Events to cover Pediatric Urgent Care, Mental Health, Children’s
Safeguarding and Pain Management.
zz Supporting the introduction of Integrated Community Teams and Rapid

Response, to provide more integrated care in the community; with an aim to
reduce emergency admissions and support patients in the community.
zz Supported a reduction in admissions though the Care Homes Enhanced

Service pilot, which provides increased GP involvement in, and support for,
people in Older People Residential and Nursing Care Homes across the county.
zz Full representation from all Practices on the Locality Executive Group who meet

monthly to support two way engagement between the CCG and Member
Practices. Ensuring the voice of local GPs is heard and reflected within the work
programme and priorities. Locality practice finance and information variation
reporting has been used to inform the Locality Executive’s decision making.
zz Member practices have engaged and contributed to countywide clinical

programmes of work, which through the planning process for 2015/2017 shows
where the locality’s focus will be.
zz The Locality Reference Group which includes Patient Participation group

Chairs from the five practices, local councillors and Healthwatch as well as
representatives from other local groups has been active and continues to review,
challenge and support local initiatives.
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3.2 Prime Minister’s Challenge Fund
3.2.1 GPs from all localities have been key contributors to a successful
application for the Prime Ministers Challenge Fund (PMCF) relating
to improving access to general practice, thanks to joint working
between the GP provider organisation, Gloucestershire Doctors
(G-DOC) and the CCG.
3.2.2 In securing this £4m of additional national funding, localities will
be supporting the delivery of providing local people with improved
access to GP services in Gloucestershire, This includes the creation
of 100,000 appointments a year across all localities to free up time
in surgeries to be used on more planned and complex work with
patients who have a long term condition. The bid also included
greater use of technology, additional specialist nursing, case
management and social prescribing.
3.2.3 A Delivery Board has been established to make key decisions
and will include representation from each of the seven
Gloucestershire localities.
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4 Local Service Provision
4.1

The Tewkesbury, Newent & Staunton Locality comprises of Newent, Staunton and
Tewkesbury Town Centre; with the total area covering around 42,625 people. There
are 4 GP Practices in the Locality noting the merger of Jesmond and Watledge
Practice which took place on 1st April 2015 to form Mythe Medical Practice.

zzMythe Medical Practice; two sites cover

zzTewkesbury Community Hospital GL20 5QN

(previously Jesmond Practice) GL 20 5RF and zzDilke Community Hospital GL14 3HX
(previously Watledge Practice) GL20 5QQ
zzLydney Community Hospital GL15 5JE
zzHolts Health Centre GL18 1BA
zzAvon House GL20 8SJ
zzStaunton & Corse Surgery GL19 3RB
zzMarina Court GL20 5AY
zzChurch Street GL20 5RY
4.2 The Practice list sizes are as follows:
zz Mythe Medical Practice (12,554)
zz Holts Health Centre (10,577)
zz Staunton & Corse Surgery (6,401)
zz Church Street (13,093)

Correct as at 1 April 2015
4.3 In addition to the main acute hospitals in Gloucester and Cheltenham and the GP
Practice sites, local NHS health services are also delivered from:
zz Tewkesbury Community Hospital
zz Dilke Community Hospital
zz Lydney Community Hospital
zz Avon House
zz Alongside these some health services are available within Marina Court

4.4 For patients living in any part of Gloucestershire their health issues are often closely
linked to other ‘social’ factors, such as employment, education, and housing. We
are committed to working in partnership with the Local Authority and third sector
partners to both find and implement solutions. Therefore, the CCG also commissions
a range of services from the local Voluntary and Community Sector.
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5 What are the Issues we face?
5.1

Over the last few months’ colleagues from across Public Health, Local Councils
and the CCGs Finance and Information team have held planning meetings to work
together to identify which potential priorities the locality might want to consider
based on relevant data.
These priorities were presented to the Locality Executive Group for consideration
and discussion before agreement on which key priorities they want to focus on for
the next two years (2015 – 2017).
Below is a summary of information provided by Public Health, Finance &
Information, the Councils and ‘on the ground intelligence’ which has been collated
into a locality plan on a page (see section 5.5) to show how all the contributing
factors have informed the locality work plan for 2015-17 (section 6).

5.2. Public Health Information
The Local Authority in Gloucestershire produce a Joint Strategic Needs Assessment
(JSNA); this highlights the medical conditions that particularly affect the population
of the county and its localities. It also highlights population changes over the coming
20 years.
A significant challenge for analysing the health needs is the rationale in population
between Tewkesbury, Newent and Staunton Boroughs (need analysis) with the
locality commissioning catchment (practice based); as the four practices sit across
Tewkesbury Borough and FoD District. Therefore please note this data is based on
Tewkesbury Borough:
Demographics:
Tewkesbury is projected to see above average population growth through to 2021
(11.7% compared to a county growth rate of 7.6%) which may lead to increased
demand for services. The district is projected to see some of the fastest growth in
the county in those aged 0-17 years and those aged 75 plus and 85 plus; the later
having implications for the prevalence of age related long term conditions.
Deprivation:
Indices of Deprivation are national measures which highlight characteristics of
deprivation such as unemployment, low income, crime and poor access to education
and health services.
Based on 2010 figures; with quintile 1 indicating the most deprived and quintile 5
indicating the least deprived, Tewkesbury District’s overall deprivation and specific
health deprivation is specified below:

Overall deprivation by district
60000
50000

People

40000
30000
20000
10000
0
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Health deprivation and disability by district
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Life Expectancy:
Life expectancy in men and women is significantly better than the national average
and in line with the county average.
5.3

Locality Developments:
Mythe Medical Practice and Church Street Practice will move into their new build
super surgery on the Tewkesbury Community Hospital site on Barton Road in
2016/17.
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5.4 CCG Finance & Information Data
Gloucestershire CCG 14/15 Spending (£m) by area

Tewkesbury 14/15 Spending (£m) by area

Practice Prescribing,
£87.0, 17%

Mental Health Contracts,
£74.0, 15%
Community
Services,
£73.5, 14%

Elective and
Daycase,
£75.1,
15%

A&E / MIU,
£13.8, 3%

Mental Health Contracts,
£4.8, 14%

Practice Prescribing, £5.9, 17%

Community Services,
£4.9, 14%

Elective and Daycase,
£5.5, 16%

A&E/MIU,
£0.9, 3%

Emergency and
Non-Elective
admitted care, £89.4, 18%

Outpatients and
Non Consultant
Services, £92.4, 18%

Emergency and
Non-Elective admitted
care, £6.1, 18%

Outpatients and Non
Consultant Services , £6.3, 18%

5.4.1 Analysis of NHS resource utilisation demonstrates variation exists not just at a CCG level, but also
between and within localities. In addition, GCCG have specific performance issues along with finite
financial resources, which, as a membership organisation, the locality can support with.
The below charts show the value and proportional split of the key spending themes for both
Gloucestershire CCG and the locality:
NOTE: These charts exclude other smaller areas of commissioning spend, such as maternity services,
ambulance services, continuing health care, CCG running costs and reserves.
In the context of this wider financial picture the business intelligence team has reviewed activity,
performance and finance data from commissioned services to assess where there are material
variances from the levels expected for the locality; this has highlighted the below key areas for
further consideration.
5.4.3 A&E / MIIU attendance (graphs requires minor amendments)
Tewkesbury: Percentage of A&E and MIIU Attendances that only required
'Guidance/Advice' during 2014/15
A&E

MIU
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Tewkesbury, Newent & Staunton A&E / MIIU Attendances – rate per 1,000: All Providers

-

50.00
CCG Quartile 0-1

100.00

150.00

200.00

CCG Interquartile range

250.00

300.00
CCG Quartile 3-4

350.00

400.00
Locality rate

450.00

500.00
CCG rate

The above graphs demonstrate the utilisation of A&E and MIIU by patients within
the Tewkesbury, Newent and Staunton locality. The first chart suggests a majority
of patients attend these services and receive advice and guidance only, while the
second chart shows that the Tewkesbury, Newent and Staunton locality is around
the CCG average for utilisation of these services per thousand patients. The locality
will work alongside countywide CCG programmes of work to best understand
patient need and ensure appropriate services, engagement and communication is
in place.
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5.4.4 Elective admissions: Orthopaedics
The locality has greater orthopaedic elective admissions than would be expected for
their patient population. Initial analysis of the data suggests that the spend on this
specialty area is more than £250,000 higher than the expected level. The locality
plan to work with the MSK Clinical Programme Group to determine the reasons
for the variation and which specific work programmes the locality’s practices can
engage with to better understand and address the variation.

Number of Admissions

Orthopaedic Elective Admissions: Tewkesbury, Newent & Staunton – Actual Activity vs Expected Activity 2014/15
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Trend Graph of Orthopaedic Elective Admissions per 1000 patients April 2013 – March 2015:
Tewkesbury, Newent and Staunton v CCG
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Tewkesbury, Newent & Staunton General Surgery Emergency Admissons rate per 1,000 population comparison
(2014/15 All Providers)
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Trend Graph of General Surgery Emergency Admissions per 1000 patients April 2013 – March 2015:
Tewkesbury, Newent & Staunton v CCG
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5.4.5 Emergency admissions: General Surgery
While the locality’s emergency admissions rate per 1,000 patients is slightly below
the CCG average, the number of admissions is actually above the ‘expected’ level
for the locality’s population, with three of the five practices at variance. The locality
will be analysing this data further and also examine usage of the local Integrated
Community Teams (ICT’s) to further understand the issues and how the locality can
respond accordingly.
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5.5

All of this information was collated into Tewkesbury, Newent and Staunton’s locality plan on a
page, which was developed to show all the contributing potential priorities initially presented to the
locality and how these have fed into the overall locality work plan:

Tewkesbury, Newent & Staunton Plan on a Page:

Tewkesbury, Newent and Staunton Locality priority setting
2015-2017
Finance and Information
Elective
Trauma and Orthopaedics
(£ , activity,  on 13/14)
Colorectal surgery (£ ,
activity,  on 13/14)
A&E/MIIU (attendances
and admissions )
Emergency
-- General Medicine –
circulatory
-- General Surgery (£)
-- Urology (£)
-- ENT (£)
Outpatient 1st Attendance
-- General Medicine (£ &
Activity)
-- Colorectal Surgery (£ &
Activity)
-- Vascular Surgery (£ &
Activity)

TNS Locality Continuing
Priorities
Reduction in Elective
Locality/
Admissions – MSK
Countywide
T&O (link to Podiatry)
Reduce Emergency
Locality/
Admissions – Work
Countywide
with ICTs
Practice Variation (link
Locality
to Primary Care Offer)
Care Home
Locality/
Admissions & Adult
Countywide
Safeguarding
LAC Role and Social
Locality
Prescribing Pilots (x2)
Utilisation of locality
services – Community Locality/
Hospitals, MIIU, new Countywide
build
Pain Management –
Locality
Acupuncture
TNS Locality Proposed New
Priorities
Perinatal Mental Health
Paediatrics

Public Health Identified Indicators

Obesity
Care Pathways and Key
Countywide priorities e.g. pathway
implementation developed through
CPG

Aging Population

Ongoing Locality Business
Finance and Information Reporting, Locality Operating
Frameworks, Premises Development / New Build Relocation,
Education and PLT Events, PM Funding / Primary Care Offer/
Primary Care Strategy
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Tewkesbury Borough Council and
Forest District Council
Priorities
Priorities
-- Healthy active
-- Value for money
lifestyles
services
-- Promote thriving
-- Children and
communities
Young People
-- Encourage a thriving
-- Infrastructure
economy
to support a
-- Protect and improve
healthy life
our environment
New Leisure
Exercise on Referral
Centre
Falls Prevention
Social Prescribing Cardiac Rehab
Nature Reserve
Respiratory Rehab
Park Run
Weight Management
Health Walks
Buddy Scheme
Athletics Academy Social Referral
Art Lift
Dementia Awareness
Outdoor Gym
and support
Health Forums
Healthy Lifestyle
Advice
Carer Forums

Premature mortality from cancer
Health inequalities – notably Women’s
Health outcomes – CVD
Smoking Cessation
Reducing excess weight and obesity
Practice variation
NHS Health Checks
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6. Locality Work Programme for 2015/16
6.1

As a locality we will be continuing a number of work streams identified throughout 2013/15, which
will roll forward into 2015-2017. We will also be exploring new work streams which will address
some of the local health needs and issues identified through our information gathering exercise in
section five. With our CCG, GP Practice and other colleagues, we will work hard to address these.
The locality work programme will be regularly monitored to assess progress, with a formal review at
the CCG’s Governing Body meeting every three months.
Recognising though that we need to prioritise our work as a Locality, we have summarised what we
aim to achieve in 2015/16 in the work programme below:

Priority Action Area Lead
Lead
Expected Outcomes/
Locality
GP
manager
impact
Proposed scheme
(from CCG
or other
partners)
Continuation of Existing Work Priorities (from 2013-15)
Reduction in
Jeremy
Annemarie
Increased use of local
Elective Admissions Welch
Vicary/Carl
MSK interface services
Davies
through proactive work
MSK Trauma &
with the local interface
Orthopedic (link to
service and GP practices.
podiatry)
Reduce activity and
spend within Elective
admissions
Urgent Care
Sarah Fearn Maria
Understand current
Metherall
admissions; particularly
Reduce Emergency
areas of significant
Admissions
increase
Liaise with Urgent Care
work stream to support
developments in order
to impact the locality
position; with a focus on
living well and the role
of Integrated Community
Teams (ICTs)
Reduce activity and
spend within emergency
admissions
Work towards more
integrated care in the
community.
Practice Variation
Jeremy
Helen
Identify areas of focus
Welch
Goodey/
based on benchmarking/
Stephen Rudd information
Agree areas for review by
individual practices

Key
Contributors

Expected
initiation
date

Expected
completion
date

CCG MSK
Clinical
Programme
Group
CCG Planned
Care Team
GP Practices in
Locality
CCG Urgent
Care Team
GP Practices in
Locality
Gloucestershire
Care Services
ICT

Ongoing

Ongoing

Ongoing

Ongoing

Scoping
Phase

Ongoing

GP Practices in
Locality, CCG
Leads
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Care Home
Admissions
Adult Safeguarding

Locality Area Coordinator (Living
Well) & Social
Prescribing
Joint funded pilots
in conjunction with
the council; to offer
patients with nonmedical needs referral
to a Social Prescribing
Hub Coordinator who
can address their
needs; i.e. isolation,
housing etc.
-- Tewkesbury Town
Pilot
-- Newent & Staunton
Pilot; linking into
the FoD Social
Prescribing Hub

Utilisation of
Locality Services
zz
Community
Hospitals
zz
MIU
zz
Practice New Build
in Tewkesbury

Pain Management
Acupuncture
Enhanced Service
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Sarah Fearn Helen
Support the countywide
Goodey/
Care Home Enhanced
Mary Morgan Service
Reduce admissions from
care homes
Improve completion of
care plans
Improve prescribing
(Pharmacist Pilot)
Jeremy
Helen
Tewkesbury Town Social
Welch
Edwards/
Prescribing Pilot
Kirsty Young Newent & Staunton
Social Prescribing Pilot
(as part of FoD Social
Prescribing Pilot)
Informing ICT model
Person centered care
Increased awareness
and utilisation of
identified voluntary
sector organisations in
Tewkesbury, Newent &
Staunton
Increased engagement
between health and
borough council.
Reduced primary care
appointments
Improved patient wellbeing (WEMWBS)
Sanjay
Marion
Focused work plan
Shyamapant Andrewsto look at developing
Evans
the use of community
services (as required)
through the role of
Integrated Community
Teams, the new hospital
site and the MIU
facilities.
Move into the new build
super surgery on the
Tewkesbury Community
Hospital site in 2016/17
(Mythe Medical Practice
& Church Street Practice).
Jeremy
Kirsty Young/ 2014/15 evaluation
Welch
complete, continued
Carl Davies
review of the locality
Acupuncture Enhanced
Service to inform
decision on future
commissioning of locality
and countywide pain
services for 2016/17.

GP Practices in Ongoing
Locality
CCG Community
Team

Ongoing

Tewkesbury
Borough Council
FoD District
Council
CCG
Local Voluntary
and Community
Sector
Organisations

Tewkesbury
Pilot
commenced
April 2015
Newent &
Staunton
Pilot Aug/Sep
2015

Pilots to run
until end of
March 2016
(minimum),
to inform
wider county
commissioning

GP Practices in
Locality
Gloucestershire
Care Services

Ongoing

Ongoing

MSK Clinical
Programme
Group

Ongoing

March 2016
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New Priorities 2015-17
Perinatal Mental
Jeremy
Health
Welch

Pediatrics

Excess Weight &
Obesity

CCG countywide
projects
Supporting practices
to implement CCG
projects and work
programmes into
the locality and
influencing those
programmes with
feedback from the
locality.

Simon Bilous/ Work with and engage
Eddie O’Neil with countywide
plans to support the
development, roll
out and utilisation of
perinatal mental health
services as highlighted
in the ‘Future in Mind’
document.
Jeremy
Helen Ford/ The locality will look
Welch
Kirsty Young at piloting a new
outpatient’s model
for Pediatrics within
Tewkesbury; linking an
MDT and education
session for GPs with a
joint pediatrics outreach
clinic.
Sarah Fearn Matt Pearce Linking in with
Tewkesbury Borough
Council & FoD District
Councils work to
support, encourage
and enable healthy,
active lifestyles including
increase in opportunities
to take part in activities,
‘Exercise on Referral’,
Health Walks, Park Run &
Outdoor Gyms.
Support schools via
Gloucestershire Healthy
Living and Learning
programme.
Refer into the GCC/CCG
Slimming World scheme.
Jeremy
Locality GP awareness
Welch
and implementation of
Ian Goodall
CCG projects including:
Helen Goodey Primary Care Offer
Prime Ministers
Julia Tambini Challenge Fund: Choice
+, Skype, e-Consult
Integrated Community
Helen
Team’s & Rapid Response
Edwards
Primary Care
Andrew
Infrastructure/Premises
Hughes
Development
Bronwyn
Variation Programme
Barnes
Care Pathways Website
Gina Mann
(G-Care)
Joining up Your
Dominic Fox
Information (care record)

GP Practices in Scoping
Locality
Phase
CCG Mental
Health &
Pediatrics Team

Ongoing

GP Practices in
Locality
CCG Pediatrics
Team

To be
determined

Scoping
Phase

GP Practices in Scoping
Locality
Phase
CCG Healthy
Individuals Team
Gloucestershire
County Council

Ongoing

Various CCG
Lead GPs/
Managers
Gloucestershire
GP provider
company
(G.Doc)
Central Southern Ongoing
Commissioning
Support Unit

Ongoing

Gloucestershire
Care Services
WEAHSN
Gloucestershire
County Council

Dr Sarah Fearn
Tewkesbury, Newent & Staunton Locality Chair
June 2015
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Agenda item 11
Governing Body
Governing Body
Meeting Date
Title

Thursday 30th July 2015

Executive Summary

Gloucestershire CCG has key ambitions to work
with our partners to develop joined up and
integrated care, commission high quality
services and to ensure a focus on wellbeing and
prevention. This is an exciting time for the CCG
as the Five Year Forward View promotes new
models of care which the CCG is well placed to
respond to, with our infrastructure of integrated
community teams and community hospitals. We
need to be ready to set out our intentions for the
future and refresh both our strategic 5 year plan
and the road map to this in our operational plan.

Approach to Planning 2015/16

This
paper
builds
on
and
suggests
improvements to the CCG’s current approach to
planning. The paper proposes the adoption of a
planning cycle to develop a systematic
approach to our operational planning.
The Governing Body is asked to support the key
recommendations within the paper.
Key Issues

This is the start of a refreshed approach to our
planning. The implementation of this approach
will build and grow in 2015/16 and 2016/17. We
will continually learn from our approach and
seek to improve it.

Risk Issues:
Original Risk

We are developing our planning approach to be
proactive and ready for next year. It is likely that
there will be new policy directions and
implications for our plans.
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Residual Risk

Financial Impact

We do not yet have guidance on the NHS
England planning framework for next year.
Whilst being prepared we will also need to be
flexible in our approach and adapt to national
requirements. Developing our approach to
planning earlier in the year reduces the risk of
undue pressure within the organisation.
The CCG plans need to be within the CCG’s
financial envelope. We know that demand for
health services is increasing which requires us
to look at efficiencies and innovative ways of
working to offset this cost.
The implementation of the processes set out in
the paper is cost neutral. Developing a more
systematic approach to planning should ensure
more efficient use of staff and clinical time.

Legal Issues
(including NHS
Constitution)

Our plans do and will continue to set out how
the CCG will commission constitutionally
compliant health services.
As we develop more detailed plans to deliver
new models of care we will need to scope out
any legal implications and requirements.

Impact on Health
Inequalities

Impact on Equality
and Diversity

A key feature of our 5 and 2 year plans is our
desire to reduce health inequalities. The public
health team are currently developing a Health
Inequalities Strategy for the county and the
outputs of this will need to feature in the CCG’s
plans. As part of the engagement in the
development of our priorities we need to ensure
that the voice of dis-advantaged communities is
heard. Equality Impact Assessments need to be
undertaken for business cases that underpin the
CCG’s plans. The proposed prioritisation matrix
includes a criterion titled ‘addressing health
inequalities’ which will enable proposals that
help to reduce health inequalities to be given
due weighting within our decision making.
No
The recommendations in the paper do not have
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Impact on
Sustainable
Development

Patient and Public
Involvement

a specific impact on equality and diversity as
they describe mechanisms and processes. The
content of our plans and the schemes which
make up our plans need to have due
consideration for their impact on equality and
diversity.
As part of our approach to engagement we
need to consider our carbon footprint and the
use of technology to support us in having a
dialogue with a range of stakeholders. The
paper proposes that we start to develop this
approach with our localities.
Considerable patient and public involvement
took place in the development of the CCG’s 5
year plan Joining Up Your Care. The paper
proposes that we build engagement into our
planning cycle so that it becomes an integral
part of our approach.

Recommendation

The Governing Body is asked to:
 agree the high level Planning Cycle for
adoption by the CCG;
 approve the Strategic Planning forward
work programme; and
 note the approach to greater integration of
locality planning with the wider planning
cycle.

Author
Designation
Sponsoring Director
(if not author)

Ellen Rule, Jenny Bowker and Ian Goodall
Director and Associate Directors
Ellen Rule, Director of Transformation and
Service Redesign
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1. Overview
The NHS has been through an intense period of transition over the last few years. We believe
that the NHS in Gloucestershire is in good shape to move forward, but that there remain
many significant challenges that we need to work through to deliver a sustainable future for
health and social care services in Gloucestershire. Our strategy, Joining Up Your Care (20142019) sets out the ambitions we seek to achieve across the Gloucestershire community on
behalf of our population.
In October 2014 Simon Stevens published a compelling vision and strategy for the NHS, the
Five Year Forward View. This vision describes the opportunities and challenges facing the
NHS for the future and urges local health and care communities not to rely on "short term
expedients to preserve services and standards" at a time which calls for true leadership and
transformational change of our health and care systems. The strategy described three critical
gaps that risk being perpetuated if we fail to grip the scale of change required (the Health and
Wellbeing Gap, the Care and Quality Gap and the Funding and Efficiency Gap).
The CCG has developed an Operational Plan for 2015/16 that is focussed on delivering the
next steps of our strategic plan, but that also responds to the new challenges laid down by the
Five Year Forward View. Our health community continues to evolve, and as we move
forward with delivering our Operational Plan we will need to identify the best time to refresh
our five year plan. This paper sets out a suggested approach and timeline for this strategic
refresh, as well as proposals to strengthen our operational planning approach in preparation
for the planning round to deliver the plan for 2016/17.

2. The Planning Cycle
The CCG follows a relatively standard cycle of planning activities. It is proposed that this is
formalised into the cycle described by the diagram shown at Figure 1, to allow for ease of
communication with a wide range of stakeholders. The Planning Cycle describes the required
planning activities during each month of the year. Each circle represents a different type of
planning activity, namely :


The commissioning cycle



The business case prioritisation cycle (including the principle of prioritisation of most
business cases in late January/early February and two additional prioritisation
opportunities throughout the year)



The business planning cycle including writing and refreshing our strategic plan JUYC, and
the Operational Plan



The engagement cycle
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Figure 1 : The Planning Cycle
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3. Our Approach to Engagement
The CCG is committed to patient and public engagement in the Planning Cycle as set out in
“Our open culture – a strategy for engagement and experience”. The CCG is committed to
engaging with its membership and localities, partners and staff in the development of its
priorities. Figure 2 contains a proposed approach and timeline for this engagement.

Figure 2 : An Approach to Engagement

We are focusing within this paper on the ‘Analyse and Plan’ part of the approach.
Table 1, below, sets out the approach and timeline for engagement with our localities and
membership, our partners, patients, the public and staff.
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Table 1 : Approach and Timeline for Engagement
Stakeholder
Localities and practice membership

Method of engagement






Annual commissioning event on 3rd September
Locality Executive Group and Full Locality Meetings
Locality Chairs Meetings
Practice visits
Use of existing intelligence – locality delivery plans,
practice feedback
Use of technology to facilitate discussions with
localities to make effective use of time



Ongoing throughout
the year – with a
particular
focus
between
October‐
January 2016



Engagement Event – focus on testing our commissioning
intentions and also developing our thoughts for 5YFV
models using population approach approved by
Gloucestershire Strategic Forum (GSF)



October/November –
date to be confirmed



Use of existing fora during to discuss priorities



October‐December
2015



Partners to include:
 GSF
 NHSE
 Health and Wellbeing Board
 Gloucestershire LEP
 HCOSC
 GCC Chair and CEO
 District x 6 Chair and CEO (and Chairs
of Health/Wellbeing Committees if
different from above)
 Providers (list to be agreed)
 HealthWatch Gloucestershire
 VCS Alliance
 Carers Gloucestershire
 Other VCS – depending on the content
of the commissioning intention – e.g. if
Cancer is a priority, we would want to
invite Macmillan etc.

Timescale
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MPs



Briefing through established process.



November‐January
2016

Patients and Public
(Parish Councils)



Roadshow through the bus describing our
commissioning intentions
Targeted events tailored to the content of the
commissioning intentions – e.g. services for CYP –
engagement event with Youth For, Young Carers, Youth
Ambassadors.
Develop a survey and invites stakeholders (approx. 1200
currently listed) to complete the survey
Use social media and media to encourage wider
participation
Use the bus and visit key community centres to reach
seldom heard groups



October to December
2015

Use staff, directorate and team meetings to test out
commissioning intentions and ensure that priorities are
reflected in the development of next year’s plan
Use staff, directorate and team meetings to contribute
to development of 5YFV model using population
approach approved by GSF
Providers to take responsibility for internal discussions
with staff



October
2016







Staff






to

January
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4. Strategic Planning
The national planning guidance for 2013/14 asked CCG’s to develop a five year strategic
plan supported by a two year Operational Plan. The local strategic plan for Gloucestershire,
Joining Up Your Care (JUYC), was completed in line with national timescales in mid-July
2014. A considerable amount of work was put into developing the strategy, supported by
extensive engagement with a wide range of stakeholders, including patients and the public.
Whilst the plan sets out a vision for the development of health services in Gloucestershire
over the next 5 years, it inevitably represents a ‘point in time’ assessment and will need to
evolve throughout the five year period to ensure that the plan remains relevant. A high level
forward work plan to support strategic planning and implementation is described in Table 2
below :
Table 2: Forward Work Plan for Strategic Planning
Plan should What This Means :
be :
Owned
The plan should reflect the priorities of
the Governing Body, our member
practices, staff, partners, patients and
the public. People should feel that they
have had the opportunity to contribute
to the development of the plan and that
the plan reflects this back to them. The
plan needs to provide a coherent and
compelling narrative about our priorities
and direction and explain how people’s
health and care will feel differently in
the future. People should feel a stake in
supporting the delivery of the plan.
Understood The plan needs to be thoroughly
understood by the Governing Body, CCG
staff, providers, partners and the public.
There should be an active process of
supporting stakeholders to understand
the plan in detail.

Embedded

The strategic framework developed
through the JUYC process (see Figure 3)
should be used regularly to guide GCCG
prioritisation, management priority and
focus. This includes development of the
programme structure and actively using

Progress / Next Steps :
Significant consultation
contributed to the development
of JUYC. Consultation needs to
take place with our stakeholders
in order to inform the next
iterations of our 2 and 5 year
plans. This needs to be a key
part of our planning cycle.

Develop appropriate briefing
packs for different audiences to
articulate our strategic story, to
include high level visioning
document for GSF workshops,
short text operational plan etc.
Use of meetings such as
stakeholder consultation group
to brief on key messages from
strategic plan
Developed programme briefs
with clear line of sight through
to strategic objectives,
Programme structure used to
inform prioritisation and
operational plan development.
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these through the CCG to guide our day
to day activities.

Formalise reporting through
health perform / QIPP to
support programmes delivery.
Operational plan sets out
delivery in 15/16, resourced
programme and project plans
largely in place. Approach to
outcomes being developed
through health economics work
to support work of CPGs.

Detailed

The strategy delivery plans need to be
worked up in detail and have associated
clear measurable outcomes. This is
expressed as a prioritised delivery plan
across the 5 years with aligned
outcomes plan, supported by a set of
resourced programme and project plans
to ensure focus / success.

Localised

The strategy, high‐level implementation
plan and programme plans will need to
successfully translate to the seven
locality plans. This is the top down
aspect, i.e. ensuring that the strategic
direction expressed in JUYC is delivered
consistently across the localities whilst
taking account of local conditions. Of
equal importance is the ‘bottom up’
aspect, to use more in depth locality
planning to further inform our next
iterations of JUYC.

Work is in hand to align locality
and organisational planning
to ensure the top down aspect
is in place. For bottom up – the
intention is to focus on 2
localities this year to develop
place based plans (FoD / Stroud
and BV) from which learning will
be applied to other localities.

Coherently
delivered

The delivery plans need to be managed
as portfolio, focusing on what is really
important. Plans are then delivered
through true matrix working and a
structured work‐programme to ensure
GCCG can deliver the full benefits of
links between the work streams being
delivered through the Clinical
Programme Approach, the operational
delivery (QIPP), the primary care work
streams, enabling programmes and the
strategic portfolios (planned care, urgent
care, well‐being etc.). Another key
aspect of ensuring successful delivery
will be the successful co‐ordination of
delivery plans between key
organisational partners, including GSF.

Process supported by
development of clear reporting
lines, use of health perform,
refresh of PMO Toolkit and QIPP
assurance process. GSF work
programme in place, being
refreshed through GSF strategic
workshops. Map understanding
of key areas of overlap with
other strategic work
programmes
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Current

To ensure that JUYC remains a live
document the annual planning calendar
will include opportunities for structured
review of the strategy (e.g. key inputs
would include refreshed benchmarking
information) and updates in line with
expected national planning dates, that
will ensure we have sufficient
opportunity to engage with stakeholders
as required.

Planned refresh of JUYC as part
of annual planning cycle set out
at fig 1. Need to take a view on
timing this year with regards to
GSF workshops.
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Figure 3: JUYC structure diagram:
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5. Locality Planning: Integration with CCG Planning Cycle
There is agreement that the Locality and CCG Planning cycles will benefit from being more
closely aligned in future. This will enable both more clarity for localities on direction of
travel around CCG strategic programmes but also better integration of key messages from
localities into CCG thinking as new priorities are identified and developed.
An outline framework is set out below:
Managing CCG Messages to Localities :





The role of localities in supporting CCG planning and direction setting (as a two way
process) is understood and reflected in the Locality Operating Framework
Locality plans are refreshed every 2 year using public health, district priorities and CCG
priorities to inform their planning. This in turn informs the next iteration of the CCG
plan.
An executive summary of the annual operating plan is disseminated to locality executive
groups each year. Additional channels of communication include:
o Full Locality meetings
o Practice visits
o What’s New
o CCG live with links to the full document
o Podcasts which could be hosted on CCG live and which give clinical leads the
opportunity to tell their peers about the priorities for their programmes



CCG Clinical leads on Governing Body are responsible for regularly updating their
Locality Executive Group on the development of CCG priorities



Senior Link Managers are briefed about the key messages for localities about CCG
priorities and performance



Awareness is raised of the work of the CPGs in primary care. What’s New, Locality
Executive bi‐monthly e briefing (to be re‐launched from August) and G Care are used to
promote this.



The primary Care offer asks for named practice individuals to lead on delivering
pathways linked to CPGs. The Primary Care offer can support practice join up with
programmes of work.

Managing Messages from Localities into the CCG :


Common themes from the issues log compiled from practice visits are used to inform
our planning and contracting
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Common themes raised through Quality Alert are used to inform our planning and
contracting



Localities attend relevant CPGs when they are proposing a project that directly relates to
the CPG pathway to discuss the links and to benefit from wider system support and
challenge



Locality Managers and Senior Locality Managers feed in key ideas / concerns raised
through Full Locality Meetings or LEG meetings to the planning team



Locality plans are used to shape CCG strategic and operational plans

Consultation approaches for members / localities :






The September members’ annual commissioning event and AGM offers us a key
opportunity to hear what practices think about a range of issues and priority
programmes within the CCG and to contribute to problem solving. The intelligence from
the event should inform the development of our plan for next year.
The quarterly Locality Chairs meeting should have a focus on priorities and planning
during the December to February planning period
CCG Engage can host webinar discussions with locality executive groups or discussion
forums on key topics that we want to have a two way conversation with localities about.
A programme of key topics could be developed. This approach could be piloted in the
first instance to assess ongoing feasibility.

Mechanistic approaches for ensuring join up :


The Localities team has developed an approach to triangulation of locality proposals.
This looks for alignment with CPG, operational plan and QIPP priorities.



Locality delivery plans are approved by the Governing Body. The Governing Body
receives 6 monthly reports on progress and the Governing Body development sessions
receive quarterly updates.



Progress against delivery of plans will be monitored through Health Perform in future

It is proposed that an action plan is drawn up to support the delivery of this framework which
is jointly owned by the Locality and Planning teams.
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6.

Key Recommendations

The key recommendations for consideration by Core Team are as follows:
No:

Recommendation:

Page Ref:

1

To agree the high level Planning Cycle for adoption by the CCG

Page 7

2

To approve the Strategic Planning forward work programme

Page 8

3

To note the approach to greater integration of locality planning with
the wider planning cycle

Page 8‐13
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Annex 1: JUYC High Level Ambitions
Joining up your care (2014-2019) sets out the ambitions we seek to achieve across the
Gloucestershire community for the people of Gloucestershire. The starting point for
achieving our ambition is a clear, widely supported, vision defined as:
“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 local people”.
We believe that delivering this vision means that we need to ensure that:


People are provided with support to enable them to take more control of their health and
wellbeing, recognising that those that are particularly vulnerable will benefit from additional
support;



People are provided with more support in their homes and local communities where safe and
appropriate to do so, moving away from the traditional focus on hospital‐based care; and



When people need care that can only be provided in a hospital setting, it is delivered in a timely
and effective way.
These ambitions are articulated within the diagram below JUYC Ambitions:

Applying these principles will enable us to meet national outcomes targets and our local
aspirations for the people of Gloucestershire.
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Our Key Work Programmes as set out in JUYC:
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Annex 2: Coherence: Key References for 8 Delivery Areas
Delivering the strategic plan requires assurance that plans are coherently delivered in
line with key programmes owned by partners in our health and social care
community, as well as being aligned with national strategic priorities where relevant.
This Annex provides high level mapping of some of the key interdependencies for our
2015/16 operational plan priorities.




CCG 5 year strategy, Joining Up Your Care
CCG Commissioning Intentions for 2015/16
Five year forward view, and the Forward View into Action

Delivery Area

Reference Documents

Have an increasing focus on health and wellbeing, further building on the work we have
developed through the prevention and selfcare agenda. We will ensure there is a focus
on prevention and self-care through all our
key programmes of work



Healthy Individuals Programme Brief.



Cultural Commissioning Programme



Health and Wellbeing plan for
Gloucestershire



Gloucestershire Children & Young
People’s Partnership Plan



Enabling Active Communities Paper



Cultural Commissioning Programme



CCG Communities Strategy



CCG Locality Delivery Plans



Better Care Fund Plan



Developing the Clinical Programmes
Approach Board Paper



Detailed Programme Briefs, available
for each of our Cross Cutting and
Clinical Programmes



CCG Outcomes Framework

The CCG will further develop our approach to
Locality Commissioning and Asset Based
Community models with an increased focus on
the vital role carers play in our communities,
on social prescribing and the use of the
voluntary sector;

Improve the experience and outcomes for our
population through using the Clinical
Programmes Approach, particularly looking
to create more joined up pathways moving
from models of episodic based care to proactive care and case management,
particularly for those with long term
conditions;

Ensure a continued focus on achieving parity 
for mental health for our population


Continue to take an active role in the ongoing 
integration, culture change and governance of
our increasingly joined up systems,

particularly through the delivery of Integrated
Community Teams (ICTs) and the work of key
strategic forums such as the Health and

Mental Health programme documents
Specific and detailed mental health
commissioning Intentions
Board paper Crisis Care Concordat
Gloucestershire Health and Wellbeing
Strategy
Gloucestershire Strategic Forum Work
Programme

Wellbeing Board, the Better Care Forum, the 
Gloucestershire Strategic Forum and the

Clinical Programme Groups;


The CCG intends to be more actively involved 
in the commissioning of primary care services.

We believe this will ensure an increased focus
on the development of the role of primary
care in support of our strategic direction;

Continue to develop our approach to patient
engagement and involvement, ensuring the
patient voice is central to the strategic
development of all of our programmes of
work;




Have a continuous focus on the delivery of 
constitution compliant, high quality and cost
effective services, looking to reduce avoidable

variations in outcomes, align delivery
incentives and use ways of working such as
case reviews to bring a clinical and evidence
based focus to service redesign and 
improvement.


Better Care Fund Strategy.
ICTs Project Plan.
Communities strategy
Gloucestershire Children & Young
People’s Partnership Plan
Primary Care Development Plan
CCG Co‐Commissioning Proposal and
plans
Locality Delivery Plans
Joining Up Your Care (2014)
Our
Open
Culture:
GCCG
Engagement and Experience Strategy
(2014)

Developing the Clinical Programmes
Approach Board Paper
Detailed Programme Briefs, available
for each of our Cross Cutting and
Clinical Programmes
CCG Outcomes Framework
CCG Commissioning Intentions
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Agenda Item 12
Gloucestershire Clinical Commissioning Group
Governing Body
Governing Body
Meeting Date
Title

Thursday 30th July 2015

Executive Summary

The attached Assurance Framework
2015/16
provides
details
of
assurances that will be provided to
Governing
Body
regarding
achievement of the CCG’s objectives.

Assurance Framework 2015/16
for
the
the
the

The Assurance Framework identifies
gaps in assurances and controls
regarding the objectives along with details
of the principal high-level risks that have
been identified by lead managers.
Key Issues

A number of risks have been identified
which could adversely affect achievement
of the objectives. Action plans have,
however, been devised and are being
implemented to minimise the effect of
these risks.

Risk Issues:

The absence of a fit for purpose
Assurance Framework could result in
gaps in control or assurances not being
identified and addressed.

Original Risk
Residual Risk
Financial Impact

8 (2x4)
4 (1x4)
Not applicable

Legal Issues
(including NHS
Constitution)
Impact on Health

Not applicable

None
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Inequalities
Impact on Equality
and Diversity
Impact on Sustainable
Development
Patient and Public
Involvement
Recommendation

Author

None
None
Not applicable
The Governing Body is requested to note
this paper and the attached Assurance
Framework.
Alan Potter

Designation

Associate Director of Corporate
Governance

Sponsoring Director
(if not author)

Cath Leech
Chief Finance Officer
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Agenda Item 12
Governing Body
Thursday 30th July 2015
Assurance Framework 2015/16

1.

Introduction

1.1

The Assurance Framework provides the Governing Body with a
structure and process that enables the organisation to:
 focus on those high-level risks that could compromise
achievement of the organisational objectives;
 map out the key controls in place to manage the objectives;
 identify the assurances that will be received by the Governing
Body regarding the effectiveness of those controls.

1.2

The Assurance Framework is also a key source of evidence for
the Annual Governance Statement.

1.3

The primary benefit of the Assurance Framework is that it
provides a structure for individuals within the CCG to consider
and plan for the achievement of the organisation’s objectives in a
proactive manner.

2.

The Assurance Framework

2.1

The Assurance Framework is based upon the six summary
objectives outlined in the 2 Year Plan for 2014/16.

2.2

The document outlines the principal high-level risks, control
systems and assurances that will be provided to the Governing
Body regarding the achievement of each summary objective.
Details of the action plans to address the risks, gaps in controls
or gaps in assurance are also provided.
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2.3

Progress regarding the achievement of each annual objective is
monitored separately through the performance management
process.

3.

Recommendation

3.1

The Governing Body is invited to note this paper and the
attached Assurance Framework.

4.

Appendix
Appendix 1: Assurance Framework
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Gloucestershire Clinical Commissioning Group - Assurance Framework 2015/16
Risk

Principal Risks

Risk
Owners

Original
Risk
Ratings
(LxC)

Appendix 1

Current Risk Key Controls
Ratings
(LxC)

Sources of Assurance

Gaps in Controls or
Assurance

Action and Target Date

Objective 1: Develop strong, high quality, clinically effective and innovative services.
L1

Insufficient clinical engagement in Helen
primary care.
Goodey

12 (3x4)

8 (2x4)

Website and e-GP newsletter,
clinical programme approach,
locality structure and meetings,
contracts with providers,
development and implementation
of engagement plan.

Commissioning for
quality report, clinical
priorities forum and
clinical programme
groups

Quarterly Locality Executive meetings.
Supporting Local Protected Learning Time
Events. (Ongoing).

L2

Risk to the Quality of Primary
Helen
Care due to GP practices running Goodey
at maximum capacity and certain
practices not being financially
viable.

12 (3x4)

12 (3x4)

Practice visits by Executive
Team and CCG Lead GPs;
Senior Locality Manager
attendance at Locality Executive
meetings; Implementation of
Countywide Practice Manager
Representative Group; Working
closely with Area Team.

