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Governing Body
Minutes of the Meeting held at 2.00pm on
Thursday 26th November 2015 in the Board Room, Sanger
House, Gloucester GL3 4FE
Present:
Alan Elkin
Marion Andrews-Evans
Dr Caroline Bennett
Dr Charles Buckley
Julie Clatworthy
Colin Greaves
Dr Malcolm Gerald
Helen Goodey

AE
MAE
CBe
CBu
JC
CG
MGe
HG

Dr Will Haynes
Cath Leech
Dr Tristan Lench
Dr Raju Reddy
Ellen Rule

WH
CL
TL
RR
ER

Vice Chair
Executive Nurse and Quality Lead
GP Liaison Lead
GP Liaison Lead
Registered Nurse
Lay Member - Governance
GP Liaison Lead
Director of Locality Development and
Primary Care
GP Liaison Lead
Chief Finance Officer
GP Liaison Lead
Secondary Care Doctor
Director of Transformation and Service
Redesign
Director of Public Health, GCC
Lay Member - Business
Deputy Accountable Officer
GP Liaison Lead
Director of Adult Social Care, GCC

Sarah Scott
SS
Valerie Webb
VW
Mark Walkingshaw
MW
Dr Jeremy Welch
JW
Margaret Willcox
MWi
In attendance:
Adele Jones
AJ
Senior Commissioning Manager
Sally King
SK
Respiratory Team Lead, GCS
Caitlin Lord
CLo Patient Experience Co-ordinator
Alan Potter
AP
Associate Director of Corporate Governance
Fazila Tagari
FT
Board Administrator
There were 7 members of the public present.
Welcome and Introductions
The Governing Body welcomed RR to the meeting and
members were introduced.
1

Apologies for Absence
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1.1

Apologies were received from Dr Helen Miller, Mary Hutton, Dr Andy
Seymour, Dr Hein Le Roux and Dr Sadaf Haque.

2

Declarations of Interest

2.1

There were no declarations of interest received.

3

Minutes of the Meeting held on Thursday 24th September
2015

3.1

The minutes of the meeting held on Thursday 24th
September 2015 were approved.

4

Matters Arising

4.1

28.05.15 AI 18.2 – Report from West of England Academic
Health Science Network (WEAHSN) – MW advised that the
Industry Advisory Group meeting had now been postponed
until 18th May 2016 and that an update would be provided to
the May 2016 Governing Body meeting.

4.2

30.07.15 AI 9.7 – Accountable Officers Report – The
engagement activity plan was currently being developed.

5

Patients Story

5.1

AJ provided a presentation around Chronic Obstructive
Pulmonary Disease (COPD) and provided a brief overview
regarding the condition.

5.2

The presentation covered:
 the burden of respiratory disease;
 COPD commissioning for value;
 a short patient story video relating to a patient receiving
pulmonary rehabilitation treatment;
 joining up your proactive care;
 COPD and Community Acquired Pneumonia (CAP)
pathways; and
 COPD and self-management.

5.3

JC enquired of the actions being undertaken to address
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asthma. SK advised that a strategy was being developed
through the respiratory Clinical Programme Group which
included establishing a countywide asthma action plan.
5.4

MGe enquired if the implementation had an impact on the
cost of drugs. SK responded that each patient would be
reviewed prior to the start the programme where other
treatment/therapies would be considered in order to target
the patients’ needs.

5.5

VW asked if there were any patient exemptions; in particular
if the patients continued to smoke. SK advised that smoking
cessations were actively discussed at the group meetings
and considered that most patients would have quit smoking
by the time the treatment was completed.

5.6

CBu queried if a refresher course could be held every 6
months in order to sustain the improvement, particularly as
COPD was a chronic disease. SK advised that patients were
signposted to the Respiratory Exercise Group and the
community based support groups.

5.7

RR highlighted the initiative of providing packs to avoid
hospital admissions and queried if there was data available
which evidences that this reduced hospital admissions. SK
stated that it was estimated that for 10 packs issued, one
admission could be prevented.

5.8

RESOLUTION:
presentation.

6

Public Questions

6.1

There were no questions received from the public.

7

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

7.1

CBu presented this report on behalf of the Clinical Chair. The
report was taken as read, with a summary of key issues that
arose during October and November 2015 being highlighted.

7.2

The following key areas were highlighted:

The

Governing

Body

noted
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 Clinical Programmes – Healthy Individuals
 NHS Diabetes Prevention Programme
 Public Health England Clinical Champions for Physical
Activity
 Service of Thanksgiving for the NHS, Gloucester
Cathedral
 Primary Care Strategy event held on the 5th November
 Clinical Programmes – Respiratory
 Diabetes
 Diabetes Footcare
 Diabetes and Frailty
 Musculoskeletal
 Circulatory
 Cancer
 Strategic Planning and Healthy Individuals Update
7.3

The Governing Body expressed gratitude to Duncan Thomas
for his hard work and noted that he was leaving the CCG
after many years of service at the end of the year.

7.4

ER informed members that the Information Bus would be
touring around the county discussing falls with the public and
that BBC Points West and Radio Gloucestershire were
interested in interviewing CCG managers regarding this.

7.5

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

8

Gloucestershire
Clinical
Accountable Officer’s Report

8.1

MW introduced this report on behalf of the Accountable
Officer, which was taken as read, and provided a summary of
key issues arising during October and November 2015.

8.2

MW updated members on the work being undertaken to
develop the local Strategy Estates Plan and noted that it also
ensured that there was a clear plan to inform future
commissioning.

8.3

Members noted the development of the IM&T Roadmap and

Commissioning

Group
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the ambition of all health and care records being paper free
by 2020.
8.4

The launch of the public ASAP Winter Campaign was
highlighted. MW advised that the winter resilience plan was
developed in conjunction with key partners and it was
anticipated that this programme of work should respond to
any emerging system pressures.

8.5

MW drew attention to Section 6 of the report which provided
an update on the Learning Disability service and advised that
there was good progress being undertaken in partnership
with GCC. It was noted that there was strong engagement
from the providers and service users.

8.6

MW advised that the CCG was working closely with GCC to
review total transport solutions for Gloucestershire. The
project would be designed to improve user experience and
efficiency of rural transport networks to improve economic
growth and reduce rural isolation. It would seek to do this by
integrating transport across health, home to school, social
care, public bus services and voluntary and community car
schemes, to enable greater efficiency and an improved
network.

8.7

WH understood that the winter resilience plan had been
tested in November and sought assurance in the light of the
recent outbreak of cold weather that the resilience plan was
robust. MW confirmed that a further assurance meeting was
being held on the 2nd December 2015 which included all
partners within the system and that a comprehensive process
was being developed to address the demand during the
Christmas period.

8.8

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

9

Gloucestershire
Programme

9.1

ER introduced the paper which outlined the Gloucestershire
Living With and Beyond Cancer Programme. This paper
provided a brief summary of key drivers for change and how

Living

With

and

Beyond

Cancer
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collaboration between partners across the health system was
delivering the transformation in approach central to the
programme. The paper acknowledged the pivotal strategic
guidance and generous funding gained from Macmillan
Cancer Support.
9.2

ER stated that cancer was a significant burden on the health
of our population: it was the leading cause of death in the
county and cancer incidence is rising. These large-scale
trends had led Macmillan Cancer Support to predict that
nationally the number of people surviving cancer will double
from 2010 to 2030.

9.3

ER reported that as at the end of 2010, around 18,700
people in Gloucestershire were living with and beyond cancer
up to 20 years after diagnosis. This could rise to an
estimated 36,400 by 2030.

9.4

ER advised that in March 2013 the National Cancer
Survivorship Initiative (NCSI) published a landmark report
Living With and Beyond Cancer. The recommendations from
the report had informed the Gloucestershire programme,
including the implementation of risk-stratified pathways for
follow-up and the use of the Cancer Recovery Package,
which comprised of Holistic Needs Assessments, Care Plans
and Treatment Summaries.

9.5

Members were also advised that the transformation of the
whole patient pathway was being delivered by partners
across the system collaborating on a set of core projects.
The components were all interdependent in contributing to
the final realisation of improved outcomes.

9.6

ER highlighted the significant work of the Macmillan Team
and advised that the CCG were beneficiaries of funding
received for the development of an innovative community
based pilot. It was noted that in 2015 the funding level was
increased to enable extended patient education programmes
to a total value of £750K.

9.7

It was noted that Macmillan Next Steps was being piloted in
Gloucester City and North Cotswold localities initially, with a
view to a roll out countywide.
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9.8

JC queried the arrangements for the multi-disciplinary team
(MDT), the provisions being made for follow up appointments
and how this would address the needs for patients with
recurrent needs. CBu advised that patients would undertake
a holistic needs assessment which would be shared with the
GP and that a mechanism on how patients could be entered
back into the system was being explored with GHFT,
although it was recognised that this was a complicated area
due to the variable types of cancer.

9.9

RESOLUTION: The Governing Body:
 endorsed the high-level Model of Care;
 recognised the launch of the ‘Macmillan Next
Steps’;
 encouraged the project teams in their continued
efforts; and
 formally thanked Macmillan Cancer Support for
their generous support.

10

Strategy for Promoting Equality and Valuing Diversity,
2015 – 2018

10.1

MAE presented the Strategy and advised that this had been
developed with input from CCG staff, provider organisations
and community partners. A table of feedback and the action
taken in response to this was included in Appendix 4 of the
Strategy.

10.2

MAE advised that this three year Strategy was for all CCG
staff and sets out how the CCG would ensure that equality
was embedded in all aspects of commissioning. It also
established the CCG commitment as an employer to ensure
that staff had equal access to career opportunities and
received fair treatment in the workplace.

10.3

Members were informed that an Action Plan was attached to
the Strategy, which focused on how the CCG intends to
deliver the equality objectives. The Plan would be reviewed
by the Equality and Health Inequalities Working Group.

10.4

MAE advised that the CCG would be using the Equality
Delivery System 2 toolkit to assess the performance against
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the specified goals and outcomes.
10.5

MAE stated that following approval, the Strategy and action
plan would be published on the CCG website.

10.6

AE sought assurance on the process to ensure staff were
made aware of the strategy and it was advised that this
would be publicised in the monthly team brief with a link to
the website. MAE highlighted that a separate page for
Equality and Diversity was also being developed for the
website.

10.7

MAE highlighted that an Equality Impact Assessment should
be undertaken to assess the impact of any service review,
design and delivery to ensure services were nondiscriminatory and that this document should reinforce this
process.

10.8

RESOLUTION: The Governing Body approved the
Strategy for Promoting Equality and Valuing Diversity
and its respective Action Plan.

11

Devolution Gloucestershire

11.1

ER introduced this paper which provided a summary of the
devolution ‘asks’ of government and ‘offers’ from
Gloucestershire.

11.2

ER considered that Devolution would offer the opportunity for
the CCG to make a step change in delivering improvements
for health and social care through key programmes such as
Prevention and Self Care, Enabling Active Communities and
Social Prescribing.

11.3

Members were informed that there was a greater opportunity
for more joined-up, integrated working with the other partners
encompassed by the Devolution proposal; GCC, the six
district councils, the Local Enterprise Partnership, the
Gloucestershire Constabulary and the Office of the Police
and Crime Commissioner.

11.4

In summary, this deal was proposing the following for Health
and Social Care in Gloucestershire:
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 a devolved place-based health and social care budget
for Gloucestershire with a minimum five year
settlement;
 to work with regulators to develop a co-ordinated
approach;
 to work with Government to develop true outcomes
based commissioning for health and social care;
 government to delegate authority for commissioning
and funding of other primary care services;
 devolve immunisation and screening services which
are currently commissioned by NHSE; and
 develop simplified funding, governance and regulatory
framework to support person centred commissioning.
11.5

ER advised that this proposal would be subject to an
evaluation process from NHS England. ER emphasised that
this report was intended to update members on the current
discussions and that any agreement to proceed with the
proposal would be subject to further review.. It was noted that
the governance arrangements were still under development
and that legal advice would need to be obtained in order to
gain assurance on the full implications of any potential
changes.

11.6

ER drew attention to Section 10 which outlined a number of
principles set by NHS England that should be considered
when determining any decisions about future devolution
proposals and also outlined the high level assessment for
Gloucestershire.

11.7

There were a number of key challenges that existed for the
health and social care system in developing the Devolution
arrangements. ER advised that one of the key risks related to
engagement with membership, key stakeholders, patients
and the public although it was felt that to undertake this
currently would be premature due to the ambiguity of the
current proposal. It was acknowledged that specific
consideration would need to be given to engagement with
the membership, particularly if any constitutional change was
required.
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11.8

ER highlighted page 11 of the report regarding the
Devolution decision and advised that this would inform the
further development of an outline business case for
Devolution. The CCG would be required to complete a full
self-assessment against these criteria to be shared with the
Governing Body prior to submitting any business case to
NHS England.

11.9

ER concluded with that the Gloucestershire devolution
proposal had so far received positive feedback from the
government and partners. The CCG leadership team was
working to ensure that the proposal would deliver significant
improvements for health and wellbeing for people in
Gloucestershire by impacting on the wider determinants of
health, whilst also maintaining the organisational integrity of
the CCG as a clinically led, membership organisation with
clear autonomy and accountability for health resources in
Gloucestershire.

11.10

CBu expressed concerns regarding one of the key
challenges identified regarding the capacity to deliver
particularly as it would require further capacity to support this
work and felt that it was important not to lose sight of the
CCG’s strategic needs.

11.11

CG felt that the legislation regarding the management of the
health budget was still vague and recommended that legal
advice should be sought when details emerge.

11.12

JC requested that the overall impact of the governance
arrangements were also reviewed by the IGQC following
consideration by the Audit Committee.

11.13

WH felt that a wider discussion be considered whilst awaiting
the further details in order for clinicians and patients to seize
the opportunity and to be involved in the discussion process.
ER explained that it was extremely challenging to consult
currently particularly as the proposal was still vague and
suggested that a further high level overview could be
published however, it was noted that this had already been
issued in the What’s New This Week emails etc.

11.14

MGe suggested that a risks and benefits summary regarding
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the proposal could be outlined to the membership practices.
ER explained that there was also a possibility of the CGC
agreeing not to proceed with the proposal particularly if the
risks outweighed the benefits.
11.15

HG felt that there could be lessons learnt from the cocommissioning of primary care programme and using
opportunities to open the discussion with the membership
where they came together for other reasons i.e. at events
and felt that it was important that there was a starting point to
initiate the conversation.

11.16

CBe advised that discussions regarding the proposal were
already being held at locality levels and suggested that
communication could be fed through this mechanism.

11.17

RESOLUTION: The CCG Governing Body noted the
current status of the devolution proposal for
Gloucestershire.

12

Policies for approval

12.1

Counter Fraud and Corruption Policy

12.1.1 CL presented the Policy which was an update following a
review of the current policy in place for the CCG. It was
advised that the Audit Committee had received the policy
and had recommended it for approval to the Governing Body.
12.1.2 JC stated that the Policy did not specify the details of the
Local Counter Fraud Specialist and was advised that the
details were contained within Appendix 2 of the Policy. JC felt
that this should also be included within the main body of the
Policy. CL advised that posters with these details were also
distributed.
12.1.3 RESOLUTION: The Governing Body approved
Counter Fraud and Corruption Policy.
12.2

the

Policy on Engagement of External and Internal Auditors
for non-audit work

12.2.1 CL presented the Policy and advised that this was a new
Gloucestershire CCG Governing Body Minutes – November 2015

Page 11 of 21

policy. It was advised that the Audit Committee had received
the policy and had recommended it for approval to the
Governing Body.
12.2.2 CL explained the purpose of the Policy and advised that it
governed the process for engagement with external and
internal auditors to undertake work which was additional to
the core agreed annual programme. It ensured that there
were clear procedures in place to clarify the types of work,
potential conflicts of interest, and approval procedures.
12.2.3 RESOLUTION: The Governing Body approved the Policy
on Engagement of External and Internal Auditors for
non-audit work.
13

Planning 2016/17

13.1

ER presented this report which provided an update on the
progress towards delivery of the 2015/16 Operational Plan, a
high level overview of the approach to develop the strategic
Commissioning Intentions for 2016/17 and the final proposed
version of the Prioritisation Matrix.

13.2

The detailed operational plan review evidenced significant
progress against key objectives, although it should be noted
that challenges remain in delivery of the constitutional
standards.

13.3

ER advised that the CCG had issued high level contracting
intentions to providers, and was developing strategic
intentions for 2016/17. The strategic direction for 2016/17
would be built from the following assumptions:
 that the CCG would continue to work towards the vision
set out in the five year strategic plan – Joining Up Your
Care;
 that the strategic objectives would focus strongly on
delivery within its means and take account of the financial
challenges facing the system, including development of
system wide financial incentives to ensure the principles
of One System, One Budget were met;
 that the strategic intent would take account of the
development work undertaken during 2015/16 through the
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GSF workshops, and the new emerging thinking on
devolution and ‘five year forward view’ new models of
care; and
 that in support of the above, the key objectives set out in
the Operational Plan for 2016/17 would broadly roll
forward to ensure continuity and maintained focus on
delivery in key projects and programmes .
13.4

ER highlighted that the final prioritisation matrix for use in the
planning round for the 2016/17 operational plan was
intended to be tested through the QIPP Assurance and
Monitoring Group. However, due to the number of apologies
received, this meeting had to be cancelled. Therefore, the
testing had been postponed to a further date in December.

13.5

WH understood that a common sense approach would be
developed for the use of a particular component of the
matrix.

13.6

MAE suggested that a time period was identified in order to
evaluate the effectiveness of the decisions using this tool.

13.7

JC requested that the commissioning cycle outlined on the
bullet point on page 4 of the report should be expanded to
explain what it covered.

13.8

ER highlighted that the engagement activity was summarised
on page 9 of the report.

13.9

MGe suggested that the reference to the use of the
Prioritisation Matrix should be expanded to state that this was
part of a wider decision making process. It was noted that
this should also link in with the ethical framework.

13.10

RESOLUTION: The CCG Governing Body:
 noted the progress update on the 2015/16
Operational Plan which was provided for
information;
 agreed the approach for developing the GCCG
Commissioning Intentions for 2016/17; and
 agreed the principles of the Prioritisation Matrix.

14

Performance Report
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14.1

CL presented the Performance Report which provided an
overview of the CCG’s performance against the
organisational objectives and national performance
measures for the period to the end of October 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
respond to each area.

14.3

Clinical Excellence
MW updated members on the ambulance targets and
advised that South West Ambulance Service NHS
Foundation Trust (SWASFT) achieved the Red One
performance target.

14.4

The introduction of the Dispatch on Disposition had resulted
in the prioritisation of responses to Red 1 incidents. As part
of the changes to the dispatch process call handlers were
provided with extra assessment time for all other
classification of 999 calls (including Red 2 incidents).

14.5

It was estimated that there had been a 5% reduction in Red 2
performance due to the introduction of the Discharge on
Disposition pilot. A trajectory for SWASFT to reach 70% for
Red 2 by the end of December 2015 had been agreed and it
was indicated that this was on track to be achieved.

14.6

MW updated members on the four hour emergency
department target and reported that the year to date
performance had decreased to 90.5% against the 95% target
and that performance during October was 84.9%. MW
updated members on the programme of work to increase the
urgent and emergency care system resilience and to ensure
that the system can cope with peaks in demand. MW advised
that these were outlined in the system resilience plans which
focused upon self-care, signposting, admission avoidance,
in-hospital care, hospital discharge and community services.

14.7

MW informed members that GHFT have additional
Emergency Department consultants working until midnight, 7
days a week. It was also noted that a programme director for
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Urgent Care has recently been recruited.
14.8

ER updated members on the 62 day cancer performance
target and advised that performance in the first half of the
year had been red rated with the exception of August where
85.9% had been achieved. The majority of the breaches
occurred in Urology and Lower Gastrointestinal. ER advised
that the CCG were working with the provider on a recovery
action plan to improve performance. ER advised that a CCG
staff had been seconded to GHFT in order to manage the
performance improvement plan and noted that there were
signs of improvements in place. ER advised that patients
(with non-cancerous conditions) facing long waits for an
outpatient appointment were being offered the option of
being seen in a Urology one-stop service and reported that
30% of the patients seen required onward treatment in
secondary care.

14.9

ER updated members on the 6 weeks waiting time for
diagnostic procedure and advised that there were
improvements in endoscopy. However, there were still issues
within echocardiograms and that these were mainly due to
staffing capacity and that the CPGs were reviewing
alternative pathways.

14.10

Patient Experience
MAE updated members on patient experience and advised
that the CCG had a strong focus on patient safety and noted
that the next countywide Patient Safety Forum was being
held in January 2016.

14.11

MAE advised that the Friends and Family Test (FFT) still
remained a challenge and highlighted that GHFT response
rates remain below the national average. However, the
response rates for inpatients were above the national
average.

14.12

Members were informed that the Quality Team was
supporting a programme of clinical case reviews which had
been developed to support the delivery of urgent/emergency
care programme. These included reviewing and evaluating
emergency admissions to hospital, with particular focus upon
admissions which may have been preventable with
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appropriate support or
pathways to admission.

through

accessing

alternative

14.13

Members were informed that 2gether had their CQC
inspection at the end of October 2015 and that the outcome
of the review should be available in January 2016.

14.14

ER highlighted that the process and the engagement activity
on the work being undertaken on the Eye Health Programme
was summarised on page 32 of the report.

14.15

Partnerships
ER updated members on the roll out of social prescribing and
it was noted that 25% of practices had regular weekly or
fortnightly sessions provided in their practice by a social
prescribing hub coordinator, with the scheme available to
another 50 practices.

14.16

ER advised that the system resilience plan had been agreed
for the winter period including a series of investments to
improve system performance this winter.

14.17

ER stated that the engagement with the voluntary sector had
been developed and a kitemark has been developed and it
was noted that the VCS Alliance had been instrumental in
the development of a kitemark for social prescribing. To date
50 organisations have completed the questionnaire which
seeks assurance in areas such as staff training and support,
policies and procedures and insurance.

14.18

Members noted that the CCG and partners have continued to
develop the cultural commissioning programme.

14.19

ER advised that the cross system enabling active community
groups had been established and was progressing.

14.20

Staff
MW provided a brief update on the Staff Perspective and
advised that this was rated as green. It was advised that it
was planned for a further staff survey to be organised and
that work on progressing the organisation development plan
was well underway.
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14.21

Finance and Efficiency
CL provided a brief summary of the 2015/16 financial
performance and reported that the CCG was forecasting to
deliver a surplus of £7.3m and that there were risks identified
within this position. CL highlighted that the known risks and
pressures had been fully assessed and included within the
CCG’s forecast position, with mitigating actions implemented
where appropriate.

14.22

CL advised that the CCG had received a resource allocation
which related to the transfer of specialist commissioning
funding for wheelchairs and neurology outpatient services.
The CCG was in discussions with the NHSE Specialist
Commissioning Team on the potential risks associated with
this transfer although it was indicated to be a minimal risk.

14.23

CL updated members on areas of key financial pressures or
forecast outturn variance. These were:
 there was significant over performance in emergency
activity against contracted levels;
 the contract continues to over perform in all areas at
GHFT;
 variable non Payment by Results (PbR) contract lines
continue to overspend on excluded drugs and an
explanation of this has been requested from GHFT;
 a number of contract queries and potential penalties
have been lodged with the Trust and the CCG was
currently waiting for a full response on these issues;
 the North Bristol NHS Trust contract was continuing to
underspend within the area of elective inpatients;
 over activity in all areas of the contract at Oxford
University Hospital Trust;
 Great Western Hospital Trust position remained
overspent;
 the Nutricia enteral feed contract had continued to over
perform above anticipated. Discussions were underway
with both GHFT and Nutricia to establish and manage
the cause of the increase in patient numbers;
 prescribing expenditure was significantly above
budgeted level, primarily due to Rivaroxaban (NOACs);
and
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 there was slippage against the QIPP programme.
14.24

JC queried if there were any additional costs associated with
the additional work being undertaken with the providers or if
this would be covered within the contract value. MW advised
that the CCG would be managing the financial pressure.

14.25

JC enquired on the learning outcome from the case review
programme and where these would be reported and it was
advised that these were reported to the System Resilience
Group. It was noted that there would be an opportunity to
share the learning more widely.

14.25

RESOLUTION: The Governing Body:
 noted the performance against local and national
targets and the actions taken to ensure that
performance is at a high standard;
 noted the financial position as at month six;
 note the risks identified in the Finance and
Efficiency report; and
 noted the progress on the QIPP.

15

West of England Academic Health Science Network
Board Report

15.1

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

15.2

MW highlighted the work that JC was involved in relating to
the Genomics Medical Centre Partnership. JC updated
members on the work relating to this and advised that this
was part of the national 100,000 Genomes project and that a
bid was submitted in the second wave. The project aimed to
benefit patients with rare diseases and cancer which would
be sequenced and analysed, to better understand the
genetic causes of these diseases. JC informed members that
the outcome of the bid would be announced on the 15th
December 2015.

15.3

RESOLUTION: The Governing Body noted the report.

16

Assurance Framework
Gloucestershire CCG Governing Body Minutes – November 2015
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16.1

CL presented the Assurance Framework for 2015/16 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.

16.2

CL highlighted that the key issues related to Risk No Q3
regarding the transfer of specialist commissioning to NHSE
and Risk No C6 regarding the maximum four hour wait in ED.

16.3

MW updated the meeting regarding Risk No Q3 and advised
that the children and young people mental health plan was
recently submitted and that further updates would be
presented to the Governing Body meeting. It was reported
that the feedback from the national team was positive to
date.

16.4

CBu expressed concerns on the downgrade of Risk No L2
regarding the risk to the Quality of Primary Care due to GP
practices running at maximum capacity and certain practices
not being financially viable and queried the rationale behind
the downgrade. It was agreed that HG would reconsider the
risk.

16.5

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

17

Auditor Panels Approach

17.1

CL presented the report which informed the Governing Body
of the requirement for the CCG to procure external audit
services from 2017/18 following the abolition of the Audit
Commission.

17.2

CL advised that the 2014 Act details that the CCG must
have an Auditor Panel to advise on the selection,
appointment and removal of external auditors and on
maintaining an independent relationship with them.

17.3

CL considered that the requirements of the Auditor Panels
could be fulfilled by the Audit Committee and advised that
she was proposing that the Auditor Panel was a distinct
Gloucestershire CCG Governing Body Minutes – November 2015
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section of the Audit Committee meeting and would be
minuted separately. CL advised that the revised Audit
Committee Terms of Reference which included the Auditor
Panel functions was attached at Appendix C to the report.
17.4

In response to a question raised by JC, CL confirmed that the
appointment of auditors would follow the standard
procurement process.

17.5

RESOLUTION: The Governing Body approved:
 the proposal that the CCG Auditor Panel was
created as a distinct part of the Audit Committee;
and
 the amendments to the Audit Committee Terms of
Reference.

18

Integrated Governance and Quality Committee Minutes

18.1

The Governing Body received the minutes of the meeting of
the Integrated Governance and Quality Committee held on
the 20th August 2015.

18.2

RESOLUTION:
minutes.

19

Audit Committee Minutes

19.1

The Governing Body received the minutes of the meeting of
the Audit Committee held on the 7th July 2015..

19.2

RESOLUTION:
minutes.

20

Primary Care Commissioning Committee Minutes

20.1

The Governing Body received the minutes of the meeting of
the Primary Care Commissioning Committee held on the 30th
July 2015.

20.2

RESOLUTION:
minutes.

21

Priorities Committee Minutes

The

The

The

Governing

Governing

Governing

Body

Body

Body

noted

noted

noted

Gloucestershire CCG Governing Body Minutes – November 2015

these

these

these

Page 20 of 21

21.1

The Governing Body received the minutes of the meeting of
the Priorities Committee held on the 16th July 2015.

21.2

RESOLUTION:
minutes.

22

Any Other Business

21.1

There were no items of any other business.

23

The meeting closed at 16:02.

24

Date and Time of next meeting: Thursday 28th January
2016 at 2pm in the Board Room at Sanger House.

The

Governing

Body

noted

these

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

Gloucestershire CCG Governing Body Minutes – November 2015
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Gloucestershire Clinical Commissioning (GCCG)
Clinical Chair’s Report
1.

Introduction

1.1

This report provides a summary of key issues arising during December
2015 and January 2016.

2.

G-Care Website Update

2.1

Following the launch of the G-care website in July 2015 our hits and
users have steadily increased and in December 2015 we received
2,340 hits to the site. A total of 913 users accessed over 13,000
pages, averaging a duration of 5 minutes per visit.
The top 3 site searches include;
 DVT (Deep Vein Thrombosis)
 IBS (Irritable Bowel Syndrome)
 TIA (Transient Ischaemic Attack)
The top 3 pages looked at include;
 Referral Forms
 Urgent Care: general - Primary Care Chronic Obstructive
Pulmonary Disease (COPD) Winter Review
 IFR (Individual Funding Request) Policies
Please follow the links below to view some of the information added to
the site during December;
 IBS Glos Care Pathway
 Urgent Care: general - Primary Care COPD Winter Review
 Frailty Education Podcasts
The site continues to develop on a daily basis; we have currently
received over 200 pieces of feedback and are in the process of
developing new local care pathways to upload.

3.

Homeless Time to Heal Service

3.1

Time to Heal’s key objectives are to facilitate timely discharge for
homeless patients and reduce readmissions. Time to Heal has
continued to deliver a 2nd year of discharge support service in
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Gloucestershire Royal Hospital, working during 2015 to manage the
transition from GEAR to the new provider ELIM. The service was able
to maintain consistency despite a number of management changes in
ELIM to accommodate the additional GEAR commitments, and has
been able to allocate additional support to the Time to Heal project
worker that had previously been missing. Time to Heal data for 2015
suggests that 119 referrals were made, with an average length of stay
of 7 days and a readmission rate of 8%. A key challenge moving
forward to is to explore GHT data collection on homeless patients as we
are currently unable to triangulate information or indicate actual savings
on the Time to Heal service using GHT data.
The current contract expires in March 2016, and the CCG are working
with ELIM to look at a proposal for the service for 2016/17.
4.

Adult Mental Health (MH) Update

4.1

Crisis Concordat
The MH Crisis Care Concordat action plan has received its 2nd review
and has now been submitted to the national website. The plan was
reviewed by the MH and Wellbeing Partnership Board and it was
acknowledged that a smaller working group needs to established to
monitor progress against actions and to maintain momentum.

4.2

Mental Health and Wellbeing Strategy
This is in the process of being reviewed and will be taken to MH and
Wellbeing
stakeholder
event
in
April
for
further
consultation/engagement before being submitted to the MH and
Wellbeing Board for sign off.

4.3

Improving Access to Psychological Therapies (IAPT)
Issues have arisen this year in respect of IAPT minimum dataset and
the recovery rates targets (90% & 50% respectively). 2gNHSFT have
submitted a remedial action plan and are working to achieve this by end
of Quarter 3. They have been working with the IAPT national intensive
support team with regards to data quality and care pathway issues.
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4.4

Mental Health Acute Response Service (formerly Crisis Resolution
& Home Treatment Teams)
One of the key aspects of the new service model is the co-location at
Waterwells with the Police. There have been a few delays to making
this happen but Police/Ambulance/CCG/2gNHSFT have been working
together to resolve these issues. We are working to new service being
fully operational by April (including co-location). Recruitment into the
revised service is continuing.

4.5

Psychiatric Liaison for Emergency Department (ED)
24/7 cover has been achieved in ED through the use of the MHAR
(Mental Health and Addiction Recovery) service providing OOH cover.
As agreed with all partners the MHAR service will prioritise s136
assessments OOHs which has led to delays in ED receiving a
response. We are working with 2gNHSFT/GNHSFT to quantify the
level of the issue.

4.6

Contract Negotiations
Contract negotiations with 2gNHSFT are underway and it is anticipated
that service specifications will be signed off by all parties by the end of
January. We are discussing with 2gNHSFT their QIPP schemes for
2016/16.

4.7

Personality Disorders (PD)
We will be working with 2gNHSFT following on from the CQUIN on PD
to scope out a specialist PD service for Gloucestershire.

4.8

Transport Review
We will be leading a regional piece of work to review the transport
arrangements in place for individuals detained under the Mental Health
Act with a view to 1. Establishing a regional protocol, and 2. Options
appraisal for developing an alternative service model for detained
patients. With regards to the latter there is the potential to develop a
more efficient service that delivers better outcomes for patients and
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staff associated with the Mental health Act assessment process (e.g.
police,
ambulance,
Approved
Mental
health
Professionals,
Psychiatrists).
5.

Respiratory Update

5.1

Updated Clinical Pathway for Community Acquired Pneumonia
A multidisciplinary group in Gloucestershire has developed a pathway
and set of tools to help GPs prevent, diagnose and treat Community
Acquired Pneumonia (CAP) in adults. The pathway helps GPs assess
severity of infection using a clinical scoring tool specified by NICE
(CRB65) and then guides them to refer appropriately. The pathway also
incorporates new Gloucestershire-wide antibiotic guidelines for CAP.
The resources are available to GPs (on G-Care) consist of a flow
diagram describing the pathway, some top tips to follow (with sections
on prevention, diagnosis, prescribing, referral and follow up) and a
patient information leaflet which GPs can print off and give to patients
with CAP. The same pathway and patient information leaflet are also
being used by hospital doctors so that patients receive consistent care
and information.

5.2

Primary Care Guidance for the Management of Acute Exacerbation
of Chronic Obstructive Pulmonary Disease (COPD)
Clinical colleagues from the Respiratory Clinical Programme Group
(CPG) have worked with colleagues in primary, community and
secondary care to develop guidance for the management of acute
exacerbation of COPD in primary care. The objective was to develop
clear, intelligible and intuitive guidance (on a single page) that would
support primary care colleagues in making clear choices around their
referral options and ensure best use of existing community specialist
and support services. This will help to reduce unnecessary hospital
admissions, particularly during the winter season and ensure patients
are seen by the community respiratory team when appropriate. This
guidance is also supported by information about referral to Ambulatory
Emergency Care (AEC) for patients with an exacerbation of COPD and
updated antibiotic guidelines.

5.3

Sound Doctor – online Self-Management Videos for patients with
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COPD
The CCG has funded an agreement with ‘The Sound Doctor’ to provide
access to an extensive range of short video clips specifically designed
to support people with COPD. A variety of video clips are available,
including information on such topics as ‘coping with breathlessness’,
‘inhaler technique’, ‘you and your medicines’, ‘coping with anxiety and
depression’, ‘how can I avoid exacerbations’ etc. This resource is
available to all GPs and is also being highlighted to hospital staff, some
community pharmacies and integrated care teams. Patients are
directed to e-mail the Sound Doctor via a designated e-mail address
and they are sent a link to click on which gives them access to the
videos.
This resource will be initially available until April 1st after which it will be
evaluated and potentially extended.
5.

Meetings attended
 JCPB - Shire Hall, Gloucester – 10 December 2015
 CCG Staff Engagement Event – 10 December 2015
 3
Way
Meeting
(Herefordshire,
Worcestershire
Gloucestershire), Fownhope – 7 January 2016
 HWBB – Shire Hall, Gloucester – 19 January 2016
 NHSCC Quarterly SW Regional Group - 21 January 2016

and

6.

Recommendation

6.1

This report is provided for information and the Governing Body is
requested to note the contents
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Gloucestershire Clinical Commissioning (GCCG)
Accountable Officer’s Report
1.

Introduction

1.1

This report provides a summary of key issues arising between November
and January 2016.

2.