Primary Care
Commissioning
Committee, Risk and
issues log for all member
practices

Ongoing monitoring, appointments made within
Senior Management of Primary Care team,
Investment to support unplanned admissions
DES to practices, new ways of working pilot,
funding identified in ORCP plan to support
Primary Care initiatives.

Q3

Specialised Commissioning
Kathryn
transferring to NHS England
Hall/Simon
leading to fragmentation of
Bilous
pathways. Specific risk around the
specialised services for children
and young people with mental
health problems.

12 (3x4)

16 (4x4)

Monitoring service provision with Assurance from Area
local providers and feedback to Team
Area Team. Issue raised in CQC
review report.

Raise the concerns with the Area Team and get
feedback to ensure the lead commissioner is
involved in this specific area. Work ongoing to
review local services and identify opportunities
and gaps for service improvement, including
crisis support and hospital liaison services for
young people (March 2015)

Objective 2: Work with patients, carers and the public to inform decision making.
Q4

Failure to capture and ensure
outcomes from patient, carer and
public feedback and quality
governance systems to inform
commissioning and contracting
arrangements resulting in failure
to maintain and improve the
quality of services.

Marion
AndrewsEvans, Mark
Walkingshaw
, Becky
Parish

9 (3x3)

6 (2x3)

Communications and
Engagement Strategy, 4Cs
Policy and Procedure, Provider
Clinical Quality Review Groups,
HSOSC, Healthwatch
Gloucestershire (HWG)
comments.
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Commissioning for
Quality Report, Outcome
of
Engagement/Consultatio
n Reports, CPGs and
other programme groups

Maintain mechanism for 'feeding back' impact of
patient, carer public experience data.

Risk

Q11

Principal Risks

Risk
Owners

Failure to implement Deprivation
of Liberty Safeguards (DoLS) as
per recent judicial review.

Helen
Crystal/Mary
Morgan

Original
Risk
Ratings
(LxC)
12 (4x3)

Current Risk Key Controls
Ratings
(LxC)
6 (2x3)

Sources of Assurance

Adult Safeguarding Board and
provider Clinical Quality Review
Groups (CQRGs) in place to
monitor.

Adult Safeguarding
Board and CQRG
meetings.

Gaps in Controls or
Assurance

Action and Target Date

General awareness to be raised across the
whole organisation with emphasis on Continuing
Health Care (CHC) and Mental Health services
(Oct 2014).

Objective 3: Transform services to meet the future needs of the population, through the most effective use of resources; ensuring the reduction of harm, waste and variation.
C5

(Discharge) Risk that the number
of medically stable patients
remaining in hospital exceeds
agreed target.

Maria
Metherall

16 (4x4)

12 (3x4)

GSRG, Urgent Care Delivery
Group, 7 day services
countywide group, ORCP
schemes mitigated by fortnightly
delivery calls and clear KPIs and
milestones.

C6

(Acute Care) Non-delivery of the
Constitution standard for
maximum wait of 4 hours within
the Emergency Department.

Maria
Metherall

12 (3x4)

16 (4x4)

GSRG, Weekly GHT, ECB, 7 day Performance Reports,
service project board and
weekly situation report,
steering group. ORCP schemes project status updates.
mitigated by fortnightly delivery
calls and clear KPIs and
milestones.

Whole system recovery plan agreed with focus
upon ED staffing and rotas, bed capacity and
flow, community capacity and weekend
discharges. Daily monitoring of performance
plan underway via whole system escalation
calls.

C15

Failure to comply with national
Annemarie
and local access targets for
Vicary
planned care; including 2ww, over
52ww, 62 day cancer target,
diagnostic 6-week target, planned
follow-ups could resultin
inadequate and/or delayed care.

12 (3x4)

12 (3x4)

Acute provider contracts,
including AQP.

Performance Reports

Performance calls in place to monitor action
plans and trajectories with focus on services
under pressure. Additional capacity is being
sought from other providers for April 2015/16
contracts including both elective and diagnostic
options. Locality training planned for practice
secretaries May 2016. Ongoing work to assist
with the transfer of patients to ISTC.

F11 F16

Failure to deliver financial targets

12 (3x4)

12 (3x4)

Robust financial plan aligned to
commissioning strategy.

Budgets approved by the
Governing Body. Monthly
reporting to CCG
Governing Body.
Monthly performance
dashboard for larger
contracts with robust out
of county contract
monitoring reflected
within performance
reports.

Ongoing work to ensure financial commitments
are affordable and CCG is achieving a recurrent
balance (at least quarterly).

Cath Leech

Robust contract management
and activity monitoring and
validation (particularly at GHFT)
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Performance Reports
and dashboards, critical
milestones reviewed,
regular programme
stocktake.

Whole system recovery plan agreed with focus
upon ED staffing and rotas, bed capacity and
flow, community capacity and weekend
discharges. Daily monitoring of performance
plan underway via whole system escalation
calls.

Monthly performance meeting which reviews all
contracts (including out of county) together with
Contract Boards and Finance & Information
Groups for larger contracts.

Risk

Principal Risks

Risk
Owners

Original
Risk
Ratings
(LxC)

Current Risk Key Controls
Ratings
(LxC)

Sources of Assurance

Financial procedure being
refreshed.

C26

Kim
There is a risk that the scale,
complexity and unavoidable time Forey/Andre
w Hughes
constraints associated with the
implementation of the agreed
service model for strengthened
health and social care integrated
community teams across
Gloucestershire means that the
financial savings target allocated
to this programme as part of
2013/14 Annual Operation Plan
and prior to the completion of the
case for change and return of
investment are not realised along
with the service objectives (given
the significant change in the
model of service delivery
required).

12 (3x4)

12 (3x4)

ICT Programme Group, QIPP
Board Reports, GCCG Board
Reports

Internal audit plan in
place and internal audit
reports and
recommendations to be
reported to Audit
Committee.
Report to IGC and
Governing Body, ICT
Steering Group

Gaps in Controls or
Assurance

Action and Target Date

Procedures are constantly under review and
work is currently ongoing re: financial delegation
limits (Sep 15)

Implementation of
integrated case
management and model;
Delivery of HIS
functionality as part of
day to day service.
Finalised financial model.
Impact of current DN
working on programme
development.
Throughput of Rapid
Response cases.

Integrated case management defined and
project to operationally test agreed. This covers
two ICT teams and 7 practices. All practices
have been met and are signed up to testing
period. MDT meetings all booked and have
commented. No further HIS roll out until model
tested and working - reduced operating costs.
Rapid Response roll out and live in Cheltenham,
Gloucester, Tewkesbury and Forest of Dean.
Stroud and Berkeley Vale on 10th Dec 2014.
South Cotswold have agreed to February 2015.
This will give over 95% coverage. Continuation
of interim financial model so opportunity to
revise costings. QIPP trajectory refined to take
into account slower roll out and patient types.
Formal Case Review process being finalised
ready for sign off at the end of November.
Separate DN project being taken forward.

Objective 4: Build a sustainable and effective organisation, with robust governance arrangements throughout the organisation and localities.
L4

Delegated co-commissioning
Helen
arrangements will mean additional Goodey
functions transferring to the CCG
without a transfer of resource from
NHS England. This could result in
insufficient capacity to deliver the
functions of the CCG.

12 (4x3)

6 (2x3)

Transition Group in place.

Regular progress reports
to Governing Body.

Directorate across the CCG consulted upon
delegated commissioning arrangements to
assess impact and determine requirements for
consideration by Executive Team prior to
submission. Transition Group formed in January
to run through until 1st April to ensure all
functions are smoothly integrated into CCG
Directorates (March 2015).

L5

Delegated commissioning
Helen
arrangements create a cost
Goodey
pressure on the CCG through
overspent primary care budgets,
resulting in the CCG being unable
to deliver against its statutory
financial requirements.

12 (4x3)

9 (3x3)

Transition Group in place.

Regular progress reports
to Governing Body.

Due Diligence undertaken through November,
December and January prior to submission and
then continue through until March 2015. Budgets
will be monitoed through 2015/16.

Objective 5: Work together with our partners to develop and deliver ill health prevention and care strategies designed to improved the lives of patients, their families and carers.
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Risk

Principal Risks

Risk
Owners

Original
Risk
Ratings
(LxC)
Mary Hutton,
12 (3x4)
Helen Miller

Current Risk Key Controls
Ratings
(LxC)

Sources of Assurance

Gaps in Controls or
Assurance

Action and Target Date

Risk to partner
engagement due to
austerity measures

Continued engagement with all partners.

8 (2x4)

Joint Commissioning posts, Joint Performance reports
Commissioning Boards and
Executives in place between the
CCG and the Local Authority.
System vision agreed and
Joining Up Your Care
implementation with key
members of the healthcare
community established. GSF
programme of work established
to deliver on system vision.

12 (3x4)

8 (2x4)

Attend HCOSC meetings. NHS
Reference Group 'No surprises'
discussions. Attend HWG
Meetings. Timely written briefing
of stakeholders. Joint Health and
WellBeing Strategy agreed.
Membership of Health and Well
Being Board.

C4Q reports, Outcome of Communications and
Engagement/Consultatio Engagement Strategy
n reports, Written
requires revision
stakeholder briefings as
part of integrated
communication plans

Development of BCF to act as a catalyst for
transformation. (Ongoing).

Anthony
Dallimore,
Helen Miller,
Mary Hutton

12 (3x4)

8 (2x4)

CCG Communication and
Engagement Strategy. Quarterly
meeting with editors. 'No
Surprises' briefing on key
announcements.

Sponsorship/partnership Communications and
agreements, briefing
Engagement Strategy
arrangements within
requires revision
individual communication
plans.

Implementation of GCCG Communications and
Engagement Strategy (Ongoing).

Lack of compliance with national
targets for C Difficile and MRSA
could result in a lower quality of
care for some patients.

Teresa
Middleton,
Karyn
Probert

12 (4x3)

6 (2x3)

Countywide HCAI action plan.
Monthly monitoring of incidents
of C Difficile and MRSA.
Countywide HCAI Committee
oversees action plan
implementation and monitors
progress.

Performance reports,
Bimonthly C Difficile
working group, Strategic
Countywide HCAIs group

Bi-monthly Strategic Countywide Healthcare
Acquired Infections (HCAIs) Group. Ribotyping
all C Difficile cases. Annual review of
Countywide Antibiotic Formulary. Bimonthly
CCG C Difficile working group. Regular
communications with all prescribers.
Involvement in sharing good practice with Area
Team Workshop. Explore faecal transplantation
as a method to reduce relapse of C Diff in
patients as per NICE intervential procedures
guidance (IPG) (March 2015).

Risk to inappropriate treatments
due to delays in the issuing of
letters, in particular a delay in
GHNHSFT issuing Cardiology
letters.

Kay
Haughton

16 (4x4)

8 (2x4)

CQRG in place. Contract team
Performance reports.
weekly conference call with GHT. CQRG monitoring and
Quality Alert reporting by GP's.
incident reports.

A1

Failure to build positive
relationships with the local health
community and other
commissioners could impact on
joined-up service delivery and
transformation.

A2

Failure to build positive
relationships with key
stakeholders (HCOSC, HWG)
could impact on implementation of
service delivery and
transformation.

Mary Hutton,
Helen Miller,
Becky
Parish,
Anthony
Dallimore

A3

Failure to build positive
relationships with local media
could impact on the ability of the
CCG to promote engagement
opportunities.

Q7

Q15
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Action Plan from GHT monitored by
Commissioning Contract Team. Risk to be
monitored on an ongoing basis until
performance shows sustained improvement.

Risk

Principal Risks

Risk
Owners

Original
Risk
Ratings
(LxC)
Donna Miles
12 (3x4)

C32

2015/16 Impact of Care Act
2014: 1) Significantly reduced
social care capacity within ICTs
associated with early assessment
and review for national eligibility
criteria. 2) Predicted increased
demand on service (information,
advice & advocacy), focus on
early intervention and prevention
and promotion of independent
advocacy. 3) GCC new duties for
managing provider failure and
other service interruptions. CQC
new duties for managing 'hard to
replace' provider failure. New
arrangements with prisons,
approved premises and bail
accommodation. 4) Equal rights
for carers - assessments and duty
to meet assessed needs

C33

Simon Bilous
Impact of Children & Families
Act 2014: GCCG new duties
associated with assessment,
planning and provision of services
for children and young people up
to age 25 who have special
educational needs and
disabilities, and their families.
New provisions for these duties to
be challenged and potentially
taken to tribunal / tested by case
law.

12 (3x4)

Current Risk Key Controls
Ratings
(LxC)

Sources of Assurance

Gaps in Controls or
Assurance

Action and Target Date

12 (3x4)

Reports to Governing
Maintain regular monitoring of
performance/progress at quality Body
groups. Active participation from
joint commissioners into new
contractual arrangements, input
into market management (via
Commissioning Intentions /
safeguarding / compliance)

NHS engaging fully with GCC Implementation
Plan (March 2015);

8 (2x4)

Reports to Governing
Maintain regular monitoring of
performance/progress at quality Body
groups. Active participation from
joint commissioners into new
contractual arrangements, input
into market management (via
Commissioning Intentions /
safeguarding / compliance)

NHS engaging fully with GCC Implementation
plan. Interim champion arrangements. QIPP to
formalise contracted capacity to ensure NHS
Trusts are enabled to discharge their duties.
(March 2015)

Objective 6: Develop strong leadership as commissioners at all levels of the organisation, including localities.
F9

Lack of staff engagement and
All Directors
staff development could limit the
achievement of financial balance.

6 (2x3)

6 (2x3)

Organisational Development
Plan progress reports.
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Organisational
Development Plan
progress reports.

Organisational
Refresh of the Organisational Development
development plan update Plan. Senior Manager's Group developing an
needed to reflect new
appraisal process (March 2015).
information. Appraisal
process needs to be
developed to fit the
organisation's needs.

Agenda Item 13
Governing Body
Governing Body
Meeting Date
Title

Thursday 30th July 2015

Executive Summary

This performance framework report provides an
overview of Gloucestershire CCG performance
against organisational objectives and national
performance measures for the period to the end
of June 2015.

Key Issues
Risk Issues:
Original Risk
Residual Risk
Financial Impact
Legal Issues (including
NHS Constitution)
Impact on Health
Inequalities
Impact on Equality and
Diversity
Impact on Sustainable
Development
Patient and Public
Involvement
Recommendation

Performance Report

The performance report format is currently being
reviewed. Some of the agreed changes from the
review have been included within this report,
others are still under development.
These are set out in the executive summary
within the report.
All risks are identified within the relevant sections
of this report.
This report gives detail on the financial position to
the end of June.
These are set out in the main body of the report.
Not applicable.
There are no direct health and equality
implications contained within this report.
There are no direct sustainability implications
contained within this report.
These are set out in the main body of the report.
The Governing Body is asked to:
 Note the performance against local and
national targets and the actions taken to
ensure that performance is at a high
standard.

Author & Designation

Sponsoring Director
(if not author)

Sarah Hammond, Head of Information &
Performance
Andrew Beard, Deputy CFO
Ian Goodall, Associate Director of Strategic
Planning
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. A further supporting appendix is
provided in relation to the update on 2015/16 budgets.
Whilst inevitably this report focuses on areas of concern it should be noted that
Gloucestershire is currently achieving the majority of the local and national
performance standards.
1.2

Balanced scorecard 2015/16 – up to 30th June 2015
Ref.

CCG Internal Perspective

Overall rating
Green

P1

Clinical excellence

Green

P2

Patient Experience

Amber

P3

Partnerships

Green

P4

Staff

Green

P5

Finance & efficiency

Green
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1.2.1 Clinical Excellence – Green,
Clinical excellence - Perspective highlights:

 Strong progress is being reported across all active clinical programme groups
with good clinical engagement across the system
 GCCG will be a ‘Beacon CCG’ becoming one of the first CCG’s to commit to the
‘Sign up to Safety’ campaign.
 The Quality Team, in conjunction with the Information Team have produced a
draft Quality Assurance Framework which spans in-county NHS providers
allowing for benchmarking of indicators across providers. Development of this
assurance tool will continue.
 A small contract has been agreed with the CSU to provide the CCG with access
to their clinical effectiveness updates and NICE implementation impact
assessments on a monthly basis. This information will be shared with clinical
leads and CPGs.
Good performance:

Challenging performance:

 SWAST wide Red 1 ambulance
target achievement in April, May
and June.

 Red 2 Ambulance response
times following the introduction
of the Dispatch on Disposition
pilot

 Reduction in handover delays
compared to 2014/15 levels
 Improved Incomplete RTT
performance, with the 92%
standard achieved in April, May
and June
 Continued achievement of
Cancer 31 day targets and
improved performance against
the 2 week wait standard in May
2015
 No urgent operations cancelled
for a second time for the year to
date

 A&E 4 hour target during April
and May. June’s performance
was green at 95.03%.
 Stroke performance target
 RTT 52 week waits
 62 day cancer waiting times
 6 week diagnostic waiting times
 Planned
times

endoscopy

waiting

 Cancelled operations
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Patient experience – Amber, due to amber rating of 3 success criteria.

Patient Experience - Perspective highlights:
 The Patient Experience and Safety Team have planned visits to all main
providers to ensure patient engagement/information is comprehensive and
utilised effectively to support service change.
 CCG Patient Engagement and Experience Teams continue to support a
wide range of GCCG projects. Key activities in the last period include:
o
o
o
o

Eye Care and Muskulo-skeletal workshops;
supporting the development of the Gloucestershire Shared Care
Records Project communications and engagement campaign for
summer 2015;
development of Personal Health Budgets (PHB) Stakeholder
Engagement
production of a patient survey to capture patient experience (including
patient transport) of Renal Dialysis; and improving experience of End of
Life care in community hospitals

Good performance
 FFT
CQUIN
Targets
achieved in Q4 2014/15.
 Comprehensive experience
and engagement activity
supporting
CCG
work
programme.

Challenging performance:


Achieving relevant FFT
response rates in primary
care and maintaining
response rates across local
providers now no longer a
CQUIN target.
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Partnerships – Green rating with all indicators on target for achievement.

Partnerships - Perspective highlights:






Full sign up to collaborative commissioning agreement and contract
performance of all health and social care services in the community
provided by Gloucestershire Care Services.
Better care fund metrics are now included within the report, progress
against the ambitions set within the Gloucestershire health and wellbeing board plan will be reported within the partnerships perspective.
Development of system wide Operational Resilience and Capacity Plan
(ORCP)

Staff – Green rating with all indicators on target for achievement.

Staff - Perspective highlights:





Monthly turnover in June was 1.2%
There 8 CCG vacancies
Staff sickness levels in 2015/16 equate to 2.3%
A new organisational development programme of work is underway which
is led by a group with membership across all CCG teams
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Finance and efficiency – Green
Finance and Efficiency - Perspective highlights:


The overall assessment for the finance and efficiency perspective against
the NHS England criteria is amber.

Challenging performance:

Good performance


The CCG is forecasting to
deliver a surplus of £7.3m.



The better payment practice
code performance for the year
to date (for non-NHS invoices
by volume) is 97.7% which is
in line with the targeted figure.



Non elective activity to the
end of June is above planned
levels



Actual prescribing information
received to the end of May
indicates pressure, further
analysis is underway
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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 2015/16 NHS England planning
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 Governing Body
need to be made aware of, are reported upon within this report. Where standards
are reported on a quarterly basis, the Governing Body 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
Clinical Excellence

Organisational Objective
(1)
Develop strong, high quality, clinically
effective and innovative services. We will
deliver this through a multi professional focus,
with a particular emphasis on clinical
programme approach and developing our
member localities.

Finance and Efficiency

(3)
Transform services to meet the future
needs of the population, through the most
effective use of resources; ensuring the
reduction of harm, waste and variation.
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Patient Experience

(4)
Build a sustainable and effective
organisation,
with
robust
governance
arrangements throughout the organisation and
localities.
(2)
Work with patients, carers and the
public; to inform decision making.

Partnerships

(5)
Work together with our partners to
develop and deliver ill health prevention and
care strategies designed to improve the lives
of patients, their families and carers.

Staff

(6)
Develop
strong
leadership
as
commissioners at all levels of the organisation,
including localities.
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2.1

Clinical Excellence

2.1.1

Clinical Excellence – Period up to 30th June 2015
The overall rating for clinical excellence is Green for year to date progress against
the specified success criteria.

PERSPECTIVE 1

Clinical Excellence

Success criteria: Patient safety is at the heart of the work of the CCG and
is considered when planning service change and developments.

Green
G

Key performance indicators
Outcomes measures for patient safety have been developed based on the CCG
Outcome framework and sign up for safety initiative.

G

Quality Impact Assessments are undertaken for all new proposed initiatives and
service developments. This is considered by the QIPP assurance board before
decisions are made to support new initiatives. Mitigation is planned where
necessary to ensure patient safety.

G

Success criteria: 2. Regular, robust information is available to provide
assurance that our service providers are delivering quality, safe & clinically
effective services.

G

Key performance indicators
A robust process to timely monitor compliance with NICE, which provides
assurance that all NICE publications are considered and Technology Appraisals
are implemented within the required time frame.

G

Clinical Quality Review Groups meet quarterly and provide assurance to the
Governing Body through the production of a bi-monthly provider quality report.
Ad-hoc meetings take place with providers on specific concerns.

G

Success criteria: 3. The Organisation has a culture where clinical
effectiveness underpins decision-making, through considering up to date
evidence and horizon scanning.
Key performance indicators
CPGs have a portfolio of clinical evidence which informs and supports their
decision-making.

Success criteria: 4. Key local and National standards relating to Patient
Experience
Key performance indicators
Achievement of key local and National standards relating to Clinical
Excellence – see section 2.2 to 2.8

G

G

A

A
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2.1.2

Success criteria 1: Patient safety is at the heart of the work of the CCG and
is considered when planning service change and developments.
The CCG has a strong focus on patient safety and this forms a standing item on
the agenda of the Clinical Quality Review Groups. In addition the CCG is fully
involved as an active member of the South West Patient Safety Collaborative.
GCCG will be a ‘Beacon CCG’ becoming one of the first CCG’s to commit to the
‘Sign up to Safety’ campaign. GCCG’s support of this campaign is indicative of
the high level of commitment the organisation places on improving harm free
care and supporting staff in speaking up when things do go wrong.

A formal launch to GCCG Staff along with a briefing to the Governing Body will
be made on 30th July 2015.
The five Sign up to Safety pledges are
1. Putting safety first. Commit to reduce avoidable harm in the NHS
by half and make public our locally developed goals and plans
2. Continually learn. Make our organisation more resilient to risks, by
acting on the feedback from patients and staff and by constantly
measuring and monitoring how safe our services are
3. Being honest. Be transparent with people about our progress to
tackle patient safety issues and support staff to be candid with
patients and their families if something goes wrong
4. Collaborating. Take a lead role in supporting local collaborative
learning, so that improvements are made across all of the local
services that patients use
5. Being supportive. Help people understand why things go wrong and
how to put them right. Give staff the time and support to improve and
celebrate progress


We commit to turn our actions into a safety improvement plan (including a
driver diagram) which will show how the CCG intends to save lives and
reduce harm for patients over the next 3 years



Committing to turn these actions into a Safety Improvement Plan which
will show how our organisation intends to save lives and reduce harm for
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patients over the next three years.


Identify the patient safety improvement areas we will focus on within the
safety plans.



Engage our local community, patients and staff to ensure that the focus
of our plan reflects what is important to our community



Make public our plan and update regularly on our progress against it.

An early benefit of this collaborative work is the networking that has evolved,
sight of other provider initiatives and joining up of work streams. For example
the South West ambulance service is developing a CQUIN to support roll out of
NEWS across the South West.
2.1.3

Success criteria 2: Regular, robust information is available to provide
assurance that our service providers are delivering quality, safe &
clinically effective services.
The Quality Team has established quarterly Clinical Quality Review Groups
(CQRG) chaired by the Executive Nurse and Quality Lead. These are held for
Gloucestershire’s main providers, namely Gloucestershire Hospitals NHSFT,
2gether NHSFT, Gloucestershire Care Services Trust and a further CQRG for
Care Homes. These meetings report directly to the relevant NHS
Gloucestershire CCG/Provider contract boards, and provide a focused
opportunity for quality to be discussed between provider and commissioner.
Bespoke datasets are reviewed at the quarterly Clinical Quality Review Group
meetings for each of the provider organisations, as well as further CQRG’s for
Care Homes and Primary Care
CQRG’s have the ability to escalate any issues to the full contract board, and
where necessary to the regular wider Quality Surveillance meetings. Updates
and minutes from CQRG’s are routinely reported to IGQC for assurance
purposes.
The Quality Team, in conjunction with the Information Team have produced a
draft Quality Assurance Framework which spans in-county NHS providers
allowing for benchmarking of indicators across providers. Development of this
assurance tool will continue.
In addition to the CQRG meetings the Quality Team has recently established a
programme of bi-annual Quality Summits for the three main Providers. These
Summits bring together Commissioners across the range of services to highlight
issues or concerns and identify areas of good practice. The intention is that
issues raised will be used to inform the commissioning intentions for the year
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2015/16.
2.1.4

Success criteria: 3. The Organisation has a culture where clinical
effectiveness underpins decision-making, through considering up to date
evidence and horizon scanning.
Continued work between CPG team, information team, public health and the
quality team, to consider the outcomes of the NICE CCG Outcome Indicator Set
2014/15 – 2018/19, and how the clinical outcomes can contribute to the
implementation of the CCG two year delivery plan.
A small contract has been agreed with the CSU to provide the CCG with access
to their clinical effectiveness updates and NICE implementation impact
assessments on a monthly basis. This information will be shared with clinical
leads and CPGs.

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:
 Red 2 Ambulance response times
 12 hour trolley waits in A&E
 A&E 4 hour target
 Stroke performance targets
 RTT 52 week waits
 Cancer waiting times
 6 week diagnostic waiting times
 Planned endoscopy waiting times
 Cancelled operations
Areas of good performance include:
 Red 1 ambulance achievement
 Reduction in handover delays
 Incomplete RTT performance
 Cancer 31 day targets
 Improvements to patient transport service targets

2.3

Unscheduled care:
The dashboard below provides a more complete position statement for
Unscheduled care. Each of the Amber and Red rated indicators are reported on
by exception in section 2.3.1 This section outlines year to date performance,
identifies the issues leading to that performance and any mitigating actions
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being taken to improve performance.
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Local and National standards relating to Clinical Excellence
Unscheduled care
SWAST Ambulance indicators

Threshold Month

Performance

YTD performance

Cat A RED 1 Ambulance incidents

75%

June

75.3%

l

76.6%

l

Cat A RED 2 Ambulance incidents

75%

June

65.9%

u

66.8%

u

Cat A 19 min response Ambulance incidents

95%

June

91.1%

n

91.8%

n

Over 30 minute ambulance handover delays (GHNHSFT)

<2014/15

June

50

l

186

l

Over 1 hour ambulance handover delays (GHNHSFT)

<2014/15

June

4

l

18

l

4-hour A&E target GHNHSFT

95%

June

95.0%

n

93.3%

n

4-hour A&E target GCS MIU

95%

June

99.8%

l

99.8%

l

0

June

0

l

1

u

80%

May

82.6%

l

76.6%

n

60%

May

38.1%

u

45.2%

u

6 month trend

A&E

12 hour trolley waits
Enhancing quality of life for people with long-term conditions
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

2.3.1 SWAST Ambulance indicators
Ambulance targets are monitored at a South Western Ambulance Trust wide
aggregate level.
The introduction of the Dispatch on Disposition has resulted in the prioritisation of
responses to Red 1 incidents. As part of the changes to the dispatch process call
handlers are provided with extra assessment time for all other classification of 999
calls (including Red 2 incidents).
Current year to date performance is Green rated (77.1%) for Red 1; however,
performance against the Red 2 and Red 19 minute targets is currently red rated.
It is estimated that impact there has been a 5% reduction in Red 2 performance due
to the introduction of the discharge on disposition pilot. On this basis commissioners
have received a trajectory from SWAST to reach 70% for Red 2.
During quarter 1 of 2015/16, incidents with response in Gloucestershire have been
3.6% above contracted levels, which equates to 787 incidents.
When analysed by case type/ outcome, the profile of quarter 1 Ambulance activity
has changed.
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The percentage of Hear and Treats has increased from 8.6% to 11.9% from quarter
1 14/15 and quarter 1 15/16. Also, the number of patients conveyed to A&E
departments has seen a reduction from 45.6% to 41.7%.

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.
2015/16 year to date performance (up to the end of June 2015) was 93.3%.
Performance at Cheltenham General was 96.1% with performance at
Gloucestershire Royal 91.7%.
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The year to date performance for 4 hours improves to 93.47% when including the
Primary care in ED pilot scheme which has seen over 600 patients during the first
three months of the year.
The CCG continues to implement a programme to increase urgent and emergency
care system resilience to ensure that the system can cope with peaks in demand.
These actions are set out in our system resilience plans and focus upon self-care,
signposting, admission avoidance, in-hospital care, hospital discharge and
community services.
In addition we also took a series of additional recovery actions when the system was
under pressure. These included commissioning additional community hospital and
nursing home care, working with partners to implement 'Discharge to Assess’ and
commissioning additional patient transport vehicles.
12 hour trolley wait – Gloucestershire Royal Hospital
A 12 hour trolley wait occurred at Gloucestershire Royal Hospital on the 13 th May. A
detailed root cause analysis has been received and GHFT and GCCG are reviewing
the incident and implementing mitigating actions/ recommendations.
Stroke targets
Performance against both stroke targets has been challenging during the first two
months of 2015/16.
Plans to increase stroke capacity are underway, plus review of admission pathway
and discharge delays. The target for the proportion of patients spending the required
amount of time on a specialist stroke unit improving during May.
2.4

Planned care:
The dashboard below provides a more complete position statement for Planned
care. Each of the Amber and Red rated indicators are reported on by exception in
section 2.4.1 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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Planned care

Threshold Month

Performance

YTD performance

6 month trend

Referral to treatment (RTT)
% of admitted pathways treated within 18 Weeks

90%

June

90.0%

l

89.8%

n

% of non - admitted pathways treated within 18 Weeks

95%

June

95.2%

l

95.5%

l

% of incomplete Pathways that have waited less than 18 Weeks

92%

June

92.2%

l

92.2%

l

0

June

21

u

64

u

93%

May

94.1%

l

92.2%

n

93%

May

97.8%

l

95.6%

l

96%

May

98.6%

l

98.9%

l

94%

May

96.0%

l

95.2%

l

98%

May

100.0%

l

100.0%

l

94%

May

100.0%

l

100.0%

l

Cancer - first definitive treatment within 62 days GP referral

85%

May

71.0%

u

72.6%

u

Cancer - first definitive treatment within 62 days screening service

90%

May

93.6%

l

97.8%

l

Cancer - first definitive treatment within 62 days upgrade

90%

May

N/A

u

50.0%

u

1%

June

3.9%

u

5.0%

u

1%

May

58%

u

58.0%

u

95%

June

90.0%

n

95.0%

l

95%

June

100.0%

l

100.0%

l

95%

June

100.0%

l

100.0%

l

95%

June

99.0%

n

94.0%

n

95%

June

99.0%

l

99.0%

l

95%

June

84.0%

u

89.0%

u

95%

June

90.0%

n

91.0%

n

95%

June

100.0%

l

100.0%

l

95%

June

100.0%

l

100.0%

l

Zero RTT pathways greater than 52 weeks
Cancer waiting times
% 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
Cancer - first definitive treatment within 31 days of a cancer
diagnosis
Cancer - subsequent treatment for cancer within 31 days - surgery
Cancer - subsequent treatment for cancer within 31 days - Drug
Regime
Cancer - subsequent treatment for cancer within 31 days Radiotherapy

Diagnostic waiting times
% of patients waiting more than 6 weeks diagnostic test
% of patients waiting more than 6 weeks for a Planned/ Surveillance
diagnostic test from their to be seen date – Endoscopy procedures
Local community waiting times
% referred to the Paediatric Speech and Language Therapy Service
who are treated within 8 Weeks
% 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
% 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
% referred to the Diabetic Nursing Service who are treated within 8
Weeks
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2.4.1 Referral To Treat (RTT) incomplete pathways and RTT pathways greater than
52 weeks
Following advice from the NHS IMAS (Interim management and support) Intensive
support team (IST), GHNHSFT changed their RTT processing in December 2013.
This has resulted in a greater number of RTT pathways being reported.
21 incomplete pathways of 52+ weeks reported in June 2015. Of these, 20 were at
North Bristol Trust (15 in Trauma and Orthopaedics, 2 in Neurosurgery, 3 Neurology)
and 1 at GHNHSFT (Urology).
During the first 3 months of the year there have been 64 incomplete pathways of 52+
weeks reported to the CCG.
The majority (56) 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 – 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
Performance in the first two month of the year has been Red rated:

85% Target
April
May
2015/16 Total

62 day target - GP Referral
Over 62 day
% within 62 days
Patients treated
breaches
121
32
73.6%
102
29
71.6%
223

61

72.6%

Of the 61 breaches, 59.5 have occurred at Gloucestershire Hospitals NHS FT
(GHNHSFT).
The majority of breaches have occurred in the following specialties:
Urology – 24 breaches
Lung – 6 breaches
Lower Gastrointestinal – 8 breaches
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GCCG are coordinating actions with the main providers to ensure that performance
improves, with sustainable delivery during 2015/16; however, concerns remain with
capacity issues in key specialties.
The CCG is co-ordinating a working group which is working with local providers to
understand the impact of the NICE referral guidance for suspect cancer.
Percentage of patients waiting more than 6 weeks for a diagnostic procedure
The proportion of patients waiting over 6 weeks for a diagnostic procedure has
increased in 2015/16. Performance in June (3.9%) was adversely affected by delays
for Endoscopic and Echocardiogram tests at GHNHSFT.
The most significant number of breaches during 2015/16 are due to pressure for
Endoscopy at GHFT. Combined Endoscopy performance in June was 11.6%
(combined Gastro, Colonoscopy and flexi sigmoidoscopy).
Capacity issues within Cardiology at GHFT have also impacted upon performance
with higher than usual breaches for Echocardiograms (20.3%).
GHNHSFT has a detailed action plan and trajectory to improve endoscopy
performance by August 2015, some of the key actions include:
•
•
•

Review of elective capacity within key specialties
Recruitment of additional clinical staff
Implementation of greater management controls

2.5
Elective cancellations:
The dashboard below provides a more complete position statement for Elective
cancellations. Each of the Amber and Red rated indicators are reported on by
exception in section 2.5.1 This section outlines year to date performance, identifies
the issues leading to that performance and any mitigating actions being taken to
improve performance.
Threshold

Month

Cancelled operations - 28 day breaches

Elective cancellations

0

May

Performance
6

Urgent operations cancelled for a second time

0

May

0

YTD performance

u

12

u

l

0

l

6 month trend
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2.5.1 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.
The current year-to-date position shows that so far in 2015/16, 12 patients have
been cancelled on the day of admission for non-medical reasons and patients have
not been provided with another date within 28 days; the threshold is zero.
2.6

Mental Health:
The dashboard below provides a position statement for Mental health indicators.
Each of the Amber and Red rated indicators are reported on by exception in section
2.6.1 This section outlines year to date performance, identifies the issues leading to
that performance and any mitigating actions being taken to improve performance.

Mental health indicators
Dementia diagnosis rate
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
The proportion of people who complete therapy who are moving
towards recovery
IAPT - Waiting times: Referral to Treatment within 6 weeks (based
on discharges)
IAPT - Waiting times: Referral to Treatment within 18 weeks (based
on discharges)

Threshold Month
56%
95%
3.5%
50%

Mar-15
Q4
14/15
Q4
14/15
Q4
14/15

Performance

YTD performance

64.6%

n

64.6%

n

97.5%

l

97.7%

l

16.9%

l

16.9%

l

48.1%

n

48.1%

n

75%

May

89.0%

l

89.5%

l

95%

May

99.0%

l

99.5%

l

6 month trend

2.6.1 Dementia diagnosis rate
Dementia diagnosis increased by 10.2% during 2014/15. The final year end position
was 64.6%, making GCCG performance is the highest within the BGSW area;
however, the CCG fell short of the 66.7% NHSE target.

2.7

Patient transport:
The dashboard below provides a position statement for Patient transport. Each of
the Amber and Red rated indicators are reported on by exception in section 2.7.1
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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Patient transfer services
Arrival within 45 minutes before, to 15 minutes after, booked arrival
time
Where booked prior to the day of travel, patients not to wait more
than 60 minutes for their (outbound) journey
Where booked on the day of travel, patients not to wait more than 4
hours for their (outbound) journey (within two hours for end of life
patients)

Threshold Month

Performance

YTD performance

95%

June

84.9%

u

86.4%

u

85%

June

81.8%

n

83.0%

n

85%

June

78.3%

u

82.6%

n

6 month trend

2.7.1 PTS 04 - Arrival within 45 minutes before, to 15 minutes after, booked arrival
time – Target 95%
Inbound on-time is an area where performance has been challenging.
Improvements have been seen; however, further work is required in order for the
target to be achieved on a sustainable basis. May’s reports show 87.4% of patients
arriving with KPI timescales.
PTS 05 - Where booked prior to the day of travel, patients not to wait more
than 60 minutes for their (outbound) journey – Target 85%
The response timeframe for these is one hour from the time the patient is ‘made
ready’. Analysis for May shows that 84.2% were achieved within the one hour
compared to the target of 85%. Performance for dialysis patients is significantly
higher than for the full patient cohort, reflecting the routine nature of these journeys.
PTS 06 - Where booked on the day of travel, patients not to wait more than 4
hours for their (outbound) journey (within two hours for end of life patients) –
Target 85%
This is generally being achieved or just below target. The response timeframe for
these journeys is four hours from the time the patient is ‘made ready’. Analysis
shows for May that 85.9% of on-day booked journeys are achieved within 4 hours.
The longer period for on-the-day bookings recognises that PTS is a finite resource,
across various vehicle types, to support different patient mobilities (from walking to
wheelchair to stretcher), travelling between multiple collection and destination
points. As a result, on-the-day bookings have to be integrated into the existing preplanned programme as effectively as possible. Clearly, it follows that the higher the
proportion of total activity that is booked on the day, the more challenging it
becomes to ensure effective and efficient use of the resources, the greater the
likelihood of all resource being fully utilised (but not necessarily optimally), and the
harder it becomes to achieve the Key Performance Indicator standards. The service
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is seeing high numbers of on- day bookings from the hospitals, particularly during
the recent urgent care pressures, which has a detrimental impact on overall
performance.
Overall PTS performance has improved since service implementation. Further
improvement is required in order to achieve all performance targets on a sustainable
basis.
2.8

Clinical quality:
The dashboard below provides a more complete position statement for Clinical
quality. Each of the Amber and Red rated indicators are reported on by exception in
section 2.8.1 This section outlines year to date performance, identifies the issues
leading to that performance and any mitigating actions being taken to improve
performance.
Clinical quality

Threshold Month

Performance

YTD performance

6 month trend

Infection control

Number of MRSA infections (Health Community)

0

June

1

u

3

u

Number of MRSA infections (GHNHSFT)

0

June

0

l

3

u

Number of C.diff infections (Health Community)

157

June

16

n

44

n

Number of C.diff infections (GHNHSFT)

37

June

0

l

8

l

0

June

0

l

0

l

0

May

0

l

0

l

Cardiology correspondence backlog

n/a

May

0

l

0

l

Radiology reporting delays

n/a

Feb

0

0

Outpatient follow-up pending lists

n/a

Mar

16,453

16,453

Mixed sex accommodation

Mixed-sexed accommodation breaches
Other quality indicators
Number of Never Events

2.8.1 Number of MRSA infections (Health Community)
Year to date performance is Red rated with 3 reported cases against a threshold of
zero.
GCCG are investigating the cases reported in Q1; for CCG actions please see
GCCG Quality report to the Integrated Governance Quality committee (IGQC).
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Number of total C. diff infections (Health Community)
The threshold for 2015/16 has decreased from 201 to 157 cases in line with NHS
England guidance.
Year to date performance is amber rated with 44 cases against a year to date
threshold of 39.
Other Key Performance Issue:
Cardiology correspondence delays
There has been some positive progress with the backlog of cardiology outpatient
letters, with actions taken to increase secretarial support. Quarterly reports are
provided on the position of all outpatient letters to ensure that performance across
all specialities is closely monitored. There is concern regarding capacity for ECHOs
and the time to test results being reviewed by the consultants. At a joint meeting in
June several further actions were agreed to mitigate these issues, however, as
concern remains about the service this will remain on the risk register with the
information updated to reflect the current position.
Outpatient follow-up pending list
In line with new information sharing request set out in the contract agreement with
Gloucestershire Hospitals NHS Foundation Trust (GHFT), detailed information
regarding outpatient follow up pending lists was received in October and will now be
reported monthly in the CCG performance reporting framework. Initial data received
has highlighted a need for further data validation to correctly assess the position
with regards to patients who may be overdue a follow up appointment, as the
pending list currently may report all patients who are waiting for their follow up
including those for whom the expected follow up date has not yet been reached. In
some specialties, the follow up pending list may at this stage also include patients
who are not actually waiting for a follow up appointment, but who have an
arrangement to self-refer in to see a consultant should an issue with their on-going
care arise. An example of this is for respiratory patients who are on long term
treatment with Continuous Positive Airway Pressure (CPAP), Bi-level Positive
Airway Pressure (BPAP) or Nebulisers. We have agreed with GHFT that we will
work together to complete the assessment of the position, and will now receive
weekly update reports at a specialty level as we do this. Where a problem is
identified, we will work together to agree a specialty level action plan to improve the
position that will focus on service redesign of pathways where this is required.
District Nursing
Gloucestershire CCG and Gloucestershire Care Services (GCS) continue to work
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together to understand and address the specific concerns raised in relation to the
District Nursing function within Integrated Care Teams across Gloucestershire.
GCS continues to focus on recruitment to community nursing vacancies. In relation
to Band 5 posts GCS currently has a vacancy rate of 6.15 WTE substantive posts
against a funded establishment of 151.55 WTE across the county. It is noted that
the equivalent of 8 WTE applicants have been offered posts and are now going
through the recruitment process. Successful completion of these recruitments will
mean that GCS is over-established for Band 5 posts. This over-recruitment was
planned to enable the release of Band 5 staff to complete Specialist Practitioner
Qualifications (SPQ) with a view to upskilling members of this staff group to Band 6
roles.
The funded establishment for Band 6 District Nurses in the county is 57.59 WTE.
Currently GCS has 15.99 WTE substantive vacancies for this staff group. 3 WTE
Band 6 posts have been offered to applicants and these are going through the
recruitment process.
The CCG continues work closely with GCS with regards to District Nursing
recruitment, meeting with the GCS HR team on a fortnightly basis to monitor
progress.
Work continues to monitor and evaluate the effectiveness of the service through
Datix incident reporting. Both GCS and CCG are working together to address
concerns raised by Primary Care and identify themes and trends.
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3.1

Patient experience

3.1.1

Patient Experience – Period to 30th June 2015

PERSPECTIVE 3

Patient Experience

Success criteria 1: Reporting: Improve reporting of patient experience and the
use of feedback to influence commissioning intentions
Key performance indicators
Friends & family test - Roll out of FFT as per agreed national timetable
Friends & family test - improvement in the average FFT score for acute
inpatient care & A&E services between Q1 2014/15 & Q1 2015/16
Results of Maternity, Emergency & elective inpatient surveys
Results of Community mental health survey
Review appropriateness and quality of feedback from providers
Qualitative feedback including that from surveys, FFT, 4Cs and Healthwatch
Results from the provider assurance framework through monitoring in the
Provider Quality Review meetings
Success criteria 2: Staff Involvement: Improve staff reporting if three
domains of quality: safety, effectiveness and experience
Key performance indicators

Amber
A

G
A
A
G
A
A
G
A

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

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
Use individual patient experience to inform the wider decision making in
improving services
Constructively respond to requests for specific engagement on themes
identified through feedback

G
A
G
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3.1.2

Success Criteria 1: Reporting – Improve reporting of patient experience
and the use of feedback to influence commissioning intentions (Amber).
CCG monitoring of FFT
Although the Friends and Family test has been removed from national and
local CQUIN schedules, it has been retained as core within the national
contract for providers.
We will continue to monitor the Friends and Family test data. The CCG will
focus on the qualitative information it provides as well as the quantitative
PALS and the provision of Information and Advice
Public contact has increased year on year, but numbers for Quarter One are
unlikely to match the height of Quarter Four. However, the type of contact we
are experiencing is requiring additional time to resolve with queries and
questions becoming more complex.
Overall complaint numbers have risen, particularly about providers. However,
this is due in part to a change in how complaints are recorded. New reporting
requirements, which include providers and commissioners, mean that at the
end of each quarter we will submit a return to the Health and Social Care
Information Centre (HSCIC), which has standardised the way issues should
be recorded.
Type

Advice or
information

Quarter 1 Quarter 2 Quarter 3 Quarter 4 Quarter 1 Sparkline
14/15
14/15
14/15
14/15
15/16 (to
date)
41

47

138

154

57

Comment

1

4

6

9

4

Compliments

9

3

3

3

5

Concerns

3

48

42

52

22

Complaints
aboubt the CCG

1

4

26

7

2

Complaints
against
provider

10

9

5

7

22

TOTAL
CONTACTS

83

115

220

232

112
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As demonstrated in the figures, requests for advice have made up majority of
the Experience Team workload. The type of advice sought ranges from how
to plan for end of life care, information about Village Agents and Pharmacy
First as well enquiries about social prescribing.
The Experience Team has also been able to take the service out of Sanger
House. On two occasions in the last month, members of the team have gone
out to patients to live up to our ambition to be ‘Commissioners on the Ground’.
3.1.3

Success Criteria 2: Staff involvement – Improve staff reporting of three
domains of quality: safety, effectiveness and experience (Amber).