GCCG Engagement Update

2.1

Joining Up Your Care in response to the national Five Year Forward
View

2.1.1 Three key stakeholder events have been held to set out the development
of the CCG’s priorities so far and to involve local people in shaping how
we develop our services over future years – using the People and Place
Model as a framework. The CCG hosted a launch event on 22 October
2015. The Voluntary Sector Alliance hosted an event on 18 November
2015 and Healthwatch Gloucestershire (HWG) hosted an event on 1
December 2015.
2.2

Health and Care Services for the Forest of Dean

2.2.1 The focus of the Health and Care Services for the Forest of Dean Review
is:
To develop a plan for delivering high quality and affordable community
health and social care services to the people of the Forest of Dean which
meet their needs now and in the future, and is developed with patients,
the public and our key partners. The review will encompass all community
services in the Forest of Dean including those within the community
hospitals.
2.2.2 To support the review a lay reference group was established in
September 2015. The aims of the Forest of Dean Locality Reference
Group are:
 to maximise local engagement in decisions about healthcare services
for the people of the Forest of Dean locality; and
 to increase community awareness and influence; developing local
support for initiatives and changes to healthcare delivery.
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2.2.3 The objectives of the Forest of Dean Locality Reference Group are to
achieve the Group’s aims through the development and implementation
of:
 governance and accountability arrangements;
 communication and engagement with the wider community; helping to
keep them informed about specific initiatives and acting as a
mechanism for gathering feedback from the community;
 targeted work to generate evidence and develop knowledge that will
inform the Locality Executive Group and Clinical Commissioning in
Gloucestershire; and
 strategies to facilitate the engagement of ‘seldom heard’ groups.
2.2.4 The Membership of the Forest of Dean Locality Reference Group
includes representatives from the following:















Locality Community Hospital Leagues of Friends
Great Oaks Forest Hospice
Forest of Dean Health Forum
Forest Voluntary Action Forum
Practice Participation Groups
Healthwatch Gloucestershire
Carers Gloucestershire
Crossroads Care Forest of Dean
Forest Sensory Services
Gloucestershire Care Providers Association
Lay Representative, Forest of Dean Locality Executive
Gloucestershire Care Services
Gloucestershire Hospitals NHS Foundation Trust
Forest of Dean District Council: Cabinet Member for Housing and
Wellbeing
 Forest of Dean District Council: Cabinet Member for Community
 Community Engagement Manager, Forest of Dean District Council
 Forest Engagement Officer, Gloucestershire County Council
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2.3

Working together with Healthwatch Gloucestershire (HWG)

2.3.1 HWG Partner Meetings
The CCG continues to meet each quarter with HWG to develop further a
constructive working relationship. These quarterly meetings provide an
opportunity to discuss recent and planned activity.
2.3.2 HWG representation on GCCG programmes and projects
HWG continue to participate in over 35 CCG programmes and projects.
These include Clinical Programme Groups, Locality Reference Groups
and specific groups, such as Joining Up Your Information. The HWG
Chair is a non-voting member of GCCG Primary Care Commissioning
Committee (PCCC)..
2.3.3 HWG Master Comments
A Summary of HWG Master Comments data and summary for Q2 patient
and public feedback April –September 2015 (Q1 and Q2) has been
received from Healthwatch Gloucestershire. Each quarter the Master
Comments entries are categorised by a member of the CCG Engagement
Team by Clinical Programme theme and other subject headings and
shared with relevant CCG groups and commissioning leads to inform their
work.
2.3.4 HWG Public events
HWG has hosted a series of Public Meetings during the autumn.
Members of the CCG Engagement team have attended all of these
events:
 14 October 2015 – SWAST
 11November 2015 – Extended Pharmacy Services including ASAP
and Choice +.
 3 December 2015 – GCS urgent and specialist services.
2.3.5 HWG Reports and Responses
During Q3, HWG has prepared and published the following reports, which
have been shared with relevant GCG teams for information/comment and
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action as appropriate:
 Podiatry Task Group Report
 Hospital Discharge Report
 Patient Transport Final
2.3.6 The Podiatry report was presented by HWG to HCOSC in November
2015. The Discharge and Patient Transport reports will be presented to
HCOSC in January 2016. HWG representatives have been invited to
attend the Integrated Discharge Team Project Board in February 2016.
All reports can be accessed on the HWG
http://www.healthwatchgloucestershire.co.uk/?page=100
2.4

website

at:

National Engagement Update
NHSE Patient and Public Participation Policy and Statement of
Arrangements and Guidance on Patient and Public Participation in
Commissioning was published on 30 November 2015. This policy outlines
NHSE’s ambitions and approach to participation in all of their work and
the arrangements describe how NHSE will meet their legal duty to involve
the public in commissioning. Both documents were developed together
with NHS England staff, patients and public representatives, and other
key partners https://www.england.nhs.uk/ourwork/patients/ppp-policy/

2.5

Participation associated with the commissioning of Primary Medical
Services in Gloucestershire

2.5.1 Since 1 April 2015 GCCG has taken on delegated responsibility from
NHSE for commissioning of primary medical services (GP services) for
residents registered with a GP practice in Gloucestershire. In the NHSE
Statement of Arrangements and Guidance on Patient and Public
Participation in Commissioning which supports the new policy above,
NHSE make it clear that responsibility for engagement sits with the CCG
under the CCG’s duty to involve and that this NHSE policy above does
not apply:
‘Under delegated commissioning, NHS England delegates full
responsibility and funding for the commissioning of primary medical
services to CCGs. While NHS England retains ultimate liability for the
exercise of all of its functions, including those delegated to CCGs, the
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CCGs are bound by their own public involvement duty in respect of the
services they commission (section 14Z2 of the Act). The Delegation
Agreement and Terms of Reference make clear that it is the responsibility
of CCGs to involve the public in the commissioning of services. NHS
England’s arrangements set out in this document will therefore not apply.
NHS England will nonetheless require assurance that the duty to involve
the public is being discharged effectively by the CCG as part of the CCG
assurance process.’ (NHSE: 2015, p31: Statement of Arrangements and
Guidance on Patient and Public Participation in Commissioning)
2.5.2 Despite this, there is useful information within the NHSE policy, which the
CCG will consider and incorporate into CCG engagement resources as
appropriate and will be taken into account during assurance monitoring
with NHSE locally.
2.6

NHSE Assurance of Good Complaints Handling for Acute and
Community Care – A toolkit for commissioners

2.6.1 Published on 30 November 2015, this complaints tool can be used for
acute, community and mental health services commissioned by clinical
commissioning groups (CCGs). The toolkit is aimed at those who have
specific roles in relation to assurance and quality. By using the toolkit
checklists commissioners will be able to use the evidence captured in
local quality and contractual discussions with providers. This guide is
written with two objectives in mind:
 to set out the evidence that commissioners should be seeking as part
of their regular quality assurance processes with providers; and
 to set out the assurance they should seek outside of this process, such
as from impromptu or planned visits or other engagement activity.
NHS England in partnership with CCGs, Parliamentary Health Service
2.6.2 Ombudsman (PHSO) and CQC has therefore developed this toolkit to
assist commissioners, working in conjunction with their providers, to
ensure that:
 all complaints are well managed;
 the learning from complaints is identified and used for improvement;
and
 the complaints service is accessible, open and transparent.
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2.6.3 The toolkit reflects the regulatory and statutory requirements set out
within the Local Authority Social Services and National Health Service
Complaints (England) Regulations 2009. It is important to note that the
‘toolkit’ does not confirm minimum or maximum complaint response
times, an issue which has been queried locally in the last year.
3.

Strategy and Prevention

3.1

We have now held three key engagement events with partners, the VCSE
sector and HealthWatch and we are completing our engagement with
Locality Executive Groups to help us to inform both our Operational Plan
for 16/17 and our five year Sustainability and Transformation Plan that we
need to submit as a system this summer.

3.2

The engagement with partners, community groups and staff for the Forest
of Dean community health and care review is underway. Further
engagement is planned during January and February. The key messages
from the engagement will shape the options we develop for consultation.
A webpage to support the engagement has been established and this can
be found at: http://www.gloucestershireccg.nhs.uk/ForestHealth-YourSay/

3.3

Gloucestershire has been successful in its bid to become one of five pilot
site across England looking at developing whole systems approaches to
obesity. The three-year programme, funded by Public Health England, is
aiming to enable local areas to make a major step change in their ability
to tackle obesity through a more coordinated approach. The project
involves Leeds Beckett University and a range of other partners working
closely with local authorities to understand what is working well and what
the opportunities and realities are for LAs in tackling obesity. The goal is
to co-produce a roadmap that will enable areas to make a major step
change in dealing with this important and challenging issue. The CCG
has been a key partner in this work.

3.4

A healthy weight workshop took place on 16th December. There were 60
influential representatives from all Health and Wellbeing Board member
organisations, as well as local NHS providers and 3rd sector and service
user voice through Healthwatch and the Voluntary and Community Sector
Alliance. There was keen interest in the workshop and the energy for
working together to tackle this issue was tangible. The morning resulted
in some common themes that have provided the evidence for the priority
outcomes identified in the Healthy Weight Action Plan
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3.5

An inaugural meeting on Enabling Active Communities took place on the
9th December. The new commissioning group made up of directors and
senior commissioners from across the county will drive the joint enabling
active communities policy that was endorsed by the health and wellbeing
board in 2015. The aim of the policy is to enable local communities to
become more active, stronger and more sustainable, and in turn improve
the health and wellbeing of local people.

3.6

Initial meetings have been held between commissioners, clinicians, lay
representatives and the arts sector to drive forward projects as part of the
cultural commissioning grant programme. A further two projects have
been re-advertised to explore how arts and culture can promote
confidence and reduce the social isolation and stigma experienced by
adults and children who are very overweight and promote confidence and
healthy lifestyles for people newly diagnosed with colorectal and prostate
cancer.

3.7

A personalised care planning workshop was held in November 2015
aimed at bringing together different organisations to understand how we
can standardise our approach to care planning. A project group recently
met to develop a plan going forward and understand how we utilise this
opportunity to enables patients to better self-care. It is envisaged that the
work will be heavily informed by a patient reference group.

4.

Planned Care

4.1

Gloucestershire Clinical Commissioning Group (GCCG) have recently
commissioned a service from GP Care Ltd to provide a community based
one-stop assessment and diagnostic service for adults with noncancerous urological conditions. This is a short term contract (until March
2017) to help reduce pressure on the urology service at Gloucestershire
Hospitals NHS Foundation Trust (GHFT), as part of a wider plan to
improve performance at the Trust and ensure that constitutional waiting
time standards are met for both cancer and non-cancer conditions.

4.2

Currently the service is only dealing with patient transfers from GHFT, but
the intention is to expand this to accept new referrals. This service has
substantially reduced the wait for these patients avoiding the uncertainty
and anxiety associated with waiting for several months for an
appointment.
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5.

Urgent Care

5.1

Urgent Care has recently seen an expansion in admission avoidance
schemes to help combat the rising emergency admission activity. This
includes extended opening hours for the front door IDT, AEC running for
extended hours and the introduction of a clinical navigator role into the
Emergency Department to stream patients as they arrive. The clinical
navigator role pilot led to a significant increase in the number of patients
seen by the Primary Care in ED service, and following this test, the role
has been agreed to help ensure that wherever possible patients are
streamed to the service best suited to meet their needs.

5.2

After a short break to help provide extended cover in Gloucester Royal
Hospital, the AEC will be accepting patients in Cheltenham in January to
provide ambulatory care for suitable patients and avoid unnecessary
hospital stays.

5.3

The system resilience week (held 14th-19th December) highlighted areas
for improvement in joining up the patient journey from the community to
the acute setting and to help streamline this, we are supporting the
introduction of a standard GP referral form to accompany patients when
they attend ED or are referred into any other unscheduled care service.

5.4

The CCG Urgent Care team will continue to champion and support the
GHNHSFT trust wide SAFER weeks, promoting high quality patient care
including daily senior review and proactive discharge planning to assist in
ensuring that patients are cared for in the right setting at the right time.
The forthcoming SAFER week (11th-15th January) will also include a
Multidisciplinary Accelerated Discharge Event to facilitate patient flow
through the acute hospital in January when the healthcare system is
expected to be under the most pressure.

5.5

Finally, on the 5th February the CCG will be facilitating across all system
partners a review of the Christmas and New Year 2015/16 this will feed
into our planning as we look forward to Winter 2016/17.

6.

Contracting and Procurement

6.1

Work is underway to prepare for the 2016/17 contracting round with our
providers across Gloucestershire Health Community. Clear contract
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negotiation meetings are in place with main providers with the objective of
contract signature for main contracts by 31 March 16.
7.

Learning Disability

7.1

Transforming Care
The Transforming Care Programme is a national change programme
which has replaced the Winterbourne Joint Improvement Programme.
The programme requires the CCG and County Council to work together
to build up community services and close unnecessary inpatient provision
by March 2019. Gloucestershire will need to produce a draft
Transformation Plan for scrutiny by February 8th 2016 and the first board
meeting is scheduled for January. The existing joint working on the
Challenging Behaviour Strategy, which is soon to enter its’ third year,
means we are in a good position to deliver on this important agenda. A
Memorandum of Understanding is in place between the two organisations
and defines their commitment to work in close partnership to deliver on
the plans.

7.2

Speak Out Online project
Gloucestershire County Council has been selected as 1 of 3 pilot sites for
the Speak Out on Line (SPOOL) project. Through the pilot, GCC will coproduce the design for a digital platform for people with learning
disabilities. The aim is to ensure more people are able to engage with
and inform strategies, projects and services both locally and nationally.
The project is being led by Voice Ability- a national advocacy charity for
people with disabilities. It has been funded by the Department of Health
Innovation Fund. The three pilot Local Authorities (Gloucestershire
County Council, Liverpool City and South Tyneside) will work alongside
the Voice Ability project team and pilot the work in their areas over a two
year period. The digital platform created will be trailed by supporting a
local consultation with people with learning disabilities.
More information on the project can be found on the following link:
https://www.adass.org.uk/uploadedFiles/adass_content/policy_networks/l
earning_disability/public_content/Local%20Authority%20Expressions%20
of%20Interests%20Details.docx.
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7.3

Internships for people with Learning Disabilities

7.3.1 Young people with learning disabilities are being offered a structured
study programme to support them getting into work through internships.
The internships are currently provided with support from Gloucestershire
County Council, Gloucestershire College, Remploy and Premier Inn, with
a minimum of six months’ work experience and support for young people
to move into employment at the end of the programme. The supported
internships started this September and are for those aged 16 to 24 who
have education, health and care (EHC) plans. Thirteen young people are
currently working across seven sites in Cheltenham and Gloucester.
Gloucestershire County Council identifies potential interns through
reviews, Forwards Gloucestershire assessments with potential leavers
and family and carers input. All professionals working with young people
with learning disabilities are promoting supported internships during
conversations with young people, families and carers to highlight the
potentially life changing opportunity.
7.3.2 The internships see the young people complete three days on site a week
with job coaching to provide intensive support to each young person in
their role. They also spend one day per week in college with tutors to
learn functional skills and are supported by Remploy to provide employer
awareness and to help young people to develop skills to job search
effectively. The internships run for the academic year and is expected to
be completed in the last year of their education. The programme has
already attracted more attention for the next academic year with
Gloucestershire College, Stroud and South Gloucestershire College and
National Star College all confirming their interest in being college
providers for the internships.
7.4

Quality Algorithm
Work is well underway to create a Quality Algorithm which can be used
by the disability brokerage team. Pooling the quality information held by
the Disability Quality Team (such as unannounced quality visits by review
officers, expert by experience visits, the results of surveys of people’s
networks of support and information about contract-management
approaches such as suspensions enforced on the provider), the algorithm
provides an overall quality scoring for the provider. This enables
decisions about choosing a provider to be made based on quality.
Additionally, the information will be made easily available to practitioners
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and a version which is appropriate for the public will be made available
for people with personal budgets.
7.5

Inclusion Gloucestershire
Three user-led organisations in Gloucestershire are merging to form one
all age and all disability user-led organisation. The Physical Inclusion
Network for Gloucestershire (PING), Disabled, Responsible, Organised
People (DROP) and Gloucestershire Voices are coming together to
become one charity called ‘Inclusion Gloucestershire’. It is anticipated
that the merger will be completed by May 2015. Sharing a Chief
Executive Officer and back office functions, the organisations aim to
create a stronger and better organisation which is better tailored to the
all-age and all-disability direction of the Building Better Lives programme.

8

Improving GP Access Fund (Formerly Prime Ministers Challenge
Fund)

8.1

The CCG worked closely with the Gloucestershire practices company
GDOC ltd in its successful bid for £4 million national monies in the spring
of 2015 to test a number of new services as follows:
 increase access to GP care between 8am – 8pm (Mon – Fri) and at
weekends with additional urgent care appointments at a number of
Centres, bookable through a patients surgery (known as Choice+);
 greater use of technology and online services;
 increased specialist nursing time available;
 supporting a communications and marketing campaign during the
winter period to direct patients to the most appropriate health service
know and ASAP;
 greater GP support to the case management of vulnerable patients;
 extending social prescribing services across all practices; and
 through these new services, freeing up practice staff time to spend
with higher risk patients and the ability to offer more planned complex
care.

8.2

Whilst the specific contract has been between GDOC Ltd and NHS
England, the programme of work has been overseen by a multiagency
Delivery Board and the latest progress is as follows:
 the main service (accounting for around 50% of programme
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expenditure) Choice+ services now available in 6 of 7 localities and
accessible by about 580,000 patients;
specialist nursing services successfully operating across a number of
practices;
funding provided to support expanded ASAP winter campaign;
e-consultation services commissioned and in excess of 150,000
patients to be covered;
rapid Response+ GP telephone support operational;
video consultation planned to be launched prior to March 2016;
social prescribing extended to all practices, all additional staff in place
and currently expanding the service to include adult health and social
care Integrated Community Teams (ICTs); and
agreement by NHS England for £1.3m of unspent funding to be carried
forward to extend pilot period from April 2016 to September 2016.

8.3

The CCG continues to work closely with NHS England and GDOC on this
programme of work. An evaluation framework to review the effectiveness
of the programme. The CCG will require specific business cases before
any requests for recurrent funding can be approved and currently the
CCG is expecting one for the Choice+ service by the Summer of 2016.

9.

Developing Primary Care Infrastructure across Gloucestershire

9.1

A draft five year Primary Care Infrastructure Plan (PCIP) to set out
where investment is anticipated to be made in either, new, or extended
buildings, subject to business case approval and available funding for the
period 2016 to 2021 has been completed. This document sets out key
strategic priorities based on the future direction of primary care services,
conditions of buildings, current spatial constraints and future population
growth. It also sets out the business processes and a strategic level
financial framework. The draft plan has been discussed by the Primary
Care Commissioning Committee and is being shared with practices and
key stakeholders. A finalised version is due to be presented to the
Governing Body in March 2016.

9.2

It should also be noted that The NHS England £1bn four year Primary
Care Infrastructure Fund is designed to improve services, from 2016/
2017 onwards it will be known as the Primary Care Transformation Fund
(PCTF). The bulk of the fund will be deployed to improve estates and
accelerate digital and technological developments in general practice,
and will be subject to an initial bidding process. At the end of October
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2015, CCGs received a letter asking that they make recommendations to
NHS England to support the funding of improvements or developments in
practices in its area, by the end of February 2016. The recommendations
will need to demonstrate that they meet one or more of the criteria set out
below:
• increased capacity for primary care services out of hospital ( It is
assumed this could include space that does not normally qualify for
rent reimbursement);
• commitment to a wider range of services as set out in your
commissioning intentions to reduce unplanned admissions to hospital;
( It is assumed therefore this could include spaces that do not qualify
for rent reimbursement);
• improving seven day access to effective care; and/or
• increased training capacity.

9.3

CCG recommendations should reflect the wider local estates strategies
that are being developed. They should demonstrate engagement across
the local health economy. CCGs should also produce phased funding
plans (limited to 31 March 2019) for recommended developments, which
take into account their long-term affordability. The PCIP approach
completely reflects this. During January and February 2016, practices
and the CCG will work together on the submission of prioritised
proposals to NHS England.

10.

Adult Mental Health Update

10.1

Crisis Concordat
The MH Crisis Care Concordat action plan has received its 2nd review and
has now been submitted to the national website. The plan was reviewed
by the MH and Wellbeing Partnership Board and it was acknowledged
that a smaller working group needs to established to monitor progress
against actions and to maintain momentum.

10.2

Mental Health and Wellbeing Strategy
This is in the process of being reviewed and will be taken to MH and
Wellbeing stakeholder event in April for further consultation/engagement
before being submitted to the MH and Wellbeing PB for sign off.
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10.3

Improving Access to Psychological Therapies
Issues have arisen this year in respect of IAPT minimum dataset and the
recovery rates targets (90% & 50% respectively). 2gNHSFT have
submitted a remedial action plan and are working to achieve this by end
of quarter 3. They have been working with the IAPT national intensive
support team with regards to data quality and care pathway issues.

10.4

Mental Health Acute Response Service (MHARS) (formerly Crisis
Resolution & Home Treatment Teams)
One of the key aspects of the new service model is the co-location at
Waterwells with the Police. There have been a few delays to making this
happen but Police/Ambulance/CCG/2gNHSFT have been working
together to resolve these issues. We are working to new service being
fully operational by April (including co-location). Recruitment into the
revised service is continuing.

10.5

Psychiatric Liaison for ED
24/7 cover has been achieved in ED through the use of the MHARS
service providing OOH cover. As agreed with all partners the MHARS
service will prioritise s136 assessments OOHs which has led to delays in
ED receiving a response. We are working with 2gNHSFT/GNHSFT to
quantify the level of the issue.

10.6

Contract Negotiations
Contract negotiations with 2gNHSFT are underway and it is anticipated
that service specifications will be signed off by all parties by the end of
January. We are discussing with 2gNHSFT their QIPP schemes for
2016/17.

10.7

Personality Disorders
We will be working with 2gNHSFT following on from the CQUIN on
personality disorders to scope out a specialist personality disorder service
for Gloucestershire.

10.8

Transport Review
We will be leading a regional piece of work to review the transport
arrangements in place for individuals detained under the Mental Health
Act with a view to 1. Establishing a regional protocol, & 2. Options
appraisal for developing an alternative service model for detained
patients. With regards to the latter there is the potential to develop a
more efficient service that delivers better outcomes for patients and staff
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associated with the Mental health Act assessment process (e.g. police,
ambulance, Approved Mental health Professionals, Psychiatrists).
11.
11.1

Meetings attended
19-Nov
03-Dec
04-Dec
07-Dec
07-Dec
08-Dec
09-Dec
14-Dec
16-Dec
17-Dec
05-Jan
19-Jan
19-Jan
21-Jan
27-Jan
27-Jan
28-Jan

Extraordinary GSF Meeting, Gloucestershire
Gloucestershire Strategic Forum (GSF) - Forward
Planning Workshop
Joining Up Your Information – Procurement Evaluation
Better Care Forum (BCF) – Shire Hall
Glos Tripartite Escalation Meeting
Systems Resilience Group (SRG)
Additional Leadership Gloucestershire, Shire Hall
Gloucestershire CCG Quarter 2 Assurance Meeting,
Chippenham
Obesity Workshop, Highnam
Coombe End Visit, Gloucestershire
Leadership
Gloucestershire
Devolution
Member
Working Group, Shire Hall
Gloucester Health & Well Being Board – Agenda Setting
Meeting, Shire Hall
Eye Health Services Panel Meeting
NHSCC Quarterly South West Regional Group, Exeter
South Central Health System Planning Event, Swindon
NHS Confederation South West Regional Member
Dinner, Bristol
NHS Clinical Commissioners Board Day, London

12.

Recommendation

12.1

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

Page 16 of 16

Agenda item 8
Gloucestershire Clinical Commissioning Group
Governing Body
Meeting Date

Thursday 28th January 2016

Title

Locality Development Plans 2015 – 2017

Executive Summary

The new two-year Locality Development Plans
covering 2015-2017, were presented and
approved for the seven Gloucestershire localities
at the July and September 2015 Governing Body
meetings,

Key Issues

Risk Issues:
Original Risk
Residual Risk

Financial Impact

This first update paper provides a succinct
summary of the progress made to date against
some of the key priority areas identified by each
locality.
There is good progress in each locality. There has
been valuable learning which will be shared across
the system.
The sustainability and resilience of primary care
has become more acute over recent months,
which has focused localities on the importance of
addressing this issue and the significant role they
can play in this. This may mean that priorities
need to be re-assessed during 2016/17.
The Locality Operating Framework for 2015/16 set
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.
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Legal Issues
(including NHS
Constitution)

Impact on Health
Inequalities

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 patients to
expect assessment of health requirements locally
and to commission services accordingly is
addressed directly by Locality Development Plans.
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.
Locality Development Plans have taken into
consideration ‘on the ground’ feedback from
patients,
either
directly
through
patient
representatives or indirectly from practice staff.

Patient and Public
Involvement

Plans are hosted on the Gloucestershire CCG
website and have been shared with PPGs and
local stakeholders.
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Recommendation

The Governing Body is asked to:


Author

Designation

Sponsoring Director
(if not author)

Note some of the key highlights of progress
and delivery by the seven localities against
their Locality Development Plans
 Stephen Rudd
 Penny Waters, Zaheera Nanabawa and
Kirsty Young
 Head of Locality and Primary Care
Development
 Locality Managers
Helen Goodey
Director of Locality Development and Primary
Care
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Agenda Item 8
Governing Body
Thursday 28th January 2016
Locality Development Plans 2015 – 2017
1.

Introduction and Background

1.1

Across the July and September 2015 Governing Body
meetings, the new two-year Locality Development Plans
covering 2015 – 2017, were presented were presented and
approved for the seven Gloucestershire localities: Forest of
Dean, North Cotswold, Tewkesbury, Newent & Staunton,
Gloucester City, Cheltenham, South Cotswold and Stroud and
Berkeley Vale localities.

1.2

This paper provides a first update on progress of the seven
localities against the priorities identified within their plans.

2.

Key achievements to date

2.1

Countywide

2.1.1

In November 2015, the GCCG Primary Care and Localities
Directorate hosted an event to discuss the future of Primary
Care in Gloucestershire. The event was very well attended,
with circa 100 GPs and 30 Practice Managers ensuring each
locality was represented and able to begin to formulate visions
for the future.

2.1.2

Given the current resilience and sustainability issues being felt
within General Practice, each locality has committed to further
develop the ideas generated at the event, with the locality
infrastructure well placed to be able to organise and coordinate such activity. Therefore, localities are organising
events in January and February, supported by the Localities
Team, in order to bring momentum to this initial impetus.
Progress on the future model, or models, of primary care that
are generated from this work will be shared with the
Governing Body over the coming months.
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2.1.3

All localities have also been working on the implementation of
the Prime Minister’s GP Access Fund projects, such as
Choice+, to pilot the schemes within their areas.

2.2

Gloucester City Locality

2.2.1

Mental Health
Protected Learning Time (PLT) events have been held,
engaging over 80 GPs and health professionals in the
Gloucester locality. These included case study interactions
with the medical staff and health professionals from 2gether
NHS Foundation Trust on Crisis, Recovery and MHICT cases.
Presentations were delivered on Perinatal and Children and
Young People’s mental health, along with a ‘marketplace’
including Rethink Self Harm Helpline, Turning Point
Substance Misuse Services, Managing Memory 2gether, Let’s
Talk and the Eating Disorders service. Further work will
continue, including the locality executive group in partnership
with Public Health, supporting Suicide Skills Training for one
GP from each of the locality’s practices.

2.2.2

Cultural Diversity and Health Inequalities
Ongoing work around reviewing a local enhanced service
(LES) for Ethnicity has highlighted the need for further scoping
work around tackling health inequalities for the inner city
areas of Gloucester. The reviewed enhanced service – for
Cultural Diversity (proposed for 2016/17) will encourage
practices to enable better accuracy in data collection, whilst a
wider ‘Tackling Health Inequalities’ project will scope out the
potential for change to work with Public Health and other key
stakeholders to explore the transformation of local services to
improve health outcomes and reduce the health inequalities
gap.

2.3

South Cotswold Locality

2.3.1

Healthy Marketplace
The Healthy Marketplace is an exciting innovation,
collaboratively developed with Gloucestershire Care Services
(GCS), Gloucestershire County Council, the 2gether Trust and
local voluntary and community sector groups. The Healthy
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Marketplace has been developed, within a dedicated space at
Cirencester Hospital, as a ‘hub’ for patients to access relevant
information and support. The locality are working with GCS to
bring the project to fruition in Spring 2016.
2.3.2

Community based geriatrician service
Scoping work has begun on the development of a community
geriatrician service, including extraction of relevant data for
the locality. Developing linkages with social prescribing and
the Healthy Marketplace have been identified as important, as
well as all of the existing services which support elderly care
for the locality.

2.4

Forest of Dean

2.4.1

Healthy Lifestyles
A successful Healthy Lifestyles workshop, jointly hosted by
the Forest of Dean Locality Executive Group and the Forest of
Dean District Council, has initiated an important priority
scheme for the locality. Primary and community health and
care professionals were invited to participate in a workshop to
promote healthy living with the aims of:
 Increasing awareness of services that are currently
commissioned to support healthy living
 Involving local professionals in identifying what we can
do to support people to live healthier lives
 Launch the new ‘in practice’ model for social prescribing

2.4.2

Social Prescribing
Social Prescribing has been rolled out across all practices,
with the Forest of Dean District Council acting as the
provider. The co-location of hub co-ordinators has resulted in
good relationships being established with practices and circa
200 patient referrals since launch. Roll out to ICT’s will
commence in February.

2.5

Cheltenham Locality

2.5.1

Prescribing in older people
The locality are undertaking an in-depth review of medicines
prescribed for patients over the age of 85 years, who live
independently and are prescribed ten or more drugs. These
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patients are at increased risk of side effects and falls which
can potentially lead to A&E attendances and unplanned
admissions. This three month pilot is being undertaken by
practice-based support pharmacists in four GP practices and
will be evaluated prior to further rollout.
2.5.2

Support for Carers
The provision of additional support for identified carers has
been prioritised by the locality. This has commenced with
identifying the number of carers on each practice’s registered
list. Practices will be inviting carers to the practice who
haven’t recently had a health check and, where relevant,
referring them through Cheltenham’s social prescribing
scheme.

2.6

Stroud and Berkeley Vale Locality

2.6.1

Practice Variation Work streams:
Obesity – A representative attended the GLOS obesity
summit. Good levels of referrals are continuing into slimming
world. GP’s have all undertaken to ask surgery staff to eat
healthier by banning biscuits and cakes and promoting
healthy living locally.
Colorectal Cancer – Gp’s are working on developing practice
policies to chase missing screening tests and encourage
screening. All GP practices have attended masterclasses in
picking up cancer early and looking at best practice across
surgeries.

2.6.2

Integrated Community Teams (ICT) Phase 2
Many different ideas have been tried as part of the test and
learn in Stroud and Berkeley Vale. Most recently these
include:
 Various agencies invited to talk to ICT staff at their six
weekly briefings to ensure staff are kept up to date on
what is available in their locality.
 Work shadowing as part of staff inductions for 2gether
and GCS staff and a process established to ensure this
is embedded.
 The Independence Trust, P3, Alzheimer’s Society, Age
UK and Carers Gloucestershire have all begun
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spending time with ICT staff to raise awareness of their
services, with Stroud District Council staff to follow.
 People and Places in Gloucestershire recently held popup coaching with sixty ICT and 2gether staff, supporting
them to work in a strengths-based way, positively risk
take and listen actively. This will be followed by
facilitated case reviews in February.
 A “theatre production” and workshops for staff from
different professions around positive risk taking and
writing case notes.
2.7

Tewkesbury, Newent & Staunton

2.7.1

Social Prescribing
Two Social Prescribing pilots have been successfully
launched across the Tewkesbury, Newent & Staunton locality
with support from local Councils. The Tewkesbury practices’
pilot is making effective use of the existing Integrated
Community Team by establishing a Social Prescribing Hub
run by its Local Area Coordinator (LAC). The Newent and
Staunton practices have linked with the Forest of Dean’s
scheme, due to the better geographical fit, enabling their
dedicated Social Prescribing Hub Coordinator to effectively
signpost patients to local community services.

2.7.2

Paediatrics
A paediatric referral pilot will introduce a monthly multidisciplinary meeting including input from a GP, Paediatrician,
Occupational Therapists, Community and School Nurses.
This team will review non-urgent GP paediatric referrals from
the Tewkesbury Practices (Church Street & Mythe), launching
in early January. The scheme will direct referrals to the most
appropriate service, ensuring patients are treated in the right
place at the right time, while providing valuable education for
clinicians.

2.8

North Cotswold

2.8.1

Practice variation
Utilising analysis provided by the GCCG Information Team,
the locality have focused on addressing material and
influential variation. Following an initial audit of emergency
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admissions across all practices by an identified lead GP, this
has been followed this up with an in-depth practice audit in a
colleague’s
practice,
compiling
a
summary
of
recommendations to take forward.
2.8.2

Community Hospital utilisation
Scoping work has commenced to understand current services
and utilisation rates at the North Cotswold hospital alongside
services accessed by locality patients at other providers
within, and outside of, Gloucestershire. The locality are
seeking to bring more services closer to home, avoiding
patients travelling to access services which could be provided
locally.

3.

Future monitoring and reporting

3.1

The Locality Team are working with the Information Team to
develop a new ‘Information Portal’. While this will replace the
current reporting system with a new, automated and more
functional system for practices, it will also be aligned to
Locality Development Plan priorities.

3.2

Based on their identified priorities, each locality will have their
own Key Performance Indicators hosted on the new system,
which will demonstrate progress in the areas they’ve
prioritised wherever possible.

3.3

In addition, in 2016/17 the Locality Team will begin utilising
HealthPerform for reporting locality project updates, allowing a
more automated and efficient way of reporting progress
against milestones.

4.

Recommendations
The Governing Body is asked to:
 note some of the key highlights of progress and delivery
by the seven localities against their Locality
Development Plans.
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Agenda item 9
Governing Body
Meeting Date

Thursday 28th January 2016

Title

Emergency
Planning,
Response
and
Resilience, Annual Assurance 2015/16
NHS England introduced an Emergency
Planning, Response and Resilience (EPRR)
Assurance Process in 2013 to ensure that the
Health Community throughout the country can
evidence a standard level of preparedness
across a broad spectrum of Emergency
Planning related matters.

Executive Summary

When submitted (Sept. 2015) the CCG were
compliant with 33 of the 38 standards. This has
subsequently been revised to 37 out of 38.
It was considered that the one remaining item
was should not be advanced further (Mutual
Aid) as it is disproportionate to the risk.
Key Issues

The appointment of the Emergency Planning
and Business Continuity Officer in August 2015
has allowed the CCG to develop more
meaningful responses to the assurance process
and ensure far more robust compliance than in
recent years.
Outstanding issues surround the training and
competencies of on call managers and
Directors, all of which are part of an ongoing
work plan for delivery by the end of this financial
year.
The assurance process requires that the Board
of the CCG signs off and minutes the status of
preparedness, following the self-assessment,
within the organisation.
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Risk Issues:
Original Risk
Residual Risk
Financial Impact

2x4= 8
1x4=4
Nil

Legal Issues
(including NHS
Constitution)

Compliance with the;
Civil Contingencies Act 2004 and;
Health and Social Care Act 2012

Impact on Health
Inequalities
Impact on Equality
and Diversity
Impact on Sustainable
Development
Patient and Public
Involvement
Recommendation

Not applicable.

Author
Designation
Sponsoring Director
(if not author)

No
No
No
The Governing Body is requested to sign off the
paper.
Andy Ewens
Emergency Planning and Business Continuity
Officer
Marion Andrews-Evans
Executive Nurse & Quality Lead
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Agenda Item 9

Governing Body
Thursday 28th January 2016
Emergency Planning, Response and Resilience Assurance
2015 / 16
1

Introduction

1.1

The NHS needs to plan for, and respond to, a wide range of
incidents and emergencies that could affect health or patient
care. These could be anything from extreme weather conditions
to an outbreak of an infectious disease or a major transport
accident. The Civil Contingencies Act (2004) requires NHS
organisations, and providers of NHS-funded care, to show that
they can deal with such incidents while maintaining services.

1.2

NHS England has published NHS core standards for
Emergency Preparedness, Resilience and Response
arrangements. These are the minimum standards which NHS
organisations and providers of NHS funded care must meet.
The Accountable Emergency Officer in each organisation is
responsible for making sure these standards are met. The
Executive Nurse in the CCG fulfils this role.

1.3

As part of the national EPRR assurance process for 2015/16,
NHS Gloucestershire Clinical Commissioning Group has been
required to assess itself against these core standards. The
outcome of this self-assessment undertaken in September
shows that against 38 of the core standards which are
applicable to the organisation, NHS Gloucestershire Clinical
Commissioning Group
 is fully compliant with 33 of these core standards; and


1.4

will become fully compliant with 37 of these core
standards by 31st March 2016

Of the five standards where the CCG were not compliant at the
date of submission (Sept 2015), three of them relate to training
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needs and competencies for on-call managers and Directors
within the CCG. The appointment of the Emergency Planning &
Business Continuity Officer has allowed these items to be
addressed and the CCG are now assured against these
standards.
1.5

A standard that it is felt to be outside of the remit of the CCG is
the provision of and or receipt of Mutual Aid from another CCG
if required. The CCG are already signed up to a Countywide
Health Community Mutual Aid agreement and it is not thought
proportionate to step outside of this agreement and engage with
other CCGs.

1.6

The final standard relates to an annual work programme to
mitigate identified risks that relate to EPRR ensuring an
improved response. This plan has now been developed by the
Emergency Planning and Business Continuity Officer to capture
lessons identified.

2

Recommendation(s)

2.1

That the Board signs off and minutes their acceptance of the
level of preparedness for the CCG, enabling final submission to
NHS England.

3

Appendices
 Appendix 1 – CCG EPRR Assurance Submission 2015/16
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Self assessment RAG

Evidence of assurance

Governance
Organisations have a director level accountable emergency officer who is responsible for EPRR (including
1
business continuity management)
Organisations have an annual work programme to mitigate against identified risks and incorporate the
lessons identified relating to EPRR (including details of training and exercises and past incidents) and
improve response.
2

Y

Y

Organisations have an overarching framework or policy which sets out expectations of emergency
preparedness, resilience and response.