3.1.4

Org Name

Total Responses

HSCIC Workforce
Headcount

Percentage
Recommended Work

Percentage Not
Recommended Work

Percentage
Recommended Care

Percentage Not
Recommended Care

Staff Friends and Family - NHS England have now reported the Staff Friends
and Family test results for Quarter Four. The CCG is yet to understand why
GHNHSFT response rate appears so low in comparison to others. This will
undoubtedly affect results and so they cannot be compared to previous
quarters. This will be discussed at the next scheduled GHNHSFT Clinical
Quality Review Group.

England

151,605

1,155,066

61.7%

18.9%

77.2%

7.5%

2GETHER NHS
FOUNDATION
TRUST

339

1,974

62%

19%

77%

8%

GLOUCESTERSHIRE
CARE SERVICES NHS
TRUST

532

2,693

49%

25%

81%

4%

GLOUCESTERSHIRE
HOSPITALS NHS
FOUNDATION
TRUST

90

7,416

37%

43%

72%

9%

Success Criteria 3: Effecting change based on patient experience
feedback – staff recognise the value of patient experience in their
commissioning role (Amber).
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In the last Performance Report a full update was provided on engagement
activities linked to Clinical Programme Groups. A summary of individual
project work CCG Engagement and Experience staff supported during Q4
and the early part of Q1 (2015/16) together with an update on Healthwatch
Gloucestershire activity is reported in the Accountable Officer Report to the
Governing Body.
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4.1

Partnerships

4.1.1 Partnerships – Period to 30th June 2015:
PERSPECTIVE 4

Partnerships

Success criteria 1: Building effective partnership working by putting in place a joint
planning and governance framework to improve outcome for the Gloucestershire
population
Key performance indicators
Develop a 5 year commissioning plan agreed with key providers
Development and maintenance of system wide forum encompassing all providers
across heath & social care, independent and voluntary sector
Success criteria 2: Delivery of the Health & Well Being plan
Key performance indicators
Increase the range and volume of services commissioned jointly with both GCC and
District Councils.

PERSPECTIVE 4
Green

G
G

Green

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

Amber

Key performance indicators
Effective relationships across adult social and health care to enable:
i) Reduce non-elective admissions which can be influenced by effective
collaboration across the health and care system.
ii) Reducing inappropriate admissions of older people (65+) in to residential care
iii) Rehabilitation / reablement, increase in effectiveness of these services whilst
ensuring that those offered service does not decrease
iv) Effective joint working of hospital services (acute, mental health and nonacute) and community-based care in facilitating timely and appropriate
transfer from all hospitals for all adults.
v) To develop a system which measures patient experience of integration over
time, allowing any improvements to be demonstrated.
vi) Enhancing quality of life for people with care and support needs.

G
G
G
A
Year-end
assessment
Year-end
assessment
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4.1.2 Success criteria 1: Building effective partnership working by putting in place a
joint planning and governance framework to improve outcome for the
Gloucestershire population (Amber)
In April of this year Gloucestershire submitted a Better Care Fund (BCF) plan which
was underpinned by a shared programme of work. It is timely to remember that the
shared programme of work associated with the BCF reflected our system wide
commitment to the precepts underpinned Joining Up Your care. The six metrics
associated with the BCF each had a plan of service re-design and development.
As a system we had implemented new engagement methodologies in order to move
forward, such as the BCF Providers Forum. Wherein we could engage and co-design
system change with our provider partners.
4.1.3 Success criteria 2: Delivery of the Health & Well Being plan (Green)
The CCG has a long established history of collaborative and joint commissioning with
the local authority both on a county and district level, a key example of how we work in
partnership would be the Joint Commissioning Partnership. The Joint Commissioning
Partnership between Gloucestershire County Council (GCC) and Gloucestershire
Clinical Commissioning Group is a key element of the Governance arrangements that
support joint commissioning. The scope and role of the JCP is includes:
•
•
•
•

Assessing policy impact - mapping and interpretation leading to directing
development of new commissioning strategies
Scoping, testing and prior approval of joint commissioning strategies
Implementation of joint commissioning strategies including performance
oversight
Oversight of joint funding arrangements - approval and assurance

The JCP consists of an Executive made up of Chief Officers/Senior officers from both
organisations and a Board (JCPB), drawn from GCC Cabinet and CCG Board. The
role of the JCPB is to set policy direction, and to assure themselves that joint
commissioning is carried out with due regard to each organisation’s statutory roles and
responsibilities, including service quality, performance and outcomes. The role of the
Executive is to develop and implement joint commissioning strategies, policies and
plans, to draw to the attention of the Board any issues arising from current joint
commissioning that require resolution, and to keep the Board informed of likely future
developments.
In support of joint commissioning, the CCG and GCC jointly fund a small number of
Joint (or Lead) Commissioner posts:
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•
•
•
•
•

Mental Health
Children and Young People
Older People / Long Term Conditions
Learning Disabilities
Physical Disabilities

4.1.4 Success criteria 3: Partnership working group established to review dashboard
and set targets.
As part of the Better Care Fund submission, Gloucestershire health and well-being
board (H&WB) have committed to delivering a number of key indicators/ outcomes for
the residents of Gloucestershire:
Total non-elective admissions (general and acute)
Avoidance of hospital admissions helps to ensure the most effective management of
social care requirements. Minimising delayed transfers of care and avoidable
admissions transforms the quality of care of individuals, enabling service users to
receive the most appropriate care in the most appropriate location. During quarter 4 of
2014/15 performance against plan showed a position of -3.6%, pressures were seen in
the system but the overall admissions were lower than planned levels.

Reducing inappropriate admissions of older people (65+) into residential care
Indicator is part of the Adult Social Care outcomes framework (ASCOF). The number
pf permanent admissions of older people (aged 65 and over) to residential and nursing
care homes, per 100,000 population.
The overall level of ambition was to reduce the growth in admissions by 2.6% per year.
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Provisional data for 2014/15 shows a 16.3% decrease on 2013/14 and 9.9% below the
planned level.

Rehabilitation / re-ablement, increase in effectiveness of these services whilst
ensuring that those offered service does not decrease
Indicator is part of the ASCOF. Proportion of older people (65 and over) who were still
at home 91 days after discharge from hospital into re-ablement / rehabilitation
services.
The H&WB ambition factored through increased provision of the re-ablement/
rehabilitation services resulting in an annual increase of 3.3% in year 1 and a further
3.7% in year 2.
2014/15 provisional performance shows a 4.3% increase on 2013/14.
Effective joint working of hospital services (acute, mental health and non-acute)
and community-based care in facilitating timely and appropriate transfer from all
hospitals for all adults.
This indicator is based on the ASCOF Delayed transfers of care from hospital per
100,000 population metric.
During 2013/14 delayed transfers of care reduced significantly from those reported in
2012/13 (37% decrease).
The ambition was to further reduce delayed transfers by 2.8% in 2014/15 and 7.0% in
2015/16 from the 2013/14 baseline.
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To develop a system which measures patient experience of integration over
time, allowing any improvements to be demonstrated.
This is a locally set metric based on the Gloucestershire Care Services Integrated
Community Teams Rapid Response Experience Comment Card.
The expectation is that this metric will assess the services ability to look at individual
patient needs and improved health and social care outcomes.
Enhancing quality of life for people with care and support needs.
Locally selected measure which is part of the ASCOF. The indicator is based on
responses to 6 questions within the Adult Social Care Survey.
Ambitions against the above indicators have been set by Gloucestershire Health and
well-being board. Health community QIPP schemes have been mapped to each of the
relevant indicators to assess the impact and progress made against these ambitions.
Assessment against the Gloucestershire ambitions is being developed and will
reported by exception in this section of the performance framework report.
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5.1

Staff

5.1.1 Staff – Period to 30th June 2015:
PERSPECTIVE 5

Staff

Success criteria 1: Attracting and retaining high quality staff aligned to the
CCGs vision and values
Key performance indicators
Turnover - % of employees leaving the organisation
Number of current Vacancies in structure
Success criteria 2: Personal development processes that are linked to the
strategic plan
Key performance indicators
All staff should have a personal development plan

Proportion of staff with appraisal meeting within the last 6 months

Success criteria 3: Staff are Happy and Motivated

Green
G

1.2%
8
Baseline to be
established during
2015/16
Baseline to be
established during
2015/16
Baseline to be
established during
2015/16
G

Key performance indicators
Staff sickness levels
Staff Survey

5.1.2

2.3%
Annual only

Attracting and retaining high quality staff aligned to the CCGs vision and
values
Monthly turnover in June was 1.2%. The number of leavers since the 1st April is 8,
giving a monthly average of 2.7 leavers per month.
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There are 5 jobs live on NHS Jobs and 3 are in the recruitment process.
5.1.3

Personal development processes (PDP) that are linked to the strategic plan
The CCG has commenced the collection of staff PDPs. Once collated a review
against strategic objectives will take place.

5.1.4

Staff are Happy and Motivated
Staff survey results to be reviewed annually when survey takes place.
Staff sickness levels up to the 30th June have equated to 2.3% which is below the
GCCG target of less than 3%. Sickness levels show a decrease on the figure
reported at the end of 2014/15.
2.3% equates to 380.63 full time equivalent (FTE) working days or 1.67 working
days per employee since the 1st April 2015. 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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6.1

Perspective 2. Finance and Efficiency

6.1.1

Finance and efficiency – Period to 30th June 2015
Summary:
Perspective 2

Finance & Efficiency

Green

Success critieria: To ensure a financially viable commissioning organisation with an
underlying recurrent surplus

G

Threshold
2%

Lower threshold
1%

Surplus - year to date variance to planned performance (%age)

0.10%

0.50%

Surplus - full year variance to planned performance (%age)

0.10%

0.50%

Underlying recurrent surplus (%age)

Running costs year to date (variance to running costs allocation)

Within RCA

Running costs forecast outturn (variance to running costs allocation)

Within RCA

BPPC performance on non-NHS invoices by value (year to date)

95%

80%

Cash drawdown in line with planned profiles (%age variance)

2%

5%

A

Success critieria: QIPP Full year Forecast
QIPP - full year forecast delivery to planned performance (%)

RAG

Threshold
95%

Lower threshold
75%

RAG



The CCG is forecasting to deliver a surplus of £7.3m which is dependent on
access to non-recurrent surplus drawdown of £1.2m.
 Known risks and pressures have been fully assessed and included within the
CCG’s forecast position, with mitigating actions where appropriate.
 There is currently some slippage on QIPP schemes within the current financial
year; this has been brought into the position and mitigating actions are currently
being developed.
 Financial risks are monitored through a continuous review of budgets, proposed
investments and review of operational risks and mitigating actions developed
including the use of the CCG’s contingency and activity reserves.
 The better payment practice code performance for the year to date (for nonNHS invoices by volume) is 97.67% which is in line with the targeted figure.
 Key risks:
- Provider contracts over perform in excess of those levels provided within the
year end forecast
- Early indications of increased expenditure on prescribing
- Increased slippage on QIPP schemes (noting that the current RAG ratings
are embedded within current financial forecasts)
The overall assessment for the finance and efficiency perspective is amber for which
more detail is provided in the following sections. However, this assessment should
be read in conjunction with those risks outlined within paragraph 3.8.
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6.2

Resources
The CCG’s current anticipated resource limit (see Appendix 2) is £809.7m. This
includes all Primary Care co- commissioning designated budgets totalling £76.8m.
Additional allocations this month include GP IT.

6.3

Expenditure
The financial summary as at 30th June 2015 shows a year to date surplus of
£1.825m and a forecast surplus of £7.3m, which are both in line with plan. Further
detail is shown at Appendix 3. Key budget areas with either a financial risk or
forecast outturn variance are highlighted below:
Key

Trend



Indicates a favourable movement in the month



Indicates an adverse movement in the month

Gloucestershire Hospitals NHS FT
Based on two months of activity data, early indications
suggest some over-performance on emergency inpatients
which is offset by underspends on outpatients. A review of
emergency activity indicates that this is within surgical
specialties, rather than medical, further analysis is underway
to understand the type of activity and whether there is a
trend. In addition, there is over-performance relating to nonPbR drug costs, particularly on Lucentis. A breakeven
position has been forecast within this report but it should be
emphasised that no reliable trend has yet been established
in 2015/16.
Winfield Hospital
Elective activity is below plan with T&O and Spinal
specialties being the main contributors. The provider has
additional consultant staff starting in autumn and the
underspend is not forecast to continue at the current level
throughout the year.
Oxford University Hospitals NHST
Performance in Elective procedures is higher than in the
previous year and there is also increased expenditure on
devices such as CPAP ventilators and insulin pumps.
North Bristol NHS Trust
The 2015/16 contract with the Trust now been agreed.
Based on two months of activity data, Orthopaedic elective
inpatients is showing some under-performance alongside
non-PbR drugs costs. The CCG is working with the lead
commissioner to understand the Trust waiting list both in

Forecast
Over/
(Under)
Spend
£’000


£0






£400k

£361k

£350k
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terms of performance against the Constitution standard and
capacity to deliver. The forecast assumes that activity levels
are recovered to planned levels during the year.
Great Western Hospitals NHSFT
The under-performance relates to inpatient activity in
elective Orthopaedics and non-elective General Medicine.
University Hospitals Bristol NHSFT
A current overspend has been reported based on two
months of activity which primarily relates to increased
expenditure on non-PbR drugs and devices which is being
investigated further.
Royal United Hospital Bath NHSFT
The predicted under-performance wholly relates to non-PbR
drugs and devices costs and trends for this expenditure are
being
reviewed.
Predominantly,
these
were
for
Rheumatology drugs where charges have been below
planned levels in the early part of the year although may be,
potentially, down to delays in invoicing.
Clinical Assessment & Treatment Centre (ISTC)
Current performance can be accommodated within the
contract’s Guaranteed Fixed Value (GFV). However, the
budget was set at a higher level than GFV to reflect potential
activity increases, hence the predicted underspend. It
should be noted that the current ISTC contract comes to an
end at the end of October 2015.
Learning Difficulties
This budget is characterised by low numbers of patients with
each attracting a high cost and, therefore, fluctuations from
the average are noticeable. The current budget is based on
last year’s trends which, to date, have not been replicated in
2015/16 leading to an underspend. Work is in progress to
ascertain whether there is any movement between LD and
CHC.
Continuing Healthcare
The forecast is based on the increasing uptake in personal
health budgets and is being monitored closely, particularly
highlighting any impact on existing continuing care
expenditure.
Running costs
The majority of the current year to date underspend is on
pay due to a slippage on appointment of vacancies.
However, this position is not anticipated to continue
therefore a breakeven forecast has been reported.



£150k


£92.9k


£50k


£200k


£182.5k


£171k

£0
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6.4

QIPP
Forecasts have been based only on information available at the end of June,
Appendix 4 reports the extent of QIPP performance against programme areas whilst
Appendix 5 highlights scheme reports by exception. The overall position shows
slippage in the CCG’s total programme. Additional programmes are currently being
reviewed to bring forward where it is believed that there is opportunity to deliver in
year savings.

6.5

Cash (Appendix 6)
By the end of May, the CCG has drawn down 1.8% 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
£1.133m.

6.6

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 performance stands at 99.25%
invoices paid by value and 97.67% by volume; both being in line with the 95% target.

6.7

Statement of Financial Position (Appendix 8)
The position shown includes the audited opening balances from the 2014/15 Annual
Accounts as a reference point.

6.8

Financial Risk
The following risks may be material to the current financial position:
 Contract Performance
A large number of the CCG’s contracts are variable and there is a risk of over
performance against the contracted value.


Prescribing
The CCG has received prescribing data for April and May that highlights a
potential overspend in this area. In the absence of any central estimate of
forecast prescribing costs, the CCG is currently using historical data to analyse
trends and underlying detail to clarify the robustness of these early indicators.



Better Care Fund performance
Performance under the conditions of the Better Care Fund is being reviewed on
an ongoing basis in order to gauge whether conditions for release of the
Performance Fund have been met (this necessitated a 2% reduction in nonelective admissions when compared with the previous financial year).



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
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ongoing slippage to the programme.


Premises
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 should be invoiced on a quarterly basis and will continue to challenge
any erroneous charges but as yet have not been informed of the anticipated
charge for 2015/16 or received the Q1 invoice.

Recommendations
The Governing Body is asked to
 Note the financial position and the inherent risks outlined within the
attached report.

Appendices:
Ref
1
2
3
4
5
6
7
8

Description
GCCG Dashboard 2015/16
Resource Limit Position
Summary Financial Position
QIPP Programme
QIPP scheme reports by exception
Cash
Better payment practice code
Statement of financial position

Page 41 of 41
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2014-15
Outturn

Principal Delivery Targets

Target

Jul-15

Aug-15

Sep-15 /
Q2

Oct-15

Nov-15

Dec-15 /
Q3

Jan-16

Feb-16

Mar-16 /
Q4

Year /
Quarter to
date

95.0%
93.7%
97.2%
95.0%
99.3%
0
0
0
0
0

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

75.0%
75.3%
64.9%

75.0%

75.0%

75.0%

75.0%

75.0%

75.0%

75.0%

75.0%

75.0%

75.0%

75.0%
65.9%
65.2%

75.0%

75.0%

75.0%

75.0%

75.0%

75.0%

75.0%

75.0%

75.0%

75.0%

95.0%
91.1%
89.7%

95.0%

0
50
0
4
0
179
0
12

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

14

14

14

14

14

14

14

14

14

14

14

9.5

Apr-15

May-15

Jun-15 /
Q1

95.0%
89.4%
95.2%
91.5%
99.8%
0
0
0
0
0

95.0%
92.2%
95.8%
93.5%
99.8%
0
1
0
1
0

75.0%
79.0%

75.0%
75.1%

72.7%
75.0%
68.3%

69.8%
75.0%
66.3%

64.8%
95.0%
92.7%

62.3%
95.0%
91.8%

105

90.2%
0
51
0
4
0
142
0
13

89.8%
0
85
0
10
0
159
0
20

10.9

14
13.2

0

0

0

10

10

10

2.3

5.2

3.0

2.0

95.0%

95.0%

95.0%

97.6%

96.5%

95.9%

5.0%

5.0%

5.0%

0.4%

0.6%

0.7%

Year End
Forecast

Perf.
Measured

Unscheduled Care
Accident & Emergency

E.B.5

E.B.S.5

Target
4-hour A&E target - Percentage of A&E attendances where the patient GRH
spent 4 hours or less in A&E from arrival to transfer, admission or
CGH
discharge
GHNHSFT total
GCS - MIU
Target
GRH
12 hour trolley waits (no A&E attender should wait more than 12 hours
CGH
from the decicision to admit to admission)
GHNHSFT total
GCS - MIU

88.1%
93.3%
90.0%
99.8%
0
0
0
0

0

0

0

0

0

0

0

0

0

0

95.0%
0.00%
0.00%
0.00%
0.00%
0

C

C

Ambulance
E.B.15.i

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.

E.B.15.ii

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.

E.B.16

Cat A 19 min response - The percentage of calls resulting in an
ambulance arriving at the scene of the incident within 19 minutes.

E.B.S.7

Ambulance handover delays - 30 to 60 mins (GHNHSFT)

E.B.S.7

Ambulance handover delays - over 60 mins (GHNHSFT)

E.B.S.8

Clear up delays of over 30 minutes

E.B.S.8

Clear up delays of over 1 hour

Target
SWASFT
Glos only
Target
SWASFT
Glos only
Target
SWASFT
Glos only
Target
Actual
Target
Actual
Target
Actual
Target
Actual

75.2%
66.4%
71.4%
66.4%
93.6%
91.5%
1,038
141
1,201

95.0%

75.0%
0.0%
0.0%
75.0%
0.0%
0.0%
95.0%

0
186
0
18
0
480
0
45

0.0%
0.0%
0
186
0
18
0
480
0
45

11.3

14
11.3

14
11.3

0

0

0

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

C

C

C

Delayed Transfers of Care (DTOC)
Local

Average number of Delayed Transfers of Care for acute patients in the
month

GHNHSFT target
GHNHSFT actual

Local

Reimbursable Days for Acute DTOCs (Attributable to Social Services)

GHNHSFT

Local

Average number of Delayed Transfers of Care for non-acute patients in GCS target
the month
GCS actual

10

10

10

10

10

10

10

10

10

10

10

3.4

3.4

C

M

Harmoni 111
Local

Calls answered within 60 seconds

Local

Calls abandoned after 30 seconds

Local

Calls triaged

Local

% calls referred to ED

Local

Calls warm transferred

Local

Longest wait for an answer

Local

Longest wait for a call back

Target
Actual

90.0

Target
Actual

2.6%

Target
Actual

60.0%

60.0%

60.0%

79%

81.0%

82.2%

81.9%

5%

5%

5%

5.8%

5.1%

4.9%

6.0%

98.0%

98.0%

98.0%

41.3%

34.7%

38.3%

00:01:00

00:01:00

00:01:00

00:05:45

00:10:11

00:07:11

00:10:00

00:10:00

00:10:00

00:16:24

00:30:09

00:06:45

90.0%

90.0%

90.0%

88.6%

90.8%

90.0%

0

0

0

Target
Actual
Target
Actual

55.8%

Target
Actual

-

Target
Actual

-

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

5.0%

5.0%

5.0%

5.0%

5.0%

5.0%

5.0%

5.0%

5.0%

5.0%

5.0%

60.0%

60.0%

60.0%

60.0%

60.0%

60.0%

60.0%

60.0%

60.0%

60.0%

60.0%

5%

5%

5%

5%

5%

5%

5%

5%

5%

5%

5%

5.3%

5.3%

98.0%

98.0%

98.0%

98.0%

98.0%

98.0%

98.0%

98.0%

98.0%

98.0%

98.0%

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

00:10:00

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

90.0%

90.0%

90.0%

90.0%

90.0%

90.0%

90.0%

90.0%

90.0%

90.0%

90.0%

M

Planned Care
Acute Care Referral to Treatment
Target
E.B.1

Percentage of admitted pathways treated with in 18 Weeks
Actual

90.4%

Target
E.B.S.4

0

0

0

0

0

0

0

0

0

0

0

C

Number of completed admitted pathways greater than 52 weeks

Local

Number of specialties where admitted standard was not delivered

E.B.2

Percentage of non - admitted pathways treated within 18 Weeks

Actual

-

6

2

6

Actual

-

8

7

7

95.0%

95.0%

95.0%

95.8%

95.6%

95.2%

0

0

0

Target
Actual
Target
E.B.S.4

0.0%

Number of completed non-admitted pathways greater than 52 weeks

95.4%

0

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%
0.0%

0

0

0

0

0

0

0

0

0

0

0

C
1
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E.B.S.4

2014-15
Outturn

Apr-15

May-15

Jun-15 /
Q1

Actual

-

0

3

3

-

6

4

5

92.0%

92.0%

92.0%

92.1%

92.2%

92.2%

0

0

0

Principal Delivery Targets

Target

Local

Number of specialties where non-admitted standard was not delivered

Actual

Percentage of incomplete Pathways that have waited less than 18
Weeks

Target

E.B.3

Actual

92.0%

Target

Local

Aug-15

Sep-15 /
Q2

Oct-15

Nov-15

Dec-15 /
Q3

Jan-16

Feb-16

Mar-16 /
Q4

Number of completed non-admitted pathways greater than 52 weeks

Unscheduled Care

E.B.S.4

Jul-15

Year /
Quarter to
date

Year End
Forecast

Perf.
Measured
C

0

92.0%

92.0%

92.0%

92.0%

92.0%

92.0%

92.0%

92.0%

92.0%

92.0%

92.0%
0.0%

0

0

0

0

0

0

0

0

0

0

0

64

64

C

Number of incomplete pathways greater than 52 weeks
Number of specialties where incomplete standard was not delivered

Actual

-

20

23

21

Actual

-

8

8

9

0

0

0

0

0

0

0

0

0

0

0

0

0

0

6

6

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

1.0%
464
5.0%

1.0%
568
6.3%

1.0%
365
3.9%

1.0%

1.0%

1.0%

1.0%

1.0%

1.0%

1.0%

1.0%

1.0%

1.0%
1397

1.0%
1397
0.0%

93%

93%

93%

93%

Cancelled Operations
E.B.S.2

Cancelled operations - Number of patients who have had an operation Target
cancelled, on or after the day of admission, for non-clinical reasons that
have not been offered another binding date within 28 days
Actual

-

C
E.B.S.6

Target
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
Actual

-

Diagnostics
E.B.4

Percentage of patients who have waited more than 6 weeks for one of
the 15 key diagnostic tests

Target
Actual breaches
Actual Perf

C

Cancer Waits
E.B.6

E.B.7

Percentage of patients seen within 2 weeks of an urgent GP or GDP
referral for suspected cancer
Percentage of patients seen within 2 weeks of an urgent referral for
breast symptoms where cancer is not initially suspected

Target

93%

93%

Actual breaches

1,290

137

81

Actual Perf

92.0%

90.3%

94.1%

Target
Actual breaches
Actual Perf

E.B.8

E.B.9

E.B.10

E.B.11

E.B.12

E.B.13

Target
Percentage of patients receiving first definitive treatment within 31 days
Actual breaches
of a cancer diagnosis
Actual Perf
Target
Percentage of patients receiving subsequent treatment for cancer within
Actual breaches
31 days where that treatment is surgery
Actual Perf
Target
Percentage of patients receiving subsequent treatment for cancer within
Actual breaches
31 days where that treatment is an Anti-Cancer Drug Regime
Actual Perf
Target
Percentage of patients receiving subsequent treatment for cancer within
Actual breaches
31 days where that treatment is a Radiotherapy Treatment
Actual Perf
Target
Percentage of patients receiving first definitive treatment for cancer
Actual breaches
within 62 days of an urgent GP referral for suspected cancer
Actual Perf
Percentage of patients receiving first definitive treatment for cancer
within 62 days from an NHS Cancer screening service
Percentage of patients receiving first definitive treatment for cancer
within 62 days of a consultant decision to upgrade their priority status

93%

14

4

87.8%

93.9%

97.8%

96%

96%

25

2

3

99.2%

99.2%

98.6%

94%

94%

21

3

2

96.2%

94.5%

96.0%

98%

98%

0

0

0

100.0%

100.0%

100.0%

4
99.6%

94%
0
100.0%
85%

94%
0
100.0%
85%

266

32

29

82.7%

73.6%

71.6%

Target
Actual breaches
Actual Perf

E.B.14

93%
287

90%

90%

18

0

1

93.2%

100.0%

93.8%

Target
Actual breaches
Actual Perf

85%

85%

3

1

--

93.5%

50.0%

93%

93%

93%

93%

93%

93%

93%

93%

218

218

C

0.0%
93%

93%

93%

93%

93%

93%

93%

93%

93%

93%

93%
18

93%
18

C

0.0%
96%

96%

96%

96%

96%

96%

96%

96%

96%

96%

96%
5

96%
5

C

0.0%
94%

94%

94%

94%

94%

94%

94%

94%

94%

94%

94%
5

94%
5

C

0.0%
98%

98%

98%

98%

98%

98%

98%

98%

98%

98%

98%
0

98%
0

C

0.0%
94%

85%

94%

85%

94%

85%

94%

85%

94%

85%

94%

85%

94%

85%

94%

85%

94%

85%

94%

85%

94%
0
85%
61

94%
0
0.0%
85%
61

C

C

0.0%
90%

90%

90%

90%

90%

90%

90%

90%

90%

90%

90%
1

90%
1

C

0.0%
85%

85%

85%

85%

85%

85%

85%

85%

85%

85%

85%
1

85%
1

C

0.0%

Long Term conditions
Local

Proportion of people who have had a stroke who spend at least 90% of
their time in hospital on a stroke unit (GHT Only)

Local

Proportion of people at high risk of Stroke who experience a TIA are
assessed and treated within 24 hours (GHT Only)

Target
Glos
Target
Glos

80.0%
70.6%
60.0%
52.3%

80.0%
82.6%
60.0%
38.1%

80.0%

80.0%

80.0%

80.0%

80.0%

80.0%

80.0%

80.0%

80.0%

80.0%

80.0%

80.0%

60.0%

60.0%

60.0%

60.0%

60.0%

60.0%

60.0%

60.0%

60.0%

60.0%

60.0%

60.0%

66.7%

66.7%

Target
E.A.S.1

C

C

Dementia diagnosis rate (Annual)
Glos

Community Care Referral to Treatment (GLOUCESTERSHIRE only)
Paediatric
Local

Percentage of patients referred to the Paediatric Speech and Language Target
Therapy Service who are treated within 8 Weeks
Actual

Local

Percentage of patients referred to the Paediatric OccupationalTherapy
Service who are treated within 8 Weeks

Local

Percentage of patients referred to the Paediatric Physiotherapy Service Target
who are treated within 8 Weeks

95.0%

95.0%

95.0%

97.9%

96.0%

99.0%

90.0%

95.0%

95.0%

95.0%

99.4%

100.0%

100.0%

100.0%

95.0%

95.0%

95.0%

Target
Actual

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%
95.0%

C

100.0%

95.0%
100.0%

C

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%
95.0%

95.0%
95.0%

95.0%
95.0%

95.0%
95.0%

95.0%

C
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Principal Delivery Targets
Percentage of patients referred to the Paediatric Physiotherapy Service
Local
who areCare
treated within 8 Weeks
Actual
Unscheduled
Adult
Target

Local

Percentage of patients referred to the Adult Speech and Language
Therapy Service who are treated within 8 Weeks

Target

Local

Percentage of patients referred to the Podiatry Service who are treated
within 8 Weeks

Target

Local

Percentage of patients referred to the Adult Occupational Therapy
Service who are treated within 8 Weeks

Target

Actual
Actual

Actual
Percentage of patients referred to the Adult Physiotherapy Service who Target
Local
are treated within 8 Weeks
Actual
Specialist Nurses
Local
Local

Percentage of patients referred to the Parkinson Nursing Service who
are treated within 8 Weeks

2014-15
Outturn

Apr-15

May-15

Jun-15 /
Q1

97.7%

100.0%

100.0%

100.0%
95.0%

Aug-15

95.0%

Sep-15 /
Q2

95.0%

Oct-15

95.0%

Nov-15

95.0%

Dec-15 /
Q3

95.0%

Jan-16

95.0%

Feb-16

95.0%

95.0%

95.0%

91.5%

93.0%

91.0%

99.0%

95.0%
98.0%

95.0%
99.0%

95.0%
99.0%

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

90.3%

95.0%
99.0%

95.0%
84.0%

95.0%
84.0%

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

99.8%

95.0%
93.0%

95.0%
90.0%

95.0%
90.0%

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

96.9%

95.0%
100.0%

95.0%
100.0%

95.0%
100.0%

95.0%

95.0%

95.0%

95.0%

95.0%

99.3%

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

98.0%

100.0%

100.0%

100.0%

Target

Actual
Percentage of patients referred to the Diabetic Nursing Service who are Target
treated within 8 Weeks
Actual

Jul-15

95.0%

Mar-16 /
Q4

95.0%

Year /
Quarter to
date
100.0%
95.0%

Year End
Forecast
100.0%

Perf.
Measured
C

94.3%

95.0%
94.3%

C

95.0%

95.0%
98.7%

95.0%
98.7%

C

95.0%

95.0%

95.0%
89.0%

95.0%
89.0%

C

95.0%

95.0%

95.0%

95.0%
91.0%

95.0%
91.0%

C

95.0%

95.0%

95.0%

95.0%

95.0%
100.0%

95.0%
100.0%

C

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

100.0%

100.0%

95.0%

95.0%

98.0%

98.0%

15.0%

15.0%

C

Mental Health and Learning Disabilities
Adults of Working Age
E.B.S.3

Proportion of those patients on a Care Programme Approach (CPA)
discharged from inpatient care who are followed up within 7 days

Target
Glos

95%

95.0%

97.7%

98.0%

95.0%

95.0%

95.0%

C

Improving Access to Psychological Therapies (IAPT)
E.A.3

E.A.S.2

The proportion of people who have depression and/or anxiety disorders Glos target
who receive psychological therapies
Glos actual
The proportion of people who complete therapy who are moving towards Glos target
recovery
Glos actual

E.H.1_B1

The proportion of people that wait 6 weeks or less from referral to their
1st IAPT treatment appointment against the no. of people who enter
treatment in the reporting period.

E.H.1_B2

The proportion of people that wait 18 weeks or less from referral to their Glos target
1st IAPT treatment appointment against the no. of people who enter
Glos actual
treatment in the reporting period.

15.0%

15.0%

15.0%

C
16.9%

0.0%
50.0%

50.0%

50.0%

50.0%

50.0%

50.0%
C

48.1%

0.0%
50.0%

Glos target
Glos actual

15.0%

52.7%

57.0%

75.1%

75.1%

-

75.1%
0.0%

60.0%

63.0%

72.0%

95.1%

95.1%

-

95.1%
0.0%

Quality
Quality Indicators
E.B.S.1

Eliminate mixed-sexed accommodation breaches at all providers sites

Number of Never Events

GHT
Care Services
2gether
GHT
Care Services
2gether
SWAST
Target

0
0
0
3
0
0
0

0
0
0
0
0
0
90.0%

0
0
0
0
0
0
90.0%

0
0

90.0%

97.0%

97.8%

77.7%

C

C
90.0%

90.0%

90.0%

90.0%

90.0%

90.0%

90.0%

90.0%

90.0%

90.0%

90.0%
C

Percentage of all adult inpatients who have had a VTE risk assessment GHNHSFT
GCS

Cleanliness and HCAIs
Methicillin Resistant Staphylococcus Aureus (MRSA)
E.A.S.4

Glos HC target

0

0

0

0

Glos HC actual

11

2

1

1

GHNHSFT target

0

0

0

0

GHNHSFT actual

10

2

1

0

Glos HC target

162

15

12

12

Glos HC actual

153

15

13

16

GHNHSFT target

52

3

3

3

GHNHSFT actual

37

4

4

0

0

0

0

0

0

0

0

0

0

0

0
C

Number of MRSA infections (Health Community)
4
0

0

0

0

0

0

0

0

0

0

0
C

Number of post 48 hours MRSA infections post 48 hours (Acute Trust)
3

Clostridium Difficile (C.Diff)
E.A.S.5

16

16

8

12

10

9

16

16

157

15

C

Number of total C Diff infections (Health Community)
44
4

4

2

3

2

2

4

3

44
37

4

C

Number of post 48 hour C Diff infections (Acute Trust)
8

8

3
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NHS GLOUCESTERSHIRE CLINICAL COMMISSIONING GROUP
Current Forecast Resource Limit Position as at 30th June 2015 (Month 03)

2015/16
AS AT Month 03 2015/16

2014/15 baseline excl growth

TOTAL

Limit

£000

£000

£000

£000

678,642

678,642

28,774
8,494
11,596
2,300
69,377

28,774
8,494
11,596
2,300
69,377
(8,727)

10,794

799,183

790,456

1,622
1,430

1,622
7,425
1,430

1,622
7,425
1,430

7,425

3,052

10,477

10,477

795,814

13,846

809,660

800,933

28,774
8,494
11,596
2,300
69,377

Last month total
Adjustments in month
GPIT
Co-commissioning Premises
Non recurrent adjustment

Adjustments actioned in month

TOTAL NATIONALLY REPORTED LIMIT

NR

678,642

Growth
B/f surplus
BCF
ETO Funding
Co -Commissioning
Adj for max cash drawdown limit

Cash

R

788,389

7,425
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NHS GLOUCESTERSHIRE CLINICAL COMMISSIONING GROUP
Summary Financial Position
Overall financial position as at 30th June 2015 (Month 03)

Budget
£000

Year to Date
Actual (Under)/Over
spend
£000

£000

Annual
Budget

Forecast Outturn
Forecast (Under)/Over
Outturn
spend

£000

£000

£000

Acute services
Acute contracts -NHS (includes Ambulance services)
Acute contracts - Other providers
Acute - NCAs
Pass-through payments

87,432
2,856
1,659

85,759
3,896
1,659

(1,673)
1,040

342,129
11,424
6,644

341,938
10,730
6,644

(191)
(694)

Sub-total Acute services

91,947

91,314

(633)

360,197

359,312

(885)

Mental Health Services
MH contracts - NHS
MH contracts - Other providers

19,070
742

19,142
689

72
(53)

76,280
3,119

76,329
2,951

49
(168)

Sub-total MH services

19,812

19,831

19

79,399

79,280

(119)

Community Health Services
CH Contracts - NHS
CH Contracts - Other providers
CH - Other

21,436
(1,069)

21,436
(1,073)

(4)

85,744
(4,277)

85,744
(4,277)

Sub-total Community services

20,367

20,363

(4)

81,467

81,467

Continuing Care Services
Continuing Care Services (All Care Groups)
Local Authority / Joint Services
Free Nursing Care

6,530
1,003
2,379

5,998
706
2,352

(532)
(297)
(27)

22,660
4,010
9,515

22,829
4,010
9,481

(34)

Sub-total Continuing Care services

9,912

9,056

(856)

36,185

36,320

135

Primary Care services
Prescribing
Primary Care including Enhanced services
Other

22,825
22,335
666

22,883
22,201
627

58
(134)
(39)

91,301
90,500
2,663

91,301
83,514
9,557

(6,986)
6,894

Sub-total Primary Care services

45,826

45,711

(115)

184,464

184,372

(92)

Other Programme services
Re-ablement funding
Other

523
6,024

524
6,018

1
(6)

2,093
24,026

2,093
24,016

(10)

Sub-total Other Programme services

6,547

6,542

(5)

26,119

26,109

(10)

194,411 192,817

(1,594)

767,831

766,860

(971)

4,620

1,824

20,995

21,966

971

197,207 197,437

230

788,826

788,826

Total - Commissioned services
Specific Commissioning Reserves
(Incl development budgets, headroom and contingency)
Total - Programme Costs (excl Surplus)

2,796

Running Costs (incl reserves)

3,383

3,153

(230)

13,534

13,534

Total - Programme Costs (excl Surplus)

3,383

3,153

(230)

13,534

13,534

Surplus

1,825

(1,825)

7,300

(1,825)

809,660

Total Application of Funds

202,415 200,590

169

(7,300)

802,360

(7,300)

NHS GLOUCESTERSHIRE CLINICAL COMMISSIONING GROUP

Appendix 4

QIPP Programme 2015/16

Urgent Care
Planned Care
Community
Prescribing
Transactional

Planned
Gross
Savings
2015/16
£'000
7,433
2,910
1,200
4,070
1,430

Grand Total

17,043

Theme

Additional Schemes
Additional QIPP / Slippage /
Contingent resources / Application
of QIPP rule

Grand Total

17,043

Forecast
£'000

Variance
£'000

Theme
RAG

Savings
RAG

Recurrent
/ Trend
RAG

6,888
2,860
700
4,070
1,130

(545)
(50)
(500)
0
(300)

A
A
A
G
G

A
A
A
G
A

A
A
A
A
A

15,648

(1,395)

1,395

1,395

n/a

n/a

n/a

17,043

0

The report provides information on QIPP schemes by exception (i.e. only those schemes at risk of slippage).