3

4

Action to be taken

• Ensuring accountaable emergency officer's commitment to the plans and giving a member of the
executive management board and/or governing body overall responsibility for the Emergeny
Preparedness Resilience and Response, and Business Continuity Management agendas
• Having a documented process for capturing and taking forward the lessons identified from exercises
and emergencies, including who is responsible.
• Appointing an emergency preparedness, resilience and response (EPRR) professional(s) who can
demonstrate an understanding of EPRR principles.
• Appointing a business continuity management (BCM) professional(s) who can demonstrate an
understanding of BCM principles.
• Being able to provide evidence of a documented and agreed corporate policy or framework for
building resilience across the organisation so that EPRR and Business continuity issues are
mainstreamed in processes, strategies and action plans across the organisation.
• That there is an approporiate budget and staff resources in place to enable the organisation to meet
the requirements of these core standards. This budget and resource should be proportionate to the
size and scope of the organisation.

The accountable emergency officer will ensure that the Board and/or Governing Body will receive as
appropriate reports, no less frequently than annually, regarding EPRR, including reports on exercises
undertaken by the organisation, significant incidents, and that adequate resources are made available to
enable the organisation to meet the requirements of these core standards.

Identified as a risk and within
Clear work program to be
the work program for the newly instigated that combines
appointed EPRR Professional
LHRP Risk awareness,
ongoing incident response
and lessons learned

BCP - as auditted by PWC
during June 2015 - this deals
with the work of the CCG
On call pack to support
organisation out of hours

There is a process to ensure that the risk assessment(s) is in line with the organisational, Local Health
Resilience Partnership, other relevant parties, community (Local Resilience Forum/ Borough Resilience
Forum), and national risk registers.
6

Evidenced by Papers submitted
to the CCG Board by the AEO

Y

Y

• Being able to provide documentary evidence of a regular process for monitoring, reviewing and
updating and approving risk assessments
• Version control
• Consulting widely with relevant internal and external stakeholders during risk evaluation and analysis
stages
• Assurances from suppliers which could include, statements of commitment to BC, accreditation,
business continuity plans.
• Sharing appropriately once risk assessment(s) completed

Y

There is a process to ensure that the risk assessment(s) is informed by, and consulted and shared with your
organisation and relevant partners.
7

Have arrangements for (but not necessarily have a separate plan for) some or all of the following
(organisation dependent) (NB, this list is not exhaustive):

Y
Y
Y
Y

Y
Y
Y
Y

8

Y

Ensure that plans are prepared in line with current guidance and good practice which includes:

Y

Evidenced by PWC audit of CCG
BCP

The CCG participates in LHRP
meetings and is represented at
LRF meetings. The feedback
from these meetings informes
the Risk process for the CCG

BCP is available for all staff
through the CCG live website
All relevant managers have
recently undertaken a review of
their own sectional plans (June
2015)

Y

Duty to maintain plans – emergency plans and business continuity plans
Effective arrangements are in place to respond to the risks the organisation is exposed to, appropriate to the
role, size and scope of the organisation, and there is a process to ensure the likely extent to which particular
types of emergencies will place demands on your resources and capacity.

Lead

Timescale

Marion Andrew-Evaans

Y

Duty to assess risk
Assess the risk, no less frequently than annually, of emergencies or business continuity incidents occurring
which affect or may affect the ability of the organisation to deliver it's functions.
5

9

Red = Not compliant with core
standard and not in the EPRR
work plan within the next 12
months.
Amber = Not compliant but
evidence of progress and in the
EPRR work plan for the next 12
months

CCGs

Core standard

Evidence

Relevant plans:
• demonstrate appropriate and sufficient equipment (inc. vehicles if relevant) to deliver the required
responses
• identify locations which patients can be transferred to if there is an incident that requires an
evacuation;
• outline how, when required (for mental health services), Ministry of Justice approval will be gained for
an evacuation;
• take into account how vulnerable adults and children can be managed to avoid admissions, and
include appropriate focus on providing healthcare to displaced populations in rest centres;
• include arrangements to co-ordinate and provide mental health support to patients and relatives, in
collaboration with Social Care if necessary, during and after an incident as required;
• make sure the mental health needs of patients involved in a significant incident or emergency are met
and that they are discharged home with suitable support
• ensure that the needs of self-presenters from a hazardous materials or chemical, biological, nuclear
or radiation incident are met.
• for each of the types of emergency listed evidence can be either within existing response plans or as
stand alone arrangements, as appropriate.
• Being able to provide documentary evidence that plans are regularly monitored, reviewed and
systematically updated, based on sound assumptions:
• Being able to provide evidence of an approval process for EPRR plans and documents
• Asking peers to review and comment on your plans via consultation
• Using identified good practice examples to develop emergency plans
• Adopting plans which are flexible, allowing for the unexpected and can be scaled up or down
• Version control and change process controls
• List of contributors
• References and list of sources
• Explain how to support patients, staff and relatives before, during and after an incident (including
counselling and mental health services).

Emergency
Planning and
Business
Continuity
Officer
(EP&BCO)

31/12/2015

Self assessment RAG

Evidence of assurance

CCGs

Core standard

10

Arrangements include a procedure for determining whether an emergency or business continuity incident
has occurred. And if an emergency or business continuity incident has occurred, whether this requires
changing the deployment of resources or acquiring additional resources.

Y

• Oncall Standards and expectations are set out
• Include 24-hour arrangements for alerting managers and other key staff.

Arrangements include how to continue your organisation’s prioritised activities (critical activities) in the event
of an emergency or business continuity incident insofar as is practical.

13

Amber = Not compliant but
evidence of progress and in the
EPRR work plan for the next 12
months

Action to be taken

JESIP process

BC Plan and audit by PWC

Arrangements explain how VIP and/or high profile patients will be managed.
Preparedness is undertaken with the full engagement and co-operation of interested parties and key
stakeholders (internal and external) who have a role in the plan and securing agreement to its content

• Specifiy who has been consulted on the relevant documents/ plans etc.

EP officer is a trained de-briefer.
De-briefs have tajken place
following significant incidents in
last 12 months

Y

Command and Control (C2)
Arrangements demonstrate that there is a resilient single point of contact within the organisation, capable of
15 receiving notification at all times of an emergency or business continuity incident; and with an ability to
respond or escalate this notification to strategic and/or executive level, as necessary.

Documents identify where and how the emergency or business continuity incident will be managed from, ie
the Incident Co-ordination Centre (ICC), how the ICC will operate (including information management) and
the key roles required within it, including the role of the loggist .
Arrangements ensure that decisions are recorded and meetings are minuted during an emergency or
18
business continuity incident.
Arrangements detail the process for completing, authorising and submitting situation reports (SITREPs)
19 and/or commonly recognised information pictures (CRIP) / common operating picture (COP) during the
emergency or business continuity incident response.
20 Arrangements to have access to 24-hour specialist adviser available for incidents involving firearms or
chemical, biological, radiological, nuclear, explosive or hazardous materials, and support strategic/gold and
tactical/silver command in managing these events.
21 Arrangements to have access to 24-hour radiation protection supervisor available in line with local and
national mutual aid arrangements;
Duty to communicate with the public
22 Arrangements demonstrate warning and informing processes for emergencies and business continuity
incidents.

Explain how the emergency on-call rota will be set up and managed over the short and longer term.

On call rota held in N drive.
Managed by EP administrator

Training is delivered at the level for which the individual is expected to operate (ie operational/ bronze,
tactical/ silver and strategic/gold). for example strategic/gold level leadership is delivered via the
'Strategic Leadership in a Crisis' course and other similar courses.

Staff attend course as required.
Delivered in house and
externally including Strategic
Leadership in a Crisis, SCG
awareness, IIEM
ICC plan in on-call folder

Y

Those on-call must meet identified competencies and key knowledge and skills for staff.
16

Liaison through LRF & LHRP

Y

Arrangements include a debrief process so as to identify learning and inform future arrangements
14

17

Red = Not compliant with core
standard and not in the EPRR
work plan within the next 12
months.

Y

11

12

Evidence

Y

Y

Arrangements detail operating procedures to help manage the ICC (for example, set-up, contact lists
etc.), contact details for all key stakeholders and flexible IT and staff arrangements so that they can
operate more than one control/co0ordination centre and manage any events required.

The CCG has trained loggists

Y

The LHRP Health Community
Response Plan identifies the
process needed

Y

Y

• Have emergency communications response arrangements in place
• Be able to demonstrate that you have considered which target audience you are aiming at or
addressing in publishing materials (including staff, public and other agencies)
• Communicating with the public to encourage and empower the community to help themselves in an
emergency in a way which compliments the response of responders
• Using lessons identified from previous information campaigns to inform the development of future
campaigns
• Setting up protocols with the media for warning and informing
• Having an agreed media strategy which identifies and trains key staff in dealing with the media
including nominating spokespeople and 'talking heads'.
• Having a systematic process for tracking information flows and logging information requests and
being able to deal with multiple requests for information as part of normal business processes.
• Being able to demonstrate that publication of plans and assessments is part of a joined-up
communications strategy and part of your organisation's warning and informing work.

The LRF have a Warning and
Informing plan. The CCG are
represented on this group by
the Communications team from
the CCG

Lead

Timescale

Self assessment RAG

Evidence of assurance

CCGs

Core standard

Arrangements ensure the ability to communicate internally and externally during communication equipment
failures
23

• Have arrangements in place for resilient communications, as far as reasonably practicable, based on
risk.
Y

Information Sharing – mandatory requirements
Arrangements contain information sharing protocols to ensure appropriate communication with partners.

24

Y

Co-operation
Organisations actively participate in or are represented at the Local Resilience Forum (or Borough
25
Resilience Forum in London if appropriate)
Demonstrate active engagement and co-operation with other category 1 and 2 responders in accordance
with the CCA
26

Y

Y

Arrangements include how mutual aid agreements will be requested, co-ordinated and maintained.

27

28
29

Y

32

Plans define how links will be made between NHS England, the Department of Health and PHE. Including
how information relating to national emergencies will be co-ordinated and shared
Arrangements are in place to ensure an Local Health Resilience Partnership (LHRP) (and/or Patch LHRP for
the London region) meets at least once every 6 months

33

Arrangements are in place to ensure attendance at all Local Health Resilience Partnership meetings at a
director level

31

• Attendance at or receipt of minutes from relevant Local Resilience Forum(s) / Borough Resilience
Forum(s) meetings, that meetings take place and memebership is quorat.
• Treating the Local Resilience Forum(s) / Borough Resilience Forum(s) and the Local Health
Resilience Partnership as strategic level groups
• Taking lessons learned from all resilience activities
• Using the Local Resilience Forum(s) / Borough Resilience Forum(s) and the Local Health Resilience
Partnership to consider policy initiatives
• Establish mutual aid agreements
• Identifying useful lessons from your own practice and those learned from collaboration with other
responders and strategic thinking and using the Local Resilience Forum(s) / Borough Resilience
Forum(s) and the Local Health Resilience Partnership to share them with colleagues
• Having a list of contacts among both Cat. 1 and Cat 2. responders with in the Local Resilience
Forum(s) / Borough Resilience Forum(s) area

Meeting attendance and diary
entries
LRF Secretariat manager exercise participation in
planning and active engagement

AEO and Deputy attendance as
per meeting minutes and
attendance sheets

Y

Demonstrate organisation wide (including oncall personnel) appropriate participation in multi-agency
exercises
36

Y

Preparedness ensures all incident commanders (oncall directors and managers) maintain a continuous
personal development portfolio demonstrating training and/or incident /exercise participation.

Detailed within the LHRP Health The feasibility of Mutual Aid EP&BCO
Community Response Plan. No for a CCG is considered very
local arrangements exist.
unlikely. There is a
possibility
of shared services for
facilities and
communications
teams that will be
considered
in future planning

Y

Arrangements include an ongoing exercising programme that includes an exercising needs analysis and
informs future work.

37

GISPA, HCRP, LRF
documentation? Can I make this
green?

Y

• Taking lessons from all resilience activities and using the Local Resilience Forum(s) / Borough
Resilience Forum(s) and the Local Health Resilience Partnership and network meetings to share good
practice
• Being able to demonstrate that people responsible for carrying out function in the plan are aware of
their roles
• Through direct and bilateral collaboration, requesting that other Cat 1. and Cat 2 responders take part
in your exercises
• Refer to the NHS England guidance and National Occupational Standards For Civil Contingencies
when identifying training needs.
• Developing and documenting a training and briefing programme for staff and key stakeholders
• Being able to demonstrate lessons identified in exercises and emergencies and business continuity
incidentshave been taken forward
• Programme and schedule for future updates of training and exercising (with links to multi-agency
exercising where appropriate)
• Communications exercise every 6 months, table top exercise annually and live exercise at least
every three years

Lead

Timescale

The CCG operates a pager
system for on call managers and
execs. The BCM plan mandates
that team leaders should have
contact details for all of their
staff. We have a number of
MTPAS registered SIM cards

Y

Y

35

Amber = Not compliant but
evidence of progress and in the
EPRR work plan for the next 12
months

Action to be taken

close liaison between EPRR
officer and NHS E Operations
and delivery manager.
Evidenced by meeting minutes
and ongoing workstreams

Training And Exercising
Arrangements include a training plan with a training needs analysis and ongoing training of staff required to
deliver the response to emergencies and business continuity incidents
34

Red = Not compliant with core
standard and not in the EPRR
work plan within the next 12
months.

• Where possible channelling formal information requests through as small as possible a number of
known routes.
• Sharing information via the Local Resilience Forum(s) / Borough Resilience Forum(s) and other
groups.
• Collectively developing an information sharing protocol with the Local Resilience Forum(s) / Borough
Resilience Forum(s).
• Social networking tools may be of use here.

Arrangements outline the procedure for responding to incidents which affect two or more Local Health
Resilience Partnership (LHRP) areas or Local Resilience Forum (LRF) areas.
Arrangements outline the procedure for responding to incidents which affect two or more regions.
Arrangements demonstrate how organisations support NHS England locally in discharging its EPRR
functions and duties

30

Evidence

Partially in place for Local
procedures, on call and
Business Continuity.
Ongoing use of strategic
Leadership in a crisis and
Surviving a Public Enquiry
Emergency planner undergoing
Di
HEP t i i
As above

Apr-16

Existing training needs
EP&BCO
analysis
and plan need updating and
bringing into line with
requirements of CCG. To be
addressed by EP&BCO

31/03/2016

As above

31/03/2016

EP&BCO

Exercises - Bugle, Ensemble,
Eagle
Beetle, all demonstrate
engagement
at a multi-agency level by the
CCG
Recognition that this must be
To be agreed at Board level AEO
implemented - not yet actioned and implemented thereafter

31/03/2016
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Governing Body
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Promoting equality in commissioning: meeting the Public
Sector Equality Duty (PSED)

1

Introduction

1.1

NHS Gloucestershire Clinical Commissioning Group (CCG) is
publishing this report as required under the specific equality duty of
the Equality Act 2010. This year, we have chosen to combine our
progress report on equalities work with examples of innovative
practice in engaging and involving our local patients, carers, staff
and communities.

1.2

The Public Sector Equality Duty came into force in April 2011. It
requires the CCG, in the exercise of its functions, to have due
regard to the need to:
• Eliminate unlawful discrimination, harassment and victimisation
and other conduct prohibited by the Act;
• Advance equality of opportunity between people who share a
protected characteristic and those who do not;
• Foster good relations between people who share a protected
characteristic and those who do not.

1.3

This report covers:
• “An Open Culture”: an introduction to our strategies
• Legal requirements relating to engagement, experience and
equality
• A profile of the population of Gloucestershire
• Innovative practice that demonstrates our commitment to
engagement and equality (web links to case studies)
• Equality information regarding our workforce
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2

Recommendation(s)

2.1

This paper is for information and approval.

3

Appendices
 Appendix 1:
 Appendix 2:

Gloucestershire Health Profile 2015
GCCG Engagement Case Studies 2015
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version only)

Foreword
On behalf of our Governing Body colleagues we are delighted to present NHS
Gloucestershire Clinical Commissioning Group’s (GCCG) Engagement, Equality and
Experience Report, 2015: Our Open Culture.
This Report sets out progress against our equality objectives, first published in 2013,
and future direction of our work to promote equality, reduce health inequalities and
enshrine human rights considerations into our day to day work.
Its format is dynamic. Throughout this report, which we are publishing on line, there
are web-links to a range of online resources which support or promote the CCG’s
engagement, equality and experience activities. Case studies are used to illustrate
examples of activity in the last twelve months. It is our intention to continue to gather
case studies, as well as Real Life Stories, to inform our commissioning priorities and
decisions, so as to achieve better health outcomes for everyone.
We are committed to ensuring equitable and fair treatment for our local and diverse
communities. We are working hard to develop an open culture and lead by example
to embed fairness into the behaviours of our staff.
We are committed to making effective engagement a reality and ensuring that the
individual’s experience of care is a driver for quality and service improvement.
We will continue to help and support our staff to understand the importance of
engaging with local communities, personalisation, fairness and diversity in the
planning and delivery of services.
We aim to provide a working environment where staff can thrive, are confident to be
themselves, feel valued and treat each other with fairness, dignity and respect while
working to ensure that all of our information, services and buildings are accessible.
We support our staff to show zero tolerance towards bullying, harassment,
inappropriate language and behaviour. We encourage the reporting of all cases of
discrimination acknowledging and valuing the work of all our local partners who help
us deliver fairness for patients, carers and staff.

Valerie Webb
Chair, Equality and Health Inequalities
Working Party and Lay Member for Business,
GCCG Governing Body

Alan Elkin
Chair, Primary Care Commissioning Committee
and Lay Member for Patient Engagement &
Experience, GCCG Governing Body

1. Introduction

1.1. NHS Gloucestershire Clinical Commissioning Group (CCG) is publishing
this report as required under the specific equality duty of the Equality Act
2010. This year, we have chosen to combine our progress report on
equalities work with examples of innovative practice in engaging and
involving our local patients, carers, staff and communities.
1.2. The Public Sector Equality Duty1 came into force in April 2011. It requires
the CCG, in the exercise of its functions, to have due regard to the need to:


Eliminate unlawful discrimination, harassment and victimisation and
other conduct prohibited by the Act;



Advance equality of opportunity between people who share a protected
characteristic and those who do not;



Foster good relations between people who share a protected
characteristic and those who do not.

1.3. This report covers:


“An Open Culture”: an introduction to our strategies



Legal requirements relating to engagement, experience and equality



A profile of the population of Gloucestershire



Innovative practice that demonstrates our commitment to engagement
and equality (web links to case studies)



Equality information regarding our workforce

1

Source: http://www.equalityhumanrights.com/private‐and‐public‐sector‐guidance/public‐sector‐
providers/public‐sector‐equality‐duty

1

2. Promoting equality and valuing diversity: ‘An Open Culture’

2.1. This strategy sets out how we will ensure that promoting equality and
valuing diversity is embedded in the planning, commissioning and delivery
of local health services. We are keen to build upon the work that has
already been undertaken since GCCG was established in 2013. GCCG has
adopted the following Equality Objectives:


To develop a fresh strategy and action plan for promoting equality,
diversity, human rights, inclusion and reduction in health inequalities
including the implementation of the revised Equality Delivery System
(EDS2).



To increase awareness of the importance of promoting equality/
reducing health inequalities agenda within the CCG and across
member practices.



To improve quality of, and accessibility to, the demographic profile of
Gloucestershire by protected characteristics and identify variations in
health needs to enable staff to undertake meaningful equality impact
analysis on the work as it develops.



Support staff to put equality/reduction in health inequalities at the heart
of the commissioning cycle.

2.2. The Strategy and action plan, approved in November 2015, can be found
on the CCG website at: http://www.gloucestershireccg.nhs.uk/aboutus/equality-diversity/

3. A Strategy for Engagement and Experience (incorporating Primary Medical
Care from 1/4/2015) ‘Our Open Culture’

3.1. We want to ensure that ‘quiet voices’ are heard and that we are recognised
as ‘commissioners on the ground’. The Strategy for Engagement and
Experience, approved by GCCG in September 2014, describes how using
a simple Framework, underpinned by three enabling principles and three
methods of delivery, we achieve this.
2

3.2. ‘Our Open Culture’ Framework promotes ‘Equality’ and working in
‘Partnership’ and the desire to enable ‘Anyone and Everyone’ to have a
voice. To achieve this we provide ‘Information and good Communication’,
focus on ‘Experience’ feedback and undertake good ‘Engagement and
Consultation’.
3.3. The Strategy’s aim is to ensure that the CCG: achieves the essential
conditions and culture within the organisation to make effective
engagement a reality and to ensure that the individual’s experience of care
is a driver for quality and service improvement.
3.4. The Strategy is available on the CCG website at:
http://www.gloucestershireccg.nhs.uk/feedback/gccg-engagement-andexperience-strategy/

4. Legal Requirements

4.1. Equality: Our strategy recognises our commitment to, and legal obligations
under, the Equality Act 2010 and Public Sector Equality Duty; Health and
Social Care Act 2012; Human Rights Act 1998 and the FREDA principles;
Convention on the Rights of the Child; NHS Constitution and NHS
Workforce Equality Standard. Further information on current legislation can
be found at: http://www.gloucestershireccg.nhs.uk/about-us/equalitydiversity/relevant-legislation/

4.2. Engagement and Experience: There are several ‘must dos’ in the field of
engagement, equality and experience. These are set out in national
legislation and guidance. The key requirements and mechanisms we must
work with are described within three key pieces of legislation: Health and
Social Care Act 2012, The Equality Act 2010 and The NHS Constitution
2010. Details of these requirements, which ensure the CCG meets these
legal responsibilities, can be found on the GCCG website:
http://www.gloucestershireccg.nhs.uk/feedback/gccg-engagement-andexperience-strategy/relevant-legislation/

3

5. Profile of Gloucestershire

5.1 We use a range of data and information when we develop policies, set
strategies, design, review and deliver our services. We believe that it is
important to understand the composition of our local population by
protected characteristics so that we can:


engage effectively with different communities to understand their varying
health and self-care support needs;



commission services to meet their health and self-care needs in an
appropriate manner;



assess the likely impact of our decisions on a diverse range of
communities; and



work with these communities to minimise any adverse impact and
maximise any positive impact.

5.2 This year the CCG has jointly produced an updated Joint Strategic Needs
Assessment (JSNA): Understanding Gloucestershire - A Joint Strategic Needs
Assessment 2015, which aims to provide a common understanding of the
County and its communities for use by decision makers and commissioners of
services. It looks at need in the community and how we expect it to change in
the future. The JNSA, together with a wealth of information about our county
can be found at: http://www.gloucestershire.gov.uk/inform/

Public Health

England also provides an annual Health Profile for each county. A copy of the
profile for 2015 is included in Appendix 1.
5.3 An overview of our county population, by each of the protected characteristics2
is given below. Further detail can also be found on the Inform Gloucestershire
website: http://www.gloucestershire.gov.uk/inform/index.cfm?articleid=110774

2

There are nine protected characteristics, as set out in the Equality Act 2010. Further information is available
at: http://www.legislation.gov.uk/ukpga/2010/15/contents

4

5.4 Current Population: Age
In 2013 the resident population of Gloucestershire was estimated to be
605,654 people, of this:


22.7% are aged 0-19



57.4% are aged 20-64



19.9% are aged 65 and over

Gloucestershire has a lower proportion of 0-19 year olds and 20-64 year olds
when compared to the national average. In contrast the proportion of people
aged 65+ exceeds the national average. Projections suggest this trend will
continue, with the number of people aged 65+ projected to increase by 85,000
or 72.2% between 2012 and 2037

5.5 Current Population: Disability
According to the 2011 Census 16.7% of Gloucestershire residents reported
having a long term limiting health problem; this was below the national
average. Given the ageing population the number of people with a limiting
long term health problem is likely to increase in the future.


Dementia is one of the major causes of disability in older people.
Estimates suggest there are 8,667 people aged 65+ living with
dementia in Gloucestershire.



Learning disability is one of the most common forms of disability in the
UK. Estimates suggest there are 11,360 people aged 18+ living with a
learning disability in Gloucestershire.



Sensory impairment: In 2012/13 approximately 0.9% of the 18+
population reported blindness or severe visual impairments. During the
same period 4.1% of the adult population reported deafness or severe
hearing impairments.

5.6 Current Population: Gender
The overall gender split in Gloucestershire is slightly skewed towards
females, with males making up 49.1% of the population and females
accounting for 50.9%. This situation is also reflected at district, regional and
5

national level. As age increases gender differences become more
noticeable, with females outnumbering males by an increasing margin.

5.7 Current Population: Gender Reassignment
There are no official estimates of gender reassignment at either national or
local level. However, in a study funded by the Home Office, the Gender
Identity Research and Education Society estimate that between 0.6% and
1% of the UK's adult population are experiencing some degree of gender
variance. For Gloucestershire, this equates to between 2,900 and 4,700
adults.

5.8 Current population: Marriage and Civil Partnership
Among residents of Gloucestershire:


30.5% are single and have never married, or registered a same-sex civil
partnership



50.2% are married



0.3% are in a registered same-sex civil partnership



2.3% are separated but still legally married or still legally in a same sex
civil partnership



9.5% are divorced or formerly in a same sex civil partnership which is
now legally dissolved 7.2% are widowed or a surviving partner from a
same sex civil partnership

Gloucestershire has a lower proportion of people who are single or
separated when compared to the national average. In contrast the
proportion of people who are married, divorced or widowed exceeds the
national average.

5.9 Current Population: Pregnancy and Maternity
There were 6,554 live births in Gloucestershire in 2013. The largest number
of live births was among the 25-34 year old age group, continuing the trend
of later motherhood.

6

5.10 Current Population: Race
Gloucestershire is characterised by a comparatively small Black and
Minority Ethnic population:


The 2011 census showed Black and Minority Ethnic groups account for
4.6 % of the population; this was much lower than the England average
of 14.6%.



Gloucestershire’s 0-19 year old population is more diverse than other
age groups, which may have implications for service delivery.



The population of Gloucestershire is however, becoming increasingly
diverse. The Black and Minority Ethnic population has increased by
70% since 2001. The number of people classed as “White Other” which
includes migrants from Europe, increased by 105.9% during the same
period.

5.11 Current Population: Religion
According to the 2011 Census, 63.5% of residents in Gloucestershire are
Christian, making it the most common religion. This is followed by ‘no
religion’ which accounts for 26.7% of the total population.

Gloucestershire has a higher proportion of people who are Christian, have
no religion or have not stated a religion than the national average. In
contrast it has a lower proportion of people who follow a religion other than
Christianity, which reflects the ethnic composition of the county.

5.12 Current Population: Sexual Orientation
There is no definitive data on sexual orientation at a local or national level.
A number of studies have attempted to provide estimates for the proportion
of people who may identify as lesbian, gay or bisexual, generating a range
of different results.

A recent estimate from the ONS Integrated Household Survey suggests
that nationally Lesbian, Gay and Bisexuals represent 1.5% of people aged
16 and over. If this figure applied to Gloucestershire, it would mean there
were around 8,000 Lesbian, Gay and Bisexuals in the county.
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6. Innovative Engagement

6.1 The CCG is committed to effective engagement with our local communities
to help us ensure that we provide equity of access and fair treatment,
continuing to improve the quality of our services and achieve better health
outcomes for everyone.

6.2 We have developed case studies to illustrate examples of activity
undertaken in the last twelve months, which demonstrate how patient
experience and engagement inform our commissioning priorities and
decisions. It is our intention to continue to gather and publish such case
studies, as well as Real Life Stories. These can be found at
http://www.gloucestershireccg.nhs.uk/feedback/

6.3 Examples of innovative local practice
We have collated examples of our engagement activity under the following
headings:


Information and Communication



Patient Experience



Engagement and Consultation



Primary care



Procurement

NB: Examples of our engagement activity are accessible via the hyperlinks on
the web-based version of this document. For the purposes of this paper,
further information on each of the above is included in Appendix 2
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7. Workforce Equality

7.1 We respect and value the diversity of our workforce and are committed to:
• making best use of the range of talent and experience available within our
workforce and potential workforce;
• supporting our workforce through learning and development, recruitment
and succession planning;
• ensuring that our legal obligations are fulfilled.

7.2 Workforce data
As a relatively new organisation we do not yet have any significant equality
and diversity trend information available regarding our workforce. However,
we will collect this information year on year to enable us assess our
progress, investigate any disparities in outcomes for our different employee
groups, and identify where we may need to act.

More detailed information about our work force and recruitment activity from
1 January 2015 to 31 December 2015 is available in our on-line equality
information

http://www.gloucestershireccg.nhs.uk/about-us/equality-

diversity/reports An overview of this information is presented below (source:
Electronic Staff Records as at 31 December 2015):
 The CCG has 196.0 full time equivalent (FTE) employees.
 61 per cent of our staff work full time while 39 per cent work part time
 72% of our workforce are female
 3% of our workforce describe themselves as having a disability; 24% of
our staff have not declared whether or not they have a disability
 4% of our workforce declared that they are from ethnic minority groups;
11% of our staff have not specified their ethnicity
 63% of our workforce are aged under 50
 70% per cent of our workforce declared a religion or belief
 78% of our workforce declared they are heterosexual; 1% per cent of our
workforce declared that they are lesbian, gay or bisexual; 21% did not
specify their sexual orientation
9

 No staff have identified themselves as transgender
 We do not monitor our staff on their marital or a civil partnership status,
but may consider doing so in the future

7.2 We have collated benchmarking data about our workforce to comply with the
new Workforce Race Equality Standard (WRES). This can be found on our
website

at

http://www.gloucestershireccg.nhs.uk/about-us/equality-

diversity/reports

7.3 We have recently reviewed the questions in our annual staff survey (next survey
will be launched in February 2016) and will use the results of this survey to help
us monitor equality issues, identify areas for action and evaluate the initiatives
such as Time to Change and other support mechanisms available to our staff.
The results of the survey will also help us to fill some of the gaps in data that
are required as part of WRES reporting.
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Health Profile 2015
Health in summary
The health of people in Gloucestershire is generally better
than the England average. Deprivation is lower than
average, however about 13.8% (14,600) children live in
poverty. Life expectancy for both men and women is higher
than the England average.

N

Tewkesbury

Living longer
Life expectancy is 7.8 years lower for men and 6.3 years
lower for women in the most deprived areas of
Gloucestershire than in the least deprived areas.

Stow-on-the-Wold
Cheltenham
Gloucester
Northleach

Child health
In Year 6, 17.3% (1,007) of children are classified as obese,
better than the average for England. The rate of alcoholspecific hospital stays among those under 18 was 44.1*.
This represents 53 stays per year. Levels of teenage
pregnancy, GCSE attainment and breastfeeding are better
than the England average.

Stroud
Cirencester
Nailsworth

Fairford

Tetbury

Adult health
In 2012, 22.9% of adults are classified as obese. The rate of
alcohol related harm hospital stays was 654*. This
represents 3,955 stays per year. The rate of self-harm
hospital stays was 283.0*, worse than the average for
England. This represents 1,680 stays per year. The rate of
smoking related deaths was 243*, better than the average
for England. This represents 893 deaths per year.
Estimated levels of adult smoking and physical activity are
better than the England average. Rates of hip fractures,
sexually transmitted infections and TB are better than
average. The rate of new cases of malignant melanoma is
worse than average. Rates of statutory homelessness,
violent crime, long term unemployment, drug misuse, early
deaths from cardiovascular diseases and early deaths from
cancer are better than average.

10 miles

Contains OS data © Crown copyright and database rights 2015
© OpenStreetMap contributors ODbL

Population: 606,000
Mid-2013 population estimate. Source: Office for National Statistics.

This profile gives a picture of people’s health in
Gloucestershire. It is designed to help local
government and health services understand their
community’s needs, so that they can work together
to improve people’s health and reduce health
inequalities.

Local priorities
The priorities for Gloucestershire are reducing obesity,
reducing the harm caused by alcohol, improving mental
health, improving health and wellbeing into older age, and
tackling health inequalities. For more information see
http://www.gloucestershire.gov.uk/publichealth

Visit www.healthprofiles.info for more profiles, more
information and interactive maps and tools.
Follow @PHE_uk on Twitter

* rate per 100,000 population
© Crown Copyright 2015
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Deprivation: a national view

N

This chart shows the percentage of the population
who live in areas at each level of deprivation.
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Lines represent electoral wards (2013)
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70
% Residents

Contains OS data © Crown copyright and database rights 2015

The map shows differences in deprivation in this area
based on national comparisons, using quintiles (fifths)
of the Index of Multiple Deprivation 2010, shown by
lower super output area. The darkest coloured areas
are some of the most deprived neighbourhoods in
England.
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Most deprived quintile

Gloucestershire

Least deprived quintile

Life expectancy: inequalities in this local authority
The charts below show life expectancy for men and women in this local authority for 2011-2013. Each chart is divided into
deciles (tenths) by deprivation, from the most deprived decile on the left of the chart to the least deprived decile on the
right. The steepness of the slope represents the inequality in life expectancy that is related to deprivation in this local
area. If there were no inequality in life expectancy as a result of deprivation, the line would be horizontal.
Life expectancy gap for women: 6.3 years
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Life expectancy at birth (years)

Life expectancy at birth (years)

Life expectancy gap for men: 7.8 years
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Health inequalities: changes over time
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Age-standardised rate
per 100,000 population

Age-standardised rate
per 100,000 population

These charts provide a comparison of the changes in early death rates (in people under 75) between this area and all of
England. Early deaths from all causes also show the differences between the most and least deprived quintile in this
area. (Data points are the midpoints of 3 year averages of annual rates, for example 2005 represents the period 2004 to
2006).
Early deaths from all causes:
Early deaths from all causes:
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Health inequalities: ethnicity
Emergency admissions: age-standardised percentage

Percentage of hospital admissions that were emergencies, by ethnic group, 2013
60%

This chart shows the percentage of hospital
admissions for each ethnic group that were
emergencies, rather than planned. A higher
percentage of emergency admissions may be caused
by higher levels of urgent need for hospital services
or lower use of services in the community. Comparing
percentages for each ethnic group may help identify
inequalities.

50%

40%

Gloucestershire

30%

England average (all ethnic groups)
20%

95% confidence interval
Figures based on small numbers of admissions have
been suppressed to avoid any potential disclosure of
information about individuals.

10%

0%

All ethnic
groups

White

Mixed

Asian

Black

Chinese

Other

Unknown

52,629
37.5
38.8

47,408
37.4
39.2

534
41.4
38.3

543
38.6
43.0

395
37.7
42.5

52
34.4
35.2

409
43.7
44.9

3,288
37.6
30.1
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Health summary for Gloucestershire
The chart below shows how the health of people in this area compares with the rest of England. This area’s result for each indicator is shown as a circle. The average rate for
England is shown by the black line, which is always at the centre of the chart. The range of results for all local areas in England is shown as a grey bar. A red circle means
that this area is significantly worse than England for that indicator; however, a green circle may still indicate an important public health problem.
Regional average^

Significantly worse than England average
England
Worst

Not significantly different from England average
Significantly better than England average

Our communities

Domain

Indicator

Children's and
young people's
health
Adults' health
and lifestyle
Disease and poor health

Local
value

Eng
value

Eng
worst

25th
Percentile

75th
Percentile
England Range

England
Best
Eng
best

1 Deprivation

43,655

7.2

20.4

83.8

0.0

2 Children in poverty (under 16s)

14,610

13.8

19.2

37.9

6.6

290

1.1

2.3

12.5

0.1

4 GCSE achieved (5A*-C inc. Eng & Maths)†

3,997

60.8

56.8

35.4

74.4

5 Violent crime (violence offences)

4,276

7.1

11.1

27.8

4.6

6 Long term unemployment

1,604

4.3

7.1

23.5

1.3

742

11.4

12.0

27.5

1.9

8 Breastfeeding initiation

5,056

79.2

73.9

9 Obese children (Year 6)

1,007

17.3

19.1

26.7

11.1

10 Alcohol-specific hospital stays (under 18)†

53.3

44.1

40.1

100.0

13.7

11 Under 18 conceptions

192

17.9

24.3

43.9

9.2

3 Statutory homelessness

7 Smoking status at time of delivery

12 Smoking prevalence
13 Percentage of physically active adults
14 Obese adults
15 Excess weight in adults

n/a

16.0

18.4

29.4

10.5

1,659

57.9

56.0

43.5

67.0

n/a

22.9

23.0

35.2

11.2

978

63.8

63.8

74.4

45.9

16 Incidence of malignant melanoma†

112.3

21.0

18.4

37.3

4.8

17 Hospital stays for self-harm

1,680

283.0

203.2

682.7

60.9

18 Hospital stays for alcohol related harm†

3,955

654

645

1231

366

2,644

6.8

8.4

20.8

1.9

31,125

6.1

6.2

8.7

3.7

35.7

5.9

14.8

113.7

0.5

2,289

595

832

3269

349

19 Prevalence of opiate and/or crack use
20 Recorded diabetes
21 Incidence of TB†
22 New STI (exc Chlamydia aged under 25)
23 Hip fractures in people aged 65 and over

Life expectancy and causes of death

Local No
Per Year

England Average

705

531

580

838

382

335.8

19.0

17.4

27.0

4.3

25 Life expectancy at birth (Male)

n/a

79.9

79.4

74.3

82.6

26 Life expectancy at birth (Female)

n/a

83.8

83.1

80.0

86.2

27 Infant mortality

19

2.8

4.0

7.1

1.3

893

243.3

288.7

471.6

186.6

69

11.5

8.8

13.6

4.5

24 Excess winter deaths (three year)

28 Smoking related deaths
29 Suicide rate
30 Under 75 mortality rate: cardiovascular

359

67.2

78.2

137.0

52.1

31 Under 75 mortality rate: cancer

708

130.9

144.4

198.9

104.0

32 Killed and seriously injured on roads

237

39.4

39.7

78.9

16.6

Indicator notes
1 % people in this area living in 20% most deprived areas in England, 2013 2 % children (under 16) in families receiving means-tested benefits & low income, 2012
3 Crude rate per 1,000 households, 2013/14 4 % key stage 4, 2013/14 5 Recorded violence against the person crimes, crude rate per 1,000 population, 2013/14
6 Crude rate per 1,000 population aged 16-64, 2014 7 % of women who smoke at time of delivery, 2013/14 8 % of all mothers who breastfeed their babies in the first 48hrs
after delivery, 2013/14 9 % school children in Year 6 (age 10-11), 2013/14 10 Persons under 18 admitted to hospital due to alcohol-specific conditions, crude rate per 100,000
population, 2011/12 to 2013/14 (pooled) 11 Under-18 conception rate per 1,000 females aged 15-17 (crude rate) 2013 12 % adults aged 18 and over who smoke, 2013
13 % adults achieving at least 150 mins physical activity per week, 2013 14 % adults classified as obese, Active People Survey 2012 15 % adults classified as overweight or
obese, Active People Survey 2012 16 Directly age standardised rate per 100,000 population, aged under 75, 2010-12 17 Directly age sex standardised rate per 100,000
population, 2013/14 18 The number of admissions involving an alcohol-related primary diagnosis or an alcohol-related external cause, directly age standardised rate per
100,000 population, 2013/14 19 Estimated users of opiate and/or crack cocaine aged 15-64, crude rate per 1,000 population, 2011/12 20 % people on GP registers with a
recorded diagnosis of diabetes 2013/14 21 Crude rate per 100,000 population, 2011-13, local number per year figure is the average count 22 All new STI diagnoses
(excluding Chlamydia under age 25), crude rate per 100,000 population, 2013 23 Directly age and sex standardised rate of emergency admissions, per 100,000 population
aged 65 and over, 2013/14 24 Ratio of excess winter deaths (observed winter deaths minus expected deaths based on non-winter deaths) to average non-winter deaths
01.08.10-31.07.13 25, 26 At birth, 2011-13 27 Rate per 1,000 live births, 2011-13 28 Directly age standardised rate per 100,000 population aged 35 and over, 2011-13 29
Directly age standardised mortality rate from suicide and injury of undetermined intent per 100,000 population, 2011-13 30 Directly age standardised rate per 100,000
population aged under 75, 2011-13 31 Directly age standardised rate per 100,000 population aged under 75, 2011-13 32 Rate per 100,000 population, 2011-13
† Indicator has had methodological changes so is not directly comparable with previously released values.
More information is available at www.healthprofiles.info and http://fingertips.phe.org.uk/profile/health-profiles

^ "Regional" refers to the former government regions.
Please send any enquiries to healthprofiles@phe.gov.uk

You may re-use this information (not including logos) free of charge in any format or medium, under the terms of the Open Government Licence. To view this licence, visit
www.nationalarchives.gov.uk/doc/open-government-licence/version/3/

© Crown Copyright 2015
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Information and Communication
1. Programme/Project Title:
Closure of St Luke’s Practice, Stroud
and Tuffley, Gloucestershire

1.1 Background to the project
Gloucestershire Clinical Commissioning Group (GCCG) was informed in May 2015
of the formal notice received by NHS England (NHSE) for the termination of the
General Medical Services (GMS) contract for St Luke’s Medical Centre with effect
from the end of September 2015.
The GP partners at St Luke’s Medical Centre offered a unique style of primary
medical care. While offering all services within their core contract, the practice
emphasised a holistic approach to patient care and anthroposophic medicine was
used to aid this approach.
The main reasons given for termination of contract related to the inability to appoint
new GP partners to replace the two GP Partners who were due to retire in
September 2015. It was clear that much effort had been given to the recruitment
process and although they had successfully recruited twice, the appointments had
failed.
The practice explored options for merging, initially with a local practice and later with
another Gloucestershire practice. Unfortunately this too proved unsuccessful and
therefore alternative options had to be considered for provision of primary medical
care.
GCCG would normally not consider patient dispersal and therefore invested
significant time in trying to support the practice to continue by other means.
However, in this instance, it was the most viable option for the unique circumstances
of this particular practice.
As the organisation now responsible for ensuring access to GP care, the CCG
worked alongside NHS England and the practice to achieve the best outcome for the
patients (approximately 4,000) registered with St Luke’s.
The patients were distributed over a wide geographical area, meaning not only that
‘dispersed’ patients could continue to have a surgery close to home but also that
most patients could have a choice of where to register. This distribution helped to
reduce the impact of the practice closure. The map below demonstrates the spread
of those patients and the GP practices within that area:
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on the Advice Line (up to five staff at any one time), staff were able to continue with
their own work during times when they were not responding to patient calls.
1.2 Engagement Activity
The Advice Line went live on 28 July 2015, and was open
Monday to Friday 9am-5pm, with extended hours to 7pm on
Wednesdays. A messaging service was available when the
Advice Line was closed. The Advice Line stayed open until the
middle of October 2015.
The CCG Patient Advice and Liaison Service (PALS) team
responded to more complex calls, when patients required a
greater degree of support to register with a new practice or
who had more complex queries.

The first call received in the
Advice Line, 28 July 2015.

A personalised letter from the practice, together with information from
Gloucestershire CCG (GCCG) regarding registration with a new GP practice, was
sent to all patients on 27 July 2015. Further letters (4 in total) and texts were sent to
patients to remind them to register with a new practice.
St Luke’s Practice identified all vulnerable patients and offered support and worked
collaboratively with other agencies, such as the Mental Health service provider, to
ensure this group of patients were registered before 30 September 2015.
The overall spread of practices the patients could choose from was relatively even,
with patients advised both in the letter, and by the staff working on the Advice Line,
that they must live within a GP Practice’s boundary to be eligible to register with a
particular practice.
1.3 What we learned/outcome
As at the end of October 2015 approximately 3,300 patients had registered with
another practice. We found that a significant number of letters sent to patients were
returned to us, indicating that patients had moved away from the area without
advising their GP practice.
Feedback from patients received by the St Luke’s Practice Manager was that the
Advice Line had been very helpful, and other practices also indicated that the Advice
Line had been useful in managing practice administrative workload. Media coverage
was on the whole balanced, with print media and local radio covering the story.
The members of CCG staff involved in the St Luke’s Advice Line were awarded the
inaugural ‘Staff Award’ in December 2015 for their support with the process.
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1.4 The next steps
The CCG is updating its Strategy for Engagement and Experience to incorporate
primary care commissioning. The St Luke’s Practice closure will be used as a case
study to illustrate patient involvement in primary care procurement.

2. Programme/Project Title: Gloucestershire Maternity Week 2015
2.1 Background to the project
Traditionally, NHS commissioners have sought regular user engagement/
involvement in maternity services through Maternity Services Liaison Committees.
GCCG wanted to explore other opportunities to seek the views of women and their
families, in particular regarding their antenal and postnatal care.
2.2 Local Engagement
We decided to test the idea of a Gloucestershire Maternity Week, when we could
encourage young women and their families to find out about maternity care in th
county and share their maternity related experience with us. The event was planned
for August 2015, to coincide with World Breastfeeding Week.
Supported by maternity staff from Gloucestershire Hospitals NHS Foundation Trust,
we took the CCG Information Bus to three locations in the county to promote
services and encourage people to sign up to Facebook and Twitter. A short survey
was posted via social media to encourage mums to share their views on
breastfeeding support. The locations of the Information Bus and the survey were
also promoted via local newspapers and radio.
2.3 What we learned/outcome
We were visited by almost fifty women on the Information Bus and received
approximately thirty responses to the survey. A third of the women visiting the bus
were pregnant and all of the respondents to the survey had had a baby in the last
two years.
Information collected via the survey was fedback to the Maternity Project Team and
shared with Gloucestershire Hospitals NHSFT. 61% of women who responded to
the survey reported that prior to their birth experience they planned to breast feed
their baby. 26% of respondents wanted additional support and information about
infant feeding. This was reflected by some of the “freetext” feedback given:
“Although I wanted to breastfeed, I was aware that there wasn't any real
information about alternatives. There also wasn't much in the way of
information if you experienced difficulties or about expressing, if that's what
you wanted to do too”.
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“It would have been nice to talk to someone about feeding options, just after the
birth. I was ask what I was going to do, and then was left to it on my own when I said
may go for bottle-feeding”.
The involvement of the Communication Teams at both GCCG and Gloucestershire
Hospitals NHSFT worked well and helped us promote social media as a way to
share views and give feedback.
2.4 The next steps
Although the amount of feedback received was relatively small, this provided a good
opportunity to gather feedback from those who have recently experienced maternity
services in the county. Consideration is now being given to replicating this model,
taking account of the following:





Worked well having a focus for feedback ie. breastfeeding support – would
therefore be good to link to other national health promotion events/weeks
Wider publicity and use of local media to raise awareness of bus/information
drop-ins needed
Consider extending drop-ins to other localities, or use this approach to obtain
feedback from particular communities
Using information obtained in this way as a catalyst for wider engagement –
potential to hold engagement event with parents and local stakeholders
organisations to help shape future developments in maternity care.
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Patient Experience
1

Real-life/patient stories

Real-life stories provide powerful evidence to help us develop services that are
responsive to the needs of our local communities. A range of patient stories are
available on the CCG website at: http://www.gloucestershireccg.nhs.uk/feedback/
2. Programme/Project Title: Local Enhanced GP Service for Care Homes
2.1 Background to the project
As part of the evaluation of the Local Enhanced Service for GP services in Care Homes,
it was agreed that Gloucestershire Clinical Commissioning Group should try to capture
feedback from residents in a selection of participating care homes.
There was recognition that residents may see little change to their GP arrangements,
but the project was mindful of wanting to ensure that the pilot had not had any
unforeseen consequences for residents. It was therefore agreed that we should
undertake a supported patient survey, with members of the engagement team visiting
residents in Care Homes to gather feedback.
2.2 Local Engagement
Members of the Engagement team visited 14
care homes, covering all of the CCG localities.
In total the team met with 60 residents, although
residents’ capability to answer the questions
varied considerably. The care home staff
identified residents for the team to speak with,
from those who had been visited by their GP in
the last two weeks.

2.3 What we learned/outcome
One of the key reasons for wanting to talk to residents was to ensure that there were
not any unforeseen consequences of initiating the enhanced service. There was no
evidence of any major issues or problems for patients, with the majority of patients
express high levels of satisfaction with their GP.
Key points from the feedback include (percentages given are of all patients
interviewed, including nil responses):
 68% of patients felt they had enough time with their doctor
 68% of patients felt the GP listened to them.
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 42% agreed that their doctor always answered their questions in a way they
could understand; 17% said this happened “sometimes”.
 42% of patients felt involved in decisions about their care.
 Patients were generally less clear when it came to questions about medication
– 28% said they hadn’t spoken to their GP recently about their medication.
 70% of patient always had trust and confidence in their GP
 Most residents (approx. 55%) were not aware of a “written plan which explains
their care needs”. Only one patient was able to tell us their GP had reviewed
their plan in the last three months.
 A small number of residents commented that when they asked to see a doctor,
the staff at the home would decide whether they needed to see the doctor or
not. Sometimes the staff would “report back what the doctor has said” rather
than the doctor visiting the resident. Some residents did not appear entirely
happy with this.
2.4 The next steps
The difficulty in capturing reliable, statistically significant feedback from residents was
recognised during the design of this engagement work. In addition, the variation in
working practice between some of the care homes visited contributed to patient’s
experience of services, for example;
 some residents keep and administer their own medication, whilst others are
reliant on care home staff;
 some residents have their own telephone and make calls to their GP surgery,
whilst others are reliant on care home staff.
Despite these challenges, the feedback received indicated that overall patients are
very happy with the care they receive from their GP.
Consideration is now being given to:
 repeating these interviews in approx. twelve months, to see if patients’
experience has changed. The sample of care homes involved at this point
could include some of the same homes visited on this occasion, but could also
be extended to include other homes from across the county.
 ensuring that ongoing feedback and information gathered through other
sources/initiatives, e.g. Care Home Whispers, Healthwatch Gloucestershire,
informs future developments.
 structured interviews with care home managers/staff and GPs are undertaken to
review the success of the initiative.
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Engagement and Consultation
1. Programme/Project Title: Eye Health
1.1 Background to the project
Ophthalmology has been identified by the CCG as a priority work programme going
forward, with a Clinical Programme Group established to review services and
establish opportunities to improve patient experience and outcomes. .
The main areas identified included:
 Community eye care
 The management of medical retinal eye
disease (in particular the application and
implementation of relevant NICE
Technology Appraisals)
 The management and follow-up of
Glaucoma
 The assessment and management of
Cataracts
As part of this work, the PPE team were asked to collect patient experience
feedback from patients attending outpatient appointments. Engagement with local
voluntary sector organisations was also planned.
1.2 Local Engagement
The methodologies used to collect patient experience feedback were:





Face-to-face structured interviews with patients (using the survey
questionnaire) in ten outpatient clinics across the county, covering services
for glaucoma, medical retina problems and cataract.
The survey questionnaire was available in a range of formats, including high
contrast black and yellow in large font size.
An on-line survey questionnaire, promoted through local voluntary support
organisations and the Local Optical Committee.

We also arranged a meeting with local support organisations to establish a shared
understanding of services across the county and identify opportunities for joint
working in the future.
1.3 What we learned/outcome
More than 150 patient surveys were completed across the clinics. Key themes were
identified as follows:


Patient feedback on the input from clinicians and other staff was consistently
good across all services, with most patients confirming that they would be
8











extremely likely, or likely to recommend the service to others requiring
similar treatment.
Patient comments included “Really happy (with service)”, “Very impressed”,
“Always treated well” and “Can't beat the experience here”.
Wait times for first appointments with the service were as expected,
although there was some slippage in follow-up appointments, particularly for
glaucoma patients.
Patients welcomed the opportunity to receive care “closer to home” where
possible, but recognised the need to travel for more specialist services
needing high specification equipment. This may have contributed to some
patients reporting lack of choice of where to attend for their appointment.
Some waiting areas in Cheltenham were cramped and overcrowded with
patients commenting on the clinics being very busy and “overloaded” – “The
clinics are too busy to adequately care for all patients requiring appointments”.
Significant numbers of patients had not been provided with information
about how their lifestyle choices might impact on their eye health.
Few patients had been provided with information about any support
organisations, although for some conditions patients felt that this was not
relevant for them.

1.4 The next steps
Feedback from the patient surveys informed a number of workshops held with
managers and clinicians from across the eye health services. A small number of patient
representatives and voluntary sector organisations also attended the workshops.
Consequently, a full review of the pathway has led to:





Re-development plans for clinic areas in Cheltenham General, which will
increase space available
Development of a new community care service is underway
Voluntary sector support is being embedded into the care pathways
Further work to tackle health inequalities and improve outcomes across all
communities is being developed. This will include awareness raising and
information sharing across some of our minority ethnic population.

2. Programme/Project Title: Children and Young People’s Transformation
Plan
2.1 Background to the project
In March 2015, in response to a report by the national CAMHS (Child and
Adolescent Mental Health Services) Taskforce, the Government published Future in
Mind.
Future in Mind talked about the need to take local ‘whole systems’ approaches to the
issues faced by children and young people, as well as identifying some specific
9

areas that needed improvement nationally. Consequently, it required each local
area to develop a 5-year Transformation Plan to improve outcomes. This work was
led in Gloucestershire by the CCG.
2.2 Local Engagement
The Transformation Plan for Gloucestershire was developed to link with existing
local Strategies and Plans. The project team felt it was essential that the Plan was
co-produced with children, young people and their families, commissioning partners,
service providers and key stakeholders. The Plan also needed to consider the need
to reduce inequalities in access and outcomes for children and young people with
mental health problems.
With this in mind, a range of engagement activities were undertaken and information
from existing feedback from young people, such as the On-line Pupil Survey and
work relating to self-harm, was also taken into account.
2.3 What we learned/outcome
The key message from all of our stakeholders was:
Early access to services is essential – more support and services are needed for
children and young people who currently don’t meet the criteria for the Children and
Young People Service.
Our engagement activities with children and young people included:









An event attended by 30 young people from a wide variety of backgrounds
including members of local Youth Councils, Young Carers, ambassadors for
young people and young people who have experience of using health services
and/or the care system
The recently completed Gloucestershire On-Line Pupil Survey
Feedback from members of the 2gether Children and Young People’s Board
A survey at both the eating disorders and children’s mental health service clinics
Meetings with homeless young people and young people in supported housing
Group discussion with young people with complex mental health needs
A focus group with high achieving pupils at a secondary school

Our engagement with children and young people identified key elements and
priorities for services for the future:

Confidentiality – is essential.
Delivering services outside of school
settings and in alternative locations
would help achieve this. Need
something “local” to each area

Culture change needed – young
people want to feel that their opinion
is taken into account. They want to
be involved in their care
10

Raising awareness of help available.
Education, communication and good
quality information. Web based
information with simple messages that
people can trust

Self-referral for help –
don’t have to go to the GP
or another professional first

Drop in Clinics/helplines –
access to care and support
without an appointment

Peer support is valued
– training/support is
required to enable
young people to support
each other

In addition to the above, CYP with complex needs also said:

The current framework of
services is inflexible

Lack of communication across
teams involved in my care
causes a problem

Peer support really helps

The support I receive means I don’t
get any worse, but I can’t get the
extra support I need to help me
improve

Complex needs – each condition
treated separately, whilst underlying
cause goes undiagnosed

Children and young people attending clinics told us that their “top 3” priorities
were:




Getting help early, when you are starting to feel unwell
Help and support available at school
One named individual to support you throughout your care
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Homeless young people told us:

We prefer a drop-in informal “one stop”
shop approach to services which
would enable us to also sort out other
issues like housing and benefits

When we need support, a
“listening ear” at community
venues, such as youth clubs,
is best for us

Parents and Carers
We engaged with parents and carers via:




An on-line questionnaire
Feedback from parents of children and young people accessing the Children &
Young People’s Service
A week long campaign advertised on our CCG information bus that went out to
various parts of Gloucestershire to seek the views of parents and carers.

Key messages and priorities for the future included:

Greater awareness of mental
health issues and is needed.
Education to help young people
to “self-manage”

It’s really difficult to get any
support – you have to be in real
crisis to access any services

Shorter waiting times for
support
Practical support available to
parents, so that they can help

Support for children and
families available in schools

Other key stakeholders
We held a series of workshops with stakeholders, key partners and providers and
undertook on-line engagement with GPs. They have told us that priorities for
development should be:


Easy access to greater range of interventions and services.
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Parity of esteem of mental health.
Integration across commissioning for co-ordinated decision making including
public health.
Safe place options for children and young people in crisis.
Access to resilience training and support.
Early identification of vulnerability to help break the cycle.
Better management of transitions.
More positive social activities needed for sub-clinical need – not just
counselling, e.g. evidence that physical activity is a protective factor – social
prescribing approach.
Helpline for professionals is good, but communication needs to be improved
particularly when referrals to Children & Young People’s Service are “bounced
back”.
System easy to navigate for service users and staff. Need for mapping across
Gloucestershire of what support is available which needs to be kept up to
date.
Need for timely intervention, at whatever level, at the point of need.
Integration of multi-agency and multi professional teams for vulnerable
groups.
Joining up of schools, GP’s, mental health services with communities and
approaches to arts based and cultural commissioning in localities.

2.4 The next steps
The Transformation Plan for Gloucestershire has now been approved and includes
an ambitious action plan to improve services for children, young people and their
families. Our Plan includes working with partners to:






Build resilience, information, advice and guidance
Improve access to early support in schools, colleges, via on-line support and
additional counselling services
Provide more joined-up support across the health community
Offer improved choice of how and where to access services
Develop parenting support

Further engagement with a range of young people is currently being planned to help
us to:




Sharing information about services with young people in the county
Develop additional counselling support in local communities
Build on-line resources to support young people with their emotional wellbeing.
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Primary care
2. Programme/Project Title: Working with Practice Participation Groups
2.1 Background to the project
Gloucestershire Clinical Commissioning Group
took on responsibility for commissioning GP
services from April 2015.
Since then the CCG has supported a number of
local engagement activities and initiatives with
Practice Participation Groups. This has
included a number of community events at local
schools and community centres.

The CCG Information Bus at Brockworth PPG
event in September 2015

2.2

Local Engagement

During the year, we were invited by two local practices to attend Health Awareness
Events that they were organising at their neighbouring secondary schools.
We developed an engagement activity to use at each of the schools that would
encourage the pupils to think about their emotional health and wellbeing. We also
sought their ideas on website design with a view to supporting our work on the
Children & Young People’s Transformation Plan for the county. Approximately 500
young people from years 11, 12 and 13 (aged 15-18) attended the event held at
Cleeve School and of those, 295 gave us feedback. At Winchcombe School
approximately 500 pupils attended the event from years 7 to 11, with 270 giving us
feedback. The pupils at each school also joined in with colouring our giant mandala,
demonstrating a form of relaxation that they could try.

2.3 What we learned/outcome
The pupils were asked to rate “their top three” features they would like on a website
supporting children and young people with their emotional health and wellbeing. The
results were very similar from both schools, with the following featuring on both:



A list of apps that could help you relax eg mindfulness and meditation
Information on how you can support friends who are suffering with emotional
problems.
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The third choices were:



Information on how you can help yourself to feel better; and
Telephone numbers of helplines to call for support

Both schools also produced fantastic colourful mandalas, which we left with the
schools, who were each keen to display them.

2.4 The next steps
We are continuing to encourage the development of Practice Participation Groups
(PPGS) and support their work with their practice population. We are also seeking
opportunities for our local PPGs to be involved in wider engagement activity that the
CCG undertakes.
In addition, we are establishing a network of PPGs for Gloucestershire, holding our
second countywide event on 22nd January 2016.
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GCCG determined that a full procurement, supported by patient engagement, was
the appropriate course of action in order to secure primary medical services for the
registered population in an area of high deprivation.
CCGs are bound by the public involvement duty in respect of the services they
commission (section 14Z2 of the Health and Social Care Act 20121). The Delegation
Agreement and Terms of Reference make clear that it is the responsibility of CCGs
to involve the public in the commissioning of primary medical (GP) services.
GCCG has an approved Strategy for Engagement and Experience 2 which sets out
our approach to be ‘commissioners on the ground’ and ensure that ‘quiet voices are
heard’. The CCG uses the ‘Engagement Cycle3’ to drive its decision making process
so that the individuals who experiences care and the communities they belong to
have a voice at every stage.

1.2 Engagement Activity
Patient representatives from the Springbank Surgery were actively involved in the
procurement process. Members of the GCCG Primary Care Commissioning and
Engagement and Experience Teams met with the Practice Manager and
representatives from the surgery patient group in July 2015 to discuss the proposed
procurement and to invite two PPG members join the Evaluation Panel to participate
in the selection of the new contractor.

1

http://www.legislation.gov.uk/ukpga/2012/7/introduction/enacted
http://www.gloucestershireccg.nhs.uk/feedback/gccg‐engagement‐and‐experience‐strategy/
3
(Copyright © 2013 InHealth Associates. All rights reserved)
2
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All Evaluation Panel members were required to sign Conflict of Interest Declarations
prior to receiving and reviewing written bids for evaluation. Representatives from the
Springbank PPG were also required to complete and sign Confidentiality
Agreements.
PPG representatives assisted with the evaluation of the bids, focussing on patient
experience elements, in particular ensuring core access to services and proposals
for how bidders would involve patients in delivery and improvement of the service.
The Evaluation Panel appraised the relevant sections of the written ITT submissions
against an established scoring matrix.
Tender interviews / presentations for shortlisted Bidders were held in August 2015.
The presentations were aimed at supporting the evaluation process and gave the
Evaluation Panel the opportunity to raise any issues relating to the bid document or
material presented. Clarification questions were put to bidders during the
presentation panels and scores were moderated where bidder answers clarified the
previous scoring of written answers.
1.3 What we learned/outcome
During August 2015, the CCG undertook a successful procurement exercise
involving patient representatives which resulted in a contract award for a new
General Medical Services provider for Springbank Surgery in Cheltenham. The new
provider, The Church Street Practice commenced the new contract on 1 December
2015.
The patient engagement as part of the procurement process provided an invaluable
lay perspective and challenge and pleasingly there was a strong consistency
between the preferences between the lay evaluators and those of the managerial
and clinical evaluators. The patient feedback regarding the procurement process
was very positive - Mr Andrew Fox, Springbank PPG commented: ‘It was a most
stimulating and instructive experience for me. I think we all did a good job’.
1.4 The next steps
The new provider has communicated with all registered patients, seeking their views
on their experience of services and their expectations for the future and will be
meeting with the Springbank PPG in January 2016 to discuss the feedback.
The CCG is updating its Strategy for Engagement and Experience to incorporate
primary care commissioning. The Springbank Procurement will be used as a case
study to illustrate patient involvement in primary care procurement.
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Governing Body
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(including NHS
Constitution)
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Sustainable
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Thursday 28th January 2016
Planning 2015/16 – Making it Happen
Update Four
This paper provides an update on the national
planning guidance and outlines the proposed
submission regarding planning footprints. It is
the fourth in an ongoing series of planning
papers presented to the Governing Body to
ensure visibility through the 2015/16 planning
round.
The CCG Governing Body needs to confirm the
proposed ‘planning footprints’ submission which
is due to be returned to NHS England by the
end of the month.
The risk of inherent complexity in managing
planning footprints and emerging clinical
networks.
The operational and strategic plans set out how
the CCG will effectively use resources in the
next four to five years.
The operational and strategic plans will include
a commitment to ensure compliance with NHS
Constitution
Standards
and
meet
the
requirements set out in the national planning
frameworks.
The CCG plans include a clear commitment to
tackle health inequalities.
The CCG plan includes a commitment to ensure
equality and value diversity and, therefore, there
will be a net positive impact on equality and
diversity as a result of implementing this paper.
The CCG plans will support sustainable
development.
CCG strategic and operational plans describe
the CCGs future intentions for improving patient
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Recommendation

and public involvement.
The CCG Governing Body is requested to:
i)

Author
Designation
Sponsoring Director
(if not author)

note the key requirements for the CCG as
set out in the national planning guidance
and summarised in brief in this paper; and
ii) approve the proposal to submit a
response to NHS England that our unit of
planning will be Gloucestershire for the
purposes of our STP, noting that this
position may evolve in the future as
clinical networks develop.
Ellen Rule
Director of Transformation and Service Redesign
Not applicable
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Agenda Item 11
Governing Body
28th January 2016
Planning 2015/16 – Making it Happen
Update Four
1

Introduction

1.1 This paper forms the fourth update to the Governing Body regarding our
progress towards developing our plans for 2016/17 and beyond. The
national planning guidance from NHS England has been issued since the
last update, and as expected tasks local systems to develop a shared
system level strategic plan - the Sustainability and Transformation (STP)
plan - as well as a local operational plan for 2016/17. The guidance also
sets out nine national 'must do's' for every system which are included in
this paper for reference. The CCG has a key deadline of the end of
January to submit and agree a planning 'footprint' for the Sustainability
and Transformation plan. Our approach to this submission is set out in
section 3 of this paper for Governing Body review and agreement.
2

National Planning Guidance - Must Do's

2.1 As described in the introduction the national planning guidance sets out
nine ‘must dos’ for 2016/17 for every local system, as follows:


Develop a high quality and agreed STP, and subsequently achieve
what you determine are your most locally critical milestones for
accelerating progress in 2016/17 towards achieving the triple aim as
set out in the Forward View.



Return the system to aggregate financial balance. This includes
secondary care providers delivering efficiency savings through
actively engaging with the Lord Carter provider productivity work
programme and complying with the maximum total agency spend and
hourly rates set out by NHS Improvement. CCGs will additionally be
expected to deliver savings by tackling unwarranted variation in
demand through implementing the RightCare programme in every
locality.
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Develop and implement a local plan to address the sustainability and
quality of general practice, including workforce and workload issues.



Get back on track with access standards for A&E and ambulance
waits, ensuring more than 95 percent of patients wait no more than
four hours in A&E, and that all ambulance trusts respond to 75
percent of Category A calls within eight minutes; including through
making progress in implementing the urgent and emergency care
review and associated ambulance standard pilots.



Improvement against and maintenance of the NHS Constitution
standards that more than 92 percent of patients on non-emergency
pathways wait no more than 18 weeks from referral to treatment,
including offering patient choice.



Deliver the NHS Constitution 62 day cancer waiting standard,
including by securing adequate diagnostic capacity; continue to
deliver the constitutional two week and 31 day cancer standards and
make progress in improving one-year survival rates by delivering a
year-on-year improvement in the proportion of cancers diagnosed at
stage one and stage two; and reducing the proportion of cancers
diagnosed following an emergency admission.



Achieve and maintain the two new mental health access standards:
more than 50 percent of people experiencing a first episode of
psychosis will commence treatment with a NICE approved care
package within two weeks of referral; 75 percent of people with
common mental health conditions referred to the Improved Access to
Psychological Therapies (IAPT) programme will be treated within six
weeks of referral, with 95 percent treated within 18 weeks. Continue
to meet a dementia diagnosis rate of at least two-thirds of the
estimated number of people with dementia.



Deliver actions set out in local plans to transform care for people with
learning disabilities, including implementing enhanced community
provision, reducing inpatient capacity, and rolling out care and
treatment reviews in line with published policy.



Develop and implement an affordable plan to make improvements in
quality particularly for organisations in special measures. In addition,
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providers are required to participate in the annual publication of
avoidable mortality rates by individual trusts.
3

Planning Footprints

3.1 The national planning guidance directs that STPs must cover all areas of
CCG and NHS England commissioned activity including: (i) specialised
services, where the planning will be led from the 10 collaborative
commissioning hubs; and (ii) primary medical care, and do so from a local
CCG perspective, irrespective of delegation arrangements. The STP must
also cover better integration with local authority services, including, but
not limited to, prevention and social care, reflecting local agreed health
and wellbeing strategies.
3.2 For the first time, the local NHS planning process will have significant
central money attached. The STPs will become the single application and
approval process for being accepted onto programmes with
transformational funding for 2017/18 onwards. This step is intended to
reduce bureaucracy and help with the local join-up of multiple national
initiatives. The STP will be the umbrella plan, holding underneath it a
number of different specific delivery plans, some of which will necessarily
be on different geographical footprints. For example, planning for urgent
and emergency care will range across multiple levels: a locality focus for
enhanced primary care right through to major trauma centres.
3.3 Local health and care systems are asked to consider their transformation
footprint (the geographic scope of their STP) and make proposals to NHS
England by Friday 29 January 2016 for national agreement. Local
authorities need to be engaged with these proposals. Taken together, all
the transformation footprints must form a complete national map.
Transformation footprints should be locally defined, based on natural
communities, existing working relationships, patient flows and take
account of the scale needed to deliver the services, transformation and
public health programmes required, and how it best fits with other
footprints such as local digital roadmaps and learning disability units of
planning.
3.4 Our proposal to NHS England is that for the purposes of our STP,
Gloucestershire will form our primary footprint in line with our Devolution
proposal 'We are Gloucestershire'. However, alongside this are a number
of opportunities for networking clinical services by emerging with partners
including Hereford, Worcester, Swindon and Bristol.
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4

Progress towards developing our plans

4.1 As we enter our third year as a CCG we will continue to focus on the
delivery of the core principles set out in Joining Up Your Care and
reinforced in the Five Year Forward View. In order to ensure our system is
joined up around these ambitions we are working together with our health
and care partners to develop the shared Sustainability and Transformation
plan to 2020, focused around the objectives that are being developing
through the Gloucestershire Strategic Forum.
4.2 The operational plan will mark the start of the third year since the formal
instigation of our Clinical Commissioning Group and an opportunity to take
stock of where we are, and the challenges that lie ahead. Some of our
highlights from the last two years include:
• Developing a shared vision for Gloucestershire underpinned by a real
commitment to joint delivery from all health and care partners in our
county
• Starting our journey to truly Transform Care through using the Clinical
Programme Approach, which is starting to deliver tangible change in
key Clinical Pathways such as Eye Health, Respiratory Care and
Musculo-Skeletal Services
• Taking back local responsibility for Primary Care Commissioning and
delivery of a coherent Primary Care Offer, with strong support for
primary care commissioning from members
• Ensuring a comprehensive approach to quality through the instigation
of quality summits, service ‘walkthroughs’ and a Care Homes Quality
Review
• Delivering the roll out of Integrated Community Teams across
Gloucestershire
• Development of a clear approach to Enabling Active Communities and
Self Care and Prevention (including innovative cultural commissioning
programme) supported by a Gloucestershire devolution proposal for
Health and Social Care
4.3 Alongside this comprehensive programme of delivery, the health system
in Gloucestershire remains in good financial shape which puts us in a
strong position for delivering real and sustainable system change and
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improvement going forwards. However, the health and care system
remains under considerable pressure and there are still many significant
challenges that we need to work through together to deliver a sustainable
future for health and social care services in Gloucestershire.
5

Timetable

5.1 The national planning guidance sets out a forward calendar of key dates.
These are set out below for reference.
Key Milestone

Date

Publish planning guidance

22 December 2015

Publish 2016/17 indicative prices

By 22 December 2015

Issue commissioner allocations, and
technical annexes to planning
guidance

Early January 2016

Launch consultation on standard
contract, announce CQUIN and
Quality Premium

January 2016

Issue further process guidance on
STPs

January 2016

Localities to submit proposals for STP
footprints and volunteers for mental
health and small DGHs trials

By 29 January 2016

First submission of full draft 16/17
Operational Plans

8 February 2016

National Tariff S118 consultation

January/February 2016

Publish National Tariff

March 2016

Boards of providers and
commissioners approve budgets and
final plans

By 31 March 2016

National deadline for signing of
contracts

31 March 2016

Submission of final 16/17 Operational
Plans, aligned with contracts

11 April 2016

Submission of full STPs

End June 2016
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Assessment and Review of STPs
6

End July 2016

Recommendations
The Governing Body is requested to:
i)

note the key requirements for the CCG as set out in the national
planning guidance and summarised in brief in this paper; and

ii)

approve the proposal to submit a response to NHS England that
our unit of planning will be Gloucestershire for the purposes of
our STP, noting that this position may evolve in the future as
clinical networks develop.
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Governing Body
Agenda Item 12
Governing Body Meeting Thursday 28th January 2016
Date
Title
Performance Report
Executive Summary

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

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 December 2015.
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 December
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.
Page 1 of 52



Author & Designation

Sponsoring Director
(if not author)

Note the financial position as at month
nine.

Note the risks identified in the Finance
and Efficiency report.

Note progress on the QIPP schemes.
Sarah Hammond, Head of Information and
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 31st December 2015
Ref.

CCG Internal Perspective

Overall rating
Green

P1

Clinical excellence

Amber

P2

Patient Experience

Green

P3

P4

P5

Partnerships

Staff
Finance & Efficiency

Green

Green

Amber
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1.2.1

Clinical Excellence – Amber,
Clinical excellence - Perspective highlights:

 Strong progress is being reported across all active clinical programme groups
with good clinical engagement across the system
 The CCG has had 100% sign up from Gloucestershire practices to its primary
care offer which includes a strong focus on improving quality in primary care
 The primary care clinical quality group has been set up and is developing a set
of indicators of primary care quality at practice level

Good performance:

Challenging performance:

 SWAST wide Red 1 ambulance
target achievement

 Red 2 Ambulance response
times following the introduction
of the Ambulance Performance
Review (formally Dispatch on
Disposition pilot) SWAST
trajectory to reach 70% for Red 2
by Q3 is in place.
It is recognised that the
ambulance service are operating
the Dispatch on Disposition pilot
which has had an impact on this
performance

 Reduction in handover delays
compared to 2014/15 levels
 Improved
Incomplete
performance, with the
incomplete standard
 Continued
achievement
Cancer 31 day targets

RTT
92%

of

 Improvements to patient
transport service targets

 A&E 4 hour target. The YTD
performance at the end of
December was 89.4%.

 Dementia Diagnosis

 62 day cancer waiting times
 Cancelled operations
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Patient experience – Green.

Patient Experience - Perspective highlights:
 The case review programme has now been finalised and the programme
of case reviews started, the immediate priority is urgent care.
 GCCG will be a ‘Beacon CCG’ becoming one of the first CCG’s to commit
to the ‘Sign up to Safety’ campaign
 Patient Engagement and Experience continues to develop across 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
 Comprehensive experience
and engagement activity
supporting
CCG
work
programme

Challenging performance:
 FFT - Results remain amber.
Particular concern is the low
response rate by patients
attending the ED.