Appendix 5

Urgent Care Schemes
Project

Respiratory Pathways

Scheme being re-scoped to align with Ambulatory Emergency Care delivery.
Project

Integrated Community Teams (ICT)

The Rapid Response service is now available across the County. In 2014/2015 1,282 cases were managed and completed by the strengthened ICT
functionalities. The CCG are currently in the process of finalising service and financial arrangements for Rapid Response so that transition and service
management into business as usual arrangements can take place.
Project

Older People’s Assessment Liaison (OPAL)

OPAL service currently available at Gloucestershire Royal Hospital (GRH) and Cheltenham General Hospital (CGH) with the Frailty Assessment Unit
working alongside OPAL. The successful recruitment of a clinical nurse specialist has taken place. A business case for future commissioning anticipated
in July 2015.
Project
Integrated Discharge Team (IDT)
A review of the IDT service has taken place which has informed the development of a new IDT service specification; which is currently being signed off
by Gloucestershire Care Services (GCS) and Gloucestershire Hospitals NHS Foundation Trust (GHFT). Recruitment is taking place and workshops are
being organised for all staff to cover aspects including leadership.
Project
Ambulatory Emergency Care (AEC)
The new AEC Business Case proposal has been signed off and approved by GCCG and GHFT, which includes a revised medical model to cover 14 hour
days 5 days per week.
Pathways for group 1 have been completed with pathway groups 3 & 4 reforecast for delivery in 2016/17
Project
Mental Health Liaison
Awaiting implementation plans from 2g. Recruitment is underway and new staff for 24 hour coverage and lowered age range (>12) should be in place
by August 2015.
Project
Community Hospitals
The Community Hospital Development Group (CHDG) set up to oversee the planning stage of the project was replaced at the end of April by the
Transforming Community Hospitals Group (TCHG). This group will provide overall direction and ongoing strategic development for Community
Hospitals.
Project

Maternity Triage

The maternity triage project will pilot basing a midwife in the SWAST clinical hub in Bristol to try and reduce unnecessary call outs; this will commence
in July 2015. A perinatal mental health seminar in conjunction with West of England Science Network has taken place to launch service improvement
work around this area. The Midwifery Partnership Teams service is running in areas of Gloucester City to support vulnerable women.

Project

Signposting

The signposting scheme will ensure effective use of NHS 111, the Directory of Services (DoS) and Single Point of Clinical Access (SPCA) to ensure
patients are sent to the most appropriate services aiming to reduce ED attendance and admissions.
Project

Single Point of Clinical Access (SPCA)

The SPCA Project Group has been established and the marketing campaign has been launched. A new service specification has been approved by GCS.
The proposed caseload review process has been agreed.
Project

Falls and Bone Health

Plan on a page has been produced in conjunction with graphic design team and approved by MSK Project Board. Outline business case produced
looking at costs and potential savings from an enhanced falls assessment service. Service model also produced.
Response prepared for NHS England in relation to falls in care homes and the ambulance service as part of a return around resilience planning.
Meeting held with joint commissioner to scope out timetable for a protocol to be established for falls prevention training for care home staff.

Planned Care Schemes
Project

Respiratory pathways

Pilot of patient management plan to support bronchiectasis pathway went live on 8th June 2015. Further discussions regarding pathway to take
place. Business case for additional community physiotherapy capacity awaited pending bed day data being received from GHFT. Plans to implement
Personalised Asthma Action Plans are in development and there is an intention to review Sleep Apnoea service in the Autumn.
Project

Care Pathways

Change Request Form for a delay in ‘go-live’ went to Board on 19th May for approval. Gaining local pathway information from providers has been an
issue even though project manager continues to liaise and chase.
Project

Diabetes Enhanced Service

Total number of practices signed up to the second phase of service redesign is still 76 out of 84 practices. GHT referral forms sent to practices.
Repatriation process agreed and underway. Further work streams to be developed for Diabetes Information prescriptions on practice systems and
another project group to be set up to take forward recommendations of Footcare Peer Review Board (13th/14th April).

Project
Eye Health
Project initiation for the next phase of work has been agreed by the CPG with a few minor changes. Presentation to Gloucestershire LOC was well
Presentation to CCG Board on patient engagement was well received. Posters, Leaflets and Banners for national glaucoma week have been sent out to
pharmacies, GPs, voluntary sector organisations, social care and community optometrists. Information bus going to Lydney, Gloucester, Cirencester,
Cheltenham and Stroud, with good support from voluntary sector organisations. Website on how to use Eye Drops has been developed and has been
shared with voluntary sector and GPs.
Project

Musculoskeletal (MSK)

The Physio workshop and recommendations report have been completed and circulated to all. The Pain Workshop took place on Tue 9th June. Follow
up meetings outlined in the Rheumatology Recommendations Report have been set up and most initial meetings for work streams identified have now
taken place.
Orthopaedics workshop and recommendations report have been completed. It has been indicated during workshops that further work is required on
thresholds and pathways before they are ready for use. The evaluation of interface services and discussions around savings with contracts
team/finance will now take place after the workshops have been completed to ensure that an equitable service is developed.
Project

Follow Ups

GCCG have agreed to three specialities for 15/16: Dermatology, Neurology and Paediatrics. Awaiting confirmation from GHFT that these schemes will
be taken forward in 15/16.
Project

Individual Funding Reviews (IFR)

Policy review of general surgery, aesthetic surgery, and ENT reaching completion. Policies have been through clinical review process and have been
reviewed by the Effective Clinical Commissioning Policies Group. Consultation has taken place with GPs and GHNHST on the draft policies. A paper
was sent to the 18th June IGQC to present the draft policies for sign off. Full year reviews of INNF and PA compliance have been produced and will be
sent to providers to show progress in year and areas where further action is required. This will highlight areas of non-compliance in Quarter 4, but
there will be no associated financial challenge as year-end settlements have been reached. A brief evaluation of the 2014/15 scheme has been drafted
as part of the process of closing off the 2014/15 scheme. Revised reports for the INNF and PA assurance process have been produced ready to begin
the monthly challenge process from mid-June.

Community Schemes
Project

Rehabilitation

Business case in development by ATTAIN to ascertain whether community stroke rehab pathways are an option and will be piloted in Cirencester.

Project

Learning Disability (LD) Joint Funding

A new Tool price to be agreed for LD residential care in order to negotiate the remaining 38 placements and is currently under negotiation with the
Gloucestershire Care Providers Association (GCPA).
Joint Funding project previously in the BCF has been fully cut for 2015/16. This may cause issues for the assignment of support planners to assist but
impacts currently being explored.
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NHS GLOUCESTERSHIRE CLINICAL COMMISSIONING GROUP
Cash Performance Indicators
As at 30th June 2015 (Month 03)

Actual/Forecast Charges in Month

Month
April
May
June
July
August
September
October
November
December
January
February
March

Status
Act
Act
Act
F'cast
F'cast
F'cast
F'cast
F'cast
F'cast
F'cast
F'cast
F'cast

Drawn Prescribing Home Oxygen
£000
£000
£000
70,000
6,364
82
50,000
7,149
89
51,000
6,887
91
60,000
6,800
87
46,000
6,800
87
48,000
6,800
87
50,812
6,800
87
50,812
6,800
87
50,812
6,800
87
50,812
6,800
87
50,812
6,800
87
50,812
6,800
87

Advance
CHC Risk
Drugs
co
pool
Capital
TOTAL
Payments Commissioning contribution Allocation MONTH TOTAL YTD
£000
£000
£000
80
6,244
82,770
82,770
(107)
9,169
66,300
149,070
93
6,385
1,154
65,610
214,680
7,266
74,153
288,833
7,266
60,153
348,987
7,266
62,153
411,140
7,266
64,966
476,106
7,266
64,966
541,071
7,266
64,966
606,037
7,266
64,966
671,002
7,266
64,966
735,968
7,266
64,966
800,933

CASH LIMIT
1/12ths
£000
66,744
133,489
200,233
266,978
333,722
400,467
467,211
533,955
600,700
667,444
734,189
800,933

CASH AT
MONTH % CASH LIMIT Bal/Cash
END
DRAWDOWN
Limit
£000
%
%
1,460
10.33%
0.18%
2,429
18.61%
0.30%
1,133
26.80%
0.14%
36.06%
0.00%
43.57%
0.00%
51.33%
0.00%
59.44%
0.00%
67.56%
0.00%
75.67%
0.00%
83.78%
0.00%
91.89%
0.00%
100.00%
0.00%

Proportion of Cash Limit Utilised
Actual and Forecast
900000
800000
700000

£'000

600000
500000
400000
Cash used YTD

300000

Cash Limit

200000
100000

Overview of current position

At the end of June £214m had been drawn down (26.8%) of the anticipated cash limit against 25% on a straight line basis for May.

March

February

January

December

November

October

September

August

July

June

May

April

0
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NHS GLOUCESTERSHIRE CLINICAL COMMISSIONING GROUP
Performance against better payment practice code
As at 30th June 2015 (Month 03)
In Month
NHS
Non NHS

Year to Date
NHS
Non NHS

By volume
Total number of invoices
Number paid within target
Performance

201
201
100.00%

706
695
98.44%

769
769
100.00%

1,935
1,890
97.67%

By value
Total value of invoices (£'M)
Value paid within target (£'M)
Performance

42.91
42.91
100.00%

4.25
4.21
99.06%

132.82
132.82
100.00%

11.98
11.89
99.25%

The target performance level is 95%

%age Performance by value
100%
95%
90%
85%
80%

75%
70%
Apr

May

Jun

Jul

Aug
NHS
NHS

Sep
Non-NHS
Non-NHS

Oct

Nov

Dec

Jan

Feb

Mar

Jan

Feb

Mar

Target
Performance
Target Performance

%age Performance by volume
100%

95%
90%
85%
80%
75%

70%
Apr

May

Jun

Jul

Aug
NHS
NHS

Sep
Non
NonNHS
NHS

Oct

Nov

Target
Performance
Target Performance

Dec
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NHS GLOUCESTERSHIRE CLINICAL COMMISSIONING GROUP
Statement of Financial Position
As at 30th June 2015 (Month 03)

Opening
Position as at
31 March 2015
Non-current assets:
Premises, Plant, Fixtures & Fittings
IM&T
Other
Long Term Receivables
Total non-current assets

Current
Month end
Position
£000
188

Forecast
Position as at
31 March 2016
£000

188

175
0
0
0
175

143
0
0
0
143

Current assets:
Inventories
Trade and other receivables
Cash and cash equivalents
Total current assets

6,150
104
6,254

0
32,801
1,133
33,934

0
6,000
1
6,001

Total assets

6,442

34,109

6,144

(40,361)
(863)

(40,000)
0
0
(40,000)

Current liabilities
Payables
Provisions
Borrowings
Total current liabilities

(41,224)

(55,092)
(863)
0
(55,955)

Non-current assets plus/less net current assets/liabilities

(34,782)

(21,846)

(33,856)

0
0
0
0
0

0
0
0
0
0

(34,782)

(21,846)

(33,856)

(34,782)

(21,846)

(33,856)

(34,782)

(21,846)

(33,856)

Non-current liabilities
Trade and other payables
Other Liabilities
Provisions
Borrowings
Total non-current liabilities
Total Assets Employed:
Financed by taxpayers' equity:
General fund
Revaluation reserve
Other reserves
Total taxpayers' equity:

Agenda Item 14
Governing Body
Governing Body
Meeting Date
Title
Executive Summary

Key Issues

Thursday 30th July 2015
Refresh of the Information Management and
Technology (IM&T) Strategy
This document outlines the refresh of the IM&T
strategy to enable delivery of the CCG’s
objectives. The strategy has been split into four
themes:
- Commissioning enablement
- Records access and sharing
- Patient/citizen empowerment
- Enabling infrastructure
The document reflects feedback from a number
of sources and includes some updates relating to
national changes.
IM&T is crucial to the successful delivery of the
CCG’s strategic objectives.
Successful delivery of the IM&T strategy is very
dependent on the alignment of the CCG’s
strategy with that of its providers, NHS England
and also the local authority.
The National
Information Board published a paper in the
autumn of 2015 outlining some key dates for the
NHS:
• From March 2018 all individuals will be
enabled to view their care records and to
record
their
own
comments
and
preferences on their record;
• All patient and care records will be digital,
real-time and interoperable by 2020;
• By 2018, clinicians in primary, urgent and
emergency care and other key transitions
of care contexts will be operating without
needing to use paper records.
Page 1 of 3

The National Information Board (NIB) is currently
consulting on eight roadmaps and CCGs will
need to publish their local roadmaps by April
2016. The CCG will be working through the final
roadmaps and looking at how Gloucestershire’s
roadmap should develop. It is anticipated that
this work will be led by the County Wide IM&T
Steering Group which has representation from
the main providers and the County Council.
Funding and technical resource availability of
initiatives will be a limiting factor in progressing
the strategy. Prioritisation of schemes will need
to be undertaken, particularly once the
implications of the NIB roadmaps have been
worked through.

Risk Issues:
Original Risk
Residual Risk

The CCG is working with partner organisations
within Gloucestershire to try to align relevant
programmes of work.
Lack of alignment of strategy with partner and
provider organisations.
Lack of available funding and technical resource
within both the CCG, partners and providers to
deliver IM&T initiatives

Financial Impact
Legal Issues
(including NHS
Constitution)
Impact on Health
Inequalities
Impact on Equality
and Diversity
Impact on Sustainable
Development

3 * 4 = 12
3 * 4 = 12
Each project will be costed and prioritised by the
CCG to determine whether to take forward.
Any legal issues will be addressed within
individual projects.
Equality impact assessments will be undertaken
for each project.
None
Move towards a paperless system and to more
remote access should impact on the use of
resources in a sustainable manner.
Page 2 of 3

Patient and Public
Involvement
Recommendation
Author
Designation
Sponsoring Director
(if not author)

Patient and public involvement takes place within
each project.
The CCG Governing Body is asked to approve
the refreshed strategy.
Cath Leech
Chief Financial Officer
Not applicable.
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1) EXECUTIVE SUMMARY
IM&T is acknowledged to be fundamental to achieving the strategic goals of the CCG:



As commissioning organisations – what information, tools and technologies do those working
to support the commissioning process require?
As agents of change across the whole healthcare system – where can the CCG facilitate
service transformation through the deployment of IM&T

Our Joining Up Your Care 5 year strategy highlights priority areas such as supporting prevention and
self‐care, a consistent primary care offer, integrated care and evidence‐based decision‐making
which each have a strong dependence on appropriate use of information and IT.
Gloucestershire’s vision for IM&T is that widespread exploitation of information and IT is essential
to achieve the CCGs’ goals, through:







Enabling transformation of care pathways and services focusing on the seamless integration
of services along the care pathway
Empowering patients and the public to take greater responsibility for their health and
healthcare
Supporting new models of delivery within primary care particularly regarding their role as
part of the out of hospital care system
Improving whole‐system care service efficiency, effectiveness and safety – right information,
right place, right time;
Supporting commissioning decision‐making;
Ensuring confidential information is held securely and shared on a need to know basis.

The 2013 IM&T Strategy for the CCG developed a framework within which all IM&T developments
are considered. It covers:





Commissioning enablement;
Records access and sharing;
Patient / citizen empowerment;
Enabling infrastructure.

A great deal is underway or is being planned, locally, which is relevant to the vision and goals set
out above, covering most aspects of the framework ‐ although there are gaps. The main report
describes the framework and the relevant initiatives, and highlights some of the areas where
further developments are needed to achieve the IM&T vision. The gaps and opportunities of
current programmes of work are outlined in more detail in Appendix D.
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This represents a substantial programme of work. The Countywide IM&T Steering Group, together
with the Primary Care IM&T Group, has undertaken an initial prioritisation exercise, to determine
the relative importance and the likely time (and resources) needed to develop the required
outcomes. For example, initiatives requiring less effort (hence able to be achieved in the short to
medium term) include patient online access to GP systems (for booking, repeat prescription, and
records access), rollout of EPSr2 and enhancements to intranets and websites. Strategic
developments which will take longer, require greater effort or resources include integration /
records interoperability, clinical information tools with pathways and guidance integrated with GP
clinical systems and patient access to all clinical records. The main report contains an outline of key
initiatives which are the priority over the next 6 to 12 months (section 7) however a more detailed
roadmap of short, medium and longer‐term developments are outlined in Appendix E; this
roadmap will be further developed over the next nine to twelve months.
The main report also identifies the governance to manage the delivery of the programme and the
key activities required to take the strategy forward in Sections 8 and 9.
The National Information Board has recently published Implementing ‘Personalised Health and Care
2020’ which describes priority areas for NIB work streams and programmes that will be carried out
to support delivery of Five Year Forward View, they have also published a number of road maps for
consultation, “Plans to improve digital services for the health and care sector”. The CCG’s overall
strategy will be updated for any changes needed once final documents have been published and
will produce local roadmaps to underpin the strategy to support the introduction of fully
interoperable digital health records.
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2) INTRODUCTION & BACKGROUND
The purpose of this document is to build on the current IM&T Strategy for Gloucestershire Clinical
Commissioning Group’s (GCCG) and ensure it incorporates the CCG’s vision and high level plans for
information management and technology (IM&T) in order to achieve its goals over the next 3 to 5
years, both as;



A commissioning organisation – what information, tools and technologies do those working
to support the commissioning process require?
An agent of change across the whole health and social care system – where can GCCG
facilitate service transformation through the deployment of IM&T, working with the wider
health economy, its partners and stakeholders?

This strategy is NOT seeking to determine IM&T plans and priorities for health and social care
providers. It touches on only those aspects which have cross‐organisational implications, where the
CCG can “hold the ring”, or where the CCG has particular responsibilities, e.g. in relation to GP IT
Services. The CCG has delegated responsibility to manage GP IT services on behalf of NHS England
and these responsibilities are outlined in “Securing excellence in GP IT Services, Operating Model,
2nd edition”, NHS England, April 2014 (A brief description is set out in Appendix B).
IM&T has a broad definition, covering data, information, intelligence, knowledge, systems, IT /
digital technologies, supporting skills and services. This report does not go into any single issue in
depth. It aims to convey the breadth of issues and highlight priority areas for further development,
including national priorities and projects. The recent report from NHS England’s National
Information Board (NIB)1 (see Appendix C) reinforces the need to address many of the issues raised
in this report, and is consistent with the plans outlined.
A draft of the IM&T strategy was developed in June 2013, and was widely discussed and consulted
upon. This summary report has been updated to reflect the development of GCCG’s priorities and
plans since then.
Inevitably, this document contains many acronyms. These are expanded upon in the glossary
(Appendix A).

1

Personalised Health and Care 2020. Using Data and Technology to Transform Outcomes for Patients and Citizens. A Framework for Action,
November 2014
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3) IM&T – A CRITICAL ENABLER
The importance of IM&T as a critical enabler for developing commissioning and for service
transformation is illustrated in the following table, which highlights the CCG’s dependence on IM&T
by identifying IM&T requirements / opportunities in relation to the main themes in GCCG’s 5‐year
Strategic Plan, Joining Up Your Care.

GCCG Strategic Themes

IM&T Requirements / Opportunities

Enhanced primary care both in and Adopting new ways of working in primary care utilising new
out of hours Primary care at scale, technologies. Sharing clinical records and care plans with
broader range of services, efficiencies clinicians where appropriate, in primary and urgent care
services with the aim of keeping patients in their homes and
avoiding unnecessary admissions. Using technology to
enable more flexible working across and within practices.
Prevention and Self Care. Help people
and communities to help themselves
via
the
Healthy
Individuals
Programme

Exploit assistive technology and e‐communications for
education, signposting and support, wherever appropriate.
Ensuring new datasets from assistive technologies are
defined and shared with the clinical record in primary care.

Joined up patient‐centred care;
Seamless integration of services
around the patient along the care
pathway; Locality based integrated
health and social care community
teams

Access to shared records, care plans, assessments – amongst
primary care, community teams, social care, acute care;
Shared care plans especially for patients with complex needs
/ End of Life (EoL) care

Streamline urgent care pathways, Information sharing between 111, Out of Hours (OOHs),
fewer emergency admissions
ambulance service, GP, A&E & mental health services;
Identify patients at high‐risk of avoidable A&E visits and
urgent admissions using improved system‐wide Business
Intelligence (BI) tools
Acute hospital admission avoidance / Information / decision support tool to identify patients most
admission; Care closer to home
at risk of hospital admission; Information sharing amongst
urgent care partners (see above); Assistive technology to
support patients at home
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Engagement
with
public
re Public communications programme to exploit e‐
appropriate use of NHS‐funded communications wherever appropriate including signposting
services, resources and public health and patient education and self‐care
campaigns
Reduce delayed transfers of care, Timely, efficient communications amongst those involved in
allowing people to return home from a patients care before and after discharge
hospital in a timely manner
Improvement in performance re NHS
Constitution pledges, outcomes,
quality, national and local targets;
Tracking progress on QIPP; Informed
decision‐making

Utilising BI to monitor key indicators, including outcomes
framework, patient experience feedback, quality indicators;
Financial reporting; Identify warranted and unwarranted
variations in performance

Outcome based contracts

Analysis and monitoring of performance and outcomes along
the whole care pathway

Streamline planned care pathways, Decision support tools to ensure referrals comply with best
fewer outpatient referrals
practice and guidance
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4) OUR AMBITIONS OVER THE NEXT 5 YEARS
Our ambitions have been outlined in “Joining up your Care (2014‐1019)” and include:





People are provided with support to enable them to take more control of their own health
and wellbeing. Those that are particularly vulnerable will benefit from additional support;
People are provided with more support in their homes and local communities where safe
and appropriate to do so, thus moving away from the traditional focus on hospital‐based
care; and
When people need care that can only be provided in a hospital setting, it is delivered in a
timely and effective way.

This vision and ambitions are illustrated in the following diagram:
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5) OUR IM&T VISION
Information technology will be a critical enabler of service change and improvement in
Gloucestershire’s health and social care system and will help deliver the ambitions outlined above
by aiming to realise the following goals over the next few years:










The information on a patient/client needed to support their care will be available when and
where it is needed by any authorised member of the clinical / social care professional team
caring for that person;
Patients and their carers will be empowered to take greater responsibility for their own
health, through access to information, access to their own patient records and use of
various technology‐based support tools;
Home‐based and community‐based clinical care and monitoring will be enabled by remote /
mobile technology that reduces the need for physical attendance at a formal care setting, or
for the clinician to visit the home;
Commissioning decision‐making will be informed and evidence‐based, supported through
the systematic management of knowledge, including the use of timely, high quality
information and analytical tools;
Patients and clinicians will be aware of and confident in the security and access controls
applied in the management of any integrated care record, with clear opt‐out and consent‐
to‐view steps in place.

What will be different in 5 years’ time: Three Perspectives
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6) STRATEGIC FRAM
MEWORK
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Appendix D. The tablee
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he current status
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Care prograamme.
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7) MOVING FORWARD
Understanding What Is Already Available
Significant progress has already been made in Gloucestershire across each of the four headings of
the strategic framework. A detailed description of progress against each of the key areas of the
framework has been outlined in Appendix D. However, the process of updating the strategy has
also highlighted that a key part of the challenge in moving forward will be to ensure that there is a
much greater awareness and understanding of the potential of the IM&T systems, infrastructure
and services that are already in place. It is therefore recommended that an updated Catalogue of
Informatics Tools & Resources is collated, in conjunction with the CSU, documenting what is already
available to support the service transformation agenda. The catalogue should include details of all
existing systems and services; their purpose, the benefits they are delivering, opportunities they
afford, issues to be addressed and costs. The programme of IT enablement projects will need to be
prioritised and timescales for delivery adjusted to ensure affordability.
The key gaps and
opportunities have been review and a draft list of priorities for 2015 ‐2018 has been included in
Appendix E. These include key initiatives outlined below.
Key Existing Initiatives
Joining Up Your Information – This programme encompasses sharing clinical information to
clinicians who need the information in order to treat the patient. This includes a shared record
solution as well as the electronic sharing of clinical documentation. Requirements for an
integration solution which provides one integrated view of the clinical record have been gathered
from key stakeholders both within the CCG and across provider organisations. It is important to
ensure that the requirements for a shared record are fully defined by all members of the local
health and care community and are aligned with GCCG’s transformation priorities. The
requirements for the integration solution will be reviewed by a wide range of clinicians, care
professionals and also CCG transformation leads and other stakeholders prior to going through
approval processes. The business case (covering governance, health & social care sign‐up,
objectives & development priorities, benefits, technical developments & options, support
arrangements & costs)‐ to support the procurement and implementation of a solution to meet
these priorities is being prepared with the aim of going to procurement.
Mobile working ‐ further exploitation of the broad range of opportunities afforded by the existing
shared network infrastructure between the provider organisations and primary care should be seen
as an early priority. These include;
 Information & Record Sharing – e.g. supporting primary care transformation – cross‐practice
working & record sharing
 Savings & Efficiency – e.g. GP IP Telephony to reduce costs & improve services
 New ways of working – e.g. Wi‐Fi in practices, videoconferencing to support e‐Consultations &
improve cross‐organisational working
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A review of how Gloucestershire could have a shared network which would allow clinicians to work
out of any NHS or Local Authority site in the county should be undertaken. This, together with a
review of Wi‐Fi, single sign on and use of tablets and laptops would enable the CCG to develop a
mobile working strategy; this will allow an assessment of the cost benefit analysis to be undertaken.
This would allow clinicians to access real time clinical information, given appropriate consent,
whenever and wherever required.
Decision support tools – Support for the clinician and the patient to make decisions on treatment
and care is a recurring theme throughout the initiatives identified as part of “Joining Up Your Care”.
These include care pathways, clinical pathways, signposting apps, remote monitoring and telecare
devices, prescribing support tools, patient access to their record etc. Multiple tools are either being
reviewed with the intention of implementing, have been implemented and are being evaluated.
Each of these initiatives are aligned with CCG transformation programmes and many of these
projects input into multiple transformation programmes or projects. It is key that these initiatives
are identified in each Clinical Programme as well as the cross cutting programmes and that these
programmes are updated with the outcomes and benefits post implementation.
Framing the IM&T Programme – Key Principles
The IM&T Strategy will need to ensure that;








Developments across each of the four headings of the strategic framework are prioritised,
planned, resourced and controlled through a single structured IM&T Programme, with
initiatives being managed in accordance with the governance arrangements described in section
8 below. Any new proposals for IM&T developments, impacting more than one organisation,
should be subject to approval by the Countywide IM&T Steering Group, and if they proceed,
should be managed as part of the Programme. The programme board will ensure that the
whole programme is affordable and offers value for money.
There will be clear and explicit links between the IM&T Programme and the service priorities
and plans described in the GCCG 5 Year Strategy & Plan, with the objectives and benefits
associated with IM&T initiatives being framed in terms of how they contribute to the
achievement of the CCG’s goals. This will require greater input from GCCG service
transformation leads in terms of shaping the IM&T programme and any future refresh of the
strategy, and their involvement in defining key projects. Similarly IM&T input should be sought
at the early stages of shaping service transformation plans to ensure that IM&T opportunities
are fully exploited,
End‐user awareness, training, change management and sufficient ongoing support for new ways
of working should be seen as fundamental to the success of any project / change programme,
Plans for major resource commitments are based on appraisal of the evidence for benefits and
robust business cases,
There is meaningful ongoing engagement with relevant internal and external stakeholders,
including sign‐up by all stakeholders to ensure that national IM&T priorities and targets are met
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locally (e.g. patient accesses to electronic records, submission of data to SCR and EPS), and that
the benefits of key local initiatives, such as access to shared records, are not diminished through
data not being available from all providers and practices.

8) GOVERNANCE
Programme Governance and Management
The delivery of the cross organisational elements within the IM&T Strategy is overseen by the
Countywide IM&T Steering Group. This group will ensure that both internal and external
stakeholders are engaged with the CCG’s IM&T agenda, by continuing to involve them in the
process of IM&T Strategy and Programme prioritisation and development, and ensuring their
involvement in the planning and implementation of relevant projects. This will be achieved by
including representatives from each stakeholder organisation on the group. In addition, primary
care stakeholders will input via the Primary Care IM&T Group, with clinical and IM&T
representation. Delivery of those elements that relate to only to GCCG are overseen directly by the
CCG Executive team reporting into the Governing Body. GCCG has appointed a Chief Clinical
Information Officer (CCIO) to lead on the further development of the IM&T Strategy and
Programme Plans, to identify opportunities for IM&T to support and transform clinical processes, to
ensure that plans are clinically sound, and to engage with clinical colleagues over their
implementation.
The SRO and CCIO will ensure that IM&T is a cross‐cutting theme through all GCCG plans. For some
GCCG initiatives, this will require a shift in the perception of the role of IM&T from “infrastructure”
to an enabler of strategic change, involved in shaping service transformation plans from an early
stage.
The SRO and CCIO will act as the interface on strategic IM&T matters between the CCG and other
organisations. In relation to the commissioning support unit, the SRO will ensure commissioning
support unit services meet SLA service standards and continue to meet operational requirements,
and that IM&T plans and priorities are reviewed with the commissioning support unit to enable
them to respond with ideas and proposals, including new opportunities for innovation.
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The structure is outlined below:

Information Governance (IG)
Extending the sharing of electronic records in line with GCCG’s IM&T vision is dependent on the
further development and agreement of information sharing protocols, and on effective
engagement with stakeholder organisations, clinicians and the public in relation to IG issues. The
Gloucestershire Information Governance Steering Group (GIGSG) is responsible for agreeing and
maintaining a common information sharing framework to ensure that all local data / record sharing
developments comply with NHS IG requirements. GIGSG includes IG Managers and Caldicott
Guardians representing all key stakeholder organisations, and links with the GCCG Countywide
IM&T Steering Group. The programme is also supported by the Integrated Governance and Quality
Committee.

15 | P a g e

9) NEXT STEPS
Key activities to move forward this refreshed IM&T Strategy include;








Strategy & Planning ‐ Countywide IM&T Steering Group review refreshed IM&T Strategy
report to confirm alignment with service priorities, further developing if required. Review
identified IM&T priorities. Commission preparation of detailed Programme Plans – what,
when, how & how much.
Resources – Undertake a baseline stocktake of current budgets / resource commitments.
Identify capital and revenue resource requirements from Programme Plans. Confirm
available funding and possible sources of additional funding. Align required and available
resources.
Awareness & Consultation – Countywide IM&T Steering Group establish effective
communication about the strategy and key elements of the programme, both within the
CCG, with external stakeholders and with patients and the public, in partnership with the
Communications & Engagement lead.
Mainstreaming IM&T ‐ Strengthen links between the IM&T programme and GCCG's plans
for service transformation ‐ such that the end‐state vision combines explicit statements
about new ways of working with plans for the technology that underpins them.
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APPENDICES
APPENDIX A: GLOSSARY
2G
3G
A&E
ACG
AHSN

BCF
BI
BYOD
Caldicott
Guardians

CCG
CCIO
COIN
COPD
CSU
DES

DS
DXS
ED
EMIS Web

EoLC
EPS(r2)
FAQ
GMS
GP
GP COIN
GP2GP
GPIT
GPSoC
ICT
IG
IGSG
IGQC
IM&T
INPS
IPIL
IT
KM
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2gether NHS Foundation Trust
3rd Generation Mobile Communications Technology
Accident & Emergency Department
Adjusted Clinical Groups (tool for risk stratification /
predictive modelling)
Academic Health Science Network

LTC
MIU
MSK
N3

Long‐term Condition
Minor Injuries Unit
Musculoskeletal
NHS secure broadband service

NHSmail

Better Care Fund
Business Intelligence
Bring Your Own Device
Senior person in all NHS & Local Authority Social
Service organisations responsible for protecting the
confidentiality of patient & service‐user information
and enabling appropriate information‐sharing.
Clinical Commissioning Group
Chief Clinical Information Officer
Community of Interest Network
Chronic Obstructive Pulmonary Disease
Commissioning Support Unit
Directed Enhanced Services ‐ enhanced level of
service provision above what is required under core
GMS contracts.
Decision Support
Clinical decision support system used in Primary
Care.
Emergency Department
Egton Medical Information System ‐ supplier of the
EMIS Web primary care clinical information system
used by most GCCG GPs
End of Life Care
Electronic Prescription Service (Release 2)
Frequently Asked Questions
General Medical Services
General Practice / Practitioner
General Practice Community of Interest Network
Electronic transfer of patient records between
general practices
IT and systems to support general practices
GP Systems of Choice (national framework for GPIT
solutions)
Integrated Care Team
Information Governance

GCC
GCCG
GCS
GHFT

Secure email service approved by the Department of
Health and endorsed by professional bodies, for the
purpose of sharing patient identifiable and other
sensitive information.
Gloucestershire County Council
Gloucestershire Clinical Commissioning Group
Gloucestershire Care Services
Gloucestershire Hospitals NHS Foundation Trust

OoH
OP
PAERS
SWAST
SLA
SMS

Out of Hours services
Out Patient
Patient Access to Electronic Records
South West Ambulance Service Trust
Service Level Agreement
Short Messaging Service (mobile phone texting)

SRO
SUS+
TeamViewer
UCD

Senior Responsible Officer
System developed in Gloucestershire for analysis of SUS
& other data
Secure Videoconferencing tool
Urgent Care Dashboard

VPN
Wi‐Fi

Virtual Private Network
Wireless network technology

Information Governance Steering Group
Integrated Governance and Quality committee
Information Management and Technology
Supplier of the Vison & AEROS primary care clinical
information systems used by some GCCG GPs
Inpatient Information List
Information Technology
Knowledge Management

APPENDIX B: CCG GP IM&T RESPONSIBILITIES
“Securing excellence in GP IT Services, Operating Model, 2nd edition”, NHS England, April 2014
details those areas where NHS England has delegated responsibility for operational management of
GP IT and associated funding to CCG’s. In turn, CCG’s will be expected to commission GP IT support
services (including management of associated assets) from appropriate providers, e.g. CSUs or
other IT providers, or they may choose to deliver these services themselves.
“Core” service responsibilities include;














Discretionary “Add‐on” services (to align with CCG
strategies) include:
Service Desk
 Additional Infrastructure & Hardware Services
General Infrastructure
 Additional Service Provision
 Additional GPSoC Services
Local Clinical Server Support
Desktop Maintenance & Support
 Informatics Strategy Support & Planning
Disaster Recovery & Business  Estates Strategy Service
Continuity
Asset Management & Software  Exploitation & Optimisation of Core Clinical
Licencing
systems
Supplier
Management
&  Primary Care Data Quality Service
Procurement
On‐going Support for GP Clinical  Client Relationship Management
Systems
Technology Infrastructure Refresh
Service
Training Service
National Strategic System
Implementation ( SCR, EPS,
e‐referrals, GP2GP & Patient
Online)
Routine
Project
&
Change
Management
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APPENDIX C: PERSONALISED HEALTH AND CARE 2020. USING DATA AND
TECHNOLOGY TO TRANSFORM OUTCOMES FOR PATIENTS AND CITIZENS. A
FRAMEWORK FOR ACTION, NOVEMBER 2014
The recent report from NHS England’s National Information Board (NIB) reinforces the need to
address many of the issues raised in this report. Along with proposed initiatives that will need to
take place at the national level (e.g. extending the scope of NHS Choices and My NHS, co‐ordinating
action on standards, strengthening the oversight of Information Governance through the role of
National Data Guardian, stronger coordination with academic institutions and with industry on
technological innovations) it mentions the importance of, for example:











individuals being able to view their care records, book appointments, order repeat
prescriptions
implementing the NHS e‐Referrals service
adoption of low‐cost high‐efficacy apps
end of life care records
mobile access to care records
use of the NHS number as primary identifier
integration of infrastructure and data assets between local government and NHS
wider access to the N3 network and to SCRs
broadening of the ‘secondary uses’ datasets that providers must make available to
commissioners
wider use of patient outcome and experience data, such as Friends and Family Test, surveys,
Patient Reported Outcome Measures (PROMs).

Further national guidance is expected, in 2015, in relation to, for example, technical and data
standards required to support further interoperability of care records, making better use of patient
outcome and experience data, the regulation and accreditation of technology and data‐enabled
services such as apps.

National IM&T Initiatives & Targets
The NHS Mandate (November 2012) defines specific IM&T delivery targets, which build on goals set
out in the previously published NHS Operating Framework for 2012/13, and “The Power of
Information”. The GMS Contract 2014‐15 also includes several of these targets, since they must be
actioned within general practice. The targets are:
By March 2015


Everyone who wishes able to get online access to their GP held health records (from April 2014,
GMS Contract);

19 | P a g e









Everyone able to book GP appointments and order repeat prescriptions online (from April 2014,
GMS Contract);
Everyone will be able to have secure electronic communication with their GP practice, with the
option of e‐consultations becoming much more widely available;
All referrals to be made electronically (not explicit in NHS mandate, but announced by Secretary
of State for Health and the NHS Commissioning Board’s Director of Patients and Information in
speeches in January 2013);
Clear plans will be in place to enable secure linking of electronic health and care records
wherever they are held, so there is as complete a record as possible of the care someone
receives;
Clear plans will be in place for those records to be able to follow individuals, with their consent,
to any part of the NHS or social care system.

The GMS Contract 2014/15 also states that practices should put in place as soon as possible after 1
April 2014 (and must, by 30 September 2014), publicise its plans to enable it to achieve these
requirements by no later than 31 March 2015) the following requirements:
 Include the NHS Number as the primary identifier in all NHS clinical correspondence;
 Enable successful automated uploads of any changes to a patient’s summary information, at
least on a daily basis, to the Summary Care Record (SCR) or have publicised plans in place to
achieve this;
 Utilise the GP2GP facility for transfer of all patient records between practices, when a patient
registers or de‐registers (not for temporary registration), or have publicised plans in place to
achieve this.
Also, it expected that CCG’s will be required, by NHS England, to ensure that practices implement
the national e‐referrals service (“re‐launch” Choose & Book) once it is available (exp. Spring 2015),
to enable the move to 100% paperless referrals.
By 2017


Significant progress will be made towards three million people with long‐term conditions being
able to benefit from remote monitoring and telecare. (This requirement is re‐enforced in
planning guidance for 2013/14 from the Commissioning Board which states “we will expect
commissioners to promote the benefits of technology in improving outcomes with a particular
emphasis on much more rapid take up of remote monitoring and telecare in line with patient
need.”)
By April 2018



Digital information (i.e. patient records) to be fully available across NHS & social care services,
barring opt outs.
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APPENDIX D: CURRENT STATUS / GAPS / OPPORTUNITIES
There is a substantial IM&T base upon which GCCG can build. This section highlights, for each of the
four strategic themes, the current status of IM&T developments and the gaps/issues that need to
be addressed to make the vision a reality. (Note: this is not necessarily a comprehensive list of all
initiatives, but aims to illustrate the nature and breadth of progress to date.).
Each area of the strategic framework has been subdivided into core components or requirements.
For example the support that CCGs require to commission effectively includes Business Intelligence,
Operational decision support, reporting and corporate day to day systems. Current gaps and
opportunities have then been outlined and these have then been further developed into high level
priority work areas in Appendix E.

Commissioning Enablement The support that the CCG needs to be an effective commissioner;
Current Status
1) Business Intelligence
a) Strategic Direction – Development of
commissioning requirements and toolsets
to support the Joining Up Your Care
programme.
b) Informatics skills/resources – GCCG has
an informatics team, with the CSU
providing most of the data warehousing
and processing support.

Gaps / Issues / Opportunities

Next steps to include quantifying gaps in current
provision and agreeing a development
programme, covering the following;
Further developing capacity & associated skills,
to support extended multidisciplinary working,
and to provide a more comprehensive analytical
contribution to problem solving & system
redesign.

c) Systems / Technology – GCCG manage
and develop the data warehouses,
applications and analytical tools currently
in use e.g. Single Data Warehouse,
Tableau . The CCG data warehouse links
with the CSU’s Data Services For
Commissioning Regional Office (DSCRO).

Ensuring that plans for developing the CCG data
warehouse and analytical tools are aligned with
its priorities, in terms of scope of data,
functionality & usage by non‐informatics
specialists. GCCG to define requirements for
analytics tools and its data warehouse

d) Data – A range of data sets are sourced by
the
CCG
including
SUS,
SLAM,
Information schedules have been
developed & agreed with all core
providers. Provider data quality is
monitored by analysts and reviewed
through contract meetings.

Extending scope of data sets sourced from
providers to include key priorities and defining
datasets for new care pathways or processes
e.g. social prescribing, voluntary sector and
improved primary care data and outcome based
commissioning.
Improve health & social care data sharing,
joining data sets to provide single, whole system
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pathway views. Rationalise data flows to ensure
data is sourced once and used many times,
securely and within the agreed IG framework.
Review use of GP reporting solutions e.g. EMIS
Enterprise, TPP Insight
Ensure providers are providing data to monitor
MSK and other initiatives.
National plans to extend range of information
on services available via MyNHS on NHSChoices
to be developed.
e) Reporting – facilities include standard Standardising and simplifying monitoring
and ad hoc reports, dashboards
information. Extending scope and capabilities of
self‐service reporting tools.
Use of ePACT for medicines management
reporting – need to review requirements to
establish if this is adequate or if additional tools
are required e.g. Eclipse analytics.
f) Analytics tools – Current analytical and Increase informatics capacity by extending the
reporting tools used to be reviewed.
usage of tools to support user self‐service access
to information. Prioritise demands for
information & analytics.
g) NHS Number – NHS number to be Voluntary sector, AQPs and other small health
universally adopted across health and and care providers do not routinely use NHS
social care
number as the main identifier. GCCG to work
with small providers to obtain full compliance.
2) Operational Decision Support and Reporting
a) Clinical Pathways support – An
evaluation of decision support tools
available which support pathways on the
market underway. Options appraisal to
assess recommended solution. G‐care
website (a CCG website which contain
referral guidance and templates for GPs
and other health professionals) currently
in use as a temporary solution until a
solution which is integrated into the GP
clinical system is procured and
implemented.