Page 5 of 52

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

Partnerships - Perspective highlights:


By the end of November 57 (70%) practices have regular weekly or
fortnightly sessions provided in their practice by a social prescribing hub
coordinator, with the scheme available to another 19 practices.



A system resilience plan has been agreed for the winter period including
a series of investments to improve system performance this winter.
The VCS Alliance has been instrumental in the development of a
kitemark for social prescribing. To date 50 organisations have
completed the questionnaire which seeks assurance in areas such as
staff training and support, policies and procedures and insurance.



A cross system enabling active community groups has been established.



During Q2, non-elective admissions were 5.7% higher than in the same
period in 2014/15.

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

Staff - Perspective highlights:


Staff sickness levels remain below the upper threshold of 3%



A working group is progressing the organisational development plan in
2015/16 and will complete a refresh for 2016/17.
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Finance and efficiency – Amber
Finance and Efficiency - Perspective highlights:


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

Good performance


The CCG had been planning
to deliver a surplus of £7.3m in
2015/16, however due to the
CCG receiving a number of
allocations which relate to both
the 2015/16 and 2016/17
financial years it was agreed
with NHS England to increase
this target to £9.6m to enable
the CCG to manage these
additional allocations across
the year end.



Government banking
arrangements are changing on
a national basis and accounts
will switch to RBS (under the
NatWest brand) with existing
Citibank accounts being
discontinued. Everything is in
place for go live on the 18th
January.



The better payment practice
code performance for the year
to date (for non-NHS invoices
by volume) is 97.1% which is
in line with the targeted figure.

Challenging performance:


Prescribing expenditure is
significantly above budgeted
level, primarily NOACs,
although there are indications
that the rate of overspend
may be decreasing.



Activity at GHFT is
significantly above planned
levels



There is slippage against the
QIPP programme
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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 31st December 2015
The overall rating for clinical excellence is Amber for year to date progress against
the specified success criteria.

PERSPECTIVE 1

Clinical Excellence

Success criteria: 1. Regular, robust information is available to provide
assurance that our service providers are delivering quality, safe & clinically
effective services.
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 90 days (or to have a valid reason if not
which has gone through appropriate governance process).

Amber
Green

Green

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.

Green

Success criteria: 2. Commissioning high‐quality primary care services through
the utilisation of exercising Delegated Commissioning responsibilities within
a robust governance structure

Green

Key performance indicators
Commission all Gloucestershire practices through a ‘Primary Care Offer’
enhanced service for 2015/16 that focuses on clinical quality improvement,
reduces variation, tackles health inequalities and promotes innovation
Set‐up and implement a Primary Care Clinical Quality Review Group (CQRG)
and develop a set of indicators to measure primary care quality
Success criteria: 3. Progress in developing and implementing locality plans
Key performance indicators
Reporting bi‐monthly with a focus on one of the seven localities and their
progress with regards to implementation of their locality development plan.
Success criteria 4.
Progress to develop outcomes for CPGs CPG success
criteria & KPIs Outcomes – CPG programme/timelines in outline in appendix,
KPis re staying to timetable, output etc, narrative to focus, in brief, on one
CPG area per month

Green
Green
Green

Green

In development

Page 10 of 52

Success criteria: 5. 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

2.1.2

Amber

Amber

Success criteria 1: 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. In addition extraordinary CQRGs
are held with providers to focus on specific service issues. An example of this is the
recent meeting to consider staffing issues at GHNHSFT
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
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 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 2016/17.
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2.1.3

Success criteria: 2: Commissioning high-quality primary care services
through the utilisation of exercising Delegated Commissioning
responsibilities within a robust governance structure.
GCCG transitioned the commissioning of primary care services from NHS England
in April 2015, using a robust project management approach. We have established
a governance infrastructure, including a Primary Care Commissioning Committee,
Primary Care Operational Group and commenced the establishment of work
streams relating to workforce, estates, quality and innovation.
Since April 2015, in addition to commencement of the development of strategic
objectives, we have also managed a number of operational contractual issues,
including two GP providers serving notice on their GMS contracts resulting in one
GCCG managed dispersal and one procurement, with extensive patient
engagement for both. In addition, list closure and branch closure requests have
also been received and managed within this period too, all within a good
governance process that minimised real or perceived conflicts of interest.
The Primary Care Offer for 2015/16 builds on the success of the 2014/15 scheme,
with four ‘building blocks’ across the enhanced service for practices to choose from.
The new additions this year include quality indicators relating to antibiotic
prescribing, improving Atrial Fibrillation (AF) diagnosis and use of anticoagulants,
and identifying patients at risk of Acute Kidney Infection (AKI). The four blocks and
the elements they include is summarised in the table below:

For the second year running, we have achieved 100% sign-up to the Primary Care
Offer, with all practices agreeing to undertake all four building blocks.
The Primary Care Offer ‘Improving Quality’ will form the basis of reporting through
the year, particular with regards to the following elements:
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Cancer education
o GP practices to give significant event consideration to all cancer
diagnoses in the practice during 2015/16. To select one case per
2,000 head of population for conducting an in-depth Significant Event
Audit
o GP practices to participate in an education programme, consisting of
Macmillan GP “Lunch/Supper & Learn” Master Classes and/or a fullday Cancer PLT.



Practice variation
o CCG to provide a practice variation report. The report will provide
activity and performance detail across urgent care, planned care and
referrals
o Each practice to pick two areas where they are an outlier (e.g. T&O
referrals) to review.
o Practices to aim to reduce any unexplained variation
o Each practice will be provided with a refreshed practice variation
report at quarter three 2015.
o Practices to discuss internally and develop an action plan in order to
reduce unexplained variation in their two identified domains



Local Quality Improvement Indicators
o The CCG has developed four quality indicators as set out below, GP
practices to review the benchmarking data and agree a practice
action plan to improve the benchmarked position. This will involve
peer discussion at locality level.





2.1.4

Smoking – recording status and advice given
Antibiotics Prescribing - (Antimicrobial Stewardship)
Improving Atrial Fibrillation (AF) diagnosis rates and use of
Anti-coagulants
Identifying patients at risk of Acute Kidney Injury (AKI)
(Package of measures and further clarity to follow).

A Primary Care Clinical Quality Review Group (CQRG) has been established,
reporting to the Integrated Governance Quality Committee (IGQC). The Group are
now working to develop the indicators and processes that will be used to measure
primary care quality, drawing on the Primary Care Offer, the Primary Care Web
Tool, the Patient Survey, patient complaints and other relevant data sources to
determine a Primary Care Quality Framework.
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2.1.5

Success criteria 3. Progress in developing and implementing locality plans
All seven CCG localities have developed two year Locality Development Plans for
2015 – 2017. Each plan was developed after working with their member practices,
CCG colleagues and local stakeholders including Public Health colleagues and
representatives from the district and borough councils to understand the influencing
factors on health and wellbeing within each locality. These are being shared with a
wide range of stakeholders across the county, including practice Patient
Participation Groups (PPGs).
Progress against Locality Development Plans can be found within the separate
January 2016 Governing Body paper update.

2.1.6

Success criteria 4. CPG success criteria & KPIs Outcomes – CPG
programme/timelines in outline in appendix, KPs re staying to timetable,
output etc. narrative to focus, in brief, on one CPG area per month (timetable
re which CPG each month)
Please see section 3.1.6

2.2

Reporting of key local and national standards – Clinical Excellence
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
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Areas of good performance include:
 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 being taken to
improve performance.
Local and National standards relating to Clinical Excellence
Unscheduled care

Threshold Month

Latest
Performance

YTD
performance

6 month trend

SWAST Ambulance indicators
Cat A RED 1 Ambulance incidents

75%

Nov

72.0%



75.5%



Cat A RED 2 Ambulance incidents

75%

Nov

65.2%



67.4%



Cat A 19 min response Ambulance incidents

95%

Nov

90.9%



91.5%



Over 30 minute ambulance handover delays (GHNHSFT)

<2014/15

Nov

66



513



Over 1 hour ambulance handover delays (GHNHSFT)

<2014/15

Nov

2



54



4‐hour A&E target GHNHSFT

95%

Dec

82.7%



89.4%



4‐hour A&E target GCS MIU

95%

Nov

99.7%



99.8%



0

Nov

0



1



80%

Nov

95.6%



83.3%



60%

Nov

36.0%



39.0%



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
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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 (DoD) 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).
Patient safety is of paramount importance and this is being monitored closely by the
CCG and NHS England. There have been no patient safety concerns raised or
reported since the introduction of DoD.
Current year to date (April to November) performance is Green rated (75.5%) for
Red 1; however, performance against the Red 2 and Red 19 minute targets is
currently red rated.
It is estimated that 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 by the end of December
2015.
During the first 8 months of 2015/16, incidents with response in Gloucestershire
have been 5.0% above contracted levels, which equates to 2,768 incidents, approx.
346 per month. These additional incidents are from public calls into the 999 service.
When analysed by case type/ outcome, the profile of Ambulance activity has
changed. The percentage of Hear and Treats has increased from 8.6% to 13.9% for
the period April to November 2014/15 to 2015/16, with the number of patients
conveyed to A&E departments has seen a reduction from 45.1% to 40.3%.
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4-hour A&E target - Percentage of A&E attendances where the patient spent 4
hours or less in A&E from arrival to transfer, admission or discharge.
Threshold – at least 95% of patients should be transferred, admitted or discharged
within 4 hours.
Performance in December was 82.7%. Performance at Cheltenham General was
89.2% and Gloucestershire Royal was 79.1%.
The year to date performance for 4 hours has decreased to 89.4% at
Gloucestershire Hospitals NHSFT (GHNHSFT); the all type performance (combined
GHNHSFT, Gloucestershire Care Services MIU and Primary care in A&E) is 94.0%.
A 4 hr recovery plan is agreed and monitored as a system response to the delivery
of the 4hr target.

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.
Stroke targets
The proportion of patients spending the required amount of time on a specialist
stroke unit increased to 95.6% against a target of 80% in November.
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Proportion of people at high risk of Stroke who experience a TIA are assessed
and treated within 24 hours (target 60%).
Performance indicator relates to high-risk transient ischemic attacks (TIA) patients
need to be assessed by experts and, wherever possible, scanned using magnetic
resonance imaging (MRI) within 24 hours of experiencing symptoms. Compliance
against this target continues to be of concern with performance year-to-date of
36.0%.

2.4

Planned care:
The dashboard 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

Latest
Performance

YTD
performance

6 month trend

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

90%

Sept

88.7%



89.9%



% of non ‐ admitted pathways treated within 18 Weeks

95%

Nov

92.9%



94.7%



% of incomplete Pathways that have waited less than 18 Weeks

92%

Nov

92.4%



92.3%



0

Nov

20



171



93%

Nov

93.3%



92.0%



93%

Nov

95.5%



93.5%



96%

Nov

100.0%



99.5%



94%

Nov

100.0%



97.7%



98%

Nov

100.0%



100.0%



94%

Nov

100.0%



99.9%



Cancer ‐ first definitive treatment within 62 days GP referral

85%

Nov

81.3%



75.5%



Cancer ‐ first definitive treatment within 62 days screening service

90%

Nov

92.3%



96.4%



Cancer ‐ first definitive treatment within 62 days upgrade

90%

Nov

100.0%



90.6%



1%

Nov

1.3%



4.3%



1%

Oct

21.4%



51.5%



95%

Nov

98%



94.5%



95%

Nov

98%



99.6%



95%

Nov

100%



99.8%



95%

Nov

94%



95.5%



95%

Nov

98%



98.1%



95%

Nov

85%



86.9%



95%

Nov

92%



92.4%



95%

Nov

78%



97.3%



95%

Nov

96%



97.9%



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 Referral to treatment (RTT)
pathways greater than 52 weeks
GHNHSFT changed their RTT processing in December 2013, to ensure that it was in
line with recommendations made by the national intensive support team. This has
resulted in a greater number of RTT pathways being reported.
20 incomplete pathways of 52+ weeks were reported in November 2015. Of these,
1 was at Gloucestershire Hospitals in Urology, 18 at North Bristol Trust (NBT) - 8 in
Trauma and Orthopaedics, 5 in Neurosurgery and 5 in Neurology and 1 at Imperial
College Healthcare in General Surgery.
During the first 8 months of the year there have been 171 incomplete pathways of
52+ weeks reported to the CCG. The majority with NBT, 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.
The CCG regularly receive updates on the progress of treatment for Gloucestershire
patients at out of county providers. Performance management is being undertaken in
conjunction with the lead commissioner for planned care. As an associate
commissioner, we receive the monthly performance position highlighting the issues
and have an opportunity to challenge progress.
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 has improved in November to 81.3%. Performance in the first half of
the year has been Red rated with the exception of August:
85% Target

62 day target - GP Referral

Apr-15
May-15
Jun-15
Jul-15
Aug-15
Sep-15
Oct-15
Nov-15

Total
121
102
138
150
128
136
140
128

Breaches
32
29
39
47
18
38
29
24

%
73.6%
71.6%
71.7%
68.7%
85.9%
72.1%
79.3%
81.3%

2015/16 Total

1043

256

75.5%
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The majority of breaches have occurred in the following specialties:
Urology – 100 breaches
Lower Gastrointestinal – 30 breaches
Lung – 28 breaches
Upper Gastrointestinal – 22 breaches
GCCG have an agreed recovery action plan in place with GHFT. In addition we
have provided additional CCG support to GHFT to support the recovery plan
process 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 also looking at sourcing capacity from additional
providers.
The CCG is co-ordinating a working group which is working with local providers to
understand the impact of the NICE referral guidance for suspected cancer.
GHNHSFT and GCCG are also actively engaged in working with the IMAS Intensive
Support Team to aid improvements in performance.
2.5

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
improved in November (1.3%) from the position in October (1.5%).
Improved diagnostic performance is anticipated by the end of December 2015.
Recovery plans relating to Endoscopy have been implemented and Endoscopy
breaches were eliminated in September.

2.5.1

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.
Elective cancellations

Threshold Month Performance

YTD

6 month trend

Cancelled operations ‐ 28 day breaches

0

Nov

4



46



Urgent operations cancelled for a second time

0

Nov

1



4
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2.5.2

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, 46 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.
There were 549 last minute elective operations cancelled for non-clinical reasons
this year. The number of cancellations was 457 in the same period in 2014/15
(11.6% increase).
The CCG has requested and received additional information and assurance in
respect of cancelled operations. This is reviewed as part of the contractual
framework with GHNHSFT.

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.
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2.6.1

Dementia diagnosis rate
The updated figure for December 2015 Dementia diagnosis rate was 66.9%, a
continued increase towards the 67% target for March 2016. Primary Care Clinical
Audit Group has developed an audit process for Q4 that will support practices to
improve accuracy of QoF coding in order to meet the national target.

2.6.2 The proportion of people who complete therapy who are moving towards
recovery
There are known discrepancies between nationally reported recovery figures and
local reported figures from 2gether NHS FT (2G).
2G have an on-going programme of work that will help ensure better understand of
the variances in reporting of data. 2G Staff are being briefed and trained on the
issues to ensure that true clinical performance of the service can be reflected within
the national dataset.
Throughout the improvement programme 2G are using a reliable improvement rate
(local indicator), showing those people who have made an improvement. This
indicator is showing a reliable improvement rate of 53%.
A member of the National IAPT Team is supporting 2G and they have sought the
advice from Health and Social Care Information Centre. An improvement plan is in
place to improve data quality by the end of Quarter 4.
2.6.3 Children and young people’s mental health indicators (CYPS)
Additional information on the performance of the Children and young people mental
health service (CYPS) was requested at the September 2015 HCOSC meeting. This
information has been exception reported to HCOSC below. This information is
regularly reviewed jointly during contract discussions between GCCG and 2gether
NHS FT (2G).
The CYPS is structured within the nationally recognised tiered level of interventions,
with the 2g providing Level 2, 3 and Level 3.5 services, whilst also supporting
practitioners providing care and support at Level 1 and facilitating access to Level 4
services.
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2.6.4 Number of children who received support within 24 hours of referral, for crisis
home treatment (CYPS)
Year to date performance is just under the 95% target at 94%. Quarter 2
performance was 100%; however, there were 2 breaches reported during Quarter 1.
2.6.5 CYPS Level 2 and 3 waiting times
During 2015/16, 98% of those accepted into the service have received an initial
appointment within 4 weeks (Target is 95%). However, 2g have had difficulty in
meeting the locally set waiting time standards (which are more stringent than the
nationally set 18 week target).
A combination of higher than expected referrals and the impact of historic waiting
lists have made the achievement of the locally set 8 and 10 week targets
challenging. During 2014/15 the CCG and 2G agreed the following steps to improve
performance and to reduce the number of people on the waiting list.
Since the beginning of 2014/15, the service has undertaken a number of changes in
its working practices with efficiency gains made through internal reconfiguration of
the Level 2 and 3 services. This, along with additional investment in the Level 3
treatment services, through the appointment of additional staff, has made
improvements against the local and national performance standards.
In conjunction with the improvement in the performance standards, there has been
an improvement in the overall waiting times profile with no-one waiting over 18
weeks and significantly reduced numbers waiting over 12 weeks.
Further increases in capacity are planed during the second half of 2015/16 with the
ongoing development of Level 3 services through the creation of a CYPS Assertive
Treatment Service. The CYPS Assertive Treatment Service will provide “dedicated”
capacity to ensure that those with urgent needs can be seen as a priority.

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)

2.7.1

Threshold Month Performance

YTD
performance

95%

Nov

81.7%



83.6%



85%

Nov

81.7%



81.3%



85%

Nov

83.2%



83.4%



6 month trend

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. November’s reports show 81.7% 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 November shows that 81.7% 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 November that 83.2% 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
is seeing high numbers of on- day bookings from the hospitals, particularly during
the recent urgent care pressures, which has a detrimental impact on performance.
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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

Nov

1

‐

8

‐

Number of MRSA infections (GHNHSFT)

0

Nov

1

‐

7

‐

Number of C.diff infections (Health Community)

157

Nov

13



105



Number of C.diff infections (GHNHSFT)

37

Nov

4



22



0

Nov

0



34



0

Nov

0



1



Cardiology correspondence backlog

n/a

Q1

0



0



Radiology reporting delays

n/a

Q1

0

0

Outpatient follow‐up pending lists

n/a

Sept

18,034

18,034

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 7 reported MRSA bacteraemia cases. All of these
cases were identified as pre 48 hr, with the patient being admitted to hospital having
already acquired MRSA in the community. On further investigation these were all
found to be unavoidable. As per the NHS England Post Infection Review guidance
all of these cases were investigated by multi-disciplinary teams.
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.
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YTD performance is amber rated with 105 cases against a YTD threshold of 101.
Never events
There was a never event reported at GHNHSFT in December. A full investigation is
underway.
2.9
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 is now being received.
The monthly updates are reviewed to ensure that progress against follow-up
backlog clearance is on track. There are indications that the overall follow-up
pending list has grown in recent month; however, the number of very long waits in
excess of 1 year have reduced.
District Nursing
In response to concerns initially raised by Primary Care, the CCG and GCS
committed to jointly understand and address the specific concerns raised in relation
to District Nursing and a joint action plan was subsequently developed .The joint
CCG/GCS 2014-15 District Nurse action plan has been refreshed with a new plan
developed for the next 18 months. The refreshed plan is aligned with the recently
published NHSE commissioning framework for community nursing whilst
recognising some of the challenges that are specific to Gloucestershire. To support
the development of the Community Nursing Service the CCG has recently agreed to
release £500K to fund more nursing posts.
The funded establishment for Band 6 DN’s across Gloucestershire is: 57.59 WTE.
The current vacancy is: 18.95 WTE (this includes 2.96 WTE temporary vacancies).
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All Band 6 vacancies are currently advertised.
The funded establishment for Band 5 Community Staff Nurses across
Gloucestershire is: 154.54 WTE. The current vacancy is: 22.99 WTE (this includes
12.90 WTE temporary vacancies).
5.80 WTE of the vacancy rate is in the active recruitment phase whilst the remaining
balance of vacancies is being advertised.
In relation to HCA positions it should be noted that there are minimal vacancies and
the HCA workforce remains stable.
When compared to 18 months ago, the band 6 position remains relatively
unchanged but the band 5 position has significantly improved.
All localities have vacancies across both bands but particular hotspots are:
Cheltenham, South Cotswolds and Gloucester.
In the Cheltenham Locality, GCS have identified that the current vacancy position
and lack of senior staff has manifested in some significant operational issues. In
response to this, GCS have deployed additional professional lead resource from 2
other localities alongside additional operational management for a period of 3
months to stabilise the situation. The CCG have requested to see the detailed action
plan and are also keen to understand what impact this will have on other localities
that have similar issues.
The CCG have been provided with evidence that there is a clinical escalation
process in place for staff to use if they assess that patient safety and quality of care
is compromised as a result of staffing/skill mix issues. However, CCG Quality Alerts
suggest that the process is not clearly understood by all staff and being utilised
appropriately. Via the refreshed joint CCG/GCS action plan, the CCG have asked for
this to be addressed as a priority. Monthly meetings between the CCG Quality lead
for GCS, Professional Head of DN at GCS and GCS quality manager will take place
in order to triangulate data and review all of the CCG Quality Alert’s and GCS Datix
in relation to DN.
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3.1
3.1.1

Patient Experience
Patient Experience – Period to 31st December 2015

PERSPECTIVE 2
Patient Experience
Success criteria 1: Patient safety is at the heart of the work of the CCG and is
considered when planning service change and developments.
Key performance indicators
Outcomes measures for patient safety have been developed based on the CCG
Outcome framework and sign up for safety initiative.
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.

Success criteria 2: Reporting: Improve reporting of patient experience
including FFT (Marion Andrews‐Evans)
Key performance indicators
All providers of NHS funded services commissioned by GCCG participating in patient
and staff FFT
All providers of NHS funded services commissioned by GCCG achieving at or above
national average in patient and staff FFT score
All providers of NHS funded services commissioned by GCCG participating in
National Patient Survey Programme (2015/16)
All providers of NHS funded services commissioned by GCCG achieving at or above
national average results in National Patient Survey Programme (2015/16)

Success criteria 3: The CCG has a programme of case reviews in place across
urgent care reporting into system resilience to influence service redesign
including CPGs.
Key performance indicators
CCG has a programme of case reviews across urgent care, which feed into
System resilience / clinical programme groups as appropriate.
Focus on emergency admissions and discharge.
Success criteria 4: National targets‐PROMs

Green
Green

Green
Green

Green

Green
Amber
Green
Green
Green

Green
Green
Green

Key performance indicators
All providers of NHS funded services commissioned by GCCG participating in PROMs
(2015/16)
All providers of NHS funded services commissioned by GCCG achieving at or above
national average PROMs results (2015/16)

Success criteria 5: All active Clinical Programme Groups are working with
patients to ensure experience is incorporated into the programme and
outcomes

Green
Green
Green
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Key performance indicators
All CPGs have regular ‘lay’ input
All CPGs receive and review patient experience data
Work to ensure PE is incorporated within QIPP schemes

Green
Green
TBC

Success criteria 6: Develop patient experience work within primary care
through working with PPGs to help inform and influence commissioning
across the whole spectrum
Key performance indicators
PPGs are informing countywide priorities and Locality developments
All GP practices in Gloucestershire have a PPG by 31 March 2015
3.1.2

Green

Green
Green

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
was 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
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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 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. The CCG has established with other
healthcare organisations across the county a Gloucestershire Patient safety
Forum. The next meeting of the group will be in January.
3.1.3

Success Criteria 2: Improve reporting of patient experience including
FFT
The Friends and Family test no longer has a CQUIN attached and has
become part of the national contract for all providers.
The table below sets out the latest available results for October 2015, by
service type at Gloucestershire Hospitals NHS Foundation Trust (GHNHSFT),
response rates and performance. Results have been RAG rated against
national performance.
GHNHSFT response rates remain below the national average for both
indicators. % recommend are close to the national average for inpatients, but
below the national average for Emergency Departments (ED). However, the
response rates for both inpatients and ED are very small, so the data in
unreliable.
November becomes available on 14 Jan 2016.
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FFT remains an item for discussion at the GHNHSFT CQRG.
July

Inpatients

A&E

Provider

September

Nat Ave

Provider

October

Nat Ave

Response Rate

36.30%

27.60%

17%

25.50%

17.80%

25.10%

20.60%

25.10%

% Recommend

95.00%

95.90%

95%

96%

95%

96%

94%

96%

% Not

1.00%

1.40%

1%

1%

1%

2%

1%

1%

Response Rate

2.60%

15.20%

1%

14%

1.50%

14.10%

2%

13.60%

% Recommend

76.00%

88.20%

65%

88%

75%

88%

74%

87%

13%

6..1%

20

6%

19%

6%

21%

7%

% Not

3.1.4

August

Provider

Nat Ave

Provider

Nat Ave

Success criteria 3: Programme of case reviews
A programme of clinical case reviews has been developed to support the
delivery of urgent/emergency care programme.
These include reviewing and evaluating emergency admissions to hospital,
with particular focus upon admissions which may have been preventable with
appropriate support or through accessing alternative pathways to admission.
This is in addition to a programme of work to review the management of
discharge from hospital. This includes a focus on the quality of discharge
information.
These case studies are being undertaken with input from Governing Body
GPs and localities and are being carried out in partnership with provider
organisations.

3.1.5

Success Criteria 4: National targets-PROMs
Patient Reported Outcome Measures (PROMs) measure health gain in
patients undergoing hip replacement, knee replacement, varicose vein and
groin hernia surgery in England, based on responses to patient
questionnaires before and after surgery.
A national-level overview of patient improvement is published monthly for
each of the two financial years. More detailed publications are released each
quarter, usually in February, May, August and November and are labelled as
full data releases; these contain data at Provider and Clinical Commissioning
Group (CCG) levels.
Publications are provisional until the data set is declared finalised. An annual
publication is produced for each final data year, including a full report with
extended analyses, followed by periodic special topics using the latest final
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data.
Provisional Monthly Patient Reported Outcome Measures (PROMs) in
England – April 2015 to May 2015
Unadjusted Scores (national)
Comparing pre- and post-operative 'EQ-5D Index' scores (a combination of
five key criteria concerning patients' self-reported general health), an increase
in general health was recorded for:





50.4 per cent of groin hernia respondents (49.4 per cent for 2012-13)
88.5 per cent of hip replacement respondents (87.9 per cent for 201213)
80.6 per cent of knee replacement respondents (79.7 per cent for
2012-13)
52.5 per cent of varicose vein respondents (52.7 per cent for 2012-13)

GHNHSFT and Care UK (Cirencester Hospital) both reported as ‘not outliers’.
http://www.hscic.gov.uk/catalogue/PUB18595
3.1.6

Success criteria 5: All active CPGs are using working with patients to
understand their experience, to inform the programme
1.
2.
3.
4.
5.
6.
7.
8.
9.

November 15 : Eye health
January 16 : MSK
March 16 : Diabetes
May 16 : Circulatory
July 16 : Cancer
September 16 : Healthy individuals
November 16 : Respiratory
January 17 : Children
March 17 : Mental health & LD

MSK
All Clinical Programme Groups (CPG) include a Lay Champion and a
Healthwatch Gloucestershire representative. Experience and Engagement
feedback is shared with CPGs, this includes Healthwatch Master Comments
information.
As part of the work to streamline the patient pathway for individuals with
Musculoskeletal (MSK) conditions, the Clinical Programme Group wanted a
greater awareness of the patient experience across the range of services
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provided. Previous engagement work relating to the range of MSK services
was undertaken in 2012, resulting in patients and carers identifying some
common priorities for the provision of the care:
 Continuity of care – Patients placed a high level of importance in being
able to see the same healthcare professional and develop a mutual
understanding of their condition, treatment options and level of support
required.
 Prompt access to services. Being seen quickly, both in the early stages
of condition and when condition deteriorates were paramount.
 Local access where possible, but prepared to travel if they can be seen
more quickly
Patient feedback
Staff from both the Patient Engagement team and those working in the clinics
encouraged patients to provide feedback on their experience of the service.
Questionnaires were handed out to patients attending outpatient
appointments. In addition the questionnaire was available on the CCG
website and publicised to key stakeholders and local networks.
Patients were asked to provide feedback on access to services and
information, patient choice, and their experience at outpatient clinics.
We have also received quarterly reports from Healthwatch Gloucestershire
detailing feedback that they have collected via a range of engagement
activities and some high level patient experience feedback from
Gloucestershire Care Services. There would appear to be emerging themes
from both of these sources, relating to access to podiatry and physiotherapy
services.
Outcome of engagement reports were prepared for all service elements e.g.
podiatry, pain, orthotics and rheumatology.
This information has been fed into workshop discussions and a set of
recommendation reports produced from this.
Success criteria 6: Overarching Patient experience, developing working
relationships with Patient Participation Groups (PPG) in GP Practice (HG
& BP)
The CCG is developing its approach to engaging with PPGs. At the annual
CCG Commissioning Event in September 2015, PPGs attended a workshop
to discuss Delegated Commissioning of Primary Care and the Primary care
Estate. It was agreed that a schedule of quarterly PPG Network meetings
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should be established. The first GCCG PPG Network meeting is now
scheduled for 22 January 2016.
The CCG is supporting Gloucestershire GP Practices, which currently do not
have a PPG, with advice about recruiting members, developing constitutions
and considering work plans. Opportunities for mentoring of new PPGs by
well-established PPGs are being explored, as well as mechanisms for sharing
good practice.
3.1.7

NHSE Patient and Public Participation Policy and Statement of
Arrangements and Guidance on Patient and Public Participation in
Commissioning:
Published on 30 November 2015, this policy outlines NHSE’s ambitions and
approach to participation in all of their work and the arrangements describe
how NHSE will meet their legal duty to involve the public in commissioning.
https://www.england.nhs.uk/ourwork/patients/ppp-policy/
In the NHSE Statement of Arrangements and Guidance on Patient and Public
Participation in Commissioning, which supports the new policy above, NHSE
make it clear that responsibility for engagement sits with the CCG [which we
had expected] under the CCG’s duty to involve and that this NHSE policy
above does not apply [which we had not expected to be so explicitly stated]:
‘Under delegated commissioning, NHS England delegates full responsibility
and funding for the commissioning of primary medical services to CCGs.
While NHS England retains ultimate liability for the exercise of all of its
functions, including those delegated to CCGs, the CCGs are bound by their
own public involvement duty in respect of the services they commission
(section 14Z2 of the Act). The Delegation Agreement and Terms of Reference
make clear that it is the responsibility of CCGs to involve the public in the
commissioning of services. NHS England’s arrangements set out in this
document will therefore not apply. NHS England will nonetheless require
assurance that the duty to involve the public is being discharged effectively by
the CCG as part of the CCG assurance process.’
This clarification allows CCGs to extend their overall approach to
engagement:
‘Our Open Culture’ http://www.gloucestershireccg.nhs.uk/feedback/gccgengagement-and-experience-strategy/
to primary care commissioning.
Despite this, we feel there is useful information within the NHSE policy, which
we will consider and incorporate into CCG primary care engagement
approach as appropriate.
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4.1

Partnerships

4.1.1 Partnerships – Period to 31st December 2015:
PERSPECTIVE 3

Partnerships

Success criteria 1: Building effective partnership working by putting in place a joint
planning and governance framework to improve outcomes for the Gloucestershire
population
Key performance indicators
Developing a plan for Gloucestershire, via Gloucestershire Strategic Forum, to
identify the most appropriate service roadmap for Gloucestershire to take forward
the five year forward view

GSF work plan – develop further and deliver with partners including GCC. GSF work
plan to be attached as an appendix in January, update on one area of the
programme each month.

Green
Amber

Amber

Amber

Further develop and maintain system wide BCF forum encompassing all providers
across health and social care, independent sector and voluntary sector and housing.

Green

Success criteria 2: Work with the voluntary sector alliance to take forward the work
with the voluntary and community sector in Gloucestershire.

Green

Key performance indicators
Roll out social prescribing and build on the existing evaluation to take forward
learning
Develop the “kitemark” for voluntary sector organisation
Develop a cultural commissioning programme in conjunction with the New
Economics Foundation, National Voluntary of Community Council’s and Arts Council
England
Build capacity in the voluntary sector (re work with VCS)
Success criteria 3: Effective urgent care pathway to enable more patients to stay in
their own home
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.

Green
Green
Green
Green
Amber

Green
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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 non‐
acute) 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.

Green
Green
Amber
Year‐end
assessment
Year‐end
assessment

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)
A series of facilitated workshops for GSF (Gloucestershire Strategic Forum) members
have been held, with more planned over the coming months to review the current
service models and review against the objectives within the Five Year Forward View.
4.1.3 Success criteria 2: Work with VCS to take forward the work of the voluntary &
community sector organisations in Gloucestershire.
Roll out social prescribing and build on the existing evaluation to take forward
learning
As a part of the CCG’s prevention and self-care agenda, we have worked with G.Doc
and a range of voluntary and statutory partners to develop an innovative social
prescribing model. Social prescribing is a structured way of linking patients with nonmedical needs to sources of support within a community. These opportunities may
include: arts; creativity; physical activity; learning new skills; volunteering; mutual aid;
befriending; and self-help, as well as support for a wide range of problems including:
employment; benefits; housing; debt; legal advice; and parenting problems.
By the end of November, 57 (70%) practices have regular weekly or fortnightly
sessions provided in their practice by a social prescribing hub coordinator, with the
scheme available to another 19 practices in Gloucester City, Churchdown and
Brockworth. The aim is to run sessions from all practices by the end of December
2015. In addition staff from 5 of 21 Integrated Community Teams refer to the scheme.
By the end of March 2016 referrals will be accepted from staff in all ICTs and all of the
county’s community hospitals. Voluntary and statutory sector partners act as
employers for the hub coordinators in different localities. By the end of quarter 2, 15
whole time equivalent (WTE) staff were in post. Two posts for South Cotswolds are
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being advertised currently by Cotswold District Council (CDC), with a further 0.6wte for
North Cotswolds also.
Following a panel comprising of CCG staff, a Consultant in Public Health Medicine and
a health economist, the CCG has commissioned University of the West of England
(UWE) to conduct an independent evaluation to inform the future of the service. The
final report is due in August 2016.
Develop the “kitemark” for voluntary sector organisations engaged in social
prescribing
The VCS Alliance has been instrumental in the development of a kitemark for social
prescribing. To date 50 organisations have completed the questionnaire which seeks
assurance in areas such as staff training and support, policies and procedures and
insurance. A graphic for a kitemark for social prescribing has been drafted for
consideration by the CCG.
Develop a cultural commissioning programme
To build on our work on social prescribing, Gloucestershire has also been working
alongside the New Economics Foundation, National Voluntary of Community Council’s
and Arts Council England to understand how arts and culture can be used to improve
the health and wellbeing of our local population.
During the summer, Arts and Cultural organisations from the VCSE were invited to
apply for funding via the cultural commissioning grant programme. The aim of the grant
programme is to test out opportunities for arts and culture interventions to support
health and wellbeing outcomes for participants. The CCG received a total of 24
applications and awarded grants to six of the nine projects. Examples of successful
applicants include singing for respiratory disease, mindfulness based art approach for
chronic pain in men and a multi-art programme for young people exploring themes of
social media; bullying; self-harm & violence in relationships.
Clinical Programme Groups will be working alongside clinicians, lay members and the
VCSE to co-develop appropriate and effective service models. This will provide the
opportunity for commissioners and the public to ensure that the pilots are designed in a
way that provides meaningful and measurable outcomes.
The grant programme has been support by a number of partners including the VCS
Alliance, Forest of Dean District Council, Gloucester City Council and Tewkesbury
Borough Council. Create Gloucestershire (the county umbrella organisation for art and
culture) have also supported the grant programme by developing capacity within the
VCSE sector. This included supporting organisations with their applications and acting
as a bridge between the sectors
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4.1.4 Build capacity in the voluntary sector (re work with VCS)
The CCG approved a draft framework and action plan which suggested ways in which
we might work with, support and learn from the VCSE in future. We are on target in
terms of the delivery of the action plan and led a conversation with partners on the
areas covered by the framework during November. The VCS Alliance will continue to
support the CCG in this piece of work.
The CCG issued a two year grant to the VCS Alliance to cover the period 2015/16 and
2016/17. The predominant aims, in addition to the above, were for the VCS Alliance to
act as the main conduit for all links into NHS commissioners in Gloucestershire and for
the Alliance to actively promote two way engagement with smaller VCSE organisations
and community groups in the county and feed the outcome to the CCG.
In future utilising an Enabling Active Communities (EAC) Commissioning Group
(involving CCG, GCC, Police and Crime Commissioner and districts) we will aim to coproduce specifications to commission VCSE sector services which support health and
wellbeing. The inaugural meeting of this group will take place in December.
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:
Reduction in 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 2 non-elective admissions were 5.7% higher than in the baseline period
(Q2 of 2014/15) which is 8.6% (1,168 admissions) above the planned reduction.
The overall aggregate position (January 2015 to September 2015) is an overall
increase in admissions of 1,125 (2.7% above plan). The following graph provides a
summary of progress to date:
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Reducing inappropriate admissions of older people (65+) into residential care
This indicator is part of the Adult Social Care outcomes framework (ASCOF). The
number of permanent admissions of older people (aged 65 and over) to residential and
nursing care homes, per 100,000 population.
Local data received from Gloucestershire county council supports this showing a
decreasing trend in admissions continuing through 2015, indicating we are on track to
hit our BCF target of 779.2 for 2015/16.
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Increase in the number of people at home 91 days post discharge
This 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.

Reduction in Delayed Transfers of Care (DTOC)
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.

DTOCs during quarter 1 reduced by 4.4% when compared to the Health and wellbeing plan.
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Improved Patient Experience
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.
During the latest reporting period, the following question was asked of ICT rapid
response clients, 'How likely are you to recommend our service to friends and family if
they needed similar care or treatment'. 131/133 clients (98.5%) provided a positive
response (95 extremely likely and 36 likely)
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 report
by exception in this section of the performance framework report.
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5.1

Staff

5.1.1 Staff – Period to 30th November 2015:
PERSPECTIVE 4

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

Green
Green

0.74%
6
Due February 2016

All staff should have a PDP by the end of November (90% target) and should
have had an appraisal in the last 12 months

Figures available
February 2016

95% of staff who have completed their mandatory training by the end of
March 2016 – update from

Figures available
February 2016

Success criteria 3: Staff are Happy and Motivated

Green

Key performance indicators
Staff sickness levels

2.41%

Staff Survey

To take place before
end of March 2016

Completion of OD plan by 31st March 2016

Due 31st March 2016

5.1.2

Attracting and retaining high quality staff aligned to the CCGs vision and
values
Monthly turnover in November was 0.74%. The number of leavers since the 1st
April is 14, giving a monthly average of 1.75 leavers per month.
As at the end of November 2015, there were 2 jobs live on NHS Jobs and 4 were
in the recruitment process.
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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.
The CCG organisational development plan is currently being updated and is on
track to be finalised by March 2016.

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 November have equated to 2.41% 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.
2.41% equates to 1,096.17 full time equivalent (FTE) working days, or 4.65
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 31st December 2015
Summary:
Perspective 5

Finance & Efficiency

Amber

Success criteria: To ensure a financially viable commissioning organisation with an
underlying recurrent surplus
Underlying recurrent surplus (%age)

Threshold
2%

Amber

Lower threshold
1%

Amber

RAG

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

0.10%

0.50%

Green

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

0.10%

0.50%

Green

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

Within RCA

Green

Running costs forecast outturn (variance to running costs allocation)

Within RCA

Green

BPPC performance on non‐NHS invoices by value (year to date)
Cash drawdown in line with planned profiles (%age variance)

95%

80%

Green

2%

5%

Green

Amber

Success criteria: QIPP Full year Forecast
QIPP ‐ full year forecast delivery to planned performance (%)










Threshold
95%

Lower threshold
75%

RAG
Amber

The CCG had been planning to deliver a surplus of £7.3m in 2015/16. The CCG
has received a number of allocations which relate to both the 2015/16 and
2016/17 financial years. Following discussions with NHSE, this target has now
increased to £9.6m to enable the CCG to manage these additional allocations
across the year end.
Known risks and pressures have been fully assessed and included within the
CCG’s forecast position, with mitigating actions where appropriate
There is significant over performance in emergency activity against contracted
levels.
There is slippage on QIPP schemes for the financial year.
Financial risks are monitored through a continuous review of budgets and
proposed investments and the use of the CCG’s contingency and activity
reserves.
The better payment practice code performance for the year to date (for nonNHS invoices by volume) is 97.13% 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
- Increased expenditure on prescribing (particularly NOACs)
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- Increased slippage on QIPP schemes (noting that the current RAG ratings
are embedded within current financial forecasts)

6.2

6.3

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 6.9.
Resources
The CCG’s current anticipated resource limit (see Appendix 2) is £815.9m. This
includes all primary care co-commissioning delegated budgets which total £76.8m.
There was a non-recurrent addition this month of £4.4m principally relating to the
capital grant allocation of £3.7m and £0.5m for quality premium.
Expenditure
The financial summary as at 31st December 2015 shows a year to date surplus of
£7.2m and a forecast surplus of £9.6m, which is an increase of £2.3m on our control
total. Further detail is shown at Appendix 3. Key budget areas with either a financial
risk or forecast outturn variance are highlighted below:
Key
Trend
Forecast
Over/
 Indicates a favourable movement in the month
(Under)
Spend
 Indicates an adverse movement in the month
£’000
Gloucestershire Hospitals NHS FT
As previously reported, the contract continues to over
perform primarily driven by emergency activity which is 
above plan by 3,394 spells (£5.1m) and elective activity
being above plan by 1,742 spells (£1.4m). The pressures
are seen within gastroenterology and medical specialities.
Non-elective over performance also includes Marginal Rate
Emergency Threshold (MRET) adjustment of £0.7m and
readmissions of £2.3m. Outpatient activity is over plan by
3,195 spells equating to £0.5m due to breast, ENT,
£0
ophthalmology and dermatology. Variable non PbR activity
is above by £0.6m within which Lucentis/Aflibercept drugs
account for £1,153k. The CCG has raised contract queries
and challenges in a number of areas including emergency,
elective and outpatient activity. The Trust has not yet
responded to a number of these and discussions are
ongoing at Director level to try to resolve these issues.
Winfield Hospital
Both elective and outpatient activity continues to
underperform against the contracted levels. Elective is
below plan by 473 spells, mainly in orthopaedics, spinal and
pain management.
Outpatients are below by 1,117
attendances again within orthopaedics, pain management


(£678k)
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and general surgery. Discussions are ongoing with this
provider about their capacity to increase delivery in these
areas.
Oxford University Hospitals NHST
The position has remained static, with over activity being
seen across all areas of the contract. There has been a
contract query (approx. £12k) lodged regarding charges for
elective hepatobiliary & pancreatic surgery which is
considered to be specialist commissioning, but a response is
yet to be received.
Regular discussions have been
implemented to discuss activity levels on a monthly basis to
ensure accurate reporting of the position.
North Bristol NHS Trust
The trend continues to suggest this contract will
underperform as in 2015/16. Activity is below plan within
elective inpatients in hip & knee procedures, non-elective
and outpatients in T&O. Non PbR is in line with plan,
however some emergency inpatients local prices are being
queried with the Trust. Due to continued pressures in the
delivery of RTT performance targets, penalty charges are
due to be applied for quarter 1 & 2 totalling £791k which will
be reinvested in this provider against an agreed action plan.
Royal United Hospital Bath NHSFT
Over activity in non-elective inpatients persists due to
emergency cases in general surgery, T&O and respiratory
medicine.
Elective inpatient activity is also over performing in T&O for
reconstructive procedures and major foot procedures for
trauma.

University Hospital Bristol NHSFT
Over performance is being seen within all areas of the
contract. Day cases have increased in paediatric urology
and T&O reconstruction. Emergency admissions increased
during October within necrosectomy, T&O, paediatrics and
paediatric ENT. Critical care during November increased for
multiple supported organs which will be recoded specialist
Commissioning activity. Non PbR for elective inpatients is
showing an underspend due paediatric and cardiology
specialities.


£267k


(£550k)


£166k


£196k
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University Hospital Birmingham NHSFT
The position remains unchanged with over performance
being seen within day cases for endoscopic/radiology
category 2 & 3 with complications. Non PbR is over
performing in Adult critical care and this is being slightly
offset by an underspend within non electives in hepatobiliary
surgery.
South Warwickshire NHSFT
There has been a deterioration in the position from last
month with activity being below plan for both elective and
non elective activity within orthopaedics, cardiology and care
of the elderly.
Planned Care
Nutricia –The position remains the same this month and
now further detail has been received to facilitate a more
precise estimation of the forecast. Budgets for this contract
are being reviewed to ensure that all elements are covered
including plastics/peripherals and feeds.
Oxford Fertility –The position has improved again with no
sign of the increased activity anticipated due to
implementation of the new IVF policy.
Learning Difficulties
The position has significantly deteriorated this month due to
three new patients within GCC commissioned activity; one
being particularly high cost and backdated.
Directly
commissioned activity remains quite static.
Continuing Healthcare
A substantial amount of work has been carried out to review
trends in order to verify this position. The increase in activity
that was seen at the end of last financial year has not
continued this year leading to a sizable underspend within
adult fully funded, adult joint funded and funded nursing
care. Activity data has been compared between CCG and
GCC systems to ensure monitoring becomes more robust,
thereby mitigating against any unexpected future financial
movements. This exercise has been conducted in parallel
with intensive process mapping and system redesign work
across both organisations. The process mapping work is
nearly complete and the CCG and GCC are reviewing next
steps to implement agreed changes.


£191k


(£120k)


£200k


(£289k)


£176k



(£3,943k)
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Prescribing
When comparing October 2015 against October 2014, there
has been a slight increase in growth of 0.55% for the month
itself. This had the effect of reducing the YTD Growth to
5.89%. In addition, Q4 Category M Prices have just been
released which shows a forecast reduction of £740k for the
last quarter of 15/16 and this has been reflected in the
reduction of the forecast overspend to £4.1m. The graph
below highlights the growth, month by month, compared to
the same time last year and the year to date impact of these
fluctuations:



£4,150k

Running costs
The significant improvement in corporate budgets is due to
the resource allocation of quality premium being allocated to
corporate budgets, whilst the spend has been reported
within the programme area and included within programme
forecasts.
6.4


(£981k)

QIPP
The CCG has a £17m QIPP target that has fully identified plans to achieve this.
Delivery against the plan is currently forecast to under achieve by an estimated
£2.9m. Additional programmes are being reviewed to mitigate any shortfall and are
being and will continue to be brought into the plan once identified.
Recognising that all forecasts have been based only on information available at the
end of December, Appendix 4 reports the extent of QIPP performance against
programme areas whilst Appendix 5 highlights scheme reports by exception.
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6.5

Run Rate

The graph above highlights the expenditure relating to programme budgets for this
and last financial year, compared to the resource available for programme excluding
any reserves and the surplus. December is showing that programme is above
anticipated spend by £0.4m.
6.6

Cash (Appendix 6)
By the end of December, the CCG has drawn down 74.39% of the total cash limit
which is consistent with a straight line profile. The cash balance at the end of
December was £5,172k.
Government banking arrangements are changing on a national basis and accounts
will switch to RBS (under the NatWest brand) with existing Citibank accounts being
discontinued. Everything is now in place for go live on the 18th January.

6.7

Better Payment Practice Code (Appendix 7)
It is a national target that requires the CCG to pay 95% of non-NHS trade creditors
within 30 days of receipt of goods or a valid invoice. The current year to date
performance stands at 97.28% invoices paid by value and 97.13% by volume; both
being in line with the target.

6.8

Statement of Financial Position (Appendix 8)
The position shown includes the audited opening balances from the 2014/15 Annual
Accounts as a reference point.
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6.9

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, which in turn may create risk in further
years.



Prescribing
The CCG has received prescribing data for April to October which still highlights
a potential significant overspend in this area. Although the CCG has now
received the first nationally developed forecast, the CCG continues to use
historical data to further analyse local 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). Current
indications suggest that no release is due.



QIPP slippage
Due to the nature and scale of system changes within the QIPP programme
along with the number of live schemes for the organisation there is a high risk of
ongoing slippage to the programme.



Continuing Healthcare
Both continuing healthcare and funded nursing care budgets are currently
significantly underspent. The data supporting this position is being continually
monitored in detail to ensure robustness.



Specialised Commissioning
The CCG is working through the allocation transfers from specialist
commissioning for wheelchair services and outpatient neurology services to
ensure that they are accurate, initial indications show that this transfer should not
leave the CCG with a financial pressure. A further review of specialist services
is currently underway with further transfers potentially being undertaken in
2016/17.



National position
The overall NHS position in the current financial year has highlighted significant
financial pressures within the overall service. As a result, all budgets and
forecasts are being reviewed by NHS England, Monitor and the TDA and as a
result our reported surplus has increased from £7.3m to £9.6m.
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Appendices:
Ref Description
1
GCCG Dashboard 2015/16
2
Resource Limit Position
3
Summary Financial Position
4
QIPP Programme
5
QIPP scheme reports by exception
6
Cash
7
Better payment practice code
8
Statement of financial position
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Gloucestershire CCG 2015/16 Integrated Performance Scorecard
Principal Delivery Targets

Target

Jan-16

Feb-16

Mar-16 /
Q4

Year /
Quarter to
date

Year End
Forecast

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

85.8%

79.1%

86.8%

86.8%

92.3%

89.2%

93.8%

93.8%

86.1%

88.1%

82.7%

89.4%

89.4%

99.7%

99.5%

99.8%

99.7%

99.7%

99.7%

0

0

0

0

0

0

Apr-15

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

88.1%

89.4%

92.2%

93.7%

92.3%

82.2%

85.4%

83.3%

93.3%

95.2%

95.8%

97.2%

96.2%

92.1%

94.9%

91.1%

90.0%

91.5%

93.5%

95.0%

93.7%

85.8%

89.0%

99.8%

99.8%

99.8%

99.8%

99.8%

99.8%

0

0

0

0

0

May-15

Jun-15 /
Q1

Dec-15 /
Q3

2014-15
Outturn

Jul-15

Aug-15

Sep-15 /
Q2

Oct-15

Nov-15

Perf.
Measured

Director

Responsible
Manager

Mark
Walkingshaw

Maria Metherall

Mark
Walkingshaw

Maria Metherall

Mark
Walkingshaw

Maria Metherall

Ellen Rule

Annemarie Vicary

Unscheduled Care
Accident & Emergency
Target
GRH

E.B.5

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 CGH
or discharge
GHNHSFT total
GCS - MIU
Target

E.B.S.5

12 hour trolley waits (no A&E attender should wait more than 12
hours from the decicision to admit to admission)

GRH

0

0

1

0

0

0

0

0

0

3

CGH

0

0

0

0

0

0

0

0

0

0

GHNHSFT total

0

0

1

0

0

0

0

0

0

3

GCS - MIU

0

0

0

0

0

0

0

0

0

0
75.0%

0

0

0

C

C

Ambulance
E.B.15.i

E.B.15.ii

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.

Target

75.0%

75.0%

75.0%

75.0%

75.0%

75.0%

75.0%

75.0%

SWASFT

75.2%

79.0%

75.1%

75.3%

75.3%

76.2%

75.0%

76.7%

72.0%

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.

Target

75.5%

75.5%

Glos only

66.4%

72.7%

69.8%

64.9%

62.4%

60.0%

64.0%

76.2%

62.4%

66.5%

66.5%

E.B.S.7
E.B.S.7

Cat A 19 min response - The percentage of calls resulting in an
ambulance arriving at the scene of the incident within 19 minutes.
Ambulance handover delays - 30 to 60 mins (GHNHSFT)
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

75.0%

75.0%

75.0%

75.0%

75.0%

75.0%

75.0%

75.0%

75.0%

75.0%

68.3%

66.3%

65.9%

66.7%

69.0%

68.1%

69.4%

65.2%

67.4%

67.4%

Glos only

66.4%

64.8%

62.3%

65.2%

62.2%

63.8%

63.4%

68.4%

67.8%

64.7%

64.7%

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

SWASFT

93.6%

92.7%

91.8%

91.1%

90.7%

91.7%

91.5%

91.8%

90.9%

91.5%

91.5%

Glos only

91.5%

90.2%

89.8%

89.7%

89.1%

90.3%

90.4%

90.1%

91.4%

90.1%

90.1%

0

0

0

0

0

0

0

0

0

0

51

85

50

37

88

70

66

66

513

513

0

0

0

0

0

0

0

0

0

0

4

10

4

3

14

11

6

2

54

54

0

0

0

0

0

0

0

0

142

159

179

188

181

188

175

152

0

0

0

0

0

0

0

0

105

13

20

12

16

14

26

8

13

14

14

14

14

14

14

14

14

14

14

14

10.9

13.2

9.5

11.3

19.6

14.5

16.0

10.0

19.5

18.0

14.6

14.6

0

0

0

0

0

0

0

0

0

0

0

0

10

10

10

10

10

10

10

10

10

2.3

5.2

3.0

2.0

1.8

1.8

2.5

4.0

3.0

2.8

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

90.0

97.6%

96.5%

95.9%

94.8%

96.7%

88.6%

91.6%

94.7%

94.4%

5.0%

5.0%

5.0%

5.0%

5.0%

5.0%

5.0%

5.0%

5.0%

2.6%

0.4%

0.6%

0.7%

1.0%

0.7%

2.1%

1.0%

0.7%

4.3%

60.0%

60.0%

60.0%

60.0%

60.0%

60.0%

60.0%

60.0%

60.0%

79%

81.0%

82.2%

81.9%

82.1%

80.7%

82.0%

85.3%

87.5%

86.2%

5%

5%

5%

5%

5%

5%

5%

5%

5%

5.8%

5.1%

4.9%

6.0%

6.2%

5.9%

6.1%

6.8%

6.4%

6.2%

98.0%

98.0%

98.0%

98.0%

98.0%

98.0%

98.0%

98.0%

98.0%

55.8%

41.3%

34.7%

38.3%

31.4%

38.7%

35.5%

41.5%

42.3%

48.1%

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

-

00:05:45

00:10:11

00:07:11

00:09:34

06:49:00

08:42:00

06:27:00

00:11:39

00:12:34

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

-

00:16:24

00:30:09

00:06:45

01:03:06

08:14:00

08:42:00

07:21:00

01:29:48

00:13:49

90.0%

90.0%

90.0%

90.0%

90.0%

90.0%

90.0%

90.0%

90.0%

88.6%

90.8%

90.1%

90.5%

89.2%

88.6%

0

0

0

0

0

0

Target
Actual

1,038

Target
Actual

141

Target
Actual

1,201

Target
Actual

95.0%

75.0%

75.0%

75.0%

95.0%

75.0%

75.0%

71.4%

95.0%

75.0%

75.0%

SWASFT
Target

E.B.16

75.0%

75.0%

95.0%

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

1364

1364

0

0

122

122

C

C

C

Delayed Transfers of Care (DTOC)
Local

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

Local

Reimbursable Days for Acute DTOCs (Attributable to Social Services)

Local

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

GHNHSFT

14

10

14

10

14

10

10

10

2.9

2.9

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
Target
Actual
Target
Actual
Target
Actual
Target
Actual
Target
Actual
Target
Actual

95.0%

95.0%

95.0%

95.0%

95.0%

5.0%

5.0%

5.0%

5.0%

5.0%

60.0%

60.0%

60.0%

60.0%

60.0%

5%

5%

5%

5%

5%

6.0%

6.0%

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

00:10:00

00:10:00

00:10:00

00:10:00

00:10:00

90.0%

90.0%

90.0%

90.0%

90.0%

89.7%

89.7%

M

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

Percentage of admitted pathways treated within 18 Weeks
Actual

90.4%

Target
E.B.S.4
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

8

3

3

Actual

-

8

7

7

8

8

7

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

95.8%

95.6%

95.2%

95.8%

95.0%

94.2%

93.3%

92.9%

0

0

0

0

0

0

0

0

Target
Actual

95.4%

Target
E.B.S.4

Local

C

Number of completed admitted pathways greater than 52 weeks

95.0%

0

95.0%

0

95.0%

0

95.0%

0

95.0%

95.0%

94.7%

94.7%

0

0

Number of completed non-admitted pathways greater than 52 weeks

Number of specialties where non-admitted standard was not delivered

Actual

-

0

3

3

2

0

1

1

4

Actual

-

6

4

4

6

7

8

10

11

C

0

1

Gloucestershire CCG 2015/16 Integrated Performance Scorecard

E.B.3

2014-15
Outturn

Principal Delivery Targets

Target

Percentage of incomplete Pathways that have waited less than 18
Weeks

Target
Actual

92.0%

Target
E.B.S.4

Local

Apr-15

May-15

Jun-15 /
Q1

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

Year End
Forecast

92.0%

92.0%

92.0%

92.0%

92.0%

92.0%

92.0%

92.0%

92.0%

92.0%

92.0%

92.0%

92.0%

92.0%

92.1%

92.2%

92.2%

92.1%

92.3%

92.3%

92.5%

92.4%

92.3%

92.3%

0

0

0

0

0

0

0

0

0

0

171

171

0

0

0

0

Number of incomplete pathways greater than 52 weeks

Number of specialties where incomplete standard was not delivered

Actual

-

20

23

21

17

21

25

24

20

Actual

-

8

8

9

8

8

6

7

5

0

0

0

0

0

0

0

0

6

6

5

2

8

7

8

4

0

0

0

0

0

0

0

0

0

1

0

1

0

1

0

1

1.0%

1.0%

1.0%

1.0%

1.0%

1.0%

1.0%

1.0%

464

568

365

512

621

425

143

122

3220

3220

5.0%

6.3%

3.9%

5.2%

6.6%

4.5%

1.5%

1.3%

4.3%

4.3%

93%

93%

Perf.
Measured

Director

Responsible
Manager

C

Ellen Rule

Annemarie Vicary

C

Ellen Rule

Annemarie Vicary

Ellen Rule

Annemarie Vicary

Ellen Rule

Annemarie Vicary

C

Cancelled Operations
E.B.S.2

E.B.S.6

Target
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 Actual
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

-

Target
Actual

-

0

0

0

0

0

0

0

0

0

0

0

0

1.0%

1.0%

1.0%

1.0%

1.0%

1.0%

Diagnostics
E.B.4

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

Cancer Waits
Target
E.B.6

Percentage of patients seen within 2 weeks of an urgent GP or GDP
referral for suspected cancer

93%

93%

93%

93%

93%

93%

93%

93%

Actual breaches

1,290

137

81

131

180

150

87

79

107

952

952

Actual Perf

92.0%

90.3%

94.1%

90.8%

89.0%

89.7%

94.1%

94.7%

93.3%

92.0%

92.0%

93%

93%

Target
E.B.7

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

Actual breaches
Actual Perf

E.B.8

Target
Percentage of patients receiving first definitive treatment within 31 days
Actual breaches
of a cancer diagnosis
Actual Perf
Percentage of patients receiving subsequent treatment for cancer
within 31 days where that treatment is surgery

Actual breaches
Actual Perf

93%

93%

93%

93%

93%

93%

93%

4

10

25

17

17

19

10

116

116

87.8%

93.9%

97.8%

95.3%

90.5%

92.3%

92.9%

91.0%

95.5%

93.5%

93.5%

96%

96%

96%

96%

96%

96%

96%

96%

96%

96%

2

3

4

0

1

1

0

0

11

11

99.2%

99.2%

98.6%

98.5%

100.0%

99.6%

99.6%

100.0%

100.0%

99.5%

99.5%

94%

94%

Percentage of patients receiving subsequent treatment for cancer
within 31 days where that treatment is an Anti-Cancer Drug Regime

Actual breaches

94%

94%

94%

94%

94%

94%

94%

94%

3

2

3

0

0

1

1

0

10

10

96.2%

94.5%

96.0%

93.5%

100.0%

100.0%

98.0%

98.7%

100.0%

97.7%

97.7%

98%

98%

Actual Perf
Percentage of patients receiving subsequent treatment for cancer
within 31 days where that treatment is a Radiotherapy Treatment

Actual breaches

98%

98%

98%

98%

98%

98%

98%

98%

0

0

0

0

0

0

0

0

0

0

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

94%

94%

Actual Perf
Percentage of patients receiving first definitive treatment for cancer
within 62 days of an urgent GP referral for suspected cancer

Actual breaches

94%

94%

94%

94%

94%

94%

94%

94%

0

0

1

0

0

0

0

0

1

1

99.6%

100.0%

100.0%

98.9%

100.0%

100.0%

100.0%

100.0%

100.0%

99.9%

99.9%

85%

85%

Actual Perf
Percentage of patients receiving first definitive treatment for cancer
within 62 days from an NHS Cancer screening service

Actual breaches

85%

85%

85%

85%

85%

85%

85%

32

29

39

47

18

38

29

24

256

256

82.7%

73.6%

71.6%

71.7%

68.7%

85.9%

72.1%

79.3%

81.3%

75.5%

75.5%

90%

90%

Actual Perf
Percentage of patients receiving first definitive treatment for cancer
within 62 days of a consultant decision to upgrade their priority status

Actual breaches

90%

90%

90%

90%

90%

90%

90%

90%

0

1

0

1

1

2

0

2

7

7

93.2%

100.0%

93.8%

100.0%

96.7%

92.3%

93.1%

100.0%

92.3%

96.4%

96.4%

85%

85%

Actual Perf

85%

85%

90%

85%

18

Target
E.B.14

90%

85%

94%

85%

90%

85%

94%

266

Target
E.B.13

85%

94%

98%

4

Target
E.B.12

94%

98%

94%

0

Target
E.B.11

98%

94%

96%

21

98%

94%

96%

93%

25

94%

96%

93%

93%

14

96%

93%

93%

93%

Target
E.B.10

93%

93%

287

Target
E.B.9

93%

85%

90%

85%

85%

85%

85%

85%

85%

85%

85%

3

1

--

1

0

1

0

0

0

85%

3

3

93.5%

50.0%

50.0%

100.0%

83.3%

100.0%

100.0%

100.0%

90.6%

90.6%

C

C

C

C

C

C

C

C

C

Long Term conditions
Local

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

80.0%

80.0%

80.0%

80.0%

80.0%

80.0%

80.0%

80.0%

70.6%

82.6%

86.0%

70.5%

81.7%

88.0%

91.3%

95.6%

Local

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

Target

60.0%

60.0%

60.0%

60.0%

60.0%

60.0%

60.0%

60.0%

Glos

52.3%

38.1%

58.7%

38.1%

35.4%

28.1%

25.6%

36.0%

80.0%

80.0%

80.0%

80.0%

80.0%

80.0%

60.0%

60.0%

60.0%

60.0%

60.0%

60.0%

66.7%

66.7%

Target
E.A.S.1

Dementia diagnosis rate (Annual)

C

C

Helen Vaughan

Glos

Community Care Referral to Treatment (GLOUCESTERSHIRE only)
Paediatric
Local

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

Target

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

Actual

97.9%

96.0%

99.0%

90.0%

85.0%

94.0%

97.0%

97.0%

98.0%

Local

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

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

99.4%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

99.0%

98.0%

Local

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

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

97.7%

100.0%

100.0%

100.0%

100.0%

100.0%

98.0%

100.0%

100.0%

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%
94.5%

C

95.0%
99.6%

C

95.0%
99.8%

C

95.5%

95.0%
95.5%

C

95.0%
98.1%

95.0%
98.1%

C

94.5%
95.0%

95.0%

95.0%

95.0%

95.0%
99.6%

95.0%

95.0%

95.0%

95.0%

95.0%
99.8%

Helen Ford

Adult
Local

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

Target

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

95.0%

Actual

91.5%

93.0%

91.0%

99.0%

96.0%

98.0%

98.0%

95.0%

94.0%

Local

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

90.3%

95.0%
98.0%

95.0%
99.0%

95.0%
99.0%

95.0%
98.0%

95.0%
98.0%

95.0%
98.0%

95.0%
97.0%

95.0%
98.0%

95.0%
95.0%

95.0%
95.0%

95.0%
95.0%

95.0%
95.0%

95.0%

Debbie Clark
2

Gloucestershire CCG 2015/16 Integrated Performance Scorecard
2014-15
Outturn

Principal Delivery Targets

Target

Target

Apr-15

May-15

Jun-15 /
Q1

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

Year End
Forecast

Perf.
Measured

Local

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

95.0%
86.0%

95.0%
85.0%

95.0%
85.0%

95.0%
85.0%

95.0%
83.0%

95.0%
87.0%

95.0%
85.0%

95.0%

95.0%

95.0%

99.8%

95.0%
99.0%

95.0%

Actual

95.0%
86.9%

95.0%
86.9%

C

Local

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

95.0%
93.0%

95.0%
90.0%

95.0%
90.0%

95.0%
90.0%

95.0%
93.0%

95.0%
92.0%

95.0%
86.0%

95.0%
92.0%

95.0%

95.0%

95.0%

95.0%

96.9%

95.0%
92.4%

95.0%
92.4%

C

95.0%
100.0%

95.0%
100.0%

95.0%
100.0%

95.0%
100.0%

95.0%
100.0%

95.0%
100.0%

95.0%
100.0%

95.0%
78.0%

95.0%

95.0%

95.0%

95.0%

99.3%

95.0%
97.3%

95.0%
97.3%

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%

100.0%

100.0%

100.0%

96.0%

100.0%

96.0%

95.0%

96.0%

97.9%

97.9%

95.0%

95.0%

97.3%

97.3%

15.0%

15.0%

Director

Responsible
Manager
Debbie Clark

Specialist Nurses
Local

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

Target

Local

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

Target

Actual
Actual

98.0%

Target

95%

95.0%

95.0%

97.7%

98.0%

96.5%

3.75%

7.5%

4.1%

8.3%

50.0%

50.0%

43.0%

31.0%

50.0%

52.7%

89.0%

90.0%

60.0%

63.0%

99.0%

99.0%

Debbie Clark
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

95.0%

95.0%

Mark
Walkingshaw

Eddie O'Neill

Mark
Walkingshaw

Eddie O'Neill

C

Marion AndrewsEvans

Kay Haughton

C

Marion AndrewsEvans

Kay Haughton

C

Marion AndrewsEvans

Kay Haughton

C
Glos

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

E.A.S.2

E.H.1_B1

E.H.1_B2

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 recovery

15.0%

C
16.9%

Glos target

0.0%
50.0%

50.0%

50.0%

50.0%
C

Glos actual

The proportion of people that wait 6 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.
The proportion of people that wait 18 weeks or less from referral to
their 1st IAPT treatment appointment against the no. of people who
enter treatment in the reporting period.

11.25%

48.1%

-

Glos target
Glos actual

-

0.0%
57.0%

75.1%

75.1%

75.1%
0.0%

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

0

0

0

0

0

0

0

34

0

Care Services

0

0

0

0

0

0

0

0

0

2gether

0

0

0

0

0

0

0

0

0

GHT

3

0

0

0

1

0

0

0

0

Care Services

0

0

0

0

0

0

0

0

0

2gether

0

0

0

0

0

0

0

0

0

SWAST

0

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

-

-

-

-

-

-

-

-

-

-

-

-

-

-

90.0%

90.0%

90.0%

90.0%

90.0%

90.0%

90.0%

90.0%

90.0%

90.0%

90.0%

90.0%

90.0%

90.0%

94.3%

93.9%

95.5%

94.6%

94.3%

93.1%

94.0%

92.8%

96.7%

97.8%

96.5%

90.2%

90.6%

84.4%

76.1%

64.0%

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

Glos HC target

0

0

0

0

0

0

0

0

0

Glos HC actual

11

2

1

1

0

1

0

2

1

GHNHSFT target

0

0

0

0

0

0

0

0

0

GHNHSFT actual

10

2

1

0

0

1

0

2

1

Glos HC target

162

15

12

12

16

16

8

12

10

Glos HC actual

153

15

14

16

10

11

15

11

13

GHNHSFT target

52

3

3

3

4

4

2

3

2

GHNHSFT actual

37

4

4

0

4

4

2

3

4

0

0

0

0

0

0

8

8

0

0

7

7

101

157

105

105

24

37

25

25

C

Number of MRSA infections (Health Community)
0

0

0

0

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

Marion AndrewsTeresa Middleton
Evans
C

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

9

16

16

15

Number of total C Diff infections (Health Community)

C
2

4

3

4

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

Marion AndrewsTeresa Middleton
Evans
C

3

Appendix 2
NHS GLOUCESTERSHIRE CLINICAL COMMISSIONING GROUP
Current Assumed Resource Limit Position as at 31st December (Month 09)

2015/16
AS AT Month 09 2015/16

2015/16 baseline excl growth

NR

TOTAL

Limit

£000

£000

£000

£000

678,642

678,642

1,622
1,430

28,774
8,494
11,596
2,300
76,802
1,622
1,430

22
319
(35)
505
30
140
60
798

22
319
(35)
505
30
140
60
798

28,774
8,494
11,596
2,300
76,802
1,622
1,430
(7,300)
(5)
22
319
(35)
505
30
140
60
798

15,685

811,499

804,194

13
140
533
3,750

13
140
533
3,750

13
140
533
3,750

4,436

4,436

4,436

20,121

815,935

808,630

678,642

Growth
B/f surplus
BCF
ETO Funding
Co -Commissioning
GPIT

Cash

R

28,774
8,494
11,596
2,300
76,802

Risk Share Agreement
Planned Surplus

MCD Adjustment
Waiting List validation/improving operational processes
Eating Disorders and Planning in 15/16
Transfer To Specialist Commissioining
Transfer to Specialist Commissioining
BCF Support

Liaison Psychiatry - Mental health
UEC Network
CAMHs Transformation
Last month total

795,814

Adjustments in month
MoD - Out of hours
Liaison Psychiatry
Quality Premium
Capital Grant

Adjustments actioned in month

TOTAL NATIONALLY REPORTED LIMIT

795,814

Appendix 3
NHS GLOUCESTERSHIRE CLINICAL COMMISSIONING GROUP
Summary Financial Position
Overall financial position as at 31st December 2015 (Month 09)

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

261,554
10,435
4,979

252,692
18,263
5,009

(8,862)
7,828
30

346,711
14,151
6,641

346,740
12,991
6,679

29
(1,160)
38

Sub-total Acute services

276,968

275,964

(1,004)

367,503

366,410

(1,093)

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

57,033
2,481

57,155
2,525

122
44

76,044
3,371

76,076
3,598

32
227

Sub-total MH services

59,514

59,680

166

79,415

79,674

259

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

66,801
(5,025)

66,303
(5,125)

(498)
(100)

88,619
(6,314)

88,221
(6,601)

(398)
(287)

Sub-total Community services

61,776

61,178

(598)

82,305

81,620

(685)

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

17,257
3,008
7,136

16,009
1,875
6,657

(1,248)
(1,133)
(479)

22,617
4,010
9,515

20,709
2,500
8,991

(1,908)
(1,510)
(524)

Sub-total Continuing Care services

27,401

24,541

(2,860)

36,142

32,200

(3,942)

Primary Care services
Prescribing
Co-Commissioning and Enhanced services
Other

68,714
5,479
64,897

71,899
5,306
64,871

3,185
(173)
(26)

91,621
7,325
86,529

95,771
7,095
86,474

4,150
(230)
(55)

139,090

142,076

2,986

185,475

189,340

3,865

Other Programme services
Re-ablement funding
Other

18,228

1
18,120

1
(108)

24,077

24,082

5

Sub-total Other Programme services

18,228

18,121

(107)

24,077

24,082

5

582,977

581,560

(1,417)

774,917

773,326

(1,591)

12,951

13,421

470

19,651

19,923

272

595,928

594,981

(947)

794,568

793,249

(1,319)

Running Costs (incl reserves)
Quality Premium

10,148
400

9,770

(378)
(400)

13,534
533

13,086

(448)
(533)

Total - Admin Costs (excl Surplus)

10,548

9,770

(778)

14,067

13,086

(981)

(5,475)

7,300

(7,200)

815,935

Sub-total Primary Care services

Total - Commissioned services
Specific Commissioning Reserves
(Inc headroom and Contingency)
Total - Programme Costs (excl Surplus)

Surplus
Total Application of Funds

5,475

611,951

604,751

(7,300)

806,335

(9,600)

NHS GLOUCESTERSHIRE CLINICAL COMMISSIONING GROUP

Appendix 4

QIPP Programme 2015/16

Theme

Urgent Care
As at 31st December 2015 (Month
09)
Community
Prescribing
Transactional
Unidentified

Grand Total

Planned
Gross
Savings
2015/16
£'000
7,433

Forecast
£'000

Variance
£'000

Theme
RAG

Savings
RAG

Recurrent
/ Trend
RAG

4,670

(2,762)

A

A

A

2,910

3,264

354

A

A

A

1,200
4,070
1,430
0

600
3,694
1,930
0

(600)
(376)
500
0

A
A
G

A
A
G

A
A
G

17,043

14,158

(2,884)
n/a

n/a

n/a

0

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

Grand Total

17,043

2,884

2,884

17,043

0

The report provides information on all 2015/16 QIPP schemes

Appendix 5

Urgent Care Schemes
Project

Integrated Community Teams (ICT)

As at 31st December 2015 (Month 09)

Project
Older People’s Assessment Liaison (OPAL)
A total of 75 patients in total have been discharged from ED and ACU via the OPAL service in September 2015; 69 at GRH and 6 at CGH.
Recruitment is an ongoing issue but not currently a major concern; GHFT are reviewing feasibility of a single site option for OPAL which could resolve this.
Awaiting proposal for consideration by the CCG but this will need to provide assurance of continued activity delivery if agreed for implementation. The
OPAL service is currently available at both GRH and CGH. Both sites are working towards the consistent delivery of a 5-day week service and on the whole
this is being achieved, but is reliant on locum cover and backfill from the General Older Age Medicine wards.

Project

Integrated Discharge Team (IDT)

GHFT are starting a weekly review of patients on the medically stable list and Debbie Grey is working with GHFT on reducing length of stay.
An IDT action plan has been produced and is being reviewed through the project board. Recruitment is an ongoing issue.