2

Rheumatology Recommendations Report, March 2015, GCCG
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Increase user numbers & range of information.
Extend usage of referral templates initially by
making referral templates available on the CCG
website and then via an integrated referral
pathways tool. Ensure seamless linkage with
NHS e‐Referrals service (2015).
The use of
referral templates is key to implementing
clinical best practice and has been outlined in
CCG Rheumatology Recommendations Report2.
This aids referral management and is a key
strategy to manage demand across the health
community. The implementation of a clinical
pathways tool will

b) Urgent Care– Review tools available to
report pressures on the system including
real‐time Emergency Department and
MIU waiting times, real time bed state,
ambulance transfer details

Review requirements and current status of real‐
time information on urgent and emergency care
system pressures.
Review requirements for an Urgent Care
Dashboard which would present practices with
information about their patients who are at risk
of admission with access to daily update of
unplanned activity – A&E, admissions, Minor
Injuries Unit & OoH. GHFT email practices with
details of admissions & discharges (IPIL).
Eclipse live used by Ambulance service to review
patient drugs regime. Review systems accessed
by Ambulance – SCR, Eclipse, Care plans, JUYI

c) Risk stratification ‐ ACG tool available to Not used by all. Concerns regarding usefulness
practices to support identification of & IG issues. Some practices identifying at risk
patients (DES requirement).
patients in other ways.
d) Medicines
Management
–
work
underway to define requirements for
support tools. Scriptswitch currently used
by 50% of Practices. Eclipse Live also in
use by some practices and EPACs used for
commissioning reporting.

Point of prescribing decision support, e‐
Formularies & electronic high cost drug
approval. Multiple systems currently in use in
practices which may cause confusion and
duplication.
Review
medicines
management\risk
management\decisions
support tools in primary care in order to avoid
duplication of systems and develop a standard
set of practice “tools”. Focus on use of data
analysis (via eclipse live) to review use of NOACS
vs Warfarin for INR cases; Review prescribing for
patients with diagnosis of dementia.

e) Quality – Multiple systems for reporting
on quality indicators both manual and
electronic eg Datix, StEIS. Receive and
monitor CQC data on providers. Focusing
on defining dataset for care homes and
developing a system to store and report
on this data. Reporting internally and to
provider organisations on quality issues.

Manually need to map different data streams
together for reporting e.g. CQC and mortality.
Opportunity to review systems, datasets and
reporting within an overall BI strategy to
improve reporting processes. Review quality as
a result of implementation of new IM&T
systems or processes (e.g. remote monitoring,
econsultations) and link with Clinical Safety
Officer and IM&T project team to identify
clinical quality risks of implementations prior to
go lives and develop methods of reporting as
part of project governance.
Review quality data\metrics required to
evaluate quality in AQPs. Review requirements
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for revalidation of nursing staff in AQPs ahead of
implementation in 2017.
New national datasets are to be implemented in
the next 2 years with the aim of reporting on
patient centred outcomes\quality of care e.g.
the palliative care dataset3 – review use at local
level.
f) Contracting – Development of an
integrated quality and performance
report.
Development
and
implementation of new commissioning
models.

Some of the quality data currently being
provided is not adequate for robust monitoring.
The transmission and receipt of electronic
discharge documentation an issue both with the
format of the letter and with some letters going
missing. Review gaps in data collected currently
and review contractual arrangements with
providers to send new datasets, as well as
performance monitoring the sending of clinical
documentation electronically. Develop plans for
electronic communications across the local
health community.
New commissioning models are being
implemented
e.g.
commissioning
Local
Enhanced Services (LES) to provide additional
services e.g. the Eye Health Commissioning
strategy will commission a LES for:




Acute minor eye conditions
Cataract Referral and Post‐Operative
Second Eye Follow‐up
Glaucoma Referral Refinement and
Monitoring


In addition the commissioning of services from
the voluntary sector and Any Qualified Providers
will be further developed. All of these will
require the provision of data for both Clinical
and Commissioning purposes.
g) Communications and Engagement. Use The CCG has developed the “ASAP” app4 to help
of
different
communications
and patients find the right service for their needs.
engagement tools to support signposting There is also live waiting time5 information for
3

http://www.england.nhs.uk/ourwork/qual‐clin‐lead/palliative‐care/
http://www.asapglos.nhs.uk/
5
http://www.gloshospitals.nhs.uk/en/Wards‐and‐Departments/Departments/Accident‐and‐Emergency‐Department/AE‐Waits/
4
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of patients to the appropriate service as A&E and minor injuries to help patients choose
well as information for patients and where to go. This needs to be reviewed in the
carers.
light of provider system changes.
The CCG is also running a “Choose Well”
campaign – all of these signposting initiatives
support the patient to choose the right service.
Next steps are to give patients more condition
specific information e.g. information on what
they should go to the GP for and when to attend
A&E. Making this information available is key to
making primary care services more accessible to
patients by giving them information on surgeries
and services offering extended hours.
In addition the CCG will make more information
available to clinicians to help them choose the
right pathway. Initially pathway information will
be available on the CCG intranet (CCGLive) for
GPs to refer to.
In addition plans to link 111 services with NHS
Choices and other public information channels
to create a seamless public information service
will be published by September 2015.
Rollout of media screens and self‐checkin
screens to allow CCG to publicise its public
health messages and undertake surveys via
checkin screens.
3) Corporate systems
a) Knowledge Management ‐ Intranet in
place. Limited systematic use of
SharePoint to share information. Initiative
to improve content management of
clinical information underway.

Requirement for a KM Strategy (covering
people, processes & technology) align with BI
Strategy. Further development of SharePoint to
support KM & communications across the CCG.
Improve tools to share & access information –
esp. mobile device remote access (via an App).
Key Messages: Develop and approve BI Strategy. Extend data sources & rationalise data flows.
Join data to provide whole system view esp. health & social care. Decision support – improve
understanding / utilisation of available tools. Develop KM Strategy.

25 | P a g e

Records Access & Sharing

Supporting integrated patient‐centred services across organisational

boundaries;

Current Status
1) Electronic Records
a) Joining up your Information (JUYI) –
Significant progress has been made on
developing requirements for a shared
clinical record. JUYI Pilot phase: 2
practices sharing records with 6
community services.
GP care plans
viewable by other health and social care
providers.

Gaps / Issues / Opportunities

Gaps & Opportunities. Agree requirements,
consent model and communications and
engagement strategy.
Will support the streamlining urgent care
project by making real‐time primary care data in
the new primary care service in the ED, also the
Older People Assessment and Liaison Services as
well as the Ambulatory Emergency Care service.
The National Information Board has set a target
that all patient and care records will be digital,
real‐time and interoperable by 2020.

b) Summary Care Record (SCR) – 96% of Increase use of SCR ahead of JUYI
practices currently provide data. Used by implementation. Enhanced SCR allows GPs to
ED to view records.
upload additional information and will focus on
'end of life' patients, the "frailest 2%" and those
with
long
term
conditions
and/or
communication problems such as those with
learning disabilities.
This functionality is
anticipated to be available during 2015.
c) Primary care – potential for cross‐practice In support of extended services ‐ cross‐practice
record sharing & systems access enabled reporting, shared records across practices, OoH
hosted clinical Systems
& community teams. Inter practice referrals &
appt. booking. Alternative models to face to
face contacts – e‐Consultations.

d) Child Protection Information System –
CP‐IS will be implemented during 2015.
Local Authorities will be required to
provide data to the CP‐IS by October
2015. NHS organisations will be able to
access this information via the Spine or
via secure messaging to their system
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Review requirements for implementation.

2) Electronic Communications & Messaging
a) e‐Messaging ‐ in place between GHFT,
GCS
&
Practices
(discharge
documentation, OP letter, pathology
results, radiology reports).

Extend range of providers and types (e.g. GCS,
Social Care, all OP correspondence). Issue with
format and mechanism for transfer to GP
practices.
Review options for transfer of
messages and automatic into GP systems.
b) e‐Requesting – Anglia Ice fully integrated Radiology
requesting
needs
further
with TPP practices and in use for development to provide end‐to‐end process.
Pathology and Radiology. Radiology
requesting still being rolled out.
c) Pre‐referral advice – email advice Opportunity to extend to other services where
between GPs and GHFT consultants
appropriate. Use of other technologies – instant
messaging, videoconferencing.
d) Care Plans – GP care plans viewable by Complete implementation and rollout to other
other
health
and
social
care services. Review requirements as part of JUYI
professionals.9011 care plans online, but project.
44 practice ISPs outstanding.
Rolling out to some GHFT, GCS and 2G Review use of online personalised care plans
staff, plus hospices. 999 service not yet
which could be the current plans or those
owned and developed by patients online and
then shared with other professionals.

e) Choose & Book /E‐Referrals – service Availability of provider appointments slots
used to varying degrees by Practices.
impacting on usage. NHS e‐Referral Service
planned for Spring 2015. Development and
implementation of additional services on the
DOS for NHS111 and clinician referrals. In
additional a review of current services is being
undertaken to ensure these are appropriate.
Deployment of MiDos and MiView to ensure
DOS reporting remains visible.
f) Electronic Prescription Service – 58% National target is 60% all practices by March
practices live by March 2015.
2016. Examine impact of dispensing practices on
overall take‐up. Improve utilisation rates.
g) GP to GP Electronic Record Transfer ‐ Confirm current status / issues. Software update
Concerns expressed regarding poor to address record size issues.
Improve
performance & limitations on record utilisation rates.
sizes.
Key Messages: Shared records – align development plans with service transformation priorities.
More data from more providers; more users. Complete implementation of national initiatives.
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Patient & Citizen Empowerment

The provision of information & tools for direct use by citizens, patients

&clients;

Current Status

Gaps / Issues / Opportunities

1) Assistive Technologies
a) GCCG
in
collaboration
with
Gloucestershire Community Services have
supported the use of remote monitoring
equipment for patients since 2010.
Remote monitoring is a key enabler of the
Healthy Individuals programme which
supports patients with complex long term
conditions manage their care. Integrated
Community Teams have been created to
provide a multidisciplinary service to
patients on a locality basis and this service
is supported by these assistive
technologies. A new provider of remote
monitoring has recently been procured
and the contract is currently being
implemented.

2) Informing Patients & Public, Self‐Help & Self‐
Care
a) Communication & Engagement strategy in
place. Emphasis on exploiting different
channels of communication – GCCG &
locality websites, social media (Facebook
& Twitter) & online engagement &
consultation tool surveys .
b) The Expert Patient Programme will
undertake an evaluation of requirements
to develop a self‐help website that
supports people to self manage i.e.
provision of advice, videos on inhaler
techniques etc. This may link to care
plans.
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Embedding current & future initiatives as part of
mainstream care delivery. Work required to
compile comprehensive list of current &
planned initiatives, consider business case for
further developments, raise awareness amongst
clinicians.
Opportunity to integrate data from remote
monitoring initiatives into shared electronic
records. New ways of working will be as
important as the underlying technology.
Extend use of Florence and other remote
monitoring technologies as part of healthy
individuals programme.
Increasing usage of health apps has led to the
HSCIC reviewing the requirement for an
accreditation and kitemarking process for new
innovations which would then be accessible via
NHS Choices. GCCG to review local apps and
undertake
accreditation
process
where
required.

Further development of online resources e.g.
patient & public access to information on
services & how to use them, support for Self‐
Care/ LTC management, online support forums
etc. Use of Apps. Additional resources required
to create / maintain content. Extend use of
Florence which helps patients manage their long
term condition using of SMS messages and
software to collect patient data. In addition the
CCG plans to extend the use of social prescribing
and increase patient knowledge about their
condition through the Expert Patient
Programme. Review opportunities for self‐
help\self‐management tools for patients.

3) Patient Access to Electronic Records
a) Extend use of patient use of on‐line
booking and ordering of repeat
prescriptions.
Project underway to oversee achievement
of primary care national priorities by
March 2015. Review utilisation.

By March 2018 all individuals will be able to
view their care records and record their own
comments and preferences with access to
multiple routes including JUYI.

Extending patient access to shared records –
using JUYI. Potential for JUYI to help support
self‐management of LTC’s via a patient portal.
HSCIC plans to consolidate NHS E‐Referrals,
appointment booking and repeat prescription
ordering via a single patient portal will be
published by June 2015.
Pilots for a person held record are being
undertaken nationally e.g. the e‐redbook. GCCG
will review the evaluation documentation with a
view to implementing locally.

4) Eclipse Patient Passport
Not currently In use in Gloucestershire

Enables patient to carry their own online record
and choose who to share their information with.
Would need to review locally once national
pilots are complete.

Key Messages: Continue to evaluate the case for further Remote monitoring initiatives. Increase
range of online information resources, including those to support self‐care. PAERS – progress
access to records to meet national requirements.
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Enabling Infrastructure

The necessary enablers to support developments in the other three categories:

Current Status

Gaps / Issues / Opportunities

1) Networking / Access to Systems & Data
a) Gloucestershire Community of Interest
Network – Countywide IT Services
manage the joint network across
Gloucestershire providers and are about
to procure a new network. A review of
the requirement to include primary care
and widen the network is planned.

A countywide health and social care network
will allow any health and social care user to
work out of any of the sites connected to the
network. This would facilitate mobile working
and save time for clinicians working out in the
community.
This project will review the requirement for WiFi
in practices to support mobile working.

b) Mobile Working – This would allow
secure access when and wherever
needed. Some community nurses are
trialling mobile devices for use in patient
homes, care homes and GP practices.

Increase and improve secure mobile access to
Practice, Trust & Shared Records systems
available via VPN from any location using Wi‐Fi
or 3G. Allow authorised Social Care users able to
connect to healthcare systems from some NHS
sites e.g. Wi‐Fi‐ in GP Practices. Aim to increase
take‐up esp. to support Integrated Community
Teams. Promotion of what is already available.
Review need for further policies & guidance
(e.g. BYOD, data encryption on mobile devices),
additional support materials.
Extend use for initiatives such as New Ways of
Working in primary care. Develop requirements
for new technologies such as e‐consultations
and “Skype”.
As part of Care Home Enhanced Service enable
access to patient record from care homes using
mobile devices and VPN.
This project will review the requirement for
Single Sign on in practices which will allow GPs
to access all their systems through one login.

c) Media Screens and check‐in screens. A Project has been established to implement
Practices have bought their own systems information screens in the Practices in
in the past and some have discontinued Gloucestershire to enable information to be
use.
screened with national and local CCG guided
information/public information campaigns. As
part of the CCG’s drive to enable more patient
education to reduce A&E attendances, patient
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screens could offer information on appropriate
services and campaigns as well as health
education information. Aligns with the
Informatics roadmap working towards improved
information sharing. Consistent national and
local public information programmes can be
delivered across all sites digitally e.g.
information about making the right choice of
service in an urgent or emergency situation –
right choice campaign
This is consistent with the transformation of
Primary Care and new ways of working and
encourages patients to have an active role in
their own healthcare
This project aims to move practices up the
clinical digital maturity index.
2) IT Infrastructure
a) GP IT Services – Infrastructure & support
services historically well resourced.
Clinical systems being upgraded to latest
versions, with majority using EMIS Web or
TPP Systmone. Windows 7 & Office 2010
deployed.

3) Support Services
a) Information Governance –Data sharing
agreements covering access to personal &
clinical data developed and agreed by
most organisations, new more detailed
agreements to cover JUYI under review.
Countywide IG group established.
Integrated Governance and Quality
committee in place.

Strategic approach to planning & developing GP
IT Services to address all elements of Operating
Model e.g. clinical software, hardware refresh,
training & support. Ensure re‐procured IT
Support Service addresses “Core” and required
“Add‐on” service elements. Agree approach
with practices to complete clinical system
upgrades.
Maintaining and extending agreements to cover
new data sources / applications as they are
developed including JUYI. National standards
will be published by April for organisations to
meet in order to access national systems
including e‐Referrals.

b) Training – provided to Primary Care Systematic analysis of training needs – esp. in
covers clinical systems & core office relation to use of shared records (including IG
software.
issues, system usage, data standards & quality)
and the implementation of BI & KM strategies.
Training to include best practice guidance and
increase usage of national systems e.g. SCR.
Key Messages: Key infrastructure in place to support joined‐up, cross‐organisational working &
“anywhere, anytime access”.
Strategy for GP IT Services required.
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APPENDIX EE: OUR OUTLINE PROG
GRAMME PR
RIORITIES FO
OR 2015 ‐2
2018
Further wo
ork will be reequired to prepare
p
a fuull IM&T Pro
ogramme Plan,
P
once thhis outline strategy
s
hass
been appro
oved. The taable below sets out an initial assessment of initiatives reequired ove
er the next 3
– 5 years. ( N Indicates Nationall requiremeent). Prograammes will be assesseed against the CCG and
d
National prriorities and
d overall affordability w
within CCG resources.
r
Initiative

201
15/16

2016 ‐ 2018
2

Benefits
B

1)) Business Intelligencce
a) Strategic
Direction

Finaalise BI Strategy & agree Pro
ogramme
 Informed
d transformation
devvelopment programme
p
.
imp
plementatio
on. Focus
agenda – evidence based
b
on
priority decision making
devvelopmentss / early  More efffective Jointt
win
ns
working
 System wide
w views

b)) Data

Revview data gaaps and rep orting
requ
uirements
and
agree
devvelopment
prograamme.
Ensure new daata requirem
ments
(AQ
QPs, Care Homes etcc) are
outlined in co
ontracts. R
Review
plan
ns for the developmeent of
the CCG data warehousee and
analytics toolss against cuurrent
requ
uirements and outlin e any
gaps. Ensure plans
p
are a ligned
with
h priorities in term
ms of
scop
pe, functionality and usage
by non
n –inform
matics staff.

Con
ntinue to expand
e
on  Better informed deccision
sub
bmission of new data
making as
a a result of
o
sou
urces.
good quaality data
Con
ntinued
devvelopment of data
warehouse
and
anaalytics toolss.
Enssure alignment of
local
planss
with
nattional initia
atives e.g.
MyyNHS, care.d
data

Imp
prove health
h and sociaal care
dataa sharing in line withh JUYI
proggramme in order to ccreate
singgle whole system care
path
hways.
c) NHS number Incrrease usage
e of NHS nuumber
partticularly fo
or social care.
Work with other
o
3rd ssector
provviders to increase usagge.
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Con
ntinue to increase  Reduced clinical riskk as a
usaage of NHSS number result of mis‐
as
the
primary
identificaation
ide
entifier.
 Enables record
r
sharing

Initiative

2015/16

2016 ‐ 2018

Benefits

2) Decision Support
take‐up &  All GP’s using same
Evaluate evidence based
guidelines
 Reduction in variations –
referral & treatment
decisions
 Improvements in
outcomes & efficiency
 Systematic, consistent
approach to identifying
Implement any agreed
patients
plans for development
of real time view of the
urgent care system

a) Clinical
pathways

Continue
with
current Monitor
approach with review of usage.
options. Implementation of benefits
current web based template
solution
in
advance
of
integrated
solution.
Completion of procurement
and
implementation
of
integrated solution.

b) Urgent care

Review requirements and
options for tools to report
pressures on the system and
learn lessons from other
projects e.g. Bolton’s urgent
care dashboard.
Review
transfer of data from GHFT to
practices.

c) Risk
Stratification

ACG all practices utilising ACG Extend ACG usage /
tool which facilitates delivery implement new tools if
of Unplanned Admissions DES– required
review take‐up & usage,
confirm ongoing requirements,
agree approach / next steps.

d) Medicines
Management

Define
requirements
& Agree, plan, procure &  Improvements in
evaluate tools ‐ prescribing DS, implement
agreed outcomes for patients,
e‐Formularies & electronic high toolset
development of
cost drug approval. Pilot
consistent approach to
possible solutions. In order to
prescribed treatments
avoid duplication of systems
for specific long term
evaluate current systems and
conditions.
recommend standard set of
practice tools. Focus on data
analysis.

e) Quality

Define
requirements
and
evaluate tools. Develop toolset
to reduce manual reporting.
Focus on defining dataset
required to measure quality for
care homes and AQPs.
Work
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with

Clinical

Safety

Continue to review  Improvements in
data and reporting Outcomes for patients.
requirements
for  Ability to review the
outcome
based quality of care for
commissioning
patients in care homes
including
Palliative  Development of robust
Care
Dataset
and quality measures for

Initiative

2015/16
Officer
to
review
associated
implementation
of
systems.

f) Contracting

2016 ‐ 2018
risks implement locally.
with
new

Incorporating requirements for
new commissioning models by
commissioning local enhanced
services e.g. those outlined in
the Eye Health Commissioning
strategy.
Further use of
CQUINS to encourage use of
technology.
Incorporate
technology
and
data
requirements into current
contracts
e.g.
electronic
discharge messaging, use of
NHS number, use of Child
Protection Information System.

Benefits
care homes

Further development  More robust contracts
of CQUINs and data  Provision of more data
and
technology  Increase in clinical data
requirements specified being shared which
in contracts.
leads to an improvement
in patient outcomes and
time savings for
clinicians.

3) Corporate requirements
a) Knowledge
Management
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KM  Reduction of duplication
 Faster access to
information
Develop
existing
 Better informed
intranet
&
decisions
collaboration tools.
 Better dissemination of
Secure file sharing ‐ info.
member  Improved comms. ‐ staff
Complete
initiative
to individuals,
& members
reorganise
clinical organisations & the
information\templates
on CCG
Intranet.
Develop
CCG
Knowledge
Management Strategy (people,
processes,
technology
&
standards) & implementation
plans. Align with BI Strategy
and Communications Strategy
and development plans.

Implement
Strategy.

1) Electronic Shared Records
Agree consent model

a) Joining Up
Your
Information

Commence
Implementation Phase
Agree Communications and 2
Engagement strategy and plans
and
implement Increase usage of the
communications plans and system
manage opt‐outs.
Evaluate benefits
Obtain Information Sharing
Review requirements
Agreements from Practices
for patient portal
Implement phase 1 with
practices
and
providers Review and update
and
(sharing primary care and requirements
develop
plans
for
community data)
development
and
Review
and
update implementation
of
requirements.
Approve updated requirements
Business Case and Procure
solution for phase 2

 Supporting integrated
care across agencies by
enabling access to
shared records & care
plans
 Shared records – Health
& Social care
 Improved clinical
decision making – right
information –anywhere,
anytime
 Improved efficiency –
reduction of duplication
& time savings
 Helping improve clinical
outcomes & safety

Incorporate requirements of
clinical programmes initiatives
including
MSK
and
Ophthalmology particularly to
promote continuity of care
across the care pathway
through use of clinical pathway
tools, shared records.
b) Summary
All practices to provide data by
Care Record August 2015. Promote benefits
(SCR) N
& identify opportunities for
further exploitation. Increase
usage. Review enhanced SCR
functionality for frail and end
of life patients and compare
with Care Plans functionality

c)

Primary Care
N
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Implementation
of  More informed clinical
Enhanced SCR for decision making for out
“frailest 2%” and ‘end of area patients
of
life’
patients.
Review
requirement
and options to expand
usage
to
other
providers
e.g.
community
pharmacists

Hosted Clinical Systems allows  Continue
for cross practice record implementation of
sharing, inter practice referrals priority initiatives –
& appointment booking etc.. cross‐practice
Agree & plan priority initiatives working & reporting.
for extended working hours  Evaluate use of new,

 Improved efficiency –
avoidance of duplication
& time savings
 Improved access &
convenience for patients
 Enables greater inter‐

and alternative models of care
e.g. e‐consultations. Improve
cross‐practice reporting /
analysis – define requirements
& evaluate options (e.g. EMIS
Enterprise); ensure alignment
with
JUYI
and
shared
information between providers
to facilitate integrated care
models.

technology enabled
appointment models
as an alternative to
face‐to face contact
e.g. e‐Consultations
using secure
scheduling &
videoconferencing
tools such as
TeamViewer.

practice cooperation
 Helps with expansion of
range of local services

CP‐IS is a national system Review requirements
which will be implemented in to link with local
2015. Local Authorities are systems including JUYI
required to provide data to it
and NHS organisations are
required to access it. Further
information to be provided
during 2015.

 Electronic Shared record
available
 Saves time for clinicians
 Highlights children at
risk more easily to those
who are treating the
child

Review technical requirements
to support urgent primary care
pathways, pro‐active case
management, provision of GP
services to care homes.
Implement priority initiatives.
d) Child
Protection
Information
System N

2) Electronic Communications & Messaging
Implement plans e‐  Improved efficiency –
Messaging priorities. speed of communication
Radiology e‐Requesting & move to towards
–
complete paperless working
implementation
&  Increases completeness
develop to support of shared electronic
End‐to‐End process.
records

a) e‐Messaging

Develop plans to increase
electronic
messaging
and
review mechanism to message
to practices. Extend range of
providers and types (e.g. GCS,
Social
Care,
all
OP
correspondence).
Develop
options to address the current
issue
with
format
and
mechanism for transfer to GP
practices. Review options and
agree plans for development of
messaging across all providers.

b) e‐Requesting

Extend usage of e‐requesting Extend usage and  Reduces clinical errors
for pathology and radiology monitor benefits.
with requesting
services by checking utilisation
 Saves clinical time
with practices. Review whether
 Saves money as prompts
pricing models are in use in e‐
for cheaper tests are
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requesting.
Link
with
Rheumatology project group to
review
clinical
pathways,
requesting and referrals via
Choose and Book.
c) e‐Comms for Review current methods for
Pre‐Referral
pre‐referral advice between
advice
primary and secondary care
and develop options to
enhance the services in line
with planned care workstream.
Assess
usage
of
new
technologies e.g. skype, photo
assessments for dermatology
patients. Pilot new initiatives
and evaluate current methods.

e) e‐Referrals
N
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Subject to outcome of  Improve referral quality
any pilots, prepare & effectiveness
plans,
possible  Reduce inappropriate
specialties
where referrals
benefits
could
be
achieved & roll‐out to
other services.

Continue rollout and increase Develop options to  Avoid unnecessary
usage of care plans so these incorporate care plans admissions
are viewable by other health in JUYI and implement.  Supports patients to
professionals.
Review
take responsibility for
requirements as part of JUYI
their care
project. Review links to social
prescribing
and
remote
monitoring and telecare to
ensure care plans incorporate
use of new technologies.

d) Care plans

f) Electronic
Prescription
Service N

included when test is
requested

Working
with
providers,
develop plans to ensure
Practices implement new NHS
e‐Referrals – expected Spring
2015.
Review
provider
appointment slots. Link with
Ophthalmology, MSK and
Rheumatology review groups
and other clinical pathways to
ensure the Directory of
Services is up to date and
referrals are made to the
appropriate service.

Plan & undertake  Improve safety &
migration to new NHS efficiency.
e‐Referrals
service.  Standardised, complete
Ensure integration with referral data
local clinical pathways
software

Roll‐out Release 2 58% of Improve
utilisation  Time savings ‐ Practices
practices live by March 2015. rates. Review impact & Pharmacies
Examine impact on dispensing on prescribing.
 Reduction in lost scripts
practices and work with them
 Convenience for patients
on best practice processes.

Complete rollout – all Practices
& Pharmacies able to offer this
service.
g) GP2GP

N

Review current up‐take &  Promote universal
issues (e.g. record size usage across all
limitations)
&
available Practices.
solutions. Improve utilisation
rates and review clinical record
data quality.
Implement
training programme to support
clinical
data
quality
in
practices.

 Paperless working &
time savings

3) Patient and Citizen Empowerment and Self Care
a) Assistive
Technologies

Complete implementation of
remote
monitoring
new
provider and evaluate costs,
benefits & evidence in relation
to all existing initiatives.
Review requirements for JUYI
and for reporting\BI purposes.

Where
justified,  Supports self‐care /
develop
plans
& improved mgmt. of LTC’s
implement
further  Improved outcomes
remote
monitoring  Avoid unplanned
solutions.
admissions
 Supports independent
Incorporate
remote
living
monitoring data within
 Patient convenience
JUYI, enabling it to
form part of pathway /
LTC specific patient
views.

b) Informing
Patients & the
Public, Self‐
Help & Self‐
Care

Continue to develop online
information resources. Review
use of Apps. Extend use of
Florence.
Develop
communications
plan
for
developments
within
the
Healthy Individuals and Expert
Patient
Programmes.
Undertake
evaluation
of
requirements to develop a self‐
help website which supports
people to self‐manage. Ensure
requirements to link to care
plans are included.

Further
develop  Improve engagement
specific
online with patents, carers &
information resources the public
to support service  Support self‐care,
transformation plans empower patients
e.g. patient & public  Improving
access to / use of communication – “a
services, local Self‐Care range of channels for a
&
LTC
initiatives, range of audiences”
patient online support
forums etc.

Link with Patient Access to
Records programme to ensure
communication materials are
made available for practices to
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Implementation of self‐
care,
self‐help
resources for patients.

give to patients about new
facilities available e.g. repeat
ordering of prescriptions online
c) Patient Access
to Electronic
Records
N
(PAERS)

Extend use of patient on‐line
booking, ordering of repeat
prescriptions. Extend use of
SMS/email for Practice /
Patient communications.

d) Eclipse
Patient
Passport

Review
functionality
and
evaluate options for usage
locally.

Plan & implement OCS  Patient convenience &
patient
portal
to empowerment
provide patients with  Practice efficiency – time
access
to
their savings
complete
summary  Reduce DNA’s
record to support self‐
management of LTC’s.
Note: Subject to review
of OCS development
priorities.
 Person held record
patients giving patients
ability to choose who
views their record.
 Patients can add to the
record.

4) Infrastructure
a) Networking /
Access to
Systems &
Data

Continue to identify  All sites on single
opportunities
for network
service improvements,  Improved network
efficiency gains and resilience
savings
through
existing infrastructure
e.g. Develop business
case
for
GP
IP
Telephony via COIN,
Improve CCG access to CSU exploit
systems.
videoconferencing to
reduce travel time /
expenses

b) Mobile
Working

Promote what is available &
further develop resources to
encourage/support
greater
take‐up – How To guides, FAQ’s
etc. CSU BYOD policy

Plan to extend access  Maximise benefits from
to more users. Public investment – more users
Wi‐Fi
access
in with anywhere, anytime
Practices.
access

c) Media
Screens and
check‐in

Implement media screens for
practices. Review requirement
for check‐in screens. Link with
Communications team on

Continue
 Public information
implementation
of campaigns can reach
check‐in screens and patients more easily
review usage
and
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Review countywide network
infrastructure with a view to
improve mobile working and
allow shared wifi, single sign
on, IP telephony and other
improvements
in
the
infrastructure
within
the
practices.

Screens

messages for practice media improvements
screens.
required within
practice

the

d) GP IT support
services

Procurement of GPIT support Develop a strategy for
services to be undertaken in GP
IT
Services
15/16
(including
Core
&
agreed
Add‐On
Ongoing hardware & software services)
upgrade / refresh programme.
Clinical system upgrades – IT Support services –
complete migrations to hosted review
supplier
solutions..
compliance
with
specification.

e) CCG IT

Procurement of Commissioning
support
services
to
be
undertaken in 15/16. Hardware
&
software
refresh
programme.

 Surveys can be
undertaken using the
check‐in screens more
easily
 Support for Primary Care
Transformation
–
improved cooperation /
interoperability
 Benefits
to
users
afforded by latest clinical
system versions
 Improved inf. resilience
 Level & range of IT
support
services
increased

Implement
required  Resilient infrastructure
infrastructure
 BI
self‐help
tools
developments
to available to more users
support BI & KM.
 Improved
decision
support

Review
IT
support
requirements ‐scope, service
levels ‐ esp. desktop & server
support).
Identify
infrastructure implications of BI
& KM.
Develop & expand to  Key enabler for record
accommodate
new sharing
data
sources
&
organisations
as
electronic
record
sharing increases.

f) Information
Governance

Data sharing agreements –
ensure GCCG & CSU sign‐off
agreements. Agree process to
gain sign‐off from all Practices.

g) Training

Promote awareness & benefits Undertake
training  Maximise benefits from
of strategic developments – needs
analysis
& key developments
ongoing.
develop strategy to  Optimise & standardise
support
proposed usage
strategic
developments,
particularly in relation
to shared records, BI
and primary care IT.
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Agenda Item 15
Governing Body
Governing Body
Meeting Date
Title
Executive Summary

Thursday 30th July 2015
Joining Up Your Information – Outline
Business Case
This document sets out the outline business case
for record sharing between NHS organisations and
the County Council. This case covers the first part
of sharing records, it does not include patient
portals and a number of other aspects of record
sharing. Phase 1 aims to deliver the platform on
which the community can enable other
developments within the IM&T strategy.
Record sharing has been seen as a key enabler to
the CCG’s strategy and it is now a national priority
too with the following timescales outlined by the
National Information Board:
• All patient and care records will be digital,
real-time and interoperable by 2020.
• By 2018, clinicians in primary, urgent and
emergency care and other key transitions of
care contexts will be operating without
needing to use paper records.

Key Issues

The business case has been developed with input
from a wide range of stakeholders.
Underpinning the programme is a governance
structure which includes all partners as well as
patient involvement to ensure each part of the
project has the right input.
Key areas are:
- Ensuring that the right specification has been
produced to go to procurement
- Ensuring that the consent model is

agreed, understood and communicated
clearly to patients, clinicians and other care
professionals. A communication campaign is
under development
- Ensuring that a common, clear information
governance framework and underpinning
agreements are agreed in time for
implementation
- Measurement of benefits and being able to
attribute these to record sharing specifically
will be difficult when partners are also
implementing new PAS systems
The business case contains four options. The
recommendation is option 3, full procurement (via
a framework) with a phased delivery. This does
not preclude option 4, partner with a similar
project, as this option may result from the
procurement. Information as to whether option 4
is viable is currently being obtained, however,
initial indications are that it may be subject to a
procurement challenge if chosen.
The draft business case has been considered and
is supported by partner organisations.
Risk Issues:
Original Risk
Residual Risk

Risk of not going ahead with project
Non delivery of the CCG’s strategic objectives
which are enabled through sharing of clinical and
social care records.
Risks to delivery of the project
Partner organisations have significant IM&T
implementations ongoing at present and there is a
risk that they will not be able to release staff for the
project
Partner organisations may not choose to adopt a
common information sharing agreement across
the County
Patients choose to opt out of sharing their clinical
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record
Sharing models adopted by some GP IT suppliers
may mean that it may not be possible to share
patient information for those suppliers
Supplier costs exceed the recurrent and non
recurrent envelope available.
3 * 4 = 12
3 * 4 = 12
Financial Impact

There will be a significant non recurrent
investment required to implement this project and
the community has received £1m from the
Integrated Digital Technical Fund to contribute
towards this. Match funding will come from the
CCG.
The CCG has previously approved a recurrent
financial envelope. There is a risk, as costs for the
project will not be known until completion of the
procurement that the recurrent costs will exceed
the agreed envelope.
It is envisaged that benefits from the project will
start to be realised within the first year on a
gradual basis; this will be dependent on patient opt
outs (if high then benefits will be much more
limited) and care professional use. The majority of
benefits will be non cashable.

Legal Issues (including
NHS Constitution)

Any legal issues will be addressed within each
workstream for the project

Impact on Health
Inequalities
Impact on Equality and
Diversity

As assessment will be undertaken

Impact on Sustainable
Development

An initial equality impact assessment has been
undertaken for the project and will be refreshed as
the project develops.
The ability to view other records should mean
reductions in unnecessary use of resources.
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Patient and Public
Involvement

Patients are represented on the communication,
engagement, patient consent and access
workstream. Further involvement will take place
as the project progresses through each stage.

Recommendation

The CCG Governing Body is asked to:

Author
Designation
Sponsoring Director
(if not author)

- approve the outline business case
- approve proceeding with option 3 to
procure for phase 1 of the shared record,
subject to finance.
Cath Leech
Chief Finance Officer
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1 Purpose
The purpose of this Outline Business Case is to document the justification to proceed with
the Joining Up Your Information (JUYI) project, based on the estimated cost of development
and the anticipated patient care and business benefits. It puts forward the case as to why
the forecast time and effort will be worth the expenditure.

2 Introduction
The structure of the document is based on HMT Office of Government Commerce’s ‘five
case model’. This standard structure sets out the Business Case in terms of the following
‘Cases’:


Strategic Case: why the project is needed and the local, national and ICT context



Economic Case: evidence that the project provides value for money



Financial Case: affordability of the project



Commercial Case: demonstrate the most appropriate procurement route has been
chosen



Management Case: how the project will be delivered.

The Joining Up Your Information (JUYI) project concerns the electronic sharing of data that
is currently stored for Gloucestershire patients & social care clients in separate computer
systems, with health and social care professionals, in order to improve care.

3 Executive Summary
Project Outline



The Joining Up Your Information project is seen as a major enabler of Gloucestershire’s
approach to improving care through an integrated care pathway approach.
As such, an IT solution will be procured and implemented, supported by the necessary
business change, in order to make the right information about a recipient of care
available to the health or social care professional caring for them, when they need it.

National Context
 In November 2014, the National Information Board published a paper containing two
headline targets:
1. Service-user access
• From March 2018 all individuals will be enabled to view their care records and to
record their own comments and preferences on their record
2. No Paper Records
• All patient and care records will be digital, real-time and interoperable by 2020.
• By 2018, clinicians in primary, urgent and emergency care and other key
transitions of care contexts will be operating without needing to use paper records.
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Key Dependencies
 Availability of data from source systems
 Patient willingness to share
 Cross-organisational co-operation
 Primary care participation
Options for delivery
 “Do minimum” and “quick-start” options have been rejected. A full solution procurement
with phased delivery or partnering with a similar project are under consideration.
Costs
 The estimated costs over the 8 years (7 years of the solution being live) 2015/16 –
2022/23) are as follows:
REMOVED AS COMMERCIAL IN CONFIDENCE


These will be updated in the full business case with actual supplier costs, once a
solution has been chosen.

Funding
 Funding is being provided from the following three sources:
i. The Integrated Digital Care Fund: £1m capital funding that must be spent in the
’15/’16 financial year. This has an impact on the procurement route
ii. WEAHSN: £140k to subsidise the Public Information Programme
iii. GCCG match funding of £1m plus revenue funding within a recurrent envelope
Procurement Approach
 If procurement is undertaken, this will be carried out via a framework agreement, due to
the time constraints.
Benefits
The project has identified benefits, cashable and non-cashable, estimated to save or release
£18.5m over the next 8 years. These include
 Clinician’s time saved accessing multiple data sources to establish past medical history,
reduced calls/faxes to request information, reduction in time spent on duplicate data
entry.
 Reduction in emergency, marginal and avoidable admissions
 Reduced length of stay
 More appropriate, timely and safer clinical care including meeting patient wishes
regarding their care.
Management of the Project
 A project board is in place (led by GCCG), with all the main providers and the County
Council represented, which reports up to Gloucestershire Strategic Forum via the
County-wide IM&T Steering Group.
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A number of sub-groups report into the Project Board, including a Clinical and Care
Professionals Reference Group and a Systems group.
The project is divided into 13 workstreams
Each organisation involved in the JUYI project will sign a “partnership agreement”

4 Project Outline
4.1 Project Objectives
The Joining Up Your Information project is seen as a major enabler of the county’s approach
to improving care through an integrated care pathway approach. The project vision and
principles are detailed in Appendix 4.
The vision is
To support the delivery of safe, effective and collaborative care, centred around the
service user, by ensuring that any professionals and the service user have access, and
can contribute to, all relevant up-to-date clinical and administrative information which
relates to their care, from all sources whichever organisation they are working for and
whenever and wherever1 they are working. This includes the service user, enabling
them to collaborate in the planning and provision of their care.
The project has the following objectives, which are designed to deliver the vision:
1. Procure a solution which can:
 combine data for a selected patient, from a variety of health and social care IT
systems
 display it in a meaningful and useful way to a range of health and social care
professionals and the patient in various settings.
 configure workflows for specific care pathways/across services.
 notify health and social care professionals and carers of key events, using alerts.
2. Implement this system pervasively amongst health and social care professionals in
Gloucestershire along with changes in ways of working, in order to realise the benefits
of the project.

4.2 Project Approach
The approach to the project includes:
1. Developing the solution requirements through clinician engagement in a series of
workshops and demonstrations;
2. Agreeing a suitable county-wide information sharing agreement and associated
specific sharing agreement document (completed 13/5/15);
3. Agreeing a suitable consent-to-share model and running an extensive patient
information programme to support it;
1

static and mobile working and even access when away from work

3|Page

4. Selecting a technology solution to deliver the information integration and
interoperability requirements;
5. Engaging in multiple iterations to design, build, test, train users and roll out the
solution(s) starting with a phase 1 data set and user group.
To ensure the success of the project in delivering the benefits and outcomes intended, an
initial scoping phase was completed. Outputs of this phase included: establishing a
governance structure to manage the project, drafting the scope of the project including a
phased development and rollout, a small pilot sharing primary care data, a draft benefits
realisation plan and procurement approach and an outline business case. A scoping phase
close down report is provided in appendix 8. This phase was part-funded by the West of
England Academic Science Network. An application to the Integrated Digital Care Fund 2
was successful, with £1 million capital funding secured for 2015/16 for buying and
implementing a solution.
Next steps:




Solution procurement
Patient Information Programme
Phased implementation.

For more detail on the structure, governance and timescales for the project, see Section 9,
“Management Case”

4.3 Project scope and exclusions
4.3.1 Requirements
This outline business case defines the requirement at a high level for integration of the
disparate systems shown in the picture below and the options for meeting that requirement.
It has based this requirement on the premise that the clinician/social care professional and
care recipient want to access the whole care record and pathway through one view, and to
interact with it through workflow management and alerts. The options assume that there will
be an incremental approach. Appendix 5 contains the solution requirements specification
including use cases. It is anticipated that suppliers will approach solving these use cases
with different infrastructure solutions.
The capability described in the high level requirements for JUYI will be used initially to
deliver Phase 1. This represents the initial priorities, in terms of what data to share with
which users. Phase 2 requirements will be finalised following feedback from the Phase 1
rollout. Similarly, Phase 3 scope will be agreed following experience of Phase 2. In this
way, the JUYI project’s vision will be realised through incremental steps. Business cases
will be developed for phase 2 and 3.
In essence, the focus of Phase 1 is to support urgent care service delivery. This will be
achieved through sharing a limited data set with those involved in urgent care, plus some
additional tools to facilitate integrated working. Phase 2 and subsequent phases will see the
solution used to deliver initiatives such as:
 Patient access and contribution of data
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Initiatives that will help deliver a totally paperless environment for primary care
and urgent care by 2018 (as per the national target)
More data available to be viewed and more users, for example, integration with
services delivering planned care
More sophisticated, bespoke views for user groups (i.e. combining and
displaying data to enable efficient use of the solution)
Pushing selected data into other systems, where appropriate
Additional requirements identified as a result of using the phase 1 solution.