Project
Ambulatory Emergency Care (AEC)
The AEC has an activity target to review 16.4 new patients daily (classed as an avoided admission) and currently the service is averaging 16 new patients a
day according to the Alamac Kitbag, this target will increase to 21.6 new patients per day in January 2016 so throughput will need to increase.
GHFT are going to operate a single AEC site from the 2nd November for longer hours 08.00-21.00 Monday – Friday during the winter period however this
still does not cover the originally planned 7 day service coverage. The CCG have fed back the following points for consideration; impact on trajectory, single
site demand and capacity, consideration to be taken in line with OPAL reconfiguration, incorporation of other pilots such as chest pain.

Project
Urgent Care Respiratory Pathways
The Chronic Obstructive Pulmonary Disease (COPD) pathway and guidance developed is now in circulation for comment with anticipated sign-off and
launch expected by early November 2015. Consideration being given to COPD Management Plan.
COPD are also linking in with the JUPAC (Joined Up Proactive Care) work stream to support primary care healthcare teams in the effective casemanagement of those with COPD and who are at risk of admission i.e. live alone/elderly.

Project

Mental Health Liaison

The night service within ED has commenced, with the Crisis team now providing late night cover from 10pm to 7am (for 16 years of age and above).
It is intended to pilot the lowering of the age for ED liaison down to 12 years. Plans have been received from 2gether and will be reviewed by
Commissioners.

Project

Community Hospitals (Investment in relation to Medworxx)

SystmOne rollout continues and will finish with roll out to Tewkesbury in October 2015.
However there are integration issues between Medworxx and SystmOne, which will therefore impact achievement of the £500K QIPP saving. Discussions
have taken place with GCS and they are working with the two system providers on a solution and expect to still implement Medworxx on time.

Project

Maternity Triage

The 'midwife in the hub' project went live on the 2nd September 2015. Initial activity data is expected by the end of October. Good feedback has been
received from clinicians in GHT and it is reported that women are now being effectively triaged, with triage seeing a decline in activity.
Discussions are taking place regarding the evaluation of this pilot and KPIs are being developed.

Project

Signposting

GCCG alongside other CCGs are working with South West Ambulance Foundation Trust and 111 to identify ways in which a clinical hub can be established
which will impact on dispositions to Emergency Department and 999. Work to date includes 111 incorporating floor walkers into the service. This has had
positive impact on 999 dispositions which have seen a significant reduction and delivery of Key Performance Indicators. However this has had a knock on
effect with some cases that would have had a 999 disposition are now going to ED. The ED impact is now being reviewed.

Project

Single Point of Clinical Access (SPCA)

The SPCA Service specification has now been agreed. GCS have also produced costings for the service which have identified a funding gap of £290K
recurrently. A contract variation is being carried out to cover this and the new service specification. Requirements for a Business Continuity plan are being
discussed

Project

Falls and Bone Health

Business Case approved by QIPP Assurance Group and Core Group for additional resource to capacity build within the community and develop proactive
prevention working closely with ICTs and the Fire Service. A longer-term strategy is being developed and implemented to shift the focus of care to earlier
in the pathway. Discussed at Falls Working Group and presented to CCG Senior Managers.
MOU with Fire Service in draft, to be finalised and agreed ahead of launch of Gloucestershire Fire and Rescue Service 'Winter Social Isolation' pilot in
county.

Planned Care Schemes

Project
Direct Access Diagnostics
Following agreement to re-procure the current service for a further three years, a new service specification has been produced and revised QIPP milestones
for delivery shared with GHT. GHT are generally in agreement and have proposed a few minor revisions and points for clarification. Signoff from GHT is
expected shortly, and work to review pathway actions to start next month.

Project

Care UK ISTC Utilisation

A general downward trend in GP referrals during this financial year, despite communication and promotion of Care UK’s services, indicates that utilisation
during the final month of the contract is likely to be much lower than expected. Waiting list transfers from GHFT to Care UK have been minimal with very
little positive impact made towards increasing contract utilisation.

Project
Diabetes Enhanced Service
• Reminder has been sent to all GPs around diabetes OP referral criteria and support offered by the Community Diabetes Team. All forms and relevant
guidance uploaded on and with links to G-Care (Sept. 17th edition of WNTW)
• Reduction in 1st OP referrals - feedback from the lead consultant is that the increase in referrals does not match the current levels of activity seen in
clinic; therefore some additional analysis of GP referrals is recommended in order to inform the underlying picture.
• Capacity of Community Diabetes Team has been reduced due to staff shortages, which may be the cause of a spike in referrals to secondary care during
May -July
• Further reiteration of eligibility criteria at key locality meetings and forthcoming Diabetes Interest Group meeting (18th November)
• Launch of the Diabetes and Frailty Guideline (18th November DIG meeting)
• Identification of training needs, particularly in those practices where referrals are high
• Recent launch of new structured Diabetes Education Programme which confers increased self-management skills to patients (early evidence of increased
uptake and compliance)

Project

Respiratory Pathways

Outpatients – first and follow ups
• Awaiting primary care guidelines/top-tips for the management of intractable/persistent cough
• Service specification being developed for management of Pulmonary Nodules (reduced follow-ups)
• The self-management plan pilot for Bronchiectasis is well underway and positive feedback has been received from staff and patients alike. Business case
from GCS for additional physiotherapy resource still awaited; this will provide capacity for the repatriation of some bronchiectasis activity as well as
increasing the capacity of the Pulmonary Rehabilitation service.

Project
Follow Ups
Meeting to discuss progress with this scheme was cancelled by GHFT due to unforeseen circumstances and is currently being rearranged. Additional
information requested by the CCG in relation to the anticipated impact of the limited actions the GHFT planned to take has not yet been supplied however,
activity data suggests that follow ups are higher than 2014/15 at month 5 so the actions do not appear to be having the desired effect. Dermatology has
been excluded from the scheme as it will be picked up as part of the separate dermatology project. Therefore the only specialities currently included are
Paediatrics and Neurology.

Project

Individual Funding Reviews (IFR)

The remaining policies are currently under review by the Effective Clinical Commissioning Policies Group, and most are likely to remain unchanged. The
monthly Prior Approval and INNF challenge process has continued.

Project
Irritable Bowel Syndrome (IBS)
The service specification has been agreed and a contract variation order is being issued.
The team are then starting the recruitment process with an aim to commencing the service January 2016.

Project

Cancer (Living with and Beyond)

Macmillan Next Steps financial agreement has now been signed off and recruitment of the team will commence next week. Secondment paperwork for the
2 service leads has been sent over to GCS for sign off. Still showing as Amber due to slippage of original service commencement milestone date.
The Recovery Package, including Risk Stratified Pathways (RSPs), Treatment Summaries and Holistic Needs Assessments were discussed at the recent
Gloucestershire Cancer Summit. Following these discussions, a phased approach to introducing the RSPs has been proposed at the Survivorship Steering
Group and meetings are being set up with each tumour site lead to discuss and agree which one will be commence first.

Project
Dermatology
Tele dermatology solutions continue to be investigated – a meeting with Oxford was held to discuss their services & tele dermatology, and the pilot was
discussed at a Locality Executive meeting.
Plans for a review of the Audit of skills & equipment for dermatology GPs in Gloucester is in progress.

Community Schemes
Project

Community Hospital Programmes

The original estimated savings of £500K will not be achieved and are to be re-estimated. Of the work undertaken by the Transforming Community Hospitals
Groups 2 areas have relevance to the QIPP savings programme and these are below.
1. Ambulatory Care - The Ambulatory Care Planning Group will meet monthly until the end of the calendar year with a brief to identify patient cohorts
whose planned treatment could be delivered locally (Cirencester is the pilot scheme). A report on findings will be considered by GCCG/GCS in Jan 16.
b. From 27th August former patients of the Ellie Lindsay leg club now receive their treatment in the ACU at Cirencester - (Target deadline achieved)
2. Bed Utilisation and Rehabilitation - The exercise to identify the types of rehabilitation that will take place in community hospitals is underway.

Project
Rehabilitation Pathways
Meeting to be arranged with Attain who wrote the business case and the job description to be written for a lead therapist.
been escalated.

Project

Concern over resource has

Continuing Health Care (CHC)

This work is ongoing. Meeting has taken place with Care Track and there are proposed workshops for GCC purchasing staff to understand the rate card
function. Following this GCC staff will set up rate cards for all new packages of care and the CHC team will do the retrospective packages of care. The
workshops are possibly going ahead in December 2015, awaiting confirmation from Care Track.
Delays in recruitment employment checks mean expected end date is now 31/03/2016.

Project

Leg Ulcers

Interim service lead and all band 6 Tissue Viability Nurses recruited.
Project on target to 'go live' in Cheltenham and South Cotswolds localities 30th November 2015 and in Stroud and Berkley Vale locality in March 2016. A
meeting to agree referral pathways with GHFT is scheduled to take place shortly. The Stroud and Berkley Vale go-live in March is dependent on remedial
building work being completed on time.

Prescribing Schemes

Project

Primary Care Prescribing

All practices are undertaking Prescribing Improvement Plan with the assistance of their prescribing support pharmacists. Concern around performance
measurement as always working 3 months behind due to scheduling of ePACT data.
Project

Centralised Continence Supplies

The tender process is on hold as whole continence service is now under pathway review. Only then can tendering process can begin therefore this will add
further delay to the start of the scheme. Therefore suggest chance of this being completed within this financial year are non-existent.

Project
Care Home Pharmacist medication reviews
Recruitment process for full service is commencing and anticipated recruitment is likely Dec15/Jan16.
Care Home Pharmacists now attending higher priority care homes and delivering medicines optimisation services with close liaison with the attending GPs.
Pilot 3 is continuing and findings have provided input to the business case for the next phase.
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NHS GLOUCESTERSHIRE CLINICAL COMMISSIONING GROUP
Cash Performance Indicators
As at 31st December 2015 (Month 09)

Actual/Forecast Charges in Month

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

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

Drawn
£000
70,000
50,000
51,000
60,000
46,000
49,000
55,000
53,000
45,500
56,000
56,000
56,281

Prescribing
£000
6,364
7,149
6,887
6,756
7,147
7,392
6,652
7,317
7,250
7,250
7,250
7,250

Advance
CHC inc Risk
Drugs
co
pool
Capital
TOTAL
Home Oxygen Payments Commissioning contribution Allocation MONTH
£000
£000
£000
82
80
6,244
82,770
89
(107)
9,169
66,300
91
93
6,385
1,154
65,610
87
(36)
6,232
73,039
91
19
6,122
59,379
90
(272)
6,075
62,285
89
278
5,657
67,676
92
(15)
5,606
66,000
89
10
5,606
58,455
89
5,606
68,945
89
5,606
68,945
89
5,606
69,226

TOTAL
YTD

CASH
LIMIT
1/12ths

£000
82,770
149,070
214,680
287,719
347,098
409,383
477,059
543,059
601,514
670,459
739,404
808,630

£000
67,386
134,772
202,158
269,543
336,929
404,315
471,701
539,087
606,473
673,858
741,244
808,630

CASH AT
MONTH
END

% CASH LIMIT
DRAWDOWN

£000
1,460
2,429
1,133
3,735
802
6,747
211
5,561
5,172

%
10.24%
18.43%
26.55%
35.58%
42.92%
50.63%
59.00%
67.16%
74.39%
82.91%
91.44%
100.00%

Bal/Cash
Limit
%
0.18%
0.30%
0.14%
0.46%
0.10%
0.83%
0.03%
0.69%
0.64%
0.00%
0.00%
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 December £602m had been drawn down (74.39%) of the anticipated cash limit against 75% on a straight line basis for December.

March

February

January

December

November

October

September

August

July

June

May

April

0

Appendix 7
NHS GLOUCESTERSHIRE CLINICAL COMMISSIONING GROUP
Performance against better payment practice code
As at 31st December 2015 (Month 09)
In Month
NHS
Non NHS

Year to Date
NHS
Non NHS

By volume
Total number of invoices
Number paid within target
Performance

238
234
98.32%

972
940
96.71%

2,538
2,501
98.54%

6,021
5,848
97.13%

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

43.40
43.38
99.95%

4.31
4.20
97.45%

357.70
356.43
99.64%

35.24
34.28
97.28%

The target performance level is 95%

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

75%
70%
Apr

May

Jun

Jul

Aug
NHS

Sep
Non-NHS

Oct

Nov

Dec

Jan

Feb

Mar

Jan

Feb

Mar

Target Performance

%age Performance by volume
100%

95%
90%
85%
80%
75%

70%
Apr

May

Jun

Jul

Aug
NHS

Sep
Non NHS

Oct

Nov

Target Performance

Dec
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NHS GLOUCESTERSHIRE CLINICAL COMMISSIONING GROUP
Statement of Financial Position
As at 31st December 2015 (Month 09)

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

151
0
0
0
151

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
14,455
5,172
19,627

0
6,000
1
6,001

Total assets

6,442

19,778

6,144

(40,361)
(863)

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

Current liabilities
Payables
Provisions
Borrowings
Total current liabilities

(41,224)

(61,511)
(837)
0
(62,348)

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

(34,782)

(42,570)

(33,856)

0
0
0
0
0

0
0
0
0
0

(34,782)

(42,570)

(33,856)

(34,782)

(42,570)

(33,856)

(34,782)

(42,570)

(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:
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Developing our approach to tackle obesity
in Gloucestershire
This paper provides an update on the joint
work to tackle obesity in the county. Obesity is
a key health issue which is difficult to address
due to its complexity.
A number of weight management services are
already being commissioned, but there are
gaps and barriers that need to be addressed.
This paper provides an update on progress to
date in developing our strategic approach to
tackle obesity across Gloucestershire
A stakeholder workshop was held in December
2015 which was attended by over 60
representatives from key organisations across
the county. The workshop resulted in the
following five priority outcomes:
1. Local people are encouraged and
enabled to eat well, and maintain an
active lifestyle and healthy weight.
2. Effective weight management support is
in place for those at greatest risk
3. People live; work and play in places that
make it easier to eat well and be
physically active.
4. More people in Gloucestershire are
physically active.
5. A joined up 'system wide' approach to the
healthy weight agenda is delivered
through effective leadership, intelligence,
communications
and
workforce

development.
The CCG will be a key partner on the work
streams which will be established by April 2016
as part of the Health & Wellbeing Board’s
strategy.
Key Issues
Risk Issues:
Original Risk
Residual Risk
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None identified
None identified

Legal Issues (including
NHS Constitution)

None.

Impact on Health
Inequalities

A new healthy weight delivery plan will put an
emphasis on areas / groups with high obesity
prevalence by adopting a proportionate
universalism approach.

Impact on Equality and
Diversity
Impact on Sustainable
Development
Patient and Public
Involvement

No
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Paper for information only
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Designation

Matt Pearce
Senior Commissioning Manager, Self-care and
Prevention
Ellen Rule, Director for Transformation and
Service Redesign

Sponsoring Director
(if not author)

None

No
Patients and lay representative will be involved
throughout the development of the plan and in
the design and review of services.
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Agenda Item 13
GCCG Governing Body
Tackling Obesity in Gloucestershire - Update
1

Aim

1.1

This paper provides an update on the progress to date for a
developing a whole system approach to tackling obesity in
Gloucestershire

2

Background

2.1

What is the issue?

2.1.1

Obesity is a global public health problem, and the UK is no
exception. While there is overwhelming evidence of the costs of
obesity to individuals, families and wider society, and despite over
a decade of local intervention to encourage healthy lifestyles,
obesity levels have continued to rise, particularly amongst our
most disadvantaged communities. To date, no country has
reversed the rising rates of obesity at a population level.

2.1.2

Data from the National Child Measurement Programme (NCMP) in
Gloucestershire show that twice as many children are overweight
and obese in year 6 compared to reception. Over the past 8
school years (2006/7 – 2014/15), excess weight levels for
Gloucestershire reception children (4-5 years old) have fluctuated
slightly, but have generally remained just under 25%. This is
marginally above the national average. For the same time period,
Gloucestershire year 6 children (10-11 years old) excess weight
levels have risen slowly from 30% to around 32%. This has been
consistently below the England average for this age group.

2.1.3

Modelled data for adults (based on Active People Survey 2012 2014) indicate that 65% of adults in Gloucestershire are
overweight or obese (BMI ≥ 25) and 23.5% are obese (BMI ≥ 30) both values are in line with the national average. Using the Office
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for National Statistics (ONS) mid-2014 population estimates this
would be equivalent to 143,663 obese adults in Gloucestershire.
2.1.4

It is important to note significant local district variance, which
shows that obesity prevalence is highest in Gloucester City
(28.8%), Tewkesbury (26.2%) and the Forest of Dean (25.6%),
and lowest in Stroud (18.8%) followed by the Cotswolds (19.9%)
and Cheltenham (21.8%). Levels of deprivation in local areas are
likely to contribute to these differences.

2.2

Why is it important?

2.2.1

The effects of obesity on children’s current and future health, and
on adult’s health, are severe. Obesity reduces life expectancy by
an average of 9 years and is responsible for 9000 premature
deaths a year in England. In addition, people who are obese
experience stigmatisation and bullying that can lead to depression
and low self-esteem (Foresight, 2007).
In the UK, the top four modifiable lifestyle causes of chronic
disease and preventable mortality are: smoking, physical
inactivity, alcohol consumption and poor diet (Murray, 2013). It is
estimated that up to 80% of heart disease, stroke and type two
diabetes, and a third of cancers, could be prevented if these
lifestyle factors were addressed (Scarborough et al, 2011). While
the main causes of obesity are poor diet and sedentary lifestyles,
obesity is a complex issue influenced by over 100 “wider
determinants” (Foresight, 2007).

2.2.2

Obesity is also a health inequalities issue, affecting many of our
most vulnerable individuals and communities: it is related to social
disadvantage, especially in children with marked trends by area of
residence. It is also linked to ethnicity and is most prevalent
among Black Caribbean, Black African and Irish men, and Black
African, Black Caribbean and Pakistani women (The Health and
Social Care Information Centre, 2008). Furthermore, people from
black, Asian and other minority ethnic groups carry greater health
risks than Caucasian groups if they are obese. Groups that are at
increased risk of becoming obese include people with mental
health problems (National Obesity Observatory, 2011) and those
with physical or learning disabilities (Public Health England, 2013).

2.2.3

In addition to the health costs to individuals and their families,
obesity is associated with vast costs to our local and national
Page 4 of 9

finances. NICE estimated the annual cost of obesity to our NHS
alone as being £5.1 billion per annum in 2010. This translates to a
cost of £149.1 million per annum for the NHS in Gloucestershire
(NICE, 2007).
2.3

Local services

2.3.1

A number of weight management services are currently
commissioned at different tiers within Gloucestershire. Tier 1
covers universal services (signposting to self-help resources and
community based services such as Health Trainers and Walking
Groups); Tier 2 covers lifestyle interventions; Tier 3 covers
specialist weight management services; and Tier 4 covers bariatric
surgery.

2.4

Tier 2 – Slimming World

2.4.1

The jointly commissioned (Public Health at County Council and
CCG) and Public Health–funded Slimming World weight
management service is the largest provider of weight
management support outside Primary Care in Gloucestershire
(available to adults who have a BMI of ≥30 or ≥28 with comorbidity issues).

2.4.2

Cumulative Slimming World figures from start of service
(September 2013) to July 2015 showed a total number of 9979
referrals. 61% of people completed the programme and 53% of
people achieved 5% weight loss (exceeding Department of Health
best practice recommendations). Total weight loss in kilograms
was 45,739 kg.

2.4.3

In 2014-15 87.5% of those who attended Slimming World were
female. Mean age was 50 years and mean BMI 37.4. Referral
rates were highest in Gloucester (20.1 per 1,000 population) and
lowest in the rural areas of Cotswold (8.8 per 1,000 population)
and Tewkesbury (3.8 per 1,000 population).

2.5

Tier 3 - Specialist Weight Management Service (SWMS)

2.5.1

The SWMS is commissioned by the CCG and based at
Gloucestershire Royal Hospital. The service provides a
multidisciplinary weight management intervention to patients with
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a BMI>40 with any co-morbidity that could be improved through
weight loss or anyone with a BMI >50.
2.5.2

The service includes psychologists, dietitians and a specialist
bariatric nurse to support people with their weight management
needs. This may or may not include the pathway to and from
bariatric surgery, (depending on suitability).

2.5.3

In 2014/15, 505 referrals were accepted by the service, out of
which 342 patients opted into treatment. Referral rates were
highest in Gloucester locality (1.05 per 1000population) and
lowest in South Cotswolds locality (0.56 per 1000 population)
At 12 months, 84% of patients had lost weight with 55% achieving
≥5% weight loss; 23% achieved ≥10%. Significant improvements
were also shown in mood, perceptions of physical health, quality
of life, self-efficacy and confidence to keep going with weight loss.
Patient satisfaction with the service is also high.

2.6

Tier 4 - Surgery

2.6.1

Severe and complex obesity services (bariatric surgery) are
defined as specialised services and currently commissioned by
NHS England. Commissioning Intentions for 2016/2017 have
indicated that these services will be devolved to CCGs during
2016/2017, although no firm date has been established. Detailed
data around numbers of patients in Gloucestershire receiving
weight loss surgery and the cost of these procedures currently sits
with NHS England (although it is expected to be shared with
CCGs shortly). Gloucestershire CCG has identified a
commissioner to oversee this transfer.

2.6.2

In 2014-15 38 patients were referred from Tier 3 to Tier 4 for
surgery and 49 were discharged back from Tier 4 to Tier 3 for a
further 12 month follow-up.

3.

Progress to date on developing our strategic approach

3.1

Gloucestershire’s Joint Health and Wellbeing Strategy, ‘Fit for the
Future’ sets out the County’s long term aims and ambitions for a
healthier Gloucestershire and reducing obesity has been identified
as one of five key priorities.
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3.2

The CCG has also identified obesity as a key priority. In August
2015 a Project Manager was appointed as a dedicated resource to
take forward the obesity agenda, working closely with
Gloucestershire County Council.

3.3

Initial steps have involved developing an obesity health needs
assessment (in progress), which outlines the epidemiological data
on child and adult obesity prevalence, which will include:
 an overview of evidence of what works in tackling obesity
 details on current service provision, gaps & costs
 a section on feedback received from service users and the
public

3.4

In parallel to this, a countywide workshop was organised on the
16th December in order to start the development of a 3-year
delivery plan (2016-2019). Approximately 60 representatives from
key stakeholder organisations attended the workshop (please see
the attendance list - Appendix 1).

3.5

The workshop was chaired by Mary Hutton, Accountable Officer
CCG, who is the lead sponsor for this work on behalf of the Health
and Wellbeing Board (HWB). Attendees included GPs, Specialist
Consultants and nurses covering adults as well as children, other
clinicians and practitioners such as specialist dietitians, as well as
commissioners,
planners,
community
engagement
and
development officers.

3.6

Following a short presentation on health needs and evidence of
what works in tackling obesity, participants shared their knowledge
and discussed what is working well in Gloucestershire, any gaps
in service provision and any barriers, as well as what the priorities
should be going forward.

3.7

Key feedback included the need to review and create a more
collaborative, seamless obesity care pathway for adults across
tiers 1 – 4 and the need for an overall obesity strategy in the
county including clear outcomes. The current lack of child obesity
care pathway and lack of child weight management services at
tiers 2 and 3 were also put forward as key areas for development.

3.8

Furthermore, representatives felt that establishing a healthy
workplace environment was crucial to people’s wellbeing and that
the NHS and local authorities should take the lead by signing up to
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a workplace wellbeing charter.
3.9

Physical activity and the built environment were also strong
themes on the day, with many reporting that more could be done
to work with local planners, developers and housing providers.
Further training for clinicians in how to raise the issue of obesity as
well as access to a county wide directory of services were also put
forward as key actions. A detailed event report can be found in
Appendix 2.

3.10

As a result of the workshop a number of draft priorities were
identified:
 Priority Outcome 1: Local people are encouraged and
enabled to eat well, and maintain an active lifestyle and
healthy weight.
 Priority Outcome 2: Effective weight management support
is in place for those at greatest risk from their weight.
 Priority Outcome 3: People live, work and play in places
that make it easier to eat well and be physically active.
 Priority Outcome 4: More people in Gloucestershire are
physically active.
 Priority Outcome 5: A joined up 'system wide' approach to
the healthy weight agenda is delivered through effective
leadership, intelligence, communications and workforce
development

4

Next Steps

4.1

By April 2016 a number of subgroups will be established to
develop action plans for each of the priority outcomes. This will be
done in consultation with the workshop partners regarding future
plans that they are keen to sign up to. Partners have already
committed themselves to a number of work streams, with Active
Gloucestershire offering to take the lead on Priority Outcome 4.

4.2

Gloucestershire has also recently been chosen as one of four
Public Health England pilot areas working closely with Leeds
Beckett University. As part of this we will lead a major programme
in Gloucestershire that aims to make greater in-roads into tackling
obesity by taking a more ‘whole systems’ approach, based on
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national and international evidence, learning and practice. The
programme will commence in February 2016.
4.3

Not only is it important that our future plans align with the Leeds
Beckett pilot, but also the forthcoming childhood obesity strategy
due to be published by the Department of Health at the end of
January 2016.

4.4

The role of the Clinical Commissioning Group:

4.4.1

The CCG will be leading and supporting a number of the key
priority outcomes, including reviewing the adult obesity pathway.
In addition, the CCG will:
 Work alongside key clinical programme groups, such as
Diabetes, CVD, Cancer and MSK, to ensure we meet the
needs and priorities which they have identified in relation to
obesity.
 Consider the best way to engage our Localities, many of
whom have identified obesity, physical activity and healthy
lifestyles as priorities in their Locality plans.
 Work closely with Active Gloucestershire to develop a social
investment model to increase levels of physical activity in
Gloucestershire
 Aligning future plans with the forthcoming NHS England
National Diabetes Prevention programme

5

Recommendation(s)

5.1

For the Governing Body to note progress to date and future plans
on the joint work to tackle obesity in Gloucestershire.
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Appendix 1 – List of attendees Healthy Weight Workshop 16th December 2015
Name

Title

Organisation

Adele Jones
Adrian Goode
Andrea Choules
Auriol Barker
Barbara Piranty
Bridget Davies
Catherine Boyce
Christine Haesler
Deborah Potts
Dhushy Mahendran
Di Billingham
Elaine Watson
Gail Bohin
Gareth Hooper

Senior Commissioning Manager
Community Development Officer
Locality Lead
Oral Health Promotion Specialist
Chief Executive
Outcome Manager (Obesity CYP)
Clinical Strategy Manager
GP, Hucclecote
CEO
Consultant Obstetrician
Outcome Manager, Commissioning
Head of Health Improvement
Clinical Psychologist
Senior Engagement and Partnerships
Officer
Shared Healthy Communities Manager
Healthy Individuals Project Manager
Matron for Recovery and Learning
Disability
Paediatric Dietitian, Glos NHS Foundation
Trust
Social Prescribing Officer
Community Diabetes Dietitian
Site Lead for all Dietetics at GRH
Sport & Health Development Manager
Health Visiting Lead
General Manager CYPS
GP, Tewkesbury
Head of Profession for Physiotherapy and
Health and Exercise Practitioners
Public Health Specialist Registrar
GHLL
Tewkesbury Locality Manager
School nursing lead
Accountable Officer & Card Sponsor
Senior Commissioning Manager
Sports Development Officer
Forest Locality Manager
Lead Commissioner, Commissioning
GP, Gloucester City
GP, Fairford
Gloucestershire LPC Member
Strategy and Engagement Manager

CCG
Tewkesbury BC
GCS
GHNHSFT
Healthwatch Gloucestershire
GCC Public Health
GHNHSFT
CCG
Active Gloucestershire
GCS
GCC Public Health
GCS
GHNHSFT
Glos City Council

Heather McCulloch
Heike Fanelsa
Helen Elliott
Henry Tellwright
Ian Preston
Ian Thomas
Jade Dobson
Jane Bullows
Jane Hayhurst
Janet Mills
Jeremy Welch
Karen Dawe
Katie Long
Kelly Green
Kirsty Young
Lorna Griffiths
Mary Hutton
Matt Pearce
Neil Meynell
Penny Waters
Philip Williams
Rachael Bunnett
Ranulf Crooke
Rebecca Myers
Richard Gibson

Cotswold DC
CCG
2gether Trust
GHNHSFT
Glos City Council
GCS
GHNHSFT
Stroud DC
GHNHSFT
GHNHSFT
CCG
2gether Trust
GCC
GCC
GCC
GHNHSFT
CCG
CCG
Tewkesbury BC
CCG
GCC
CCG
CCG
Gloucestershire LPC
Cheltenham Borough Council

Rowena Tassell
Rowland Clark
Sally Pearson
Sally Waldron

Health and Wellbeing Practitioner
Head of Health and Inclusion
Director of Clinical Strategy
Fire Prevention Lead

Cheltenham Trust, GCS
Active Gloucestershire
GHNHSFT
Gloucestershire Fire and
Rescue Service
Forest of Dean District Council
GCS
Cotswold District Council
CCG
GHNHSFT
GHNHSFT

Samm Jarman
Sarah Birmingham
Sarah Clifton-Gould
Sarah Corston
Sarah Scammell
Simon Dwerryhouse

Planning Policy Officer
Deputy General Manager CYPS
Healthy Community Officer
GP, Berkeley Vale
Diabetes Specialist Nurse
Consultant Upper GI and Bariatric
Surgeon, Speciality Director for Surgery

Simon Shorrick
Sue Weaver
Tanya Richardson
Tess Tremlett
Tracy Marshall
Vellor
AbithaKujambal

Strategic Health Facilitator
Lead Commissioner, Commissioning
Community Child Health
Community Engagement Manager
Outcome Manager
Doctor - Consultant Paediatrician Glos
NHS Hospital

2gether Trust
GCC Public Health
GHNHSFT
Forest of Dean District Council
GCC Public Health
CCG

Wendy Rycroft
Zaheera Nanabawa

Outcome Manager, Commissioning
Glos and South Cotswold Locality
Manager

GCC
CCG

Appendix 2 – Stakeholder event report

Healthy Weight Workshop ‐ Stakeholder Event Report
Wednesday 16/12/15, 9:00am–12:30pm, Gambier Parry Hall, Highnam

Tackling obesity in the county is one of the key priority areas for the Gloucestershire Health and
Wellbeing Board (HWB). In order to start the discussions around and development of a
Gloucestershire Healthy Weight Strategy and 3-year Delivery Plan (April 2016 – March 2019),
over 60 representatives from key stakeholder organisations came together on 16 December
2015.
The workshop was chaired by Mary Hutton, Accountable Officer CCG, who is the lead sponsor
for this work on behalf of the HWB. Attendees included GPs, Specialist Consultants and nurses
covering adults as well as children, other clinicians and practitioners such as specialist
dietitians, as well as commissioners, planners, community engagement and development
officers representing amongst others the following organisations and services:













Gloucestershire VCS Alliance
Active Gloucestershire
Healthwatch Gloucestershire
The six district councils (CBC, CDC, TBC, GCC, FODDC, SDC) in Gloucestershire and
Gloucestershire County Council (GCC)
Gloucestershire Clinical Commissioning Group (CCG)
Gloucestershire Care Services Foundation Trust (GCS)
2gether Trust
Gloucestershire Healthy Living and Learning (GHLL)
Gloucestershire Hospitals NHS Foundation Trust (GHNHSFT)
Community Pharmacies
Gloucestershire Fire & Rescue Service
Children Centres

Following a short presentation on health needs and evidence of what works in tackling obesity,
participants shared their knowledge and discussed the following in group and plenary sessions:




What’s working well in Gloucestershire?
What is not working well and what are the barriers?
What are the priorities & what do we need to do?

Below is a brief summary of some of the key issues discussed. Detailed notes of discussions
which took place on the day are also available.
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1. What’s working well in Gloucestershire?
Attendees put forward a variety of services and activities that currently work well in helping
people to achieve and maintain a healthy weight. Participants viewed existing weight
management provision for adults as working well including the tier 2 weight management
service (Slimming World) and the tier 3 specialist weight management service. This was
reflected by good uptake rates and weight loss outcomes. Many areas reported that social
prescribing had helped support individuals through tackling the wider determinants of health.
Stakeholders reported a wide range of activities and services that focused on increasing
people’s physical activity levels such as exercise on prescription, health walks, park runs and
other initiatives which district councils either supported or delivered themselves. Infrastructure
projects encouraging active travel and play were also highlighted as positive.
A range of services supporting the early years and children were discussed such as HENRY
(Healthy Exercise and Nutrition for the Really Young) and integrated working by Health Visitors,
Midwifery service and Children’s Centres has been effective in supporting breastfeeding, infant
feeding, weaning and healthy eating in young families.
People also felt that there was good work being undertaken within schools around promoting
healthy eating and lifestyle choices. Including “Wake and Shake”, free school meals and the
sport premium. This was complemented by robust and rich data collection tools such as the
national child measurement programme and the online pupil survey.
Other activities and programmes that were working well included:








Self-management courses such as Diabetes and You targeting patients with diabetes
Eating well training programme for people with LD
Healthy living Pharmacy scheme
Secondary schools have “food pods” for healthy options and no vending machines.
Children’s’ get active project in Cirencester
Oral health nutritional award scheme – SMILE
New (wearable) health technology such as apps and games, “fitbits”

2. What is not working well and what are the barriers?
Although it was agreed that there was some good work being undertaken across the county, it
was also recognised that there was room for improvement and that many gaps existed.
2.1 Targeted Services
For example, while existing weight management provision for adults worked well within the
individual tiers, a number of people fed back that they thought there was an opportunity to
review and create a more collaborative, seamless obesity care pathway from tiers 1-4. It was
also acknowledged that future provision needed to ensure better uptake by men (who are
underrepresented at Tier 2) and a more targeted offer for specific groups such as adults with
learning disabilities.
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Similarly it was fed back that there are currently long waits for tier 2 dietetic services in GRH for
those who are not eligible for tier 3 and that the model and referral routes in an out needed to
be revised to include a family approach and align with the overall obesity pathway.
The group also discussed needing to get better at capturing long term outcomes from services
such as Slimming World and the tier 3 specialist weight management service.
2.2 Children
One of the key issues emerging from the workshop was the current lack of child obesity care
pathway and lack of weight management services at the tier 2 and tier 3 levels for children and
young people. It was felt that more focus was also needed on maternity and prevention of
obesity during and before pregnancy.
Although HENRY was viewed in a positive light overall some participants reported that it was
not working well in all areas and it would requires more resources, for example in terms of
funding for training to be delivered at scale..
It was also fed back that some children and families are reluctant to engage with family based
intervention programmes unless there is physical pain or an issue such as bullying. Stigma may
be a barrier. A recent pilot project within Hester’s Way struggled to recruit families into the
programme. This was identified as a national issue with new ways of thinking needed to
engage this cohort. In a similar vein some attendees expressed the view that the feedback
letters issued via the national child measurement programme (NCMP) are having a limited or
sometimes even negative impact - it was suggested that people need to want to change
behaviour and that efforts should focus on enabling that.
A lot of discussion focussed on the school setting. It was reported that there are a lack of
physical activity opportunities for children at school (some primary schools only offer 0.5
hour/week of PE lessons) and that physical activity at schools is not accessible to all, as some
children and young people with learning of physical disabilities have limited access.
Some attendees expressed concern that academy schools are not required to adhere to
statutory requirements regarding healthy eating and physical activity and that this could lead to
a lack of healthy options in terms of school meals or an engaging physical activity offer –
teenage girls especially were thought to be opting out of sports/PA.
2.3 Workplace and other settings
There was a clear feeling on the day that the NHS and public sector staff should set a good
example and role model healthy behaviours, but that this did not currently happen enough.
The lack of healthy food options in the workplace were discussed, including vending machines.
One particular example raised was unhealthy food in hospitals (patients, staff and visitors).
The built environment and the workplace infrastructure was also felt to be both a barrier and an
opportunity to promote a health weight i.e. bike storage facilities, active travel, showers etc.
Participants also felt that commissioners should stipulate certain requirements regarding a
healthy workplace when re-letting contracts.
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A number of participants raised workforce development as an issue that should be looked at
jointly. This should focus on




clinician skills in raising the issue of obesity and facilitating behaviour change
(motivational interviewing)
links with mental health
reducing stigma and shame and discrimination.

2.4 The built environment, communities building and planning
Many felt that changing people’s behaviour was difficult due to the obesogenic environment
which encouraged communities to be inactive or eat unhealthily. It was suggested that we need
to do more to advocate the importance of healthy living within new and existing planning
developments through health impact assessments.
It was recognised that public services need to listen to communities more and understand what
people want. This included engagement, co-planning and co-producing work with communities.
It was also suggested that more efforts were needed to stop medicalising obesity and focus on
building an understanding that obesity is a complex issue and not just down to personal
responsibility. This would need to include educating communities about the causes of obesity
and the support which is available for people to access.
2.5 Working together
Participants felt there was a need for more direction and a common strategy to tackle obesity
(including well defined outcomes and clarity as to who is responsible / accountable), which
might also require a coordinating function.
Some people expressed concern about work still going on in silos and it was acknowledged
that organisations should not commission any services in isolation, as no one organisation will
be able to do this work independently of the others. In order to achieve success it was felt
public sector leaders needed to be less risk adverse and willing to try something different,
despite budget pressures and the need for savings.
There was some concern regarding the lack of full impact assessment when commissioning
services across and between county and districts
Many attendees reported they thought that some front line practitioners and health
professionals (including GPs) still lacked awareness of local projects and schemes (i.e. healthy
eating, exercise on referral, weight management) which they could refer people to.

3. What are the priorities and what do we need to do?
This task asked stakeholders to identify what the priorities should be for the county and any
medium and long term actions needed to achieve them. Key points are summarised below.
3.1 Targeted Services
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There was broad agreement that the adult obesity care pathway needed to be reviewed across
all four tiers, including a focus on long term follow-up, specific service user groups and exit
routes from services. This needed to be done within the wider context of services and activities
in the community. There also had to be a focus on prevention of obesity, as well as treatment.
Patient participation groups should be involved to enable services to be co-produced and fit for
purpose. There were opportunities to further align weight management services with
responsibility for specialist commissioning (i.e. bariatric surgery) moving from NHS England to
the CCG in 2016/17. It is also important to understand how the NHS England’s National
Diabetes Prevention Programme forms part of clinical care pathways.
3.2 Children
Stakeholders were keen to see the development of a holistic obesity pathway targeted at
children and young people, with particular attention to addressing current gaps in service
provision i.e. tier 2 and 3.
A large number of attendees wanted to explore working more closely with schools and
influence how the agenda might be promoted in schools, such as through healthy food options,
cooking or home economics classes and innovative approaches to sports and physical activity
in general. Locally there are some good early interventions available in schools such as “Walk
a Mile”, but these needed to be rolled out more widely.
Other suggested priorities included:
 Considering interventions at transition points from child to adult
 Rolling out the youth health champion scheme more widely
 Whole family approach for those that are more difficult to reach – engaging those that
are in more complex circumstances through family focussed changes
(shop/cook/eat/physical activity)
 We need to align Gloucestershire’s approach to obesity with that of the Government’s
forthcoming childhood obesity strategy due to be published at the end of January.
3.3 Workplace and other settings
Establishing a healthy workplace environment was identified by many stakeholders as having
the potential to support people in adopting healthy behaviours whilst at work due to the
significant amount of time which people spend there.
It was suggested to seek buy in from senior officers to sign up to a workplace charter (such as
the British Heart Foundation Workplace Wellbeing Charter) – NHS and local authorities should
take the lead and set a precedent. Other work-based health initiatives such as workplace
challenges around sports and physical activity, cycling and walking to work or free pedometers
should also be considered. It was felt that a holistic approach considering overall wellbeing and
work/life balance would have the best impact.
The development of the workforce across the county was identified as being important
including public service staff and the voluntary and community sector. As part of this people
thought the following was important:
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Protected learning time for all professionals – focus on physical activity, motivational
interviewing, prevention, behaviour change.
Healthy messages should be embedded into existing professional relationships and
services wherever possible (MECC)

Further priorities put forward included:
 Snapshot research project – ask 20 businesses what would make them healthier or
incentivise them to make healthier choices.
 Link healthy behaviours to Social Value Act and “Due Regard” (Equalities) – to ensure
broader commissioning reflects this in all new contracts
 Develop better understanding of how we can use social media and new technologies
e.g. apps, remote monitoring
3.4 The built environment and planning
The built environment was a strong theme that consistently came out during the workshop.
Many people agreed that we must do more to create healthy places that make the healthy
choices the easy choices.
It was also recommended that we need to look at how we can embed healthy living within local
policy, such as supplementary planning documents, core strategies, car parking standards,
regulating fast food outlets etc. Other points included:
 Communities need outdoor gyms, use of green space, need to make physical activity
fun.
 Social campaigns to get message across universally. Making new social norms, there
has been a shift in social norms in other behaviours such as smoking, 5p bags and
drink driving.
3.5 Building Community Capacity
Stakeholders agreed that there was a need to move away from talking about services and
move towards thinking about how communities can help themselves and each other, for
example by making better use of community builders/leaders to lead the change they want to
see or by having cooking classes run by a member of the community or peer health champions.
In order to build a bottom up approach to cultural change it is also key to understand that
different communities need different things. Other suggestions included:
 Making things fun! Hold events and festivals about sport and food which people love,
however they also need to help promote healthy messages and teach healthy foods and
healthy cooking.
 Work with shops etc to make the most of “ugly veg” and veg past its sell by date.
 Engage with communities more and ask for 6 great ideas from the community. Need
community ownership and need to listen to their ideas.
 Farmers markets – can we engage these better within their communities and make the
most of their input.

6

3.6 Working together
There was strong consensus amongst stakeholders about the need for a more joined up and
whole system approach between organisations and agencies – possibly to address obesity and
wellbeing more generally.
Another common theme emerging from the workshop was the need for a central point of
information (a countywide directory) on public sector and VCS services and activities available
(regarding diet, exercise and healthy lifestyles) – to be accessible to the public, GPs and other
clinicians, frontline workers as well as communities. This should include a ‘Who ’s who?’,
information on services searchable by post code and who can refer in. It was felt that such a
directory would help align and replicate best practice, as well as avoid duplication of work.
A large number of participants also expressed the view that they would benefit from online
support (such as a forum for professionals to seek peer to peer advice). Similarly it was felt that
one immediate priority should be creating a mechanism for keeping the conversation going –
possibly to establish virtual group.
Other points raised included:
 There was a general view that more work was needed to replicate what is working well
and roll out best practice more widely in the county (while acknowledging that
Gloucestershire’s communities are very diverse and might need different approaches)
 Need a vision and strategy for Gloucestershire Social prescribing to be available in all
areas
 Use community pharmacies more
 Agree terminology and language used when talking about obesity with stakeholder,
communities and patients i.e. healthy weight
 Consider links with Enabling active communities programme / GCC Customer
programme

4. Feedback received from attendees
The workshop was very well received, with a large majority of attendees rating it as excellent or
very good. Many attendees fed back that they appreciated the opportunity to network with
partners and learnt a lot about what is on offer in the county, met new people and had already
found opportunities to link up existing work.
There were suggestions for a follow-up event in 6 or 12 months’ time, possibly with subgroups
to allow people working in related areas such as children and young people to have more
specific discussions.
Many participants committed themselves to develop work place health initiatives or sign up to a
local charter. A large number of stakeholders said they were willing to share best practice and
to contribute to an overarching Healthy Weight strategy, as wells as / or the specific work
streams and pathway reviews (adult and child weight management) that will sit underneath.
Prepared by
Heike Fanelsa, Project Manager, Gloucestershire Clinical Commissioning Group
Matt Pearce, Senior Commissioning Manager, Gloucestershire Clinical Commissioning Group
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Report from West of England Academic Health Science Network Board,
2 December 2015
1.

Purpose
This is the ninth 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 www.weahsn.net for information.

2.

West of England Genomics Medical Centre
West of England genomics partnership had our site visit from NHS England on the 19
November 2015.
The assessing team will make a recommendation to the Genomics England Board on 1
December 2015 which will be followed by a public announcement on the 16 December 2015.
If the West of England partnership is successful in achieving designation as Genomics
Medical Centre, the service will go live from early January 2016.
The Academic Health Science Network has chaired the informatics group, led on patient and
public engagement and is hosting the genomics medical partnership website. We have over
20 public contributors who wish to help us ensure that the service works as well as possible
and who are willing to serve on an implementation advisory group.
The AHSN is also leading on public awareness raising about the 100,000 Genomes Projects
in the West of England and on communications with GPs and wider primary care.

3.

4.

Highlights from Patient Safety and Quality Improvement:


Emergency Department checklist – we have started to work with Weston, North Bristol and
Gloucestershire Hospitals on early implementation of the ED checklist.



Atrial Fibrillation – 59 GP practices in Gloucestershire are working with us to prevent strokes
in people with atrial fibrillation.



Our community health services providers are building on Sirona’s pilot work about Human
Factors training (with a focus on standardised communication) for their bands 1 – 4 staff.
Over 200 staff have been trained so far.



We have held the local launch of our Emergency Laparotomy Collaborative – involving all six
acute trusts. This will ensure we achieve the best outcomes and lowest mortality for people
who need this emergency surgical procedure.
Test Beds
Four applications for Test Beds went forward from West of England NHS organisations and
their partners. The West of England AHSN “Diabetes Digital Coach” is one of the ten
shortlisted proposals. It’s the only AHSN led test bed proposal in the country and has the
support of all our organisations. Success would bring with it a grant of £2.2 million and would
mean that every West of England CCG and NHS provider would be able to take part in
testing how innovative products fit in their diabetes pathways.
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5.

Industry Advisory Group
Over the past few weeks we have been taking advice from our “Industry Advisory group.”
Chief Executive representatives are Julia Clarke, Bristol Community Health and James
Rimmer, Weston Hospital. An important consensus view is that in addition to our broadly
based work with Small and Medium Enterprises (SMEs) we should focus in 2016/17 on
helping those who are considered most promising onto the next stage of their development.
The NHS needs to rapidly improve the “innovation pathway” and colleagues felt there could
be important learning for us in this work.

6.

Open prescribing platform
We have previously reported the development of our ‘open prescribing’ platform developed
with Ben Goldacre and the “Dark Greener” SME. The platform is now live and has already
been used on 16,000 occasions. We have offered the other 14 AHSN’s the opportunity to
promote it to CCG’s and others as an AHSN offer.

7.

Annual Conference
The Academic Health Science Network’s Annual Conference this year took place on
Thursday 15 October and was a joint event with the West of England Local Clinical Research
Network and CLAHRCwest.
500 delegates registered for the day and we have evaluated feedback from the event.
Generally the response was very positive with large numbers of delegates attending
particular workshops, with good networking and opportunities to visit stands.
We are reflecting on the issue of whether we want to have a more focused event next year
for the West of England AHSN.

8.

Review meetings with universities
We are holding review meetings with each of the three universities who we work closely with.
The review meetings with the University of the West of England and University of Bath have
taken place and have been very positive in terms of reflecting on increasing joint working and
identifying new opportunities for the future. The University of Bristol meeting is yet to take
place.

9.

Business planning 2016/17
The business planning process for 2016/17 is underway and we are seeking feedback from
member organisations about how they would like us to develop our programmes for next
year. It is likely that the patient safety workstream will continue to develop in a relatively
unchanged format, but we are looking for opportunities in quality improvement and enterprise
and translation to ensure a good fit with the 5 Year Forward View and progress opportunities
for financial savings through quality improvement or innovation. As we come to the end of
year 3 of 5 we are planning for a variety of financial scenarios.

10.

Sir Malcolm Grant visit
Sir Malcolm Grant visited Bristol on the 18 November at the invitation of the Avon Primary
Care Research Consortium. He had a private meeting with the West of England AHSN in the
afternoon and we were able to present a number of case studies from this year’s business
plan.

Deborah Evans
December 2015
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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.

2.4

This version of the Assurance Framework was considered at the
December 2015 meeting of the Integrated Governance and
Quality Committee (IGQC). Further updates of the document will
be provided to future meeting of both the IGQC and the
Governing Body.

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.
Helen Goodey

L2

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

Q3

Risk around the specialised services for children and Kathryn
Hall/Simon
young people with mental health problems due to
Bilous
specialised commissioning transferring to NHS
England leading to fragmentation of pathways.

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

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.

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.

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. Event held 5th November 2015 to
commence discussions within each locality on future
of primary care - needs to be supported by GCCG.

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.

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. Make
information available in the public domain.

Q11

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

Helen
Crystal/Mary
Morgan

12 (4x3)

6 (2x3)

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

Adult Safeguarding
Board and CQRG
meetings.

General awareness to be raised across the whole
organisation with emphasis on Continuing Health
Care (CHC) and Mental Health services (Oct 2014).
Expansion of the CCG Safeguarding team will allow
greater focus on training and support across the
health community.

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 Maria
patients remaining in hospital exceeds agreed target. 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.
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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.

Risk

Principal Risks

Risk Owners Original
Risk
Ratings
(LxC)
Maria
12 (3x4)
Metherall

C6

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

C15

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

F11 F16

Failure to deliver financial targets.

Cath Leech

Current Risk Key Controls
Ratings
(LxC)

Sources of Assurance

Gaps in Controls or
Assurance

Action and Target Date

16 (4x4)

GSRG, Weekly GHT, ECB, 7 day Performance Reports,
weekly situation report,
service project board and
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. Streamling urgent care.

12 (3x4)

16 (4x4)

Acute provider contracts,
including AQP.

Performance Reports

12 (3x4)

12 (3x4)

Robust financial plan aligned to
commissioning strategy.

Budgets approved by the
Governing Body. Monthly
reporting to CCG
Governing Body.

Insufficient planned care capacity to meet demand
could result in increasing waiting lists and inability to
meet waiting time targets, impacting on the quality of
local health services.
A number of targets regularly not being met, including
62 day cancer target, 6 week wait for diagnostics,
and 2WW, and a small number of 52 week wait
breaches have been reported.
Change fortnightly calls to weekly from October to
monitor plans and trajectories. Monthly access and
performance meeting arranged to discuss progress.
Recovery action plans in place in a anumber of
areas. Monthly communications being sent to GPs
regarding waiting times across providers to
encourage informed choice. Some patient transfers
underway for long waiters, although this is primarily in
Urology currently.
Ongoing work to ensure financial commitments are
affordable and CCG is achieving a recurrent balance
(at least quarterly). Work on 5 year financial plan
underway including growth estimates.

Robust contract management
and activity monitoring and
validation (particularly at GHFT)

Monthly performance
dashboard for larger
contracts with robust out
of county contract
monitoring reflected
within performance
reports.

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

Financial procedure being
refreshed.

Internal audit plan in
place and internal audit
reports and
recommendations to be
reported to Audit
Committee.

Procedures are constantly under review and work is
currently ongoing re: financial delegation limits
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Risk

C26

Principal Risks

There is a risk that the scale, complexity and
unavoidable time 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).

Risk Owners Original
Risk
Ratings
(LxC)
12 (3x4)
Kim
Forey/Andrew
Hughes

Current Risk Key Controls
Ratings
(LxC)
12 (3x4)

ICT Programme Group, QIPP
Board Reports, GCCG Board
Reports

Sources of Assurance

Gaps in Controls or
Assurance

Action and Target Date

Report to IGC and
Governing Body, ICT
Steering Group

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.

The performance of Rapid Response is gradually
improving, consistently achieving the revised target of
60 cases per week e.g. weekly discharges from
Rapid Response range from 58 cases a week (week
commencing 31st Aug) to 61 cases a week (week
commencing 21st September). Rapid Response
referral activity continues to be closely monitored
which will be strengthened by the introduction of new
clinical codes for patient referrals (1st August).
‘System Wide’ KPI’s have been agreed by GCCG,
GCC, & GCS which ICT KPIs will be aligned – These
‘System Wide’ KPIs are based on BCF KPI metrics.
The draft ICT Service Specification which includes
these ‘System–Wide’ KPIs is in the final stages of
negotiation. Opportunities to establish the links
between the ICT Integrated Case Management
model, ICT Phase 2 and ‘Joining up Your Proactive
Care’ are being actively explored. New governance
arrangements for ICT are in place which includes the
establishment of an ICT Performance & Delivery
Group which is responsible for providing closer
scrutiny of the performance of all ICT functionalities
(Rapid Response, HIS, Core ICT).

Objective 4: Build a sustainable and effective organisation, with robust governance arrangements throughout the organisation and localities.
F8

Insufficient capacity and/or capability within the CSU Cath Leech
as a result of the proposed merger could adversely
affect the organisation's ability to adequately support
the CCG during the transitional period.

L5

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

Helen Goodey

12 (3x4)

8 (2x4)

Contract/service level agreement
signed between the CCG and
CSU specifying the services to
be delivered.

Monthly meetings
between the CCG and
the CSU to review
service delivery. CCG
service leads meet with
their counterparts in the
CSU to review more
detailed aspects of
delivery.

Most services are now being provided in-house and
the remaining CSU services are subject to a tender
(lead provider framework) with any new arrangement
being implemented in 2016/7

12 (4x3)

9 (3x3)

Transition Group in place.

Regular progress reports
to Governing Body.
Monitoring of budgets.

Due Diligence undertaken prior to submission.
Budgets will be monitored 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
Well Being Strategy agreed.
Membership of Health and Well
Being Board.

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

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

Failure to build positive relationships with local media Anthony
Dallimore,
could impact on the ability of the CCG to promote
Helen Miller,
engagement opportunities.
Mary Hutton

12 (3x4)

8 (2x4)

CCG Communication and
Engagement Strategy. Regular
meetings with editors. 'No
Surprises' briefing on key
announcements.

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

Implementation of GCCG Communications and
Engagement Strategy (Ongoing).

Q7

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

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).

C32

Donna Miles
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

12 (3x4)

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)

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.

A3

Mary Hutton,
Helen Miller,
Becky Parish,
Anthony
Dallimore

Teresa
Middleton,
Karyn Probert
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NHS engaging fully with GCC Implementation Plan
(March 2015)

Risk

C33

Principal Risks

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.

Risk Owners Original
Risk
Ratings
(LxC)
Simon Bilous
12 (3x4)

Current Risk Key Controls
Ratings
(LxC)
8 (2x4)

Sources of Assurance

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)

Gaps in Controls or
Assurance

Action and Target Date

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 staff development
could limit the achievement of financial balance.

All Directors

6 (2x3)

6 (2x3)

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

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

Agenda Item 16
Governing Body
Governing Body
Meeting Date
Title
Executive Summary
Key Issues

Thursday 28th January 2016
Integrated
Governance
and
Quality
Committee (IGQC) minutes
The attached minutes provide a record of the
IGQC meeting held on the 22nd October 2015.
The following principal issues were discussed:
 Experience and Engagement Report
 Quality Report
 Annual Health Report for Children in
Care 2014/15
 Gloucestershire Care Services CQC
Inspection Report
 Strategy for Promoting Equality and
Valuing Diversity 2015/18
 Policies for approval
 Risk Register
 Assurance Framework
 Information Governance Update
 Gloucestershire Provider Patient-led
Assessments of the Care Environment
 Gloucestershire Research and
Development Terms of Reference

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

Not applicable

Not applicable

None
None
None
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Patient and Public
Involvement
Recommendation

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)

Julie Clatworthy
IGQC Chair and Registered Nurse
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Integrated Governance and Quality Committee (IGQC)
Minutes of the meeting held on
Thursday 22 October 2015, Board Room, Sanger House
nd

Present:
Julie Clatworthy
Dr Charles Buckley
Marion Andrews-Evans
Dr Caroline Bennett
Alan Elkin

JC
CBu
MAE
CBe
AE

Colin Greaves
Mary Hutton
Sarah Scott
Mark Walkingshaw
Valerie Webb

CG
MH
SS
MW
VW

In Attendance:
Teresa Middleton
Becky Parish

TM
BP

Rob Mauler

RM

Sarah Hammond
Pauline Edwards
(Agenda Item 7)
Caroline Smith

SH
PE

Alan Potter

AP

Fazila Tagari

FT

Chair
GP – Stroud Locality
Executive Nurse and Quality Lead
GP - North Cotswolds Locality
Lay Member – Patient and Public
Engagement
Lay Member – Governance
Accountable Officer
Director of Public Health
Deputy Accountable Officer
Lay Member - Business

Deputy Director of Quality
Associate Director Patient and Public
Engagement
Patient Experience and Safety
Manager
Head of Information and Performance
Designated Nurse for Children in
Care, GCS
Senior Manager Engagement and
Inclusion
Associate Director of Corporate
Governance
Board Administrator

CS

1.

Apologies for Absence

1.1

Apologies were received from Dr Helen Miller, Dr
Tristan Lench and Cath Leech.

2.

Declarations of Interest

2.1

There were no declarations of interest received.
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3.

Minutes of the meeting held on 20th August 2015

3.1

The minutes of the meeting were accepted as a true
and correct record, subject to the following
amendment:
 Section 18.6 to be amended to read ‘SS clarified
that deliberate self-harm was not the same as
attempting suicide and that there was not
necessarily a link between the two.’

4.

Matters Arising

4.1

IGQC97 Information Governance Update
AP advised that the Information Governance training
had been organised for Governing Body members on
the 3rd December 2015.

4.2

IGQC104 Individual Funding Request (IFR) Annual
Report
MW advised that the guidance for differentiating
between a minor and significant change had been
reflected within the Policy and was being re-issued in
November 2015. Item Closed.

4.3

IGQC115 Safeguarding Children Policy
MAE advised that the national guidance was still
awaited.

4.4

IGQC120 Capability Policy
MW advised that the timing process for dismissal
aligned with national standards. Item Closed.

4.5

IGQC128 Non-Emergency Patient Transport Policy
MW advised that a formal letter had been sent to
Healthwatch acknowledging their feedback. Item
Closed.

4.6

IGQC131 Information Governance Update
This item regarding the proposed patient model was
covered under Agenda Item 13. JC requested that this
was a standing item on the agenda. Item Closed.
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4.7

IGQC132 Dispute Resolution Policy for NHS
Continuing Healthcare and NHS Funded Nursing
Care
MW advised that the dispute panel escalation process
had been amended to reflect the comments made at
the previous meeting. Item Closed.

4.8

IGQC133 Briefing on Suicides and Attempted
Suicides
SS advised that an action plan had been drafted and
was awaiting sign off on the 5th November. SS advised
that the plan included an element which focused on
targeting men. Key activities included cross-linking with
NHS Health Checks and re-commissioning the Self
Harm helpline. CBe suggested that this was published
in the ‘What’s New This Week’ email. MAE
emphasised that there should be an equal focus on
women. Item Closed.

5.

Experience and Engagement Report

5.1

BP introduced the report which provided an overview of
key experience and engagement activity undertaken by
the CCG during Quarter 2 of 2015/16. The report was
taken as read.

5.2

The Committee were informed that there was an
increase in Continuing Health Care (CHC) assessment
complaints and noted that this was largely due to a
series of retrospective claims being instigated by
claims management companies. MW advised that
additional support had been resourced within the CHC
Team.

5.3

BP highlighted that there was a significant focus on
primary care engagement activity particularly around St
Lukes and Springbank.

5.4

BP drew attention to the table on page 15 of the report
relating to Preconception/Midwifery and advised that a
‘Midwifery Week’ was held during August 2015 which
had been positive and it was proposed for this to be an
annual event.
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5.5

BP advised that Healthwatch were hosting a series of
events which the CCG were invited to and it was noted
that an event had been held the previous week which
focused on SWAST. The next meeting was being held
in November 2015 and this would be in relation to the
Extended Pharmacy Services.

5.6

BP advised that Healthwatch would be presenting their
Non-Emergency Patient Transport Service report to the
Health and Care Overview and Scrutiny Committee in
November 2015. It was also noted that the publication
of the Hospital Discharge report was imminent and that
there would be a discussion at the NHS Reference
Group.

5.7

BP advised that her team had produced a patient
information leaflet which received positive response
overall.

5.8

JC requested that there was a focus on hospital
discharges at the next committee meeting.

BP

5.9

JC requested that the engagement activity table
included dates for actions.

BP

5.10

AE felt that it would be useful to triangulate the
information between the Healthwatch feedback and the
actions being undertaken by the CCG. MW advised
that the majority of the comments linked to key
programme areas. It was agreed that it was important
to be able to demonstrate the CCG response to key
feedback themes e.g. “you said, we are doing”.

5.11

CBe suggested that further work with Healthwatch was
required in order to ensure that the data provided was
analytical. BP advised that joint working with
Healthwatch was already in progress. MW concurred
that the sampling of data could be expanded in order to
provide valuable information.

5.12

CG highlighted that there could be a potential conflict
of interest particularly if Healthwatch was being
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reimbursed for their services and advised that the
governance arrangements should be evident.
5.13

RECOMMENDATION: The Committee noted the
contents of this report.

6.

Quality Report

6.1

MAE presented the Quality Report which provided
assurance to the Committee that quality and patient
safety issues were given the appropriate priority and
that there were clear actions to address them. The
report was taken as read.

6.2

Members were informed that the report included the
Quality Dashboard which provided an overview of
performance within the provider organisations. MAE
advised that this was a developing framework.

6.3

MAE reported that the Friends and Family Test was
still a challenging area for GHFT, although it was noted
that GCS found it be useful.

6.4

MW advised that there was good progress in the
waiting time for diagnostics and that there was an issue
around echocardiograms and that there was a recovery
plan in place to improve trajectory.

6.5

CBe highlighted that there was slippage against the
diagnostic recovery plan and that further information
had been requested. The risk remained.

6.6

MAE informed members of the fall in stroke
performance and advised that a meeting was being
held that day to discuss performance. It was noted that
an update would follow.

6.7

The Clinical Effectiveness Group was currently
undertaking a review of their Terms of Reference and
that the outcome of this review would be reported at
the December 2015 Committee meeting.

6.8

MAE advised that an End of Life (EoL) Strategy Group
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MAE

had been established and would be developing a local
countywide EoL Strategy. It was noted that the national
strategy had been adopted preceding this.
6.9

AE drew attention to section 6.3.2 of the report relating
to safeguarding and requested a copy of the report and
the action plan. JC requested that the dates of the
incidents were also recorded.

6.10

MAE advised that the CCG were required to contribute
to homicide reviews and that a financial contribution
also had to be made to conduct the review.

6.11

JC requested that the response to the Lampard action
plan was presented at the next Committee meeting in
order to provide assurance that the providers had
undertaken sufficient actions.

6.12

RM provided an update on the Quality Alerts system
and advised that the Datix system which until recently
ran ‘Quality Alert’ unexpectedly failed on the server and
that it would have required substantial investment
which was felt to be poor value for money. As a
temporary solution, GPs were able to send quality
alerts through email which proved to be positive. RM
stated that an in-house database had been developed
which logged complaints, serious incidents and quality
alerts.

6.13

JC queried if the reported incidents resulted in litigation
and was advised by RM that although this could not be
formally reported, a brief update could be provided to
MAE. MAE advised that the CCG were invited to GHFT
Safety and Experience Review Group (SERG)
meetings where serious incidents, complaints and
mitigations were reviewed and it was noted that these
were confidential meetings.

6.14

MAE advised that the report in the homicide review
where a patient had killed a member of staff was still
waiting to be published by the Health and Safety
Executive. RM advised that 2gether had shared the
actions resulting from the review to their staff; however,
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MAE

MAE

the report was still awaited.
6.15

MAE advised that following the abolition of the National
Patient Safety Agency (NPSA), it was highlighted that
the key functions of the patient safety division were
being transferred to NHS Improvement. It was noted
that this group would lead on implementing the
Independent Patient Safety Investigation Scheme
(IPSIS) from April 2016.

6.16

MAE informed members that an extraordinary Clinical
Quality Review Group was held on the 24th September
2015 which focused on falls within GHFT and around
the concerns regarding the reporting rates of these
incidents. It was noted that GHFT had adopted a
reporting criteria for falls which was not aligned with
other providers in the county and that GHFT had now
agreed to review its reporting process for falls. MAE
assured members that they had action plans in place.

6.17

Following the CQC inspection of GHFT and the failure
to provide a satisfactory action plan, MAE advised that
a formal contract letter had been sent to the Trust
detailing a ‘Must Do’ action plan. The response to the
action plan detailing progress to date was outlined in
Appendix 3 of the report. MAE advised that she had
sent a further letter to GHFT requesting sight of the
supporting evidence to assure completion of these
actions and it was noted that this response was still
awaited. It was also noted that following the completion
of the ‘Must Do’ action plan, GHFT would be
addressing the ‘should do’ actions identified by CQC.

6.18

JC enquired if the CCG received funding for the
commissioning of the post-registration nurse training
and it was advised that funding would not be received.
MAE informed members that Health Education
England retained the funding and that they had a five
year contract with the University of West of England
(UWE) who delivered the training and noted that the
CCG would collaborate with UWE. MAE also advised
that an Education Strategy Board had been established
who would review the training requirements in
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conjunction with the providers.
6.19

MAE highlighted that a further MRSA case had been
reported the previous day and it was noted that this
was a community acquired infection (pre 48 hours).

6.20

MAE provided an update on E.coli and advised that it
was being reviewed with a specific focus on urinary
catheterisation. The county-wide infection control group
had launched a ‘Catheter Passport’ document for all
patients with urinary catheters which provided
information and support for patients in improving
catheter care and reducing infection. In addition the
CCG had agreed to fund a Band 7 nurse specialist post
to support patients with catheters. MAE agreed that
this information would be included in the ‘What’s New
This Week’ email.

6.21

The Primary Care Clinical Quality Review Group
(CQRG) Terms of Reference was presented to the
Committee. The following comments were made:
 JC queried how the annual primary area audit
programme was ratified and felt that this should
link with the overall CCG audit programme. CBu
agreed that the primary care audit programme
should be presented to the Clinical Effectiveness
Group for review and the IGQC for information.
MAE advised that a Primary Care section had
been added within the Quality Report.
 JC asked how primary care feedback and quality
and safety issues were used in setting local
indicators and also requested that the CQRG
received assurance that the Quality and
Outcomes Framework (QOFF) was being
achieved. JC felt it would be useful for any risks
to be highlighted to the Committee.
 JC requested that the reporting requirement was
further defined and also requested that the
quorum was further specified to include the
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number of members required.
 JC advised that there should be a robust process
for managing conflicts of interest.
 JC requested that the Terms of Reference
included the review and approval date.
6.22

RECOMMENDATION: The Committee noted the
contents of this report and approved the Primary
Care CQRG Terms of Reference subject to the
above amendments.

7

Annual Health Report for Children in Care 2014/15

7.1

PE presented the 2014/15 Annual Health Report for
Children in Care which was taken as read. The report
contained details of the operational delivery by health
organisations within Gloucestershire for children in
care.

7.2

AE highlighted the recommendations outlined in
section 3.5 of the report regarding staffing and
enquired on the response to this. PE advised that it
was identified that a specific group of specialist doctors
and nurses who completed all assessments, address
health needs and provided continuity for children would
be a better model.

7.3

SS requested further clarity on the workforce issue and
how the proposed service would be funded. PE
advised that she did not have access to funding and
highlighted that the framework recommended minimum
resources required and that this would be raised with
Simon Bilous.

7.4

CG requested that the format was reviewed in order to
make the document easier to read.

7.5

JC felt that establishing a specialist team had proven to
be a challenge based on previous experience i.e.
particularly if a member of staff was off on long term
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sickness. JC suggested that an analysis should be
undertaken to identify any current job inefficiencies and
considered that the proposed model would be a big
remit for a small team to deliver. PE noted that
Cornwall had implemented a specialist team model
which proved to work effectively.
7.6

PE advised that a newly appointed specialist nurse had
joined her team in July 2015 who had been requested
to focus on complex cases and it was highlighted that
she had already reached maximum capacity. It was
also noted that the nurse had implemented a triage
process for referrals.

7.7

JC drew attention to section 3.3 on page 12 of the
report regarding the data for review of health
assessment activity and noted that this could not be
provided due to the transfer over to SystemOne IT
system. PE advised there were challenges as
Systemone was launched in December 2014 and that
there was a new requirement in the school nursing
service specification. It was acknowledged that further
work with the performance team was required in order
to develop a reporting mechanism.

7.8

RECOMMENDATION: The Committee thanked PE
and noted the progress and service delivery of
health services for Children in Care in
Gloucestershire

8.

Presentation on the actions arising from CQC
Inspection Report – GCS

8.1

MAE presented the CQC inspection report of GCS
which was taken as read. It was noted that the overall
finding of the report identified that improvements were
required.

8.2

MAE informed members that GCS were scored as
‘good’ for caring and was found to be outstanding
within the community inpatient service.

8.3

MAE highlighted that the report also identified that staff
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were happy and that there was a positive shift in the
culture of the organisation since the appointment of the
current chief executive.
8.4

MAE advised that other areas of concern were around
safety and training. It was also identified that the Trust
was poor at collecting data which had an impact on
undertaking the preliminary assessment.

8.5

It was noted that another key area of concern was
around the Minor Injuries and Illness Unit (MIIU) as this
was scored as inadequate. This was highlighted to
GCS during the inspection period and it was stated that
the issue had been rectified prior to the completion of
the inspection. This related to ensuring patients were
triaged by an appropriately trained and experienced
registered nurse. The CCG had agreed to undertake
spot checks at the MIIU to ensure that compliance had
been maintained and it was assured to members that
this had been.

8.6

CBu
expressed
concerns
regarding
the
unresponsiveness within certain services i.e.
community nursing and the waiting lists for
occupational health, physiotherapy and pulmonary
rehab and requested that a recovery action plan was
established.

8.7

CG highlighted the issue regarding the lack of end of
life care strategy and it was articulated that this
workstream should be led by the CCG. MH advised
that the resource to manage this workstream had been
identified and that the work should be progressing
shortly. JC emphasised that providers should also
ensure that robust procedures were in place to manage
end of life care. MAE advised that GCS were
developing an action plan and that this would be
reviewed at a meeting being held on the 3rd November
2015.

8.8

RECOMMENDATION: The Committee noted the
report.
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9.

Strategy for Promoting Equality and Valuing
Diversity 2015-2018

9.1

CS presented the three year strategy which set out
how the CCG ensured that equality was embedded in
all aspects of commissioning. CS also reiterated the
CCGs commitment as an employer to ensure that staff
had equal access to career opportunities and received
fair treatment in the workplace. The Strategy was taken
as read.

9.2

CS drew attention to section 2.2 of the report which
outlined the CCG equality objectives and highlighted
that developing a fresh strategy was one of the key
objectives.

9.3

CS advised that the Strategy focused on equalities and
dovetailed with the work which Public Health was
developing around the Health Inequalities Plan.

9.4

Members were informed that the Strategy would be
placed on the CCG website and would link with
relevant legislations and the annual reporting duties.

9.5

It was proposed that the Strategy would be presented
at the Governing Body meeting being held on 26th
November 2015 for ratification.

9.6

JC queried the approach around the equity of access
to services, particularly regarding primary care as this
was not clear in the document and was advised that
this was covered within the Strategy. CS highlighted
that she was also working on a joint document with the
primary care team.

9.7

RECOMMENDATION:
The
Committee
recommended that the Governing Body approved
the Strategy for Promoting Equality and Valuing
Diversity and its respective Action Plan.

10.

Policies for Approval

10.1

Freedom of Information Act Policy
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10.1.1

JC requested that section 10 regarding applying for
exemptions included the discretion of disclosing
commercially sensitive procurement information during
a procurement process.

10.1.2

RECOMMENDATION: The Committee approved the
policy subject to the above change.

10.2

Information Security Policy

10.2.1

JC drew attention to the third bullet point in section 6.1
of the policy and suggested that a specific CSU should
be included. It was advised that the CSU contract was
going out to tender from March 2015 which could result
in an alternative CSU being selected. Therefore, it was
deemed appropriate to be unspecific. It was agreed
that the sentence would be amended to read ‘adhere
the guidance provided by a Commissioning Support
Service’

10.2.2

RECOMMENDATION: The Committee approved the
policy subject to the above change.

10.3

Information Governance Framework

10.3.1

It was agreed that the comment regarding the
Commissioning Support Service was considered in this
policy as well i.e. ‘provided by a Commissioning
Support Service.’

10.3.2

RECOMMENDATION: The Committee approved the
policy subject to the above change.

10.4

Sustainable Development Policy

10.4.1

JC suggested that there should be further details on
improving a buildings environmental performance. It
was advised that this had been reviewed. However,
due to the building being leased; the responsibility
remained with NHS Property Services.

10.4.2

JC felt that there were other practical measures that
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MAE

could be implemented i.e. waste recycling, solar hot
water systems. It was agreed that the policy would
include a reference to these issues.
10.4.3

MH suggested that Georgina Smith drafted a
recommendation report for NHS Property Services to
consider the reduction in carbon footprint.

10.4.4

RECOMMENDATION: The Committee approved the
policy subject to the above amendments.

10.5

Serious Incidents occurring in the CCG Policy

10.5.1

RM presented the Policy and advised that this had
been updated following revised guidance received from
NHS England.

10.5.2

RM advised that the Policy links to business continuity
planning and that work with the Business Continuity
Manager would be undertaken to develop a training
programme.

10.5.3

JC highlighted section 6.7 on page 8 of the Policy and
that the IGQC had not reviewed the lessons learned
from the outcome of investigations completed following
a Serious Incident. RM advised that this would be
presented at future meetings in order that the IGQC
could provide the assurance to the Governing Body.

10.5.4

JC queried the policy review date and questioned if this
should be three years. AP advised that the review date
could be three years although if there were significant
changes to be considered, then this could be brought
forward.

10.5.5

MH requested that the typographical errors within the
Policy were corrected.

10.5.6

JC requested that the location of the on-call pack as
stated within section 4.1 on Appendix 1 of the Policy
was clearly defined.

10.5.7

RECOMMENDATION: The Committee approved the
Page 14 of 18

MAE

policy subject to the minor changes above.
10.6

Serious Incident occurring