The requirements specification describes functionality, comprising: Data & Interfaces,
Display, Security & Access, Workflow and Alerts and Other functionality. It moves on to the
categories of information that will be shared, the settings requiring shared information,
workstation and device requirements and standards. It then concludes with Hosting
Requirements, Management and Administration Requirements, Implementation Services
Requirements and Required Outcomes & Benefits.
The components, information flows and functionality required by the solution are represented
visually in the following diagram.

i.

A “Clinical and Social Care Portal”
This will provide a view of information about an individual care recipient, as a virtual
electronic record, drawn from information held in different systems.

ii. Information exchange
This is the tool that will combine the data for a care recipient held on different systems.
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The supplier specification will specify outcomes, not method of delivery and it is envisaged
that a combination of seeker technology and repository approach will be required.
Along with delivering a solution as specified, the project scope includes definition and
handover to business as usual, where some tasks will be owned by suppliers, others by
clinical systems teams from providers and others may need central management.

4.3.2 Local health community
The local health community is defined as comprising the organisations listed below.
Organisations will be brought into the project as it progresses, others may be added.
-

Gloucestershire County Council (GCC)
Gloucestershire Care Services NHS Trust (GCS)
Gloucestershire Hospitals NHS Foundation Trust (GHFT)
2gether NHS Foundation Trust (2G)
South Western Ambulance Service NHS Foundation Trust (SWASFT)
Gloucestershire Clinical Commissioning Group (GCCG) and its member practices

The technological landscape within those organisations is changing. Appendix 3 details
current systems in use and planned changes.

4.3.3 Exclusions
This project is not implementing “point to point” sharing (where one organisation makes data
available to one other). However, it will work with such initiatives to incorporate the shared
data into the JUYI shared care record where possible.

5 Strategic Case
The Strategic Case demonstrates that the spending proposal provides business synergy
and strategic fit. This includes the rationale of why intervention is required, as well as a
clear definition of outcomes and the potential scope for what is to be achieved.

5.1 Gloucestershire Clinical Commissioning Group




Gloucestershire Clinical Commissioning Group (GCCG) is a single countywide CCG and
is one of the largest in the country, serving a population of approximately 620,000.
Membership includes all of the 83 GP practices in Gloucestershire; the practices fall
within the seven localities covering Cheltenham, North Cotswolds, South Cotswolds,
Forest of Dean, Gloucester City, Stroud and Berkeley Vale, and Tewkesbury, Newent
and Staunton.
GCCG recently undertook a consultation on the future direction of healthcare within
Gloucestershire. Joining up Your Care sets out the five year plan for the development of
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Health and Social Care in Gloucestershire and is supported by all its community
partners
As defined in the JUYC 2014-2019 plan, Gloucestershire’s shared vision across the
Health and Care Community 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 local people”.
Gloucestershire CCG’s vision of joined-up, person-centred care requires partnership
working across integrated care pathways:
o People are provided with support to enable them to take more control of their own
health and wellbeing. Those that are particularly vulnerable will benefit from
additional support;
o People are provided with more support in their homes and local communities where
safe and appropriate to do so, thus moving away from the traditional focus on
hospital-based care; and
o When people need care that can only be provided in a hospital setting, it is
delivered in a timely and effective way.
The Gloucestershire Joining Up Your Information project is a key enabler in developing
commissioning and transforming services. By making data available to Health and
Social Care professionals that is currently stored in separate systems and unavailable to
those outside each organisation it supports a number of GCCG strategic themes:
o Enhanced primary care both in and out of hours
o Prevention and self-care
o Joined up person centred care
o Streamlined urgent care pathways, fewer emergency admissions
o Acute hospital admission avoidance, care closer to home

As such, record access and sharing is one of the four main themes of the IM&T plan
developed by Gloucestershire CCG with its partners.

5.1.1 Case for change
Enabling this vision implies sharing of care records amongst partners. Currently if patient
information is shared between services it is often done via phone call, fax, letter, sharing
paper records or by giving system access to a clinician from another service (e.g. District
Nurse access to GP system). These methods lack a control and audit process, are time
consuming for clinicians and administrators and carry the risk of missed or incomplete
information available to the clinician delivering patient care. The risks associated with
continuing with this approach include inappropriate patient care, increased costs of clinician
and administration time and limited capacity to audit inappropriate access to confidential
patient information (see Section 6.1 “Options”). Where information is not shared then
clinician, care professional and an individual are impacted, for example, further clinician and
admin time is spent trying to obtain the information from patients/clients, duplicate tests are
often undertaken, patients may be admitted to hospital when alternative plans may be in
place for them to remain at home etc.
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5.2 National Initiatives
In November 2014 the National Information Board published a paper entitled “Personalised
Health and Care 2020: Using Data and Technology to Transform Outcomes for Patients and
Citizens - A Framework for Action”. It sets out a framework for action up to 2020 on
technology improvements to support service transformations across health and social care
systems in England. It is aligned with and designed to complement the recent Five Year
Forward View and suggests that the lack of electronic record interoperability across NHS
organisations is holding back necessary improvement in health outcomes and patient
experience.

It specifies seven areas to focus on in addressing this. Four are relevant to the JUYI project:
1. giving care professionals the data they need through real-time digital access to
patient records and improved data on outcomes;
2. helping patients to make the right, healthy choices through full access to their care
records, digital apps and information services;
3. build and sustain public trust in NHS use of patient data;
4. supporting care professionals to make the best use of data and technology through
workforce education and training;
Two headline targets relevant to this project are:
1. Service-user access
•

From March 2018 all individuals will be enabled to view their care records and to
record their own comments and preferences on their record

2. No Paper Records
•

All patient and care records will be digital, real-time and interoperable by 2020.

•

By 2018, clinicians in primary, urgent and emergency care and other key transitions
of care contexts will be operating without needing to use paper records.

5.2.1

Better Care Fund

Nationally, the Better Care Fund (formerly the Integration Transformation Fund) was
announced by the Government in June 2013, to ensure a transformation in integrated health
and social care. The Better Care Fund (BCF) is designed to support health and social care
services to work more closely together in local areas.

5.2.2

Summary Care Record

The national Summary Care Record (SCR) is designed to provide a summary of key clinical
information, and is accessible by authorised healthcare staff treating a patient in the event of
urgent or emergency care, particularly when other sources of information may not be readily
available. The SCR contains a core set of essential information:
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o
o
o

patient’s medications
allergies
adverse reactions

Development is underway to allow additional information to be shared, as follows:
o
o
o
o
o
o

Reason for medication
End of life care information (specifically any items within the EOLC dataset ISB1580)
Immunisations
Significant diagnoses / problems
Significant procedures
Other anticipatory care preferences (including any items within the Key Information
Summary dataset used in Scotland).

Other Read Coded data may be added ‘manually’ at the discretion of the practice, patient
and dependent on the functionality of the practice clinical system. The Summary Care
Record itself is not seen as the ‘solution’ to interoperability given its focus on providing a
view only of information held in primary care. NHS England has made the following
statement in relation to the enhanced SCR: “...In the future, we may not need to centrally
provide an SCR because everything is being transferred seamlessly between primary &
secondary care settings. Until that time, which is currently some way off, the SCR will
provide NHS Trusts with a key building block towards an IDCR…….”

5.2.3 Other National information sharing requirements






The Information Strategy published by the Department of Health in 2012
(https://www.gov.uk/government/publications/giving-people-control-of-the-health-andcare-information-they-need )
Integrated Care and Support: Our Shared Commitment, May 2013
(https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/198748/
DEFINITIVE_FINAL_VERSION_Integrated_Care_and_Support__Our_Shared_Commitment_2013-05-13.pdf)
Child Protection – Information Sharing project (CP-IS) http://systems.hscic.gov.uk/cpis
Digital eredbook http://www.eredbook.org/

5.3 Constraints, Dependencies, Interfaces & Assumptions
5.3.1 Constraints


The two key constraints, from a procurement perspective, are that the funding provided
by the Integrated Digital Care Fund is capital funding and that it must be spent in the
’15/’16 financial year. Both of these have an impact on the procurement route (see “6.1
Procurement Options”) in that it needs to be swift and there needs to be an associated
capital spend.



The internal care record systems for all of the partner organisations are themselves
changing. Gloucestershire Care Services NHS Trust, Gloucestershire Hospital
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Foundation Trust, Gloucestershire Social Care and 2gether NHS Foundation Trust and
South Western Ambulance Service NHS Foundation Trust are at various stages of IT
replacement programmes. Complete understanding of the sharing capabilities of these
systems will be developed throughout their implementation. Roll-out of JUYI in partner
organisations will be constrained by the timescales for those internal system
implementations.

5.3.2 Dependencies


Availability of Data
The solution being procured will retrieve and share data from other systems. This can
only be done if the relevant systems have the facility enabled to make this data available



Patient willingness to share
Many patients expect their data to be shared with other professionals involved in their
care. However, some are concerned about sharing. This project will do all it can locally
to reassure the population about the security of their information, controls over access
and the merits of sharing. However, national initiatives are important in helping with
this, for example, by expounding the benefits and allying fears.



Cross-organisational co-operation
This project relies on co-operation across the partner organisations to participate in the
sharing and viewing of information. For example, staff at provider organisations will be
made available to support the project as per the project partnership agreements (see
section 9.4 Organisations working together).



Primary care participation
GP willingness to participate and share information held on the primary care patient
record is essential. The JUYI solution needs to provide users with useful information
more often than not. Failure to find information will cause user's enthusiasm to wane.

5.3.3 Interfaces









5.3.4


Streamlining Urgent Care (SuRC) project
My Online Care Plans project
Crisis care concordat working group
Enhanced Summary Care Record
RiO replacement programme
SystmOne intra-system sharing (“EDSM”)
SmartCare Implementation
SWASFT ePCR implementation.

Assumptions
Provider organisations will approve the business case and engage in the project
(including agreeing to share the information they hold)
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All parties supplying and receiving information meet the required IG standards as per
the countywide IG group agreements
Any fears or concerns regarding information sharing risks are addressed and
provider organisations, including general practitioners are willing to participate
The configuration of SystmOne intra-system sharing (“EDSM”) is not a pre-requisite
to a practice participating in JUYI
Sharing initiatives currently in use may be incorporated into the JUYI solution at an
appropriate phase of the project

6 Economic Case
The purpose of the Economic Case is to show that the project demonstrates value for money
through consideration of a range of options

6.1 Options
6.1.1 Summary of options
The following four options have been considered:





Do minimum
“Quick-start” followed by a full solution procurement
Full solution procurement with phased delivery (with its application in Phase 1
outlined in detail)
Partner with a similar project

‘Do nothing’ and ‘Quick-start’ options have been discounted. The third and fourth options
are under consideration in order to make the best use of the capital funding that has been
provided for ’15/’16. Information required in order to fully review option 4 has been sought
but is not currently available. Option 3 is therefore being pursued but could result in option 4
as organisations currently delivering a solution in another health community could bid
including a partnering proposal.

6.1.2 Options in detail
Option 1: Do minimum
Proposal
Do minimum i.e. meet national requirements through maximising current clinical system
capabilities and allow ad hoc point-to-point sharing developments to continue to evolve via
provider organisations.
1. Continue to meet national requirements for information sharing e.g. SCR, Unplanned
Admissions care plan sharing, EOL care plans, patient access to GP records
2. Await SCR guidance and rollout enhanced SCR for all practices.
3. Support EDSM in all SystmOne practices and community services.
4. Support Adastra for care plans on an ongoing basis/until enhanced SCR replaces.
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Benefits
 No central implementation costs
 Some information sharing such as SCR, GP patient portal, care plans will be
implemented in line with national requirements, facilitating one way sharing of
primary care data.
 Some further information sharing likely through provider organisations continuing to
develop their own point to point sharing solutions.
Disbenefits
 Non achievement of CCG strategic benefits
 Sharing will develop in an uncoordinated/hap-hazard way resulting in additional effort
by providers and a less streamlined solution
 Mainly “point-to-point” sharing, which brings limited benefits
 Majority of identified benefits not met
 Fragmented sharing: data presented on different systems rather than combined for
ease of consumption. There will be an associated cost of clinician/admin time in
sourcing information from multiple/disparate sources with a risk that some
information may conflict.
 Inability to control/audit information sharing
 There is a high risk that the recent national requirement to provide digital, real time
interoperability by 2020 will not be met through this approach
 No service user access other than what individual providers may offer independently
 Potential for a proliferation of service user portals
 Does not meet the commitment made to benefits realisation through accepting IDCF
funding.
Costs/financials
GCCG costs minimal. Provider organisations would bear the burden of providing in-house
solutions. Conditions of IDCF funding not met.
Decision required
To proceed or not with some solution procurement for information sharing. If not proceeding,
Memorandum of Understanding between GHFT and HSCIC would need to be informed that
the funding cannot be utilised.
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Option 2: Quick Start: Primary Care Data
Two phased approach (Primary care data only in phase 1, followed by full solution
procurement in phase 2)
Proposal


Phase 1: Share a specified, Read-Coded, primary care data set with services that have
a clinical system through which the data can be viewed. This is likely to involve a tool to
integrate primary care data which can be accessed from within viewing users systems
e.g. Adastra (OOH), RiO (2G) and SystmOne (community services). Data sets included
are: patient demographics, problems, diagnoses, procedures, investigations (past 2
years), examinations, medication (current, past, issues), events (encounters,
admissions, referrals), risks and warnings. Note: certain Read Codes deemed ‘sensitive’
are excluded.



Phase 2: Full procurement of all other elements as specified in the requirements
document - data feeds from all services to an information exchange, care professional
and patient portals, joint reporting, workflows and alerts, summary care record
integration.

Benefits
 Some benefits realised quickly
 Develop further requirements for full solution (due to “informed user”), resulting in
better final solution
 Gain momentum and enthusiasm, as with My Online Care Plans project
 Sharing primary care data is being tested in Gloucestershire via the current pilot and
My Online Care Plans and is proven in use in other areas e.g. Cumbria, Oxfordshire.
 Minimal change management/transformation work required in provider organisations
to facilitate phase 1 implementation.
 Phase 1 solution does not limit options for phase 2 solutions.
 Phase 2 procurement tests a wide marketplace and ensures value for money.
 Provider organisations do not have to independently fund and resolve information
sharing needs.
 Minimises the risks and disbenefits associated with option 1.
 Possibility of partnering with a similar project a possibility for phase 2.
Disbenefits
 Reliant on system suppliers doing the necessary development to share data with the
chosen supplier or consume from it.
 This option would delay the full procurement and the IDCF funding would not be
utilised in 2015/16 and would therefore be lost.
 It would also delay support to a number of projects such as SURC.
 A number of efficiency savings would not be met through phase 1:
o primary care clinicians do not derive any benefit as no secondary care data is
available to them.
o Secondary care clinicians and care professionals do not have the opportunity
to view data shared from community, social care and mental health services
in one place.
 Less data is available on which users can comment on, thus limiting the feedback for
14

phase 2 specification.
 Would not address some of the specific use cases in phase 1.
 Portal not available as part of phase 1 therefore greater transformation required to move
from phase 1 to phase 2. Lessons learned from other areas suggest that this
transformation is difficult to achieve.
Costs/financials
Phase 1
Estimated costs are outlined below for an existing primary care portal product (MIG)
however there may be other solutions available due to recent changes to GPSOC contracts.
REMOVED AS COMMERCIAL IN CONFIDENCE
Phase 2
Depends on number of data feeds, patients and users.
Decision required
Are the benefits of sharing primary care data only in phase 1 sufficient to delay including
other data sets until a later phase?

Option 3: Full procurement with phased delivery
Proposal
15

A full specification is developed for the entire JUYI solution capability as a single
procurement. It will be implemented via a phased approach, and potentially could be
delivered through a supplier partnership.
Phase 1 involves sharing a limited, specified set of additional care data alongside the
primary care data and combining it into bespoke views. In addition, Phase 1 will include tools
to
1. facilitate single sign-on
2. facilitate electronic notification and/or referrals
3. joint reporting by multi-disciplinary teams
The capability to deliver the remaining functionality will be procured but implementation
phases will be defined following feedback from phase 1.
Benefits
 Wider audience reached and benefits realised sooner
 1 procurement exercise
 Data is available in a more accessible way so it can be combined into bespoke views
tailored to different user groups
 Secure services of quality supplier (lots of projects will be looking for suppliers including
others with IDCF funding)
 As well as the benefits outlined in option 2, the additional data would provide primary care
clinicians as well as secondary care, with the opportunity to view data shared from
community, social care and mental health services in one place.
 The breadth of users involved in phase 1 is expanded and includes primary care
clinicians, thus improving the feedback potential
 More data is available on which users can comment on, thus improving the specification
for phase 2.
 Address one/some of the detailed cases and realise benefits early
 Make portal available as part of phase 1 therefore less transformation required to move
from phase 1 to phase 2.
 This solution could grow, incrementally, and adapt to the changing needs and priorities
for Gloucestershire
Disbenefits
 Potential to be paying for infrastructure that has low usage in early phases.
 The implementation phase for part 1 may be longer to include the additional data.
Costs/financials
Recurrent annual costs depending on number of data feeds, care recipients and users.
Decision required
This option allows the project to make use of IDCF capital funding received - £1m to be
spent in 2015/16. Is there sufficient support and commitment from all providers to deliver?
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Option 4: Partner with a similar project/solution
Proposal
Join with an existing project that has the scope for extension to their contract.
Benefits
 Procurement process not required
 Potentially easier to implement cross border collaborative working
 Potential for cost savings due to economies of scale, lessons learned and implementation
experience
Disbenefits
 Requires approval from existing partners to join the programme
 Terms of the partnership are not yet known
 Potential for contractual challenge from other suppliers.
 Autonomy regarding design and infrastructure is unknown
 Timescale to deliver phase 1 in Gloucestershire is unclear
Costs/financials
As yet to be confirmed – extent of economies of scale to be determined.
Decision required
Do the benefits of collaborating with a similar project outweigh the loss of local input into the
infrastructure and design? Information is not currently available but is being sought in order
to fully review this option.

17

7 Financial Case
The purpose of the Financial Case is to set out the costs associated with the procurement and
implementation of a Shared Care Record (JUYI) in Gloucestershire, and establish its
affordability.

This project will require significant financial investment and the benefits realisation will be
phased over a number of years, the benefits realised will be both cashable and a significant
proportion will be non-cashable as a key benefit should be an improvement in the quality of
care delivered and time saved by clinicians and care professionals. There should also be a
saving in patient time due to reductions in time spent on assessments, duplicate tests etc.,
however, this will be difficult to quantify.
The recurrent and non-recurrent costs of any system are likely to be significant. Benefits
realised from the system implementation will be whole system benefits impacting on health
and social care providers and commissioners. It is also likely that benefits may also overlap
and enhance those benefits anticipated by Gloucestershire providers through their
implementations of new Patient Administration Systems (PAS).
The CCG has set aside a recurrent funding envelope and its five year plan for the estimated
recurrent costs of a Gloucestershire shared information solution.
In addition, the health and social care community has received non-recurrent funding
through the Integrated Digital Care Fund (Tech fund) of £1m. This had to be match funded
by the CCG. A summary of the estimated funding and costs for the next six years is shown
below. It is proposed that the CCG funds the recurrent costs of the shared record system.
This proposal recognises the financial constraints that partners are operating within in
Gloucestershire.

COMMERCIAL IN CONFIDENCE
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7.1 Value for Money
The expected benefits to cost ratio is 1.95. See the spreadsheet in Appendix 1 for the detail of this (“VFM” tab) and for a breakdown of the
expected benefits and associated savings (“Revised Benefits” tab). This area is still under development and the ratio is expected to change for
the final business case. At the time of writing the primary tool for measuring benefits is expected to be clinician feedback. Experience from
other areas, endorsed by HSCIC, is that measuring and accurately attributing benefits is challenging. The solution specification does include
the requirement for tools to assist with benefits measurement which may provide richer data.

COMMERCIAL IN CONFIDENCE
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7.2 Benefits in detail

The expected benefits and outcomes to be delivered by the JUYI solution for sharing patient
and client information across Gloucestershire include:
1. greater integrated working within community care teams, and between acute,
community, urgent care and social care, to improve the appropriateness and
timeliness of interventions and to improve patient safety
2. Facilitation of combined assessment processes following the ability to view previous
assessments carried out by different care professionals.
3. Reduced conveyances by the ambulance service
4. Reduced A&E activity and fewer unplanned admissions
5. Improved discharges and reduced excess bed days
6. Reductions in inappropriate referrals to outpatients and for repeat and otherwise
unnecessary diagnostics tests
7. Time saving by clinicians and social care professionals
8. Improved medicine utilisation through better reconciliation
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These high-level benefits are expected to start to be realised from year 1 post go-live:
For patients












Safer care for individuals across care settings
More appropriate, timely care
Improved health outcomes
Observe patients’ needs regarding End of Life(EOL) and Care Plans
Co-ordinated delivery of care across services and providers
Reduction in adverse events
Improved patient experience
Avoid unnecessary laboratory tests
A reduction in episodic care
Reduction in time unnecessarily spent with clinicians and care professionals.

For clinicians and care professionals







Greater collaboration enabling the delivery of more efficient, effective care
Access to a greater range of patient information at point of care
Reduction in time spent looking for information freeing up additional time
More efficient medicines reconciliation
Improved data quality of records as increased checking

For commissioners






Greater opportunities to create and monitor care pathways
Reduced costs associated with avoided acute (re)admissions and diagnostic tests
Greater workforce efficiency- less time spent looking for information
Enabling delivery of overall strategy as increase to care provided closer to home or
in the most appropriate setting leading to reduction in unnecessary admissions to
hospital and meeting patients’ wishes regarding their EOL

7.3 Expected dis-benefits
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•

Risk of breach to patient privacy e.g. if Patient Information Programme doesn’t reach
all patients or if access control is breached by a user

•

Potential for an increase in patient queries through allowing them access to their
records

•

Potential to increase workload for some providers e.g.
•

Data quality checking

•

Training and support

•

Technical input from provider organisations to facilitate data provision and
user access

8 Commercial Case
The purpose of the Commercial Case is to demonstrate that the most appropriate
procurement route has been adopted to achieve a sound commercial basis for the
implementation.

8.1 Procurement Options
The following options are open to the project:
1. Framework agreement: 10 – 18 weeks
2. “OJEU (Official Journal of the European Union) Procurement”: 25 – 54 weeks
• Open tender
• Restricted tender
3. Competitive dialogue (used for more complex procurements): 61 – 101 weeks
Capital funding has been provided for the ’15/’16 financial year. This means that the solution
needs to be procured this financial year and for it to be a “capital spend”. A framework is the
only option that can be realistically completed in the timescale and with some of these (for
example “Gcloud”) the solution is provided as “software as a service” which is deemed a
revenue cost. A framework is a quicker procurement route because the supplier has already
met certain requirements by having successfully responded to a Contract Notice published in
the OJEU and agreed to the contract terms.
Thus, an appropriate framework, with a good range of suppliers and where the purchase is
classed as capital spend will be used to procure the solution.

8.2 Procurement Process
Following the publication of an early engagement notice in late May 2015, a competitive
tender process will ensue. The evaluation panel will include clinical and care professional
representatives, patient and project board representation.
After engagement with the supplier, the Outline Business Case will be progressed to a Full
Business Case. Authorisation for this and contract placement will be provided by the JUYI
Project Executive following approval by Gloucestershire CCG Governing body, GHFT board
and the relevant decision making bodies in participating organisations (listed in section
4.3.2) in November 2015. The expectation is for the contract to be signed in December
2015.

8.3 Contract
The contract length will be set so as to encourage suppliers to invest in the project, while
providing flexibility on the part of the project, where possible. Feedback from suppliers on
this will be sought as part of the pre-procurement exercise.
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9 Management Case
The purpose of the Management Case is to demonstrate that the project is well managed
and likely to be successful.
The project will be run to PRINCE2 standards, with a PRINCE 2 Project board running the
project. Terms of reference are included in appendix 6.

9.1 Governance
The project is sponsored by the Gloucestershire Strategic Forum (with the lead being taken
by the Gloucestershire Clinical Commissioning Group. 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 subgroups:
i.

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

ii. Clinical systems group which includes the IM&T specialists
iii. Clinical and Care Professionals Reference Group.
iv. Data-sharing Control Group
v. Procurement Group
Groups i to iii are already set up and functioning. Groups iv & v are to be convened and will
comprise mainly members of existing groups.
These groups will be used or added to, as appropriate to the stage of the project to provide
input to the following workstreams: benefits and change management, technical,
functionality, configuration, testing, audit control and reporting, data quality.
In addition, a County-wide Information Governance Group has been reconvened. It has
agreed a cross-county information-sharing framework which will be used to support the JUYI
project
The project is also, in effect, the IT workstream for the Streamlining Urgent Care project, the
crisis care concordat and the Online Care Plans project. These projects feed into the
requirements specification for the JUYI project.
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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9.2 Project Structure
The project is split into the following workstreams
Workstream
i. Access Control, Audit &
Reporting

Notes
 Giving users appropriate access to the solution,
based on their role
 Monitoring and reporting on usage, including
checking for inappropriate access

ii. Business Change & Benefits

 Ensuring work practices are altered to maximise
potential benefits from the solution
 Tracking and reporting on benefits, ensuring they are
embedded in participating organisations and have
owners

iii. Communications, Consent
And Access

 Agreeing the patient consent-to-share model
 Developing the communication strategy and plan (for
both “internal” – users - and “external” – the public –
stakeholders)

iv. Configuration

 Tailoring the solution to fit Gloucestershire’s needs
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v. Data Quality

 Ensuring data that is shared is of appropriate quality

vi. Dependent/Related Projects

 JUYI is the umbrella project for all sharing initiatives,
to ensure a strategic and efficient approach across
Gloucestershire. These include:
 Streamlining Urgent Care (SUrC)
 Transfer of Information (e.g. electronic discharge
summaries)
 Enhanced Summary Care Record
 Intra-SystmOne sharing
 Electronic Correspondence

vii. Functionality

 Defining what the solution should be able to do: its
“capability”. This includes:
 Creating the Requirements Specification
 Ensuring required functionality is realised by the
solution

viii. Procurement

 Purchasing the solution, including:
 Developing evaluation criteria
 Approving documentation to go out to suppliers
 Marking responses and attending supplier
demonstrations

ix. Project
Management/Implementation
x. Technical

Running the project





Devices to be used
Network access
Data feed development
Running the Systems Group

xi. Testing

 This crosses a number of workstreams, providing the
testing expertise to ensure their outputs function
correctly when they come together, e.g.
 Interfacing with other systems
 Devices and access
 Solution performance
 It is also responsible for the Clinical Safety Review

xii. Training

 Developing the necessary materials to support users

xiii. Information Governance

 Formulate the Information Sharing Agreements and
implement associated control and audit processes
 Deliver training to primary care data controllers in
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relation to information sharing
 Complete privacy impact assessment and IG
checklist.

9.3 Project Staff
A significant team will be required to implement the solution, fulfilling roles within the above
workstreams.

9.4 Organisations working together
A dependency and essential ingredient for this project’s success is the effective working
together of relevant organisations in Gloucestershire.
Each organisation involved in the JUYI project will sign up to a “partnership” agreement.
This outlines the following:


Data sharing arrangements, including the commitment to share & to data quality



Resource commitment
 Board member: Nominated person to be a member of the Programme Board
 Local co-ordination/ lead: Nominated person to coordinate any work within their own
organisation and assist in the event of any dispute
 Technical role(s): required in order to extract and test data that is destined for the
Project (and which has come from that organisation’s own source systems)
 Information Governance: Nominated person to deliver any information governance
obligations required under the Agreement
 Organisational lead
 Champions



Governance
 Structure (as per this business case)
 Lead party (responsible for actively managing the contract with the Contractor /
supplier on behalf of the Programme Board)
 Process for parties leaving or joining the project



Financial commitment
As per section 7, “Financial Case”, GCCG has identified funding for this initiative. As
benefits start to be realised by partner organisations, then this issue will be revisited and
the potential for them to contribute proportionately discussed. This model of contribution
is in place in a neighbouring county’s interoperability project.
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9.5 High Level Plan

27

9.6 Risk Management
Active management of risks and issues is built into the project management process. The key
risks are listed in the table below with the planned mitigation approach.

Risk description

Likely impact

Plans/mitigation

Clinician lack of
uptake/willingness to use
the new solution.

Benefits are not
realised, risks
associated with not
sharing persist.

Mitigate with engagement (so
clear on benefits),
presentation of data (so can
be accessed and absorbed
quickly with minimum of clicks)
and ease of access to the
system

GPs decline to share data.
Cause: concerned about
implications of information
sharing

The JUYI solution
needs to provide users
with useful information
more often than not.
Failure to find
information will cause
user's enthusiasm to
wane. This will result in
reduced use and
benefits not being
realised; risks
associated with not
sharing will persist.

1

2

3

4
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Provider organisations do
not approve business case
and fail to engage in the
project.

Project timescale
delayed, milestones
not met. Funding
cannot be spend in
'15/'16

Service/provider
organisations do not
participate in
implementation. Services
are not willing to make the
necessary changes to ways
of working (e.g. what data

Likelihood of risk 1
being realised is
increased - lack of
uptake means benefits
are not realised.

Mitigate with communications
and engagement programme,
involving LMC, practice
manager and patients on the
communications, consent and
engagement group

- Regular meetings of project
Board.
- Clear timetable of sign-offs.
- Escalation to County-wide
IM&T Steering Group and
Gloucestershire Strategic
Forum, as required
Partnership agreements will
clearly state the resources
required from each
organisation
Use backfill funding, as
required

recorded, in what format
and where).
5

Insufficient patient sign-up
means that clinicians are
less likely to use the
solution
One cause is the potential
for confusion among
patients about sharing their
data for JUYI after already
receiving letters for
care.data and SCR and
also publicity of EDSM
(intra-SystmOne sharing)

6

9

10

12
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The pressing need for
information-sharing results
in other information-sharing
solutions being developed
that cannot be incorporated
into the JUYI solution or
reduced enthusiasm for and
use of the JUYI solution

Opt-out approach has been
adopted

See Risk no. 2.
Benefits are not
realised, risks
associated with not
sharing persist.

Resources wasted,
user/provider
engagement lost

Ensure a comprehensive
communications programme
(public and practices)
implemented, with good
patient representative
consultation

All sharing-initiatives to be
agreed at the County-wide
IM&T Steering Group to
ensure they are aligned with
the overall strategy

Information-sharing across
the county is inconsistent
and confusing.
Cause: agreement may not
be reached on a consistent,
joined-up approach to
information sharing

Delays to the project
from running with an
unwieldy and inefficient
set-up

Trying to specify
requirements in too much
detail for too far ahead
(given the dynamic
environment and
understanding of what is
possible and would help)

Use a two-phased approach
Solution implemented
where the detail for phase 1 is
does not meet needs of specified and there is an
services and is difficult understanding that more
to change. Benefits are detailed requirements for
not realised
phase 2 will be specified when
needs are better understood

It will not be possible to get
data from SystmOne
practices in the short-term
Causes:
- this requires having

See risk 2

Form an IG countywide group
involving all provider
organisations across
Gloucestershire to agree
framework.

- Have escalated to HSCIC
and will continue to do so
through funding lead
- Meeting with TPP (supplier

EDSM (intra-SystmOne
sharing) switched on which
makes the entire patient
record available to all other
SystmOne users (i.e.
national) which may put
patients off and is a
different model to that
agreed for JUYI
- the only current way to
share with the JUYI solution
would be via the MIG; in its
current configuration, no
sensitive data is
suppressed, and role-based
access could not be
implemented to filter the
data, again making patients
less likely to agree
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GCCG is using the Lead
Provider Framework to
procure services currently
provided by SCWCSU,
including JUYI project
management.

for SystmOne)
- Seek alternative method of
sharing TPP data
- Regular calls with other
shared care record
programmes (
Birmingham/Surrey
/Nottingham/Leeds)

Should there be a
change of provider,
and therefore change
of project management
team, the project
timescale is likely to
slip during handover.

Resource plan being reviewed
to assess potential impact.

9.7 Lessons Learned
The project has and continues to liaise with other similar projects to seek out lessons that can be
learnt from them and applied to this project, to avoid mistakes and problems.

Lesson learned

Description

Importance of engagement

Interoperability projects require the commitment of all
providers contributing to and consuming the shared
information. This was achieved in some regions without formal
agreement however the recommendation from other projects is
that implementing partnership agreements promotes
engagement and a shared understanding of the commitment
required.

Communications

Experience from another similar project has demonstrated that
while patient communications must be clear, if they are overly
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specific regarding data this creates other risks e.g. clinical
systems and the solution being implemented not having the
capacity to deliver as specified.
Consent Model

Explicit consent is not recommended as it limits the volume of
patients whose information is available. The solution needs to
provide users with useful information more often than not and
failure to find information will cause users’ enthusiasm to
wane.

Understanding and working
with other clinical systems’
sharing models

Use of clinical systems’ sharing functionality in other areas has
uncovered a variation in how/what data it makes available.
Some clinical systems are quite unrestricted, some withhold a
specified set of ‘sensitive’ read codes.
Lessons learned





Get started
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Gain as much understanding upfront of the variety of
sharing models in use within current clinical systems
Develop a solution that can cope with the inconsistencies
Rigorous testing of provider data feeds
Engage with HSCIC and NHS England to promote
consistency of approach across clinical system suppliers

Information-sharing solutions are complex to implement for a
variety of reasons e.g. concerns regarding information
governance and consent models, provider engagement,
clinical system supplier engagement. Experience in other
areas has demonstrated that starting to share, even on a
relatively small scale, builds engagement and momentum for
an expanded model.

Appendix 1: Benefits realisation tracker

20150630 JUYI
Benefits realisation tr
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Appendix 2: Privacy Impact & Equalities Impact and
Assessments
Privacy Impact Assessment
An initial PIA screening confirmed the need to conduct a full PIA. The process outlined in the
table below is therefore being embedded into the project plan. Privacy related risks and
solutions will be reviewed and mitigated at intervals throughout the project lifecycle.
Repeated privacy impact assessments will be conducted and reported to the Information
Governance lead and countywide IG group.

20150410_CSWCSU
PIA_v1.0 - (Intended
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Equalities Impact Assessment
JUYI Equalities
Impact Assessment v
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Appendix 3: Provider systems
Organisation

System(s)

Notes

ERIC

This is an in-house system for adult social
care.

Liquid Logic

Children’s social care system

SystmOne

Rolled out to a number of Community
Services including Children’s Services,
Overnight District Nursing, OTs, Physios
and Home Oxygen.

GCC

Community Hospitals and MIUs due for
rollout before end of November 2015

GCS

GHFT
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Adastra

Avoiding Unplanned Admissions care
plans, SPCA, Rapid response, IDT, EOL,
GHAC. Contract terminates 31/3/16.
Replacement options under review.

MillCare

Sexual Health service

IHCS (PAS)

Acute hospital system in use in community
hospitals for pathology reporting, inpatients
and outpatients. To be phased out as
Smartcare implementation is completed.

SOEL Health

Dental service

MSS Patient First

MIUs – SystmOne to replace by November
2015

Careplus

Due to be decommissioned July 2015

IHCS plus others

Smartcare replacement programme is
underway currently; Intersystems have
been appointed as the preferred supplier.
Phase 1 November 2015, Phase 2
November 2016.

RiO

2400 users in the Trust including Hereford.
Some view only access provided to
specified users in other organisations.

Introducing Access to
Psychological Therapists
(IAPTus)

This is mainly used by Psychological
Therapists with over 60 users.

2G

GCCG
member GP
practices

TPP SystmOne
41
INPS Vision (hosted)
17
INPS Vision (to migrate) 3
EMIS Web
23
Microtest
1

MIS C3

Currently piloting. Commencement of roll
out May/June 2015.

SWASFT

GHAC
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New 999 CAD system due to go-live in
SWASFT Divisional areas East/West 7 July
2015. Divisional area north 22 September
2015 (forecast date)

Ortivus MobiMed Smart

Anticipated Rollout in the Northern area
Planned, but not yet approved for Jan
2016, Gloucestershire May 2016 (TBC).
Will include SCR/smartcard capability.

Adastra

OOH service

Adastra (hosted by GCS)

To be replaced in light of GCS contract
terminating with AHC. Linked to Choice
plus project (GP federated working) funded
by PMCF.

Appendix 4: JUYI Vision and Principles
JUYI Vision and
Principles v1.4.docx
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Appendix 5: Requirements

JUYI High Level
Requirements_v5.doc

38 |

Appendix 6: Terms of reference
JUYI Project Board
TOR v3.doc

Glos Clinical and Care
Systems Grp ToR_v0.

4 JUYI
CommsEngagePatient

JUYI Clinical and
Care Professional refe
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Appendix 7: Financial breakdown
Staff Costs
Detail of the project workstreams has been included in section 9.2. Staff costs for all of those
workstreams have been included in the estimate. In addition to the project management and
solution implementation resources the following areas of work have been included:






Engagement and communications: Internal stakeholders are aware of and engaged in
the project. The general public/patients are fully informed as part of the consent process.
Business change and transformation: As is and to be mapping. Implementation/
encouraging use. Measuring benefits and ensuring realisation.
Data Quality: Getting systems’ data fit to share and entered in a way it can be (e.g.
templates for GPs for Care Plans)
Training support: Developing support materials, such as handouts and on-line tutorials.
Supporting Business Change with training sessions, where needed
Access control and reporting: User management (specifying roles and allocating access)
and monitoring access (specifying proactive flagging rules and reporting on suspected
breaches and general usage).

Lessons learned from other areas indicate that these are significant roles that are needed to
fully realise benefits. The tasks associated with these areas of work require significant
investment in resources to complete.

Solution costs
i.

The solution costs included in this document are based on a “best guess” following an
initial market analysis and supplier engagement exercise. There are a number of
variables that potentially affect the price including:
 Number of data feeds
 Number of user organisations
 Licence type
 Number of users
These costs are based on a locally-hosted solution, but suppliers are being asked to
quote also for a fully-managed (off-site) option

ii. Recovering VAT
VAT is not included in the supplier costs. The rules on this have recently changed and it
appears that it is recoverable for bespoke but not off-the-shelf solutions. This will be
clarified with the chosen supplier and changes reflected in the Full Business Case
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Appendix 8: Scoping phase
JUYI scoping phase
close down report.pp
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Agenda Item 16
Governing Body
Governing Body
Meeting Date
Title

Thursday 30th July 2015

Executive Summary

This paper provides an update on the cultural
commissioning programme and a summary on
how the forthcoming grant programme will be
delivered over the next 16-months.

Cultural Commissioning Grant Programme

On the 27th July the cultural commissioning
grant programme will be launched that will
invite arts and culture organisations from the
Voluntary Community and Social Enterprise
sector (VCSE) to test out and develop
innovative approaches to address priorities
within our clinical programme groups. The aim
will be to interrogate a series of emerging key
area and opportunities on:
 Commissioning
 Operational models of delivery
 Workforce development
The purpose of the grant programme will be to
deliver approximately 10 – 15 small scale pilots
between September 2015 and November
2016. The pilots will increase our knowledge
and understanding on the role of nontraditional providers and the impact they have
on the health and wellbeing of our
communities.
Once the grants have been awarded to the
successful bidders, it is anticipated that the
Clinical Programme Groups (CPGs) will work
alongside clinicians, lay members and the
VCSE to co-develop appropriate and effective
service models. This will provide the
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opportunity for commissioners to ensure that
the pilots are designed in a way that provide
meaningful and measurable outcomes.
The grant programme will be evaluated using a
mixed-methods approach combining qualitative
and quantitative methodology.
Key Issues
Risk Issues:
Original Risk
Residual Risk
Financial Impact

None identified
None identified

Legal Issues
(including NHS
Constitution)
Impact on Health
Inequalities

None.

Impact on Equality
and Diversity
Impact on Sustainable
Development

None.

Patient and Public
Involvement

Patients and lay representatives will
involved in the co-production of the pilots.

Recommendation

Paper for information only

Author
Designation

Matt Pearce
Senior Commissioning Manager, Strategic
Planning
Ellen Rule, Director for Transformation and
Service Redesign

Sponsoring Director
(if not author)

None

The cultural commissioning programme will
likely have a positive impact on health
inequalities in Gloucestershire.

None.
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Agenda Item 16
Governing Body
Thursday 30th July 2015
Cultural Commissioning Programme (CCP) - Update
1

Aim

1.1

This paper provides an update on the cultural commissioning
programme and a summary on the how the forthcoming grant
programme will be delivered over the next 9-months.

2

Background

2.1

The cultural commissioning programme is a key enabling project
within the healthy individuals programme with the aim to raise
awareness amongst public service commissioners of the benefits
which arts and culture can bring to people’s health and wellbeing.
The CCG’s 2015/16 operational plan outlined the CCG’s intention
to commit additional resources to the prevention agenda in line
with the activities and projects set out in the Healthy Individuals
Programme, with a view to expanding the level of investment in
2016/17 to encompass a broader remit to commission a range of
prevention and health and wellbeing interventions from the
voluntary sector. As part of this commitment, £150,000 was
allocated to commission a small number of pilot interventions
through the voluntary and community sector where appropriate.
As the project moves into the second phase we will be extending
communication and engagement, both within the CCG, and to
partner GPs and organisations. The small scale grant programme
outlined in this paper provides an ideal opportunity to do this, and
within the CCG it has already generated significant interest and
worked as an effective lever for collaboration.

3

Purpose of the Grant Programme

3.1

The purpose of the grant programme will be to deliver
approximately 10 – 15 small scale pilots between September
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2015 and November 2016, in order to interrogate a series of
emerging key priorities and opportunities which are outlined
below.
3.2

Commissioning:
 Testing out opportunities for arts and culture interventions to
support health and wellbeing outcomes for participants;
 Testing the patient and community response to using arts
and culture interventions as non-standard interventions to
encourage self-management, for a range of physical as well
as mental health conditions. This will also involve exploring
the public’s perception on whether they feel that the grant
programme is good use of public money;
 Exploring how cultural commissioning can support the
outcomes based commissioning within the clinical
programmes;
 Developing a commissioning model that can be delivered by
community partner organisations as county wide consortia
through the VCSE sector.

3.3

Operational models of delivery
 Testing whether it is feasible to extend the traditional
concept of social prescribing which is usually focussed
around low level psychosocial needs, by using the pilots to
develop a step up/ step down model representing a
continuum of non-medical interventions for a range of both
non-medical and medical needs.
 Gathering learning from patients, referrers and providers
regarding a range of operational issues such as referral
criteria, assessment/ triage functions and information
governance. This will inform the thinking around
development of any operational delivery model which would
need to align with social prescribing hubs and ICTs, and
consider a likely future aligned or integrated health & social
care workforce.

3.4

Workforce development:
 Exploring the opportunities and barriers for arts and culture
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professionals to contribute to a community workforce able to
support health and social care outcomes –e.g. training and
practice support.
 Working with CREATE Gloucestershire and Gloucestershire
VCS Alliance to develop a strong networking and support
infrastructure for arts and culture practitioners who want to
work in an applied community arts context.
4

Evaluation Methodology

4.1

The grant programme will be evaluated using a mixed-methods
approach combining qualitative and quantitative methodology.
This will include conducting focus groups and semi-structured
interviews with patients and commissioners. Quantitative analysis
will also be undertaken to explore changes in health outcomes as
well as activity data to explore levels of acceptability and
engagement by the public. Expert advice on outcomes and
evaluation will be provided from existing resource by Dr Hugh
McLeod within the CCG, and by Professor Diane Crone from
University of Gloucestershire in her role as a member of the
Cultural Commissioning Programme Board.
An external evaluation has been commissioned by the New
Economics Foundation (NEF) and will be undertaken by
Consilium. This will explore how participation in the CCP
programme has supported arts and cultural organisations /
commissioners to develop stronger cultural commissioning
models. This will be further supported by NEF capturing the
learning via a range methods including learning calls, and
reflective interviews and workshops planned towards the end of
the project. It is also envisaged that a longitudinal survey will be
undertaken
to
capture
change
perceptions
amongst
commissioners before and after the pilots.

5

Assurance

5.1

We have implemented a series of steps to ensure assurance as
follows:
 Presentation to the Governing Body on the 7th May to
introduce cultural commissioning programme and outline the
forthcoming grant programme;
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 CPG clinical and programme leads were asked to propose a
pilot that could potentially deliver outcomes based on health
needs assessments for their respective programmes. An
overview of these projects can be found in appendix 1.
Projects include a range of opportunities based on exploring
how arts and culture may either help raise awareness of
certain health conditions or help people to develop
strategies to manage specific aspects of their health
conditions;
 A prioritisation group was established to consider projects
put forward by the CPGs, agree prioritisation criteria based
on GCCG prioritisation criteria, and review grant
applications. The group includes a range of CCG and
partner representation from the Cultural Commissioning
Programme Board. It is intended that review of the
subsequent
grant
applications
will
also
include
representation from CPGs and their patient reference
groups.
Advice from CCG partners sought including:
o Clinical and programme leads
o Communications Team
o Engagement Team
o Contracts and Procurement
o Finance Team
6

Capacity building within the VCSE Sector

6.1

The CCG recognise that this is a relatively new and emerging field
of work (particularly for some VCSE organisations) and therefore
we will be allocating a small amount of resource (£5,000) to
Create Gloucestershire to support capacity building within the
VCSE. This will include:
 Application process - supporting providers to complete
applications; suggesting partnerships for joint or consortia
applications; thinking about models etc
 Implementation phase - keeping in touch with projects to
see that arts and culture providers are okay; working with
New Economics Foundation (NEF) to capture ongoing
learning from arts and culture provider perspective; feeding
back any issues/ concerns/ opportunities to the programme
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board
 Evaluation - supporting providers to know what is required;
working with the CCG and NEF in drawing together learning
and being a bridge between arts and culture providers.
Further exploration of the need around capacity building is being
undertaken through an arts and culture practitioner survey which
is aiming to capture the extent of current and potential capacity
within the arts and culture sector. It will also provide information
on training needs, which will enable us to work with our partners in
Create Gloucestershire to explore an appropriate workforce
development model for arts and culture practitioners who want to
work in the health and wellbeing sector.
7

Co-production of the pilots

7.1

Once the grants have been awarded to the successful bidders, it
is anticipated that the Clinical Programme Groups will work
alongside clinicians, lay members and the VCSE to co-develop
appropriate and effective service models. This will provide the
opportunity for commissioners to ensure that the pilots are
designed in a way that provide meaningful and measurable
outcomes.

8

Arts and Health Forum

8.1

A new arts and culture forum was launched on Tuesday 7th July.
The primary aim of the joint forum was to provide people with the
latest information about the Cultural Commissioning Programme
and the grant programme. The forum is a partnership between
the VCS Alliance and CREATE Gloucestershire and provides a
future platform for arts and culture organisations to come together
and look at opportunities within public sector commissioning to
achieve positive health and social outcomes. The initial meeting
was attended by over 20 arts and culture organisations and there
was significant interest in the forthcoming CCP grant programme.
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9

Proposed timescales for the grant programme
Milestone

Date

Prioritisation group initial meeting
Review by Core Team
High level summary provided to the Healthy
Individuals Group
Arts and culture forum launched (co-led by
VCS Alliance and Create Gloucestershire)
Sign off by Core Team
Sign off by Cultural Commissioning
Programme Board
Governing Body Development Session
Application phase of the grant programme
opens
Application of the grant programme closes
Applications reviewed
Applicants informed of decision
Co-production phase / pilot development

22nd June 2015
30th June 2015
7th July 2015

Implementation phase
Evaluation

7th July 2015
14th July 2015
16th July 2015
16th July 2015
27nd July 2015
20th Sept 2015
21st – 30th Sept 2015
1st Oct 2015
1st Oct – 31st Nov
2015
Nov 2015 – Sept
2016
Sept-Oct 2016

10

Appendices

10.1

Appendix 1 - Grant Programme Pilot Projects – high level
overview

11

Recommendation

11.1

The Governing Body is asked to note progress to date and the
future plans of the cultural commissioning grant programme.
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Appendix 1
Grant Programme Pilot Projects – high level overview

1

CPG/
Theme
Obesity

2

Eye Health

3

Dementia
(early
diagnosis)

4

Diabetes

5

Respiratory
(COPD)

6

Cancer

Rationale
Local data show that
approximately one in five
children start their school
life either overweight or
very overweight.

Age &
gender
4-11yrs
Adults

Outcomes

CCG lead

- Raise awareness amongst
families of the importance of
establishing healthy activity and
eating patterns in childhood
- To improve parental
knowledge on the implications of
poor diet and low levels of
physical activity on their
children’s present and future
health
- Encourage adults to use eye
drop medication as prescribed
- Encourage parents/carers to
attend pre-school eye checks

Matt Pearce

Helen
Vaughan

Adults and children can
experience a range of
health difficulties with
their eyes, which can
impact on their vision and
wider quality of life
regular eye checks. Many
of these difficulties can
preventer or managed via
early intervention and
better self management

Adults

Dementia is subject to
poor awareness and
stigma in BME
communities, reducing
potential early support for
community members with
dementia
Teenagers with Type 1
diabetes have increased
risk of medical
complications through
poor injection compliance

Adults

- Increase family member and
community positive awareness
of dementia

13 – 19
yrs

Singing has been
evidenced nationally to
improve lung function in
people with chronic
COPD
Patients with colorectal &
prostate cancer
experience stigma which
undermines
psychological resilience

Older
Adults

- Explore and address reasons
for non-compliance
- Increase self- awareness
about importance of medication
and other treatment protocols
- Develop ‘product’ that can be
shared with other young people
to share positive selfmanagement message
-Improve breathing control in
COPD and asthma patients
- Reduce social isolation of
patients with COPD and asthma
- Improve self confidence
- Receive peer support through
shared non-medicalised
experiences
- Learn new skills for promotion
of self-management & emotional

Parents
/
Carers

Men
aged
50+
Adult

Ruth Hallett

Duncan
Thomas

Duncan
Thomas

Kathryn Hall
Nikki
Hawkins

1

7

8

CYP
(Mental
health of
teenagers
including
Children in
Care/
leavers)
MSK
(Chronic
Pain)

and well -being post
treatment
Increasing numbers of
young people with mental
health difficulties at risk
of mental disorder and
educational exclusion

Male patients with pain
do not access standard
pain interventions as
readily as women,
resulting in poor health &
negative social and
economic impact

women

resilience

11 – 16
years

- Improved markers for mental
health
- Reduced risk of school and
social exclusion

Males
of
working
age

- Improved everyday functioning
- Improved ability to manage
pain
- Increase awareness of
alternative self management
strategies

Sarah
Matthewson
Simon Bilous

Ruth Hallet
Carl Davies

An additional two projects have been identified which will be commissioned from the grant
budget, but which will not be offered to the VCSE sector. These include:
1. A project for 18 – 25 year olds already on the 2gether NHS Foundation Trust waiting
list for art therapy. This will explore effectiveness of using museum space and
artefacts are used as part of the therapeutic process, with support from researchers
at University College London who are currently leading a 3 year Museums on
Prescription study
2. A reflective practice project led by the senior art therapist at the 2gether NHS
Foundation Trust and offered to all successful grant applicant practitioners, in order
to explore clinical governance and support
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Governing Body
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Title
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Thursday 30th July 2015
Primary Care Commissioning Committee
Terms of Reference
The new Primary Care Commissioning
Committee has met on three occasions prior to
the 30th July 2015. During the course of these
meetings it has become apparent that minor
amendments to the Committee’s Terms of
Reference are required to ensure the continued
efficient
management
of
primary
care
commissioning. The changes proposed have
been highlighted on the document.

Key Issues

The attached terms of reference has been
revised to clarify issues around membership
and quoracy as well as transferring some
responsibilities to the Committee that previously
sat with the Governing Body.

Risk Issues:

The absence of an appropriate Terms of
Reference could result in the Committee not
operating effectively, thereby affecting the
quality of the primary care commissioning
processes.

Original Risk
Residual Risk

12 (3x4)
4 (1x4)

Financial Impact

Not applicable

Legal Issues
(including NHS
Constitution)
Impact on Health
Inequalities
Impact on Equality
and Diversity

Not applicable

None
None
Page 1 of 2

Impact on
Sustainable
Development
Patient and Public
Involvement
Recommendation

None

Not applicable

Author

The Governing Body is requested to approve
the revised Terms of Reference for the Primary
Care Commissioning Committee.
Alan Potter

Designation

Associate Director of Corporate Governance

Sponsoring Director
(if not author)

Alan Elkin
Lay Member and Chair of the Primary Care
Commissioning Committee.
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NHS Gloucestershire Clinical Commissioning Group

Primary Care Commissioning Committee
Terms of Reference

1

Introduction
1. NHS England has delegated authority to the Gloucestershire CCG (GCCG) for the
commissioning of primary care as set out in Schedule 2 in accordance with section 13Z
of the NHS Act. The detail of the powers of delegation is due to be published by NHS
England in January 2015.
2. The GCCG acknowledges that, in addition to the statutory duties set out in Chapter A2
of the NHS Act that it already complies with, it must comply with the following as
regards primary care:
a) duty to have regard to impact on services in certain areas (section13O); and
b) duty as respects variation in provision of health services (section 13P).
3. The GCCG has established the Primary Care Commissioning Committee (Committee)
as a committee of the GCCG Governing Body, in accordance with Schedule 1A of the
“NHS Act,” to manage primary care.
4. The members of the GCCG acknowledge that the Committee is subject to any
directions made by NHS England or by the Secretary of State.

Aim of the Primary Care Commissioning Committee
5. The purpose of the Committee is to manage the delivery those elements of the primary
care healthcare services delegated by NHS England to the GCCG working within the
context of the overall CCG Plan. The aim will be to deliver to the people of
Gloucestershire, on behalf of the GCCG, services that are of high quality, clinically
effective and safe, within available resources. This will be delivered through a culture of
openness supported by sound governance arrangements.

Membership
6. The Committee shall consist of the following seven voting members, with actual
membership included at Schedule 3:


Lay Chair



Lay Member
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Accountable Officer or their designated deputy



Chief Finance Officer or their designated deputy



Executive Nurse and Quality Lead or their designated deputy



Governing Body Registered Nurse



GCCG Governing Body GP

7. The Chair of the Committee shall be appointed from the existing Governing Body three
lay members, but will exclude the Audit Committee Chair for reasons of good
governance and probity. This appointment will be made by the Governing Body.
8. The Vice Chair of the Committee shall be the other lay member or the Governing Body
Registered Nurse.
9. The Committee will invite the following as non-voting attendees:


A HealthWatch representative



A Health and Wellbeing Board representative



NHS England Area Team

10. The Committee may invite any person to attend meetings to provide advice and/or
expertise as required.

Secretary
11. The Committee secretary shall be the Associate Director of Corporate Governance.

Quorum
12. Five members of the Committee must be present for the quorum to be established
including:
 at least two individuals being the lay members or the Governing Body Registered
Nurse; and
 the Accountable Officer or the Chief Finance Officer or their designated deputies.

Meetings and Voting
13. The Committee will operate in accordance with the GCCG’s Standing Orders. The
Secretary to the Committee will be responsible for giving notice of meetings. This will
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be accompanied by an agenda and supporting papers and sent to each member
representative no later than 5 days before the date of the meeting.
14. The Committee shall meet bi-monthly.
15. The Chair of the Committee may convene additional meetings as required.
16. Members of the Committee have a collective responsibility for the operation of the
Committee. They will participate in discussion, review evidence and provide objective
expert input to the best of their knowledge and ability, and endeavour to reach a
collective view.
17. Members of the Committee shall respect confidentiality requirements as set out in the
CCG’s Constitution
18. Each member of the Committee shall have one vote. The Committee shall reach
decisions by a simple majority of members present, but with the Chair having a second
and deciding vote, if necessary. However, the aim of the Committee will be to achieve
consensus decision-making wherever possible.
19. The minutes of the Committee meetings shall be circulated by the Chair as soon as is
practicable after the meetings to which they relate to all members of the Committee.
20. Meetings of the Committee shall:
a. be held in public; and
b. the Committee may resolve to exclude the public from a meeting that is open to the
public (whether during the whole or part of the proceedings) whenever publicity
would be prejudicial to the public interest by reason of the confidential nature of the
business to be transacted or for other special reasons stated in the resolution and
arising from the nature of that business or of the proceedings or for any other
reason permitted by the Public Bodies (Admission to Meetings) Act 1960 as
amended or succeeded from time to time.

Remit and responsibilities of the Committee
21. The role of the Committee shall be to carry out the functions relating to the
commissioning of primary medical services under section 83 of the NHS Act.
4

22. In performing its role the Committee will exercise its management of the functions in
accordance with the agreement entered into between NHS England and NHS
Gloucestershire CCG. This includes delegated responsibility for the following working
within the context of the CCG Strategy:
a. The award of GMS, PMS and APMS contracts. This includes: the design of
PMS and APMS contracts; and monitoring of contracts;
b. Locally defined and designed enhanced services (“Local Enhanced Services”
and “Directed Enhanced Services”);
c. Making decision regarding local incentive schemes as an alternative to the
Quality Outcomes Framework (QOF);
d. Procurement of new practice provision;
e. Discretionary payment (e.g., returner/retainer schemes);
f. Approving practice mergers;
g. Primary Care Estates Strategy;
h. Premises improvement grants and capital developments;
i.

Contractual action such as issuing branch/remedial notices and removing a
contract; and

j. Reporting details of 22a – i to the Governing Body.
23. The Committee shall report on and make recommendations to the Governing Body on
the following:
a.

Primary medical care strategy for Gloucestershire;

b.

Planning primary medical care services in Gloucestershire (including needs
assessment);

c.

Primary Care Estates Strategy;
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d.

Premises improvement grants and capital developments;

e.

Contractual action such as issuing branch/remedial notices and removing a
contract.

24. The Committee may delegate some tasks to such individuals, sub-committees or
individual members as it shall see fit, provided that any such delegations are consistent
with the parties’ relevant governance arrangements, are recorded in a scheme of
delegation, are governed by terms of reference as appropriate and reflect appropriate
arrangements for the management of conflicts of interest. The Committee may not
delegate the procurement of services to any individual or sub-committee.

Financial Accountability
25. The Committee’s authority for procuring services is covered in the GCCG’s scheme of
delegation and financial instructions.

Relationship with the Governing Body and Sub-Committees
Relationship with the Governing Body
26. The Committee has delegated authority for the commissioning of some primary care
services as outlined in para 22a-i.
27. The Committee shall make recommendations to the Governing Body for the primary
care services and functions listed at para 23a-b.
28. The minutes of each meeting of the Committee shall be formally recorded and retained
by the Clinical Commissioning Group. The minutes shall be submitted to the Governing
Body. The Chair of the Committee shall report the outcome and recommendations of
the committee to the next available Governing Body meeting.

Relationship with Sub-Committees
29. The NHS Gloucestershire Primary Care Operational Group (PCOG) shall undertake the
operational management, implementation and oversight of the nationally defined
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primary care contracts and the primary care workstreams. In addition the PCOG will
also monitor complaints and quality.
30. The Primary Care Operational Group sub-committee shall report to the Committee and
submit the minutes of their meetings to the Committee for review.

Policy and best practice
31. The Committee shall have regard to current good practice, policies and guidance by the
National Commissioning Board, GCCG and other relevant bodies.
32. The members of the GCCG acknowledge that the Committee is subject to any
directions made by NHS England or by the Secretary of State.

Conduct of the Committee
32. The Committee shall conduct its business in an open and responsive manner and in
accordance with these terms of reference and the GCCG’s governance arrangements.
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Agenda Item 18
Governing Body
Governing Body
Meeting Date
Title

Thursday 30th July 2015

Executive Summary

The attached document is the eighth
quarterly report produced by the West of
England Academic Health Science Network.
The following key issues are referred to in the
report:
 West of England Genomics Medicines
Centre ;
 Business Plan 2015/16;
 Improving Outcomes Through Patient
Flow;
 Test Beds;
 Emergency Department Safety Checklists
– Scaling Up Application;
 Developing Capacity and Capability
through the West of England Academy;
 Academic Health Science Network 360°
Stakeholder Survey;
 Annual Report 2014/15;
 Highlights from Quarter 1; and
 Engagement and Events.

Key Issues

Risk Issues:
Original Risk
Residual Risk
Financial Impact
Legal Issues
(including NHS
Constitution)
Impact on Health
Inequalities
Impact on Equality
and Diversity

West of England Academic Health Science
Network Report

None

None
None

None
None
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Impact on Sustainable
Development
Patient and Public
Involvement
Recommendation
Author
Designation
Sponsoring Director
(if not author)

None
Not applicable
The Governing Body is requested to note this
report which is provided for information.
Deborah Evans
WEAHSN Managing Director
Mary Hutton, Accountable Officer

Page 2 of 2

Report from West of England Academic Health Science Network Board,
10 June 2015
1.

Purpose
This is the eighth quarterly report for the Boards of the member organisations of the
West of England Academic Health Science Network.
Board papers are posted on our website http://www.weahsn.net for information.

2.

West of England Genomics Medical Centre
West of England organisations are working together on a bid to become a Genomics
Medical Centre, as part of the 100,000 Genomes project.
We have created a Partnership Board which includes 17 partners drawn from the
NHS, our Universities, Health Education South West and Patient Contributors. It is to
be chaired by Tony Gallagher, who is the Chair of the Avon and Wiltshire Partnership
Mental Health NHS Trust. NHS England is expected to announce invitations to bid
by the end of June with an expectation that the procurement process will be
completed by October.
Seven short-life Task and Finish Groups have been established which include
subjects like education and training, consent and communication and informatics.
The areas of clinical focus will be around Cancer and rare diseases in the first
instance.
The project manager for the Genomics Medical Centre is Rachel Ferris. Further
details can be found here.
The West of England Academic Health Science Network will host a website page for
the West of England Genomics Medical Centre and the first newsletter can be found
here.

3.

Business Plan 2015/16
The Business Plan for 2015/16 was approved by the Board in late March and by
NHS England. Each member organisation is asked to confirm that it is supportive of
the Business Plan, and this request has been sent separately to Chief Executives
and Company Secretaries as appropriate.

4.

Improving Outcomes Through Patient Flow
The Board meeting and the Senior Leaders meeting which preceded it both
discussed an offer which the Academic Health Science Network is making with The
Health Foundation on improving outcomes through addressing Patient Flow. All
health and social care communities are working with great focus to strengthen patient
flow through their urgent care systems and this initiative will be pitched carefully to
complement existing local work.
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The next stage will be to invite expressions of interest and map existing patient flowrelated activities with a view to sharing good practice at the Academic Health Science
Network’s Annual Conference in October.
5.

Test Beds
The Five Year Forward View included an initiative called “Test Beds” in which
innovator companies will be matched with local areas which demonstrate strong
leadership, connected data, potential to scale up and an ability to test combinations
of innovations. Each Academic Health Science Network was asked to identify three
or four potential Test Beds by 12 June. In the West of England, we have had
intensive engagement from many of our organisations and were able to submit three
“Test Bed Proposals” which were:


Mobile Health Diabetes Challenge – a West of England-wide challenge which
currently involves 12 of our social enterprises, NHS Trusts and Clinical
Commissioning Groups. Lead organisation: West of England Academic
Health Science Network.



West of England Early Warning Score – communications in the pre-hospital
setting. Lead organisation: Royal United Hospitals Bath NHS Foundation
Trust, for the West of England Patient Safety Collaborative.



BNSSG Connecting Care – constructing an interactive “patient portal”. Lead
organisation: Bristol Clinical Commissioning Group for the Connecting Care
Consortium.

The Academic Health Science Network has also supported proposals for Test Beds
submitted by Avon and Wiltshire Partnership Mental Health NHS Trust and Bristol
Community Health.
6.

Emergency Department Safety Checklists - Scaling Up Application
The Academic Health Science Network has partnered with University Hospitals
Bristol, the South West Academic Health Science Network and the College of
Emergency Medicine on a proposal to roll out the Emergency Department Patient
Safety Checklist to all Emergency Departments in the South West.
If we are successful, early implementation will start in time for this winter.

7.

Developing Capacity and Capability through the West of England Academy
The West of England Academy has run over 35 events over the last year, focussing
particularly on Quality Improvement and Patient Safety.
It was given a mandate by the Board to offer a wide-ranging programme and
evaluate feedback. Our events have been very well received and the Board agreed
that we should now have a three month period of engagement with all member
organisations to discuss how we can best develop sustainable support on Quality
Improvement science, Patient Safety, Enterprise and Informatics across the West of
England. A link to the draft strategy is here.

8.

Academic Health Science Network 360° Stakeholder Survey
All Academic Health Science Networks will be part of a 360° Stakeholder Survey
commissioned by NHS England, which will take place at the beginning of July 2015
and will be an important part of our quality assurance. Senior Leaders and clinicians
from all member organisations and a wide range of partners will be encouraged to
take part.
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9.

Annual Report 2014/15
Our Annual Report for 2014/15 has been published and circulated widely; click here
to view the report.

10. Highlights from Quarter 1
Highlights from our work programme between April and June include:


Atrial Fibrillation – we have finished our pilot work with 11 GP Practices and are
analysing it before rolling the work out to every GP practice in Gloucestershire.
Four other Clinical Commissioning Groups are interested in adopting this
programme.



We held our first Health Innovator Programme for 21 participants drawn from
NHS Trusts, CCGs, Universities and local companies. These individuals
worked on developing specific ideas they have into a Business Case which
were tested by our ‘Dragons’ (Chief Executives!).



We ran a highly successful Patient Safety and Quality Improvement conference
in Swindon during April.



Our Medicines Safety programme was launched at our Medicines Optimisation
workshop on 7 May, which was attended by over 70 delegates. The focus of
our work will be on medicines safety at transfers of care and insulin safety.

11. Engagement and Events
Read our latest patient safety newsletter here.

SAVE THE DATE
Early Warning Score Workshop, Thursday 17 September, Bath University. Please see
attached flyer for more information. Click here to register!
West of England Academic Health Science Network Annual Conference, held jointly
with the West of England Local Clinical Research Network and CLAHRCWest on
Thursday 15 October, Cheltenham Racecourse.
Deborah Evans
June 2015
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Agenda Item 19
Governing Body
Governing Body
Meeting Date
Title
Executive Summary
Key Issues

Thursday 30th July 2015
Integrated
Governance
and
Quality
Committee (IGQC) minutes
The attached minutes provide a record of the
IGQC meeting held on the 14th May 2015.
The
following
principal
issues
were
discussed:












Experience and Engagement Report
Quality Report
Patient’s Story
Revision to ‘Working Together to
Safeguard Children’ 2015
Risk Register
Assurance Framework
Policies for Approval
Information Governance Update
NHS England Peer Review
New Serious Incident Framework
GHFT Dr Foster Mortality data

Risk Issues:
Original Risk
Residual Risk
Financial Impact

Not applicable

Legal Issues (including
NHS Constitution)
Impact on Health
Inequalities
Impact on Equality and
Diversity
Impact on Sustainable
Development
Patient and Public
Involvement

Not applicable

Not applicable

None
None
None
Not applicable
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Recommendation

Author

The Governing Body is requested to note
these minutes which are provided for
information.
Alan Potter

Designation

Associate Director of Corporate Governance

Sponsoring Director
(if not author)

Julie Clatworthy
IGQC Chair and Registered Nurse
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NHS GLOUCESTERSHIRE CCG
Integrated Governance and Quality Committee (IGQC)
Minutes of the meeting held on
Thursday 14th May 2015, Board Room, Sanger House
Present:
Julie Clatworthy
Dr Caroline Bennett
Dr Charles Buckley
Alan Elkin

JC
CBe
CBu
AE

Colin Greaves
Mary Hutton
Dr Helen Miller
Mark Walkingshaw
Valerie Webb

CG
MH
HM
MW
VW

In Attendance:
Kay Haughton
Helen Chrystal

KH
HC

Cate White

CW

Rob Mauler

RM

Alan Potter

AP

Fazila Tagari

FT

Chair
GP - North Cotswolds Locality
GP – Stroud Locality
Lay Member – Patient and Public
Engagement
Lay Member – Governance
Accountable Officer
Clinical Chair
Deputy Accountable Officer
Lay Member - Business

Senior Quality and Safety Manager
Deputy Director of Nursing and
Safeguarding Lead
Project and Business Manager
Quality Team
Patient Experience and Safety
Manager
Associate Director of Corporate
Governance
Board Administrator

1.

Apologies for Absence

1.1

Apologies were received from Marion Andrews-Evans,
Cath Leech, Dr Martin Gibbs and Sarah Scott.

2.

Declarations of Interest

2.1

JC declared an interest in Agenda Item 11.7, Assisted
Conception Policy, as she was a member of the Quality
Standards Advisory Committee at NICE which
developed the Quality Standard for fertility problems.
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3.

Minutes of the meeting held on 26th February 2015

3.1

The minutes of the meeting were accepted as a true
and correct record, subject to the following
amendment:
 Section 11.9 of the minutes to read ‘The
Committee approved the use of Avastin Clinical
Policy which would go to a full Governing Body
so they were aware of the wider implications for
the CCG and formally adopt the policy’.

4.

Matters Arising

4.1

IGQC85 Minutes of the meeting held on 23rd
October 2014
CBu highlighted section 5.2 of the minutes and
requested that the GHFT discharge leaflet was recirculated to him. CBe highlighted that the leaflet
required further clarification on the options that were
available. It was agreed that this required a review to
ensure accuracy of the information published.
Action had been completed. Item Closed.

4.2

IGQC86 Patient’s Story
MAE suggested that this video was uploaded on the
CCG website and agreed to liaise with Anthony
Dallimore.
Action had been completed. Item Closed.

4.3

IGQC97 Information Governance Update
MAE reported that the CCG application for Accredited
Safe Havens status had now been approved. This
meant that the CCG was now able to validate invoices
where patient identifiable information was required for
validation. It was noted that training for the CCG was
currently being developed and was being rolled out.
MH requested that the training for the Governing Body
members was arranged by AP.
AP advised that this was in the process of being
arranged.
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AP

4.4

IGQC99 Quality Report
AE highlighted the increase in suspected suicides and
was told that a briefing report would be presented at
the next Committee meeting on the activity being
undertaken on suicide prevention.
Briefing report being prepared for the next Committee.

4.5

IGQC100 Quality Report
JC queried if the mortality rates should be monitored by
Public Health and requested that this issue was
formally raised within Public Health.
This was covered under Agenda Item 15. Item Closed.

4.6

IGQC101 Risk Register
Risk No Q13, concerning the possibility of delayed
diagnosis due to lack of timely responses from
Histology, was discussed. It was considered that the
current low rating for this item did not accurately reflect
the present risk. AP was asked to review this rating
with the lead manager.
Action had been completed. Item Closed.

4.7

IGQC102 Risk Register
The Committee agreed to the closure of three of the
four risks detailed on Appendix 2. AP was asked to
ensure that Risk No C26, regarding Integrated
Community Teams, remained on the Register at the
present time.
Action had been completed. Item Closed.

4.8

IGQC103 Any Other Business
TM presented a paper outlining proposed changes to
the Assisted Conception Policy which had been revised
in the light of recent NICE Clinical Guidance. It was
agreed that this Policy would return to the Committee
for approval once the Priorities Committee had agreed
the eligibility criteria.
This was covered under Agenda Item 11.7. Item
Closed.

5.

Experience and Engagement Report

5.1

RM introduced the report which provided an overview
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MAE

of key experience and engagement activity undertaken
by the CCG during Quarters 3 and 4.
5.2

JC questioned the validity of the Accident and
Emergency Friends and Family Test (FFT) response
rate and queried if it correlated with the 4 hour wait
target. RM advised that the methodology used was
challenging to measure analytically.

5.3

RM advised that the Engagement Team had supported
the Clinical Programme Groups (CPGs) on
engagement activities. RM informed members that the
latest Quarter 4 Healthwatch comments had been
received and would be distributed imminently.

5.4

HM queried if the Engagement Team were proposing
to carry out engagement activity in other localities as
the report indicated that activity was only undertaken in
Gloucester, Cheltenham, and Tewkesbury. RM advised
that this could be inaccurate and would clarify.

5.5

RECOMMENDATION: The Committee noted the
contents of this report.

6.

Quality Report

6.1

KH presented the Quality Report which provided
assurance to the Committee that quality and patient
safety issues were given the appropriate priority and
that there were clear actions to address them. The
report was taken as read.

6.2

KH drew attention to the Section 3 relating to Research
and Development and advised that funding had been
acquired for Primary Care and the CCG. HM enquired
on the membership for the Gloucestershire Research
and Development Consortium Team. KH agreed to
circulate the membership.

6.3

HC advised that two Adult Serious Case Reviews had
been completed and that actions were being
monitored. Three Child Serious Case Reviews were in
progress with two due to be completed in June 2015.
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RM

KH

HC also advised that three Domestic Homicide
Reviews were being undertaken.
6.4

JC expressed concerns that the information provided
on these case reviews were insufficient to provide
assurance to the Governing Body that the CCG had
responded appropriately to the recommendations. HC
advised that the recommendations made were multi
agency and that the actions were robustly monitored by
the Safeguarding Board. The CCG had representations
on the Boards to receive that assurance. AE suggested
that a paragraph was inserted to indicate the specific
actions identified for the CCG and highlighted that the
Serious Case Reviews could be accessed and that a
link to the reviews could also be included within the
report. It was also agreed that the actions were
explicitly defined to clarify lead and action date.

HC

6.5

JC queried the acronym MCA and was advised that
this related to the Mental Capacity Act. HM advised
that a useful training session for GPs was held at the
Rugby Club for the Gloucester City Locality that was
well attended. HM suggested that the presentation was
circulated to other Localities.

FT

6.6

JC highlighted Recommendation 4a on page 7 of the
report relating to informing families about incidents and
queried if this should be included in the Care Homes
Policy. HC advised that there were no specific learning
recommendations although it was recognised that the
patient’s mental condition could have been assessed
and identified earlier.

6.7

KH provided an update on the Incidents and Quality
Alerts section. It was highlighted that the top three
reported trends related to diarrhoea & vomiting
pathway, GHFT discharge summary and district
nursing, The Committee were advised that this would
be featured in the ‘What’s New This Week’ email. KH
also highlighted the measures for improving the
Primary Care reporting of risks and incidents by the
Academic Health Science Network and that
Gloucestershire was involved with the development.
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6.8

AE questioned the measures being undertaken to
improve the low incident reporting figures and was
advised that a patient safety page on the CCG website
was being developed which would include details of
any medical alerts, podcasts, end to end reviews, etc.,
in order to demonstrate an open learning culture. HM
requested that this initiative was shared in the ‘What’s
New This Week’ email. VW questioned if the low
reporting practices were challenged and was
recognised that this was about changing culture and
that the CCG would continue to publicise the incident
reporting mechanism and evidence the response to the
feedback received.

6.9

MH felt that the Quality Alerts system required a
structured and cohesive approach in order to identify
early warning triggers systematically and also hold
senior clinicians to account. CBu suggested that the
localities could initiate further discussions to focus on
key themes within its area which would also link with
quality and governance.

6.10

RM highlighted the issue of the retrospective reporting
of pressure ulcers. It was noted that a review of serious
incidents was undertaken which highlighted a number
of issues.

6.11

JC requested that the data was plotted to ensure that
themes were identifiable. MH suggested that the CCG
should benchmark data. JC reiterated the Committees
wish to move towards a quality performance dashboard
which would provide a system wide view using
comparative data across providers.

6.12

JC queried if there were any outcomes resulting from
the extraordinary session of the GCS Clinical Quality
Review Group held on the 2nd April 2015. HC advised
that nurse staffing levels was a standing item on the
Groups agenda. HC stated that detailed exit interviews
were being held to understand the reasons for leaving
but noted that this was a national issue. HC also felt
that the key challenges of culture and behaviour
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KH

required addressing.
6.13

HM drew attention to section 8.1 of the report relating
to cardiology letters and highlighted that there was still
an issue. There were also delays in receiving
diagnostic reports from the consultants. MW clarified
that the risk still remained and had learnt that there
were over 300 letters over the 5 day target still
outstanding. Further assurance would be sought at the
June 2015 GHFT review meeting. HM understood that
this was an administration resource issue and the
threshold of escalating as a serious concern was
deliberated. MW informed members that a root cause
analysis was undertaken which wasn’t satisfactory and
that further meetings were being held. It was also
noted that contract penalties were being levied.

6.14

KH indicated that the feedback from the Care Quality MAE
Commission (CQC) inspection of GHFT would be
available on the 18th June 2015. The Committee
discussed the membership for this session and it was
agreed that a structure of the feedback from CQC and
membership was presented as a briefing paper for the
next Committee meeting.

6.15

JC requested that a clinical audit report was presented
at the next Committee meeting.

6.16

HM drew attention to Appendix 3 which outlined the GP
alerts by type and locality and queried if GHFT should
be included. RM considered that this could be misbadged within the system and would clarify.

6.17

JC highlighted Appendix 1 of the report relating to the
Clinical Effectiveness Group minutes and requested
that themes were identified. The Clinical Effectiveness
Minutes of the 15th March 2015 meeting were
accepted. The IGQC noted the clinical effectiveness
committee’s intention to stay informed regarding the
Patient Safety Collaborative, but for clarity Patient
Safety remained the responsibility of the IGQC.

6.18

RECOMMENDATION: The Committee noted:
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CBu

MAE

 the contents of this report;
 Social Care Governance and Quality
Assurance
arrangements
and
audit
programme plans; and
 the GCS Clinical Quality Review Group
minutes of 2 April 2015
7.

Patient’s Story

7.1

It was noted that an Eye Health; Patient Engagement
Presentation would be presented at the May 2015
Governing Body meeting.

7.2

RECOMMENDATION: The Committee noted the
verbal update.

8.

Revision to ‘Working
Children’ 2015

8.1

HC provided a brief context to the report and advised
that a consultation ran from December 2014 to March
2015.

8.2

Following the consultation period, there were three
major revisions to the statutory guidance. These were:

Together

to

Safeguard

 the referral of allegations against those who work
with children;
 notifiable incidents involving care of a child; and
 the definition of serious harm.
8.3

RECOMMENDATION: The Committee noted the
contents of this report.

9.

Risk Register

9.1

AP presented the Risk Register which provided details
of those risks identified by the responsible managers
that currently face the CCG and which could affect the
achievement of the organisational objectives.

9.2

The Risk Register currently comprised a total of 44
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risks, three of which are graded as ‘red’ as outlined in
Appendix 1. AP advised of the addition of the new risk
detailed on Appendix 2
9.3

AP confirmed that details of all risks for consideration
to be removed from the Risk Register had been
provided at Appendix 3.

9.4

HM queried if the Cardiology issue should be added as
a new risk. It was agreed that this should be added.

MW

9.5

JC questioned if the Quarter four data was available in
relation to Risk No C15 regarding Planned Care
capacity and was advised that the quarter four target
was achieved in full and April trajectory was achieved
as well. MW highlighted that there was a concern over
the 52 weeks wait reported at GHFT and that a root
cause analysis was being undertaken. However, it was
noted that the risk remained the same. MH suggested
if the risk could be increased and MW proposed that
the risk could be split into admitted and non-admitted.

MW

9.6

RECOMMENDATION: The Committee
 noted the paper and the attached Risk
Register;
 approved the addition of the new risk
detailed on Appendix 2; and
 approved the closure of the two risks listed
on Appendix 3.

10.

Assurance Framework

10.1

AP presented the Assurance Framework for 2014/15
which provided details of the assurances that will be
provided to the Governing Body regarding the
achievement of the CCG’s Objectives.

10.2

CBu highlighted Risk No C32 and C33 relating to the MW/Kim
2015/16 Impact of Care Act 2014 and Impact of Forey
Children and Families Act 2014 and enquired if a
briefing report on the implications could be prepared.
MH suggested that the presentation could be
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discussed at the Locality meeting with the Local
Authority. It was also agreed that this could be linked in
the ‘What’s New This Week’ email.
10.3

RECOMMENDATION: The Committee noted this
paper and the attached Assurance Framework.

11.

Policies for Approval

11.1

Complaint and Feedback Policy

11.1.1

RM advised that the Complaints and Feedback Policy
aimed to outline the CCG’s approach to the
management of feedback, through a consistent,
unambiguous
approach
to
the
handling
of
compliments, comments, concerns and complaints

11.1.2

RM advised that feedback had been received from the
consultation process which had informed the
development of this Policy.

11.1.3

RM explained that complaints could be made to the
provider or the commissioner and that the outcome of
the investigation would feed into the learning and
improvement process.

11.1.4

JC highlighted that there were typos and formatting
issues within the document and requested that these
were corrected.

11.1.5

CBe enquired if the Duty of Candour fed into the
complaint process and was advised that this was
referenced within the Policy.

11.1.6

VW queried the process for complaints which could not
be resolved within 24 hours and was told that a
complaint resolved within 24 hours was not considered
to be a complaint and that any complaints that could
not be resolved within 24 hours would be formally
recorded.

11.1.7

AE queried the monitoring mechanism for the
compliance of the policy and was advised that the
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policy covered two types of complaints. These were:
1) complaints against the CCG; and
2) provider complaints – these were filtered through
the provider reports.
11.1.8

RM informed members that his aim was to ensure a
qualitative reporting approach was implemented going
forward which should provide assurance to members.

11.1.9

CBu highlighted page 11 of the report regarding ‘Who
Can Complain’ and felt that this encompassed a wider
audience and suggested that the policy should be
separated into the type of complaints it covered. RM
explained that this was not possible due to the
limitations of the National Health Service Complaints
Regulations 2009.

11.1.10

It was noted that there could be amendments to the
policy following the Ombudsman response to a report
published by the Patients Association Charity who
raised concerns on the complaints handling process by
the Ombudsman.

11.1.11

MH queried if Healthwatch feedback had been
received and was advised that responses had been
received that had influenced the content of the final
policy.

11.1.12

RECOMMENDATION: The Committee approved the
Policy subject to the above amendments.

11.2.1

Records Management Policy

11.2.1.1 AP introduced this Policy and advised it sets out the
CCGs approach to the management of its business
records. The Policy had been written by the CSU and
reviewed by the Policy Working Group and the Core
Team.
11.2.1.2 JC requested that section 4.4.2 of the policy was
clarified to state ‘desirable to hold original black ink
signed records’
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11.2.1.3 CG requested that the formatting issue within the
Policy was corrected.
11.2.1.4 JC requested clarity on the information received from AP
Facebook and Twitter and where that information
should be stored.
11.2.1.5 RECOMMENDATION: The Committee approved the
Policy subject to the above amendments.
11.2.2

Clinical Records Management Policy

11.2.2.1 AP introduced the Policy and advised that the Policy
was an appendix to the Records Management Policy
should be read in conjunction with this and it’s
supporting procedures.
11.2.2.2 HM queried whether the CCG should handle patient MAE
identifiable information and was advised that this was
necessary in some areas particularly within the
Continuing Healthcare Team and the Complaints
Team. HM requested that this should be clarified in the
Policy.
11.2.2.3 CG expressed concerns and felt that this should be a AP
separate policy and not considered as an appendix.
11.2.2.4 RECOMMENDATION: The Committee approved the
Policy subject to the above amendments.
11.3

Safeguarding Children Policy

11.3.1

HC presented the Policy and advised that the aim of
this policy was to enable the CCG to demonstrate how
it met its corporate accountability for safeguarding
children and young people.

11.3.2

The policy detailed the role of the CCG as a
commissioning organisation and sets out a framework
to ensure adequate monitoring of safeguarding
arrangements across the health economy.
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11.3.3

JC drew attention to the introduction section on page 5
of the Policy and highlighted that the CCG now had
delegated
responsibility
for
Primary
Care
Commissioning and requested that this was defined in
the Policy.

11.3.4

JC highlighted section 5.1 of the Policy where it stated HC
there should be a non-executive director who had
responsibilities for children’s issues and queried if this
was a lay member and if so, requested clarification. HC
explained that there was an emerging national
guidance yet to be published and would cross
reference against the requirements and agreed that
she would report this back to the Committee.

11.3.5

HM queried the requisite for the GPs to meet national
safeguarding training standards and the training
requirement for the different levels of staff and was
advised that this was satisfactory in Gloucestershire.

11.3.6

CBu highlighted the second bullet point on page 12 of
the Policy regarding the directive for health staff
attending Child Protection Conferences and felt that
this was challenging. HC advised that a pilot was
being led utilising teleconference facility with the Police
and if it was proved successful, HC suggested that this
could be considered for the CCG. HM suggested that a
succinct report from the GP could also be forwarded if
GPs were not able to attend. CBu requested further
clarification on the ‘health staff’ and the scope it
covered i.e. school nurse, health visitors etc.

11.3.7

CBe enquired if there should be a limit on the amount
of time the GP had to spend completing reports and felt
that the significance of the information should be
emphasised.

11.3.8

JC drew attention to the key contacts on page 17 and HC
queried if the CCG GP Lead should be included.

11.3.9

CBu highlighted that the 0845 numbers on page 17 HC
were incorrect and requested that these were
corrected.
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HC

11.3.10

RECOMMENDATION: The Committee approved
subject to the above amendments and following
subsequent approval off by the Chair of the Policy
Working Group.
MH left at this point

11.4

Health and Safety Policy

11.4.1

AP provided a brief context to the Policy and advised
that it was written by the CSU.

11.4.2

JC highlighted the requirement for Health and Safety to MAE
be a standing agenda item at staff meetings within the
CCG and requested that it was further specified which
meetings Health & Safety would be discussed.

11.4.3

VW informed members that Linnet Hooper was the
only Health and Safety representative for the CCG. It
was also noted that monthly inspections were
undertaken by the CSU and that the reports from the
inspections had never been reviewed by the CCG.

11.4.4

JC highlighted the first paragraph at section 3.4 and
requested clarity on the CCG Accident Reporting Book
(i.e. where it was located in the case of any absences
and also the specific Business Manager it related to).
CBu also queried the ‘no matter how small’ statement
and requested that this was clarified.

11.4.5

JC requested further clarity on the Executive Lead and
the Site Contact for Health and Safety as outlined in
section 3.6 of the Policy and requested that these were
explicit.

11.4.6

JC highlighted that the Policy should state that the
Business Manager should also hold accredited training
for Health and Safety and how often it should be
renewed. It was also noted that the Executive Lead
should also hold certification and how often this should
be renewed.
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11.4.7

JC requested clarification of the Core Team
membership and requested that this was specified
within the Policy by job title only.

11.4.8

JC suggested that a notice regarding Health and
Safety should be produced and displayed on each floor
and in each of the meeting rooms.

11.4.9

The Committee agreed that the draft Policy was
provisionally implemented whilst the amendments were
being agreed electronically by VW and JC.

11.4.10

CBe questioned if PropCo should hold the overall
responsibility for the building as it was a shared
business premises and it was felt that this required
further clarity.

11.4.11

CG expressed concerns on the logistics of managing
visitors at meetings open to the public, for example, the
Primary Care Commissioning Committee and the
Governing Body meetings. There was a potential
implication that the visitors would be unescorted in the
gap between these meetings. JC stated that a standing
brief should be read by the chair of any public meetings
which indicated the arrangements for health and safety
in the building. HM articulated that the public should be
asked to leave the premises after the Governing Body
meeting to ensure that Health and Safety requirements
were appropriately managed.

11.4.12

RECOMMENDATION: The Committee agreed that
the draft Policy was provisionally implemented
whilst the amendments were being agreed
electronically by VW and JC.

11.5

Data Protection Policy

11.5.1

This Policy related to the handling of personal and
sensitive personal information in order to meet the
obligations under the Data Protection Act 1998 and
associated legislation.

11.5.2

JC highlighted that there were typo issues within the
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documents and requested that these were corrected.
11.5.3

RECOMMENDATION: The Committee approved the
Policy subject to the above amendments.

11.6

Information Governance Policy

11.6.1

This Policy related to the management of information
governance across the CCG.

11.6.2

RECOMMENDATION: The Committee approved the
Policy.

11.7

Subject Access Request Policy & Procedure

11.7.1

This Policy provided a process for any request from a
member of staff for access to their personal information
held by the CCG and to requests from members of the
public for information held about them.

11.7.2

JC highlighted section 14 of the Policy regarding RM
Dealing with Complaints and advised that this was not
consistent with the Complaint and Feedback Policy.
RM advised that this related to personal data which
was subject to the Data Protection Act. It was agreed
that a disclosure was inserted to the Complaints and
Feedback Policy explaining to this effect.

11.7.3

JC also requested that the Policy was explicit to ensure
that it was clear that it should not apply to GPs.

11.7.4

RECOMMENDATION: The Committee approved the
Policy subject to the above amendments.

11.8

Appeals Policy

11.8.1

MW presented this policy and advised that it was
written by the CSU. MW acknowledged that the
formatting of the policy was inconsistent with other
policies.

11.8.2

JC highlighted that the policy review date (April 2014)
was incorrect and also requested for the spacing
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issues within the document to be corrected.
11.8.3

RECOMMENDATION: The Committee approved the
Policy subject to the above amendments.

11.9

Capability Policy

11.9.1

JC queried the timing process for the dismissal on the MW
grounds of failing to demonstrate the required
capability. It felt that this was a slow process and
requested that it should be reassessed. MW agreed to
feedback to the CSU.

11.9.2

CG highlighted that the Policy was not personalised for
the CCG as the policy stated ‘This policy applies to
everyone who works in the CS CSU or client
organisation.’ and requested that this was amended.

11.9.3

RECOMMENDATION: The Committee approved the
Policy subject to the above amendments.

11.10

Disciplinary Policy

11.10.1

The formatting issue was highlighted.

11.10.2

RECOMMENDATION: The Committee approved the
Policy subject to the above amendments.

11.11

Sickness Absence Policy

11.11.1

VW highlighted that it had been proposed for a staff
forum to be established to discuss any wider issues.

11.11.2

RECOMMENDATION: The Committee approved the
Policy.

11.12

Grievance Policy

11.12.1

MW advised that this Policy was written by the CSU
and reflected the national guidance.

11.12.2

JC highlighted section 4.1 of the Policy and highlighted
that the Appeals Procedure was not attached.
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11.12.3

RECOMMENDATION: The Committee approved the
Policy subject to the above amendments.

11.13

Assisted Conception Policy

11.13.1

JC emphasised the national standards relating to
equality and the threshold for treatment cycles.

11.13.2

The Committee recognised that further information was
required on the costing options for the number of
cycles offered supported by the evidence base e.g.
fresh or frozen, this information may help the CCG
make a decision to fund two or three cycles. CBu
considered that the offer should maximise the success
rate of a live birth within financial constraints and
provided a choice of fertility treatment options.

11.13.3

The Committee recognised that Gloucestershire was
an outlier although this was consistent nationally and
that this was about balancing the risks of challenge and
noted that most commissioners were in a similar
position. HM added there was support received from
the local consultants who were also involved in
establishing the Policy. JC queried if an Equality
Impact Assessment had been undertaken and the
outcome of the public consultation.

11.13.4

CG felt that there was insufficient information available
to the Committee in order to make a decision as the
costing options for the different type and number of
cycles was still awaited. CG felt that the decision
should be deferred until further financial information
was available.

11.13.5

The Committee requested that the consultation report MAE
and the financial comparison for frozen vs fresh cycle,
the Equality Impact Assessment and consultation
views were available for the June Committee meeting.

11.13.6

RECOMMENDATION: The Committee deferred the MAE
Policy until further financial information was
available.
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11.14.1

AP informed members that an Internal Audit review
was recently undertaken which had identified that the
CSU policies content and layout were inconsistent with
the approved CCG format and invited views from the
members on how to address this. The Committee
commented that the CSU provide a service to the CCG
and that any service provided should be individualised
to the CCG it served.

11.14.2

RECOMMENDATION: The Committee asked AP and
MW to ensure that all future policies complied with
the CCG format.

12.

Information Governance Update

12.1

The paper provided an update on the organisation’s
information governance arrangements. The paper was
taken as read.

12.2

RECOMMENDATION: The Committee:
 noted the minutes from the Information
Governance Group meeting of the 18th March
2015; and
 noted the contents of this report.

13.

NHS England Peer Review

13.1

KH presented this report and advised that a National
Peer Review visit was undertaken at the GHFT Trauma
Unit on the 6th March 2015.

13.2

KH advised that the initial findings of the visit were
outlined in Appendix 1 and that this was discussed at
the GHFT Clinical Quality Review Group meeting on
the 30th April 2015. KH advised that GHFT had
prepared a response and explained to members the
actions being undertaken to resolve these issues.

13.3

JC questioned if these issues were identified on the KH
GHFT risk register and also queried if it should be on
the CCG risk register. It was agreed that this should be
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recorded on the CCG risk register and that KH would
clarify the GHFT position.
13.4

RECOMMENDATION: The Committee noted the
contents of this report.

14.

New Serious Incident Framework

14.1

RM presented this briefing paper which was provided
for information. The paper was taken as read.

14.2

JC queried why SWAST was excluded and was RM
advised that they were managed by South West
Commissioning Support Unit which had a separate
management process. JC requested that this was
cross referenced within the report.

14.3

RECOMMENDATION: The Committee noted the
contents of this report.

15.

GHFT Dr Foster Mortality data

15.1

KH presented this report which was taken as read. KH
outlined the context to the mortality reporting indicators
including the Standardised Mortality Ratio (SMR) for all
diagnoses and Hospital Standardised Mortality Ratio
(HSMR).

15.2

KH advised that GHFT SMR level had two diagnosis
groups that had a statistically significantly higher than
expected relative risk. These were fractured of neck of
femur and acute bronchitis.

15.3

JC drew attention to the skin and subcutaneous skin
infections rates and queried if this was linked to the
sepsis rates and advised that this was linked and that
the statistics could be further divided.

15.4

HM highlighted the GHFT weekend and weekday
emergency HSMR level and was concerned that there
were higher mortality in the week than weekends. KH
advised that GHFT had been requested to respond to
this report.
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15.5

KH highlighted that the coding of comorbidities was not
consistently undertaken which could also skew figures.

15.6

JC queried if this should be recorded on the risk AP
register and was advised that Dr Foster recommended
that this was not statistically significant enough to be
recorded. MW felt that the data anomalies could also
be a factor to consider and that this required further
investigation. It was agreed that this would be added to
the risk register in order to monitor this effectively.

15.7

JC requested that a formal response from Public SC
Health was sought regarding this report.

15.8

The Committee felt that a root cause analysis should
be undertaken by GHFT. It was noted that this was
being reviewed by the Contract Quality Group and that
this was also formally raised at the Contract Board
meeting. HM questioned if this should be formally
escalated.

15.9

CBu enquired if there was a peer review process for
the investigation and validation of the claims and if it
could be linked with the CQC report.

15.10

RECOMMENDATION: The Committee noted the
contents of this report with a Public Health opinion
to follow.
The committee would continue to
monitor.

16.

Any Other Business

16.1

CBu requested that the CCG invested in a clinical MAE
decision support system called ‘UpToDate’ and
informed members that the system helped clinicians
provide the best patient care. It used current evidence
to respond to clinical questions quickly and easily at
the point of care and saved clinicians times. The
Committee requested that the Quality Team
investigated the costings.

17.

The meeting closed at 13.05pm.
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Date and time of next meeting: Thursday 18th June
2015 in the Board Room at 9am.
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Agenda Item 20
Governing Body
Governing Body
Meeting Date
Title

Thursday 30th July 2015

Executive Summary

The attached minutes provide a record of the
Audit Committee meeting held on the 10th March
2015 and the extraordinary meetings held on the
12th and 26th May 2015.

Key Issues

The following principal issues were discussed:

Audit Committee minutes

10th March 2015
 Internal Audit
 External Audit
 Counter Fraud
 Implications of Primary Care Cocommissioning
 QIPP
 Procurement decisions
 Waivers of Standing Orders
 Aged Debt Report
 Annual Accounts update
 Annual Governance Statement
12th May 2015
 Draft Statutory 2014/15 Annual Accounts
 Draft Audit Committee Annual Report
 Head of Internal Audit Opinion
 Changes to the Audit Commission
 Annual Governance Statement
 Counter Fraud Plan and Annual Report
26th May 2015
 Statutory 2014/15 Annual Accounts
 Draft External Audit Report
 Audit Committee Annual Report
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Risk Issues:
Original Risk
Residual Risk
Financial Impact

Not applicable

Legal Issues
(including NHS
Constitution)
Impact on Health
Inequalities
Impact on Equality
and Diversity
Impact on
Sustainable
Development
Patient and Public
Involvement
Recommendation

Not applicable

Not applicable

None
None
None

Not applicable

Author

The Governing Body is requested to note these
minutes which are provided for information.
Alan Potter

Designation

Associate Director of Corporate Governance

Sponsoring Director
(if not author)

Colin Greaves
Audit Committee Chair and Lay Member
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NHS GLOUCESTERSHIRE CCG
Audit Committee
Minutes of the Audit Committee meeting held on
Tuesday 10th March 2015
Board Room, Sanger House
Present:
Colin Greaves (Chair)
Alan Elkin

CG
AE

Hein Le Roux
Dr Andrew Seymour

HLR
AS

In Attendance:
Alan Potter

AP

Rayna Kibble
Cath Leech
Lynn Pamment (part
meeting)
Peter Smith
Liz Cave
Zoe Barnes
Andrew Beard(part
meeting)

Lay Member, Governance
Lay Member, Patient and Public
Experience
GP, Stroud and Berkeley Locality
Deputy Clinical Chair

RK
CL
LP

Associate Director, Corporate
Governance
Local Counter Fraud Specialist
Chief Finance Officer
Internal Auditor, PWC

PS
LC
ZB
AB

External Auditor, Grant Thornton
Audit Director, Grant Thornton
Corporate Governance Support Officer
Deputy Chief Finance Officer

1.

Apologies

1.1

Valerie Webb and Paul Dalton

2.

Declarations of Interest

2.1

There were no declarations of interests received.

3.

Minutes From Previous Meeting held on 9th December
2014

3.1

CG noted that point 5.8 regarding the governance
process for the review of the assurance framework has
now been clarified and requires no further action.
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3.2

The minutes were approved as an accurate record.

4.

Matters Arising

4.1

11.03.14 item 5.4 It was advised that a further bribery
and corruption session was still to be arranged.
10.03.2015 item to remain open

4.2

11.03.14 item 10.2 CL advised this related to the care
home enhanced service.
10.03.2015 item to remain open

4.3

16.09.14 item 6.6 It was agreed to close this item with a
view to re-open if necessary, when new guidance is
released in early 2016.
10.03.2015 item closed

4.4

16.09.14 item 7.5 It was agreed to postpone the closure
of this item for 6 months after an agreed date for a further
staff survey is arranged.
10.03.2015 item to remain open

4.5

09.12.14 item 5.20 It was advised that an evaluation of
the ICT project presentation would be delivered at a
development session in the near future.
10.03.2015 item to remain open for 3 months.

4.6

09.12.14 item 6.4 LC confirmed that invitations for a
cross-sector seminar on the Better Care Fund had been
sent out however the date for Bristol had been cancelled.
It was confirmed the slides from the seminar had been
received.
10.03.2015 item closed

4.7

09.12.14 item 6.6 – 10.03.2015 item closed

4.8

09.12.14 item 6.7 LC to resend the Better Care Fund
report to ZB for onward circulation.
10.03.2015 item closed

4.9

09.12.14 item 11.6
10.03.2015 item covered by agenda item 12. Closed
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4.10

09.12.14 item 15.2
10.03.2015 item covered by agenda item 16. Closed

4.11

09.12.14 item 15.3 AP confirmed the NHS England
guidance is yet to be published.
10.03.2015 item covered by agenda item 16. Closed

5.

Internal Audit

5.1

Progress Report

5.1.1 LP provided an overview of the reports and
acknowledged that the KPIs required further work. It was
advised the audit follow up would be brought to the next
Audit Committee (AC) Meeting.
5.1.2 It was agreed that ZB would arrange a meeting between
the Audit Committee members and internal auditors for
end of March/beginning of April.
5.2

Information Governance (IG)

5.2.1 LP advised the report showed a medium risk which was
consistent with last year. The key areas for improvement
were the evidence gathered and identified responsible
leads.
5.2.2 CL advised that the profile for information governance
was being raised and directorate leads were following
actions appropriately.
5.2.3 The purpose of the IG Toolkit (IGTK) was explained
including the numbering system. CL advised that the
CCG has been approved as an accredited safe haven
and would need a level 2 achievement on the IGTK in
order to maintain this status. The toolkit was confirmed as
an annual requirement and an action plan was in place to
complete within the timescales.
5.3

Quality Monitoring

5.3.1 It was confirmed that the quality monitoring report was
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discussed at the previous audit committee. It was noted
that the IGQC are the responsible committee and
therefore the report had been brought back to the AC for
completeness following the IGQC meeting in December
2014.
5.4

Performance Management

5.4.1 The report presented a low risk rating with one advisory
finding regarding clearness of trend graphs.
5.4.2 CG noted that this was a good and supportive report.
5.5

Core Financial Systems

5.5.1 LP advised the report presented a low risk rating which
was an improvement on last year.
5.5.2 Five out of seven recommendations from last year had
been closed.
LP gave an overview of the
recommendations and confirmed this was a positive
report; however the payment authorisation process
required improvement.
5.5.3 The Committee discussed the payment authorisation
process further and debated change forms being
completed after the change had taken place. CL advised
this might be due to informal approval over the phone or
email. The Committee agreed this was a process issue
which would be easier to manage with a shared drive. AS
queried if this was looked into generically or whether
individual cases could be identified. LP confirmed causes
can be found and were looked at regularly.
5.6

Recommendation: The Committee noted the above
reports.

6.

External Audit

6.1

Delivering Value to You

6.1.1 LC discussed the Delivering Value to You statement and
advised the purpose was to summarise how Grant
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Thornton (GT) had tried to add value to the CCG over the
last two years.
6.1.2 CG welcomed the support GT provided, particularly the
invitations to forums and learning events as these were
valuable sources of information.
6.1.3 HLR queried relationships between the CCG and external
auditors in comparison to those with internal auditors. LC
confirmed that strategic issues need to be understood.
CL advised that two different departments were involved.
6.1.4 LC raised the retirement of PS and advised that Ashley
Allen had been appointed as a temporary cover for PS. A
permanent replacement for PS would be made in the new
year.
6.2

Progress Report and emerging issues and developments

6.2.1 LC advised this was the first report for the year. In
reference to part one, there were no issues to report. It
was advised that the final accounts dates were in the
diary. It was noted that the value for money approach
was different from last year.
6.2.2 An overview of part two of the report was given by PS
and the following points were noted:


Page 9 – It was advised discussions had taken
place between CL and GT to ensure the accounts
were available in the right format at the right time.



Page 10 – Conflicts of interests (COIs). The NHS
England guidance will be adhered to and COIs will
be included within plans as appropriate.

6.2.3 HLR noted that Dementia information being brought
forward to the Audit Committee was significant and
useful.
6.3

Audit Plan
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6.3.1 LC outlined the audit plan and advised that if there were
any changes these would be reported at the May Audit
Committee.
6.3.2 LC outlined ‘Understanding Your Business’ and the
following issues were noted:





Better Care Fund financial arrangements
Primary Care Co-Commissioning was discussed
and it was noted this would not affect the 2014/15
audit arrangements as it would commence from 1st
April 2015.
Overall approach to audit. Misstated revenue is no
longer regarded as a significant risk.

6.3.3 LC gave an overview of the key dates for 2014/15 and
noted one adjustment - ‘Sign financial statements
opinion’ should read 29th May.
6.3.4 HLR queried the value for money judgement and asked
how GT could assess efficiency and effectiveness given
the size of the CCG and the number of providers. LC
confirmed that this was looked at in broad terms and with
negative assurance. CG advised that the CCG may draw
attention to issues however it was not their responsibility
to tell providers how to conduct their business.
6.4

Recommendation: The Committee noted the updates.

7.

Counter Fraud Update

7.1

RK presented the Counter Fraud report. CL advised that
the report should contain anonymised data therefore the
paper was redacted and a revised version forwarded to
the Committee post meeting.

7.2

CL advised that the Counter Fraud plan was currently
being drafted for the following year and will be forwarded
to the next Audit Committee.

7.3

It was confirmed that the new NHS Protect guidance will
be adhered to.
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7.4

The Committee noted that Primary Care CoCommissioning will have counter fraud implications and
these would be incorporated into plans as appropriate.

7.5

Recommendation: The Committee noted the content
of report subject to revisions.

8.

Implications of Primary Care Co-Commissioning

8.1

AS gave an update to the committee regarding Primary
Care Co-Commissioning and advised the CCG gained
approval two weeks ago and a weekly transition group
was in place to ensure this change moved efficiently. The
CCG was currently awaiting the final signed document
stating this authority.

8.2

CG advised the purpose of the agenda item was to
formally advise the Committee of this change. External
and Internal Auditors confirmed they were aware and this
would be incorporated in plans as appropriate.

8.3

Conflicts of Interests were a key issue which would
require assistance from auditors. It was confirmed the
CCG would adhere to the NHS England guidance.

8.4

AS queried the quoracy of the Audit Committee if the 2
GPs had to declare a COI when considering primary
care. AP confirmed that the Committee would be quorate
if all 3 lay members were in attendance.

8.5

Recommendation: The Committee noted the verbal
update.

9.

QIPP Report

9.1

CL presented the QIPP report and outlined the current
position.

9.2

It was noted there was slight slippage from previous
reports however some anticipated over-performance
would compensate for this.
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9.3

HLR queried the coding system within the report and
requested clarity on definitions. CL confirmed what these
meant and the Committee discussed refining the
monitoring process. LC commended this sophisticated
approach.

9.4

Recommendation: The Committee noted the report
including the savings forecast position.

10.

Summaries of Procurement Decisions

10.1

There were no questions regarding this report.

10.2

Recommendation: The Committee noted the report
for information.

11.

Register of Waiver of Standing Orders

11.1

AE queried the waiver in relation to equipment. It was
confirmed this was in relation to the integrated equipment
store and the procurement was currently being
strengthened. It was agreed that CL would forward more
information to the Committee.

11.2

Recommendation: The Committee noted the contents
of the report.

12.

Aged Debt Report

12.1

AB attended the meeting and presented the report. It was
advised that no formal disputes have been made to date.

12.2

The Committee discussed Francis & Co and AB
confirmed that this debt was being pursued.

12.3

AB advised that payment dates have now been
confirmed for the majority of Non NHS Debtors.

12.4

Recommendation: The Committee noted the report.

13.

Debts Proposed for Write-off

13.1

There were none to report.
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13.2

Recommendation: The Committee noted the verbal
update.

14.

Losses and Special Payments Register

14.1

There were none to report.

14.2

Recommendation: The Committee noted the verbal
update.

15.

Annual Accounts Update

15.1

AB raised a concern about the accounting timetable.
NHS England guidance meant that there could be no
change to the accounts post the 26th May 2015 Audit
Committee Meeting. This would present a challenge if the
Governing Body chose to make changes at the Meeting
on 28th May 2015. LC advised that there was a remote
chance of this occurring.

15.2

CL advised that the Committee need to be aware that the
accounts and consolidation schedules needed to agree.

15.3

Recommendation: The Committee noted the report
for information.

16.

Annual Governance Statement

16.1

AP presented the draft annual governance statement and
advised that the NHS England guidance was yet to be
released but he did not expect any significant changes
from last year.

16.2

The Committee were requested to provide any comments
in preparation for the complete version. The following
minor changes were noted:



Page 4 – adjustments to membership required
Primary Care Commissioning Committee meetings
would not be held in this financial year
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16.3

LC suggested that the CCG consider the service editors
report on the CSU and the impact on controls for them.
CL explained this further and advised the internal audit
report on HR payroll gives reasonable assurance that this
was covered.

16.4

CG noted that the CCG needs to comply with the national
Corporate Governance codes moving forward. LC
advised that this was not a mandatory requirement for
this financial year. It was agreed however to make
reference to compliance within the annual governance
statement.

16.5

Recommendation: The Committee noted the draft
report.

17.

Any Other Business

17.1

There were no further matters raised.
The meeting closed at 10:40am
Date and time of next meeting:
Tuesday 12th May 2015, 9am, VCR Sanger House
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NHS GLOUCESTERSHIRE CCG
Extraordinary Audit Committee
Minutes of the meeting held on Tuesday 12th May 2015 at 8:30am
Bartlett Room, Sanger House
Present:
Colin Greaves (Chair)
Valerie Webb
Alan Elkin

In Attendance:
Mary Hutton (part
meeting)
Cath Leech
Alan Potter
Rupert Boex
Andrew Beard
Paul Dalton (part
meeting)
Sallie Cheung (part
meeting)
Zoe Barnes

CG Lay Member, Governance
VW Lay Member, Business
AE Lay Member, Patient and Public
Experience

MH Accountable Officer
CL
AP
RB
AB
PD

Chief Finance Officer
Associate Director, Corporate Governance
Financial Accountant
Deputy Chief Finance Officer
PricewaterhouseCoopers

SC

Counter Fraud Specialist

ZB

Corporate Governance Support Officer

1.

Apologies

1.1

Dr Hein Le Roux and Dr Andrew Seymour

2.

Draft Statutory 2014/15 Annual Accounts

2.0.1

CL introduced the item and highlighted the summary including the
CCG position against statutory duties, which had been reported
as achieved. CL advised that the better payment policy had been
achieved and external audit was currently underway.

2.0.2

CG noted that the accounts had been submitted to NHSE on time
and that no feedback had been received at the time of the
meeting. It was confirmed that any issues would arise between
now and the final submission date of 29th May 2015.
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2.0.3

AB discussed the main body of the report and advised of the
committee and submission deadlines. It was advised the final
annual accounts and annual report would be published online on
the 5th June 2015.

2.0.4

AB highlighted the performance against key targets and advised
the cash duty had flexibility. It was advised the Capital Resource
Limit was mainly for the purchase of IT equipment.

2.0.5

CG noted that the CCG continually achieves running cost targets
however primary care commissioning may cause pressure on this
in the future. AB advised some of the allocation for running costs
related to the Quality Premium.

2.0.6

AB highlighted point 5 on page 5 – Note to the Accounts and
noted the following points:



Accounting policies approach similar to 2013/14
Other operating revenue income had increased on 2013/14
by 18.9%
 Operating expenses have risen in year by 2.95%, primarily
within programme spend. Pay costs had increased by
26.7% during the year, however the majority of this
increase was due to insourcing of services previously
contracted from the CSU
 It was agreed to note within the report that the CSU staffing
costs would have previously been recorded as non-pay
costs.
2.0.7

Staff Sickness and ill health retirements – Page 19
AB noted that the sickness absence data reported as nil, has now
been received from NHSE and was actually 4.7 average working
days lost which was an improvement on 2013/14. The average
working days lost figure had been calculated by NHSE, the CCG
was not permitted to change this figure.

2.0.8

Operating Leases – Page 13
This information related to the arrangement between NHS
Property Services regarding buildings and printer hire costs.

2.0.9

Property, plant and equipment – Page 24
The table gave an overview of the CCG asset base. AB advised
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that the asset base was small and the IT costs were for new IT
equipment. It was advised the transport asset related to the
information bus and CG queried the fact that the bus would soon
be fully depreciated. It was advised that the bus would not require
replacing in the near future.
2.0.10

Trade and other receivables – Page 26
It was noted that the £8.3 million at the end of 2013/14 had
reduced to 6.1 million for this financial year and that the majority
of this was for debts relating to GCC. It was also noted that the
provision for impairment of receivables balance had risen from
£61 to £83k.

2.0.11

Trade and other payables – Page 27
It was advised the creditors had reduced overall. This includes
two months of prescribing costs which had not been charged as
yet.

2.0.12

Provisions – Page 28
It was noted that provisions totalled £870k of which £682k related
to the provision for CHC retrospective claims and £181k was for
Primary Care.

2.0.13

Losses and special payments – Page 33
It was advised that the £22k noted as a loss was an increase in
the bad debt provision, this presentation was a result of the feed
from NHSE summarisation schedules. It had been agreed with
the external auditors that the note would be amended to reflect
this.

2.0.14

AB advised that the external auditors were currently on site and
the majority of the audit had been concluded with minor issues
noted around presentation. The committee discussed the option
of removing any non-applicable notes from the accounts. It was
confirmed that the NHSE guidance states that these can be
removed.

2.0.15

CL noted that the related party transactions have been split within
the report for this year to aid understanding. It was confirmed that
the GPs had been sent the draft annual report which contained
this information this and would be sent individual information
relating to their practices.
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2.0.16

AB concluded and requested comments from the Committee. CG
queried the cash flow numbers and it was confirmed that these
were roundings from the underlying schedules, the finance team
are looking to see if they are able to resolve this and keep the
accounts consistent with the summarisation schedules. It was
noted that the mandatory NHSE accounts template is restrictive
and a note would be added to advise readers if this change could
not be made.

2.0.17

VW queried if NHSE comments following last year’s accounts
had been incorporated. It was confirmed that NHSE guidance
was followed.

2.0.19

Recommendation: The Committee noted the content of the
draft accounts.

2.1

Assurances from management and those charged with
Governance

2.1.1

CL discussed the CCG Management Assurance and advised this
was an annual requirement. With regards to the table, the
auditors had completed the position for 2013-14 and the updates
for 2014-15 had been completed by the CCG. CL advised the
ethical behaviour was new for this 2014/15 and there had also
been more emphasis on going concern status.

2.1.2

CG advised he had given initial responses to the auditors
however formal response would be given later.

2.1.3

Recommendation: The Committee accepted the report which
was for information.

2.2

Going Concern

2.2.1

CL presented the Going Concern paper which set out the concept
and the evidence used to demonstrate the CCG as a going
concern.

2.2.2

CL advised the surplus was £8.494m which was slightly above
the planned £8.476m.

2.2.3

It was confirmed a balanced plan was in place and the CCG was
not aware of any events that would cause any doubt of the going
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concern status.
2.2.4

Recommendation: The Audit Committee reviewed the
information and agreed that the accounts would be prepared
on the basis that the CCG is a going concern.

3.

Draft Audit Committee Annual Report

3.1

CG presented the draft audit committee annual report and noted
an error at point 15.1.

3.2

CG advised that the Head of Internal Audit Opinion would be
incorporated into the final report which would be on the agenda
for the Governing Body on 28th May 2015.

3.3

Recommendation: The Committee accepted the draft report
to be updated and forwarded to the May Audit Committee
and May Governing Body meeting.

4.

Head of Internal Audit Opinion

4.1

PD attended the meeting to receive any comments or concerns
from the Committee regarding the Head of Internal Audit Opinion
and Internal Audit Annual Report.

4.2

PD briefly outlined the report and advised that the format had
been reviewed following comments last year and updated.

4.3

The Committee noted that the opinion was that the CCG’s
governance, risk management and control systems were
adequate and effective.

4.4

PD advised that there had been an improvement on last year and
there were few medium risk ratings for 2013/14. QIPP and
Information Governance (IG) were main areas of focus however
there had been positive progress. Progress had also been made
on the recommendations given by PwC. CL added that IG is
reviewed every year due to toolkit requirements and that the CCG
was now a level 2. Clear evidence was also given around QIPP
progress.

4.5

It was noted that a 1:1 meeting between the Audit Committee and
the internal auditors had been arranged to discuss in more detail
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on 15th June 2015.
4.6

It was noted that two internal audit reports had been received for
Corporate Governance and Communications with no significant
concerns and would be brought to the July meeting of the Audit
Committee.

4.7

Recommendation: The Committee noted the contents of the
report.

4.8

PD left the meeting at this point.

5.

Changes to Audit Commission

5.1

CL presented the paper which was for information.

5.2

It was noted that from April 2016, all CCGs must have an auditor
panel and it was advised that AP holds a copy of the HFMA
Auditor Panels guidance for CCGs. Some change will be required
to the AC terms of reference however it was not likely to be
significant. It was agreed that revised ToR would be brought to a
future Audit Committee meeting.

5.3

CL advised that further clarification regarding the independent
organisation to be used to replace the Audit Commission will be
received over the next 9 months.

5.4

VW queried how the gap of the functions covered by the
commission would be filled and it was confirmed that
arrangements would be as per the annex in the paper.

5.6

Recommendation: The Committee noted the contents of the
report which was provided for information.

6.

Annual Governance Statement

6.1

AP presented the draft governance statement and advised it was
in a similar format to the 2013/14 statement. AP invited
comments from the Committee.

6.2

CG advised that the report read well and noted some minor
points:
 ‘Directorates’ should be ‘Directors’
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 Business Critical Models – CL confirmed that quality
assurance was completed in line with the Macpherson
report.
6.3

It was noted that the report had been compiled early and that
there was still time for comments to be received in order to be
included within the annual report.

6.4

Recommendation: The Committee accepted the draft report.

6.5

RB and AB left the meeting at this point.

7.

Counter Fraud Plan and Annual Report

7.1

SC attended the meeting to present the counter fraud annual
report and action plan. SC advised that the information was
based on last year’s report. It was noted that the 10 contingency
days may change for 2015/16.

7.2

SC advised that the awareness presentations for staff may
change in the way in which they are delivered for 2015/16 but are
very much an active programme.

7.3

SC highlighted point 5.3 of the report and it was noted that work
is still ongoing.

7.4

It was noted that there had been nine investigations over the year
and one particular investigation was discussed further. It was
agreed that personal health budgets will mean that fraud
awareness is increasingly important. SC advised she would be
meeting with the Continuing Health Care Commissioning Lead
that week.

7.5

SC noted that annex A of the paper was not required with the
report however remains a useful piece of information.

7.6

CG queried when the savings details from the Specials work
would be available and it was noted that Rayna Kibble is working
on this however was on leave at the time of the meeting.

7.7

Recommendation: The Committee accepted the annual
report subject to completion of the savings from the
Specials work.
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7.8

Action Plan
The action plan was presented which was based upon the
standards for commissioners.

7.9

It was noted that SC and CL would work through the RAG ratings
to ensure that the CCG achieves a green rating as much as
possible.

7.10

Primary care co-commissioning implications were discussed and
it was confirmed training was being looked into.

7.11

It was noted that the report is reflective of the NHS Protect
Guidance. SC advised that a self-assessment must be completed
by the end of July. SC also advised that some CCGs will be
assessed and she outlined the types of assessment possible.

7.12

VW queried how prevent and deter measures will be reported
and it was confirmed an impact assessment would be completed.

7.13

AE queried how individual budgets will be managed in relation to
fraud prevention and CL confirmed this would be an area which
would have more focus.

7.14

Matters regarding oversees visitors were also considered and it
was confirmed that counter fraud training for primary care will be
looked into.

7.15

It was noted that the volume of work provided by the counter
fraud service may increase. CL advised that meetings are held
periodically between the counter fraud service team and the CCG
to continue to oversee this matter.

7.16

The action plan timescale was raised as a concern. SC confirmed
she is working on this at present and can share with the
Committee. It was agreed a paper would be presented to the
Committee on the 7th July 2015.

7.17

Recommendation: The Committee accepted the annual
report and approved the action plan.

8.

Any Other Business
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8.1

It was agreed that the internal audit plan would be added to the
next committee agenda.

The meeting closed at 10:25am
Date and time of next meeting: Extraordinary Meeting on Tuesday
26th May at 9:00am in the Bartlett Room, Sanger House
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NHS Gloucestershire CCG
Extraordinary Audit Committee
Minutes of the meeting held on Tuesday 26th May 2015
Bartlett Room, Sanger House
Present:
Colin Greaves (Chair)
Valerie Webb
Alan Elkin
Dr Hein Le Roux
(Part meeting)

CG
VW
AE
HLR

Lay Member, Governance
Lay Member, Business
Lay Member, Patient and Public
Experience
GP Liaison Lead, Stroud and Berkeley
Vale Locality

In Attendance:
Cath Leech
Mary Hutton
(Part meeting)
Alan Potter

CL
MH

Chief Finance Officer
Accountable Officer

AP

Liz Cave
Roy Edwards
Andrew Beard
Zoe Barnes

LC
RE
AB
ZB

Associate Director, Corporate
Governance
Engagement Lead, Grant Thornton
External Auditor, Grant Thornton
Deputy Chief Finance Officer
Corporate Governance Officer

1.

Apologies

1.1

Dr Andy Seymour

2.

Minutes of the Meetings held:

2.1

10th March 2015

2.1.1

VW queried if the payment authorisation process matter
(item 5.5.3) had been confirmed. CL advised this would
be picked up within internal audit.

2.1.2

The minutes were approved subject to one minor change:
 7.1 - ‘revision forwarded’ to be changed to ‘revised
version forwarded’.
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2.2

12th May 2015

2.2.1

The minutes were approved subject to the following
changes:
 7.11 and 7.14 – tense to be changed from present
to past ‘is’ to ‘was’ and ‘will be’ to ‘would be’
 7.14 – should read ‘overseas’ not ‘oversees’
 7.13 – should read ‘individual health budgets’
 8.1 – this point could be removed

2.3

Recommendation: The Committee approved the
minutes from 10th March 2015 and 12th May 2015.

3.

Matters Arising

3.1

CG queried if the savings element of the counter fraud
plan had been confirmed as these were outstanding at
the meeting on the 12th May 2015. CL to confirm.

3.2

11.03.14 item 10.2 – This referred to the primary care
offer and it was agreed this could be closed as it had
gone through the appropriate process.

3.3

10.03.15 item 8.4 – MH suggested following national
guidance regarding implications of primary care cocommissioning. It was agreed this item would remain
open until this had been received.

4.

Statutory 2014/15 Annual Accounts

4.1

CL introduced the item and advised that minor changes
had been made since the meeting on the 12th May 2015
which were primarily around presentation issues.

4.2

AB discussed the changes in more detail and apologised
for the lateness in sending the updated version of the
accounts to members. AB advised that the surplus
remained the same as within the draft report presented to
the Committee on 12th May 2015.

4.3

AB highlighted the key changes within the report.
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4.3.1

Financial performance targets, page 15 – AB advised the
top line had changed in order to be consistent with
national guidance.

4.3.2

AB highlighted the following presentational issues from
the report;
 Comparatives for specific notes that had previously
not been included had been included (page 17 and
23);
 Page 22 point 13.2 2013/14 position included in
brackets for comparative purposes.

4.3.3

CG queried why IT costs were included if these had been
fully depreciated in 2013/14. AB advised was because
these assets were still in use by the CCG, therefore the
assets remain on the CCG’s asset register.

4.3.4

AB advised of some rounding issues within the notes and
confirmed these were currently being worked through. CL
confirmed a note would be added to the report to explain
if these could not be adjusted as they feed from the NHS
England underlying proforma.

4.3.5

AB advised that no changes had been made with regards
to agreement of balances.

4.3.6

It was noted that an updated pensions note had been
added to the NHSE guidance since the submission of
draft Accounts and has, therefore, been amended within
the final version to reflect this.

4.4

CL wished to draw the Committee’s attention to a change
within the annual report regarding GP pension
disclosures. CL advised that these numbers are the result
of applying a formula to numbers provided by the NHS
Pensions Agency and the figures for 2013/14 look
unusual however a note would be added to explain these.
It was also advised that this information is subject to
audit.

4.5

Recommendation: The Committee noted the report
subject to minor changes and agreed to recommend
Page 3 of 6

the accounts for approval to the Governing Body
meeting on 28th May 2015.
5.

Draft External Audit Report

5.1

LC presented the report and advised that the audit had
been carried out as planned, and was almost complete.
The auditors advised that they were planning to issue an
unqualified opinion and that the CCG had a good set of
accounts with minor issues noted around presentation.
LC thanked the CCG team for their cooperation and
prompt responses to queries.

5.2

LC outlined the key issues from the report.

5.2.1

It was noted that one potential control issue had been
identified by the external auditors on self-authorisation of
journals, however, the CCG had strengthened the
controls around this process and there were no remaining
issues of concern in this area.
HLR and MH left the meeting at this point.

5.2.2

VW queried point 4 on page 11 regarding other
communication requirements. LC confirmed this
information had to be included.

5.2.3

LC discussed Value for Money (VFM) and confirmed a
thorough assessment had been carried out. It was noted
that QIPP savings were a key area of focus in particular,
this as would affect resilience in future years. It was felt
that this had been thoroughly put together by the CCG
and delivered against. LC highlighted the CCG’s positive
actions towards improving VFM.

5.2.4

LC discussed the executive summary and requested that
the annual report and annual governance statement were
forwarded to Grant Thornton.

5.3

LC suggested that the CCG’s VFM paragraph could be
expanded upon as it was very brief. It was confirmed this
met the guidance however the CCG should take the
opportunity to demonstrate good work. The committee
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AP

noted this point for next year’s accounts.
5.4

LC requested an email or telephone conversation with CL
after the Governing Body meeting on 28th May 2015 to
confirm that nothing had changed with regards to post
balance.

5.5

CG thanked Grant Thornton for their assurance and
agreed that the CCG should take the opportunity to
demonstrate VFM achievement to the public in the
annual report.

5.6

It was agreed that a meeting between Grant Thornton
and the Audit Committee would be arranged post the July
meeting.

5.7

Recommendation: The Committee noted the contents
of the report.

6.

Audit Committee Annual Report

6.1

The report was taken as read and agreed to be
forwarded to the Governing Body meeting on 28th May
2015 for final approval.

6.2

CG advised that the Committee should gain more
assurance with regards to the governance areas that the
Integrated Governance and Quality Committee (IGQC)
oversee. It was agreed this would be incorporated into
the internal audit programme.

6.3

Recommendation: The Committee accepted the
report on the work of the Audit Committee as part of
its overall governance and assurance programme for
2014/15.

7.

Any Other Business

7.1

CL thanked the finance team for their work on producing
and finalising the annual accounts. Grant Thornton
seconded this.

7.2

Following a query raised by LC it was confirmed that
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CL

ZB

CL

external audit were not required at the Governing Body
meeting on the 28th May. It was noted that somebody
from GT would collect the final approved accounts later in
the afternoon on the 28th May.
The meeting closed at 9:55am.
Date and time of next meeting: Tuesday 7th July 2015, 9:00 –
12:00pm in the Bartlett Room, Sanger House
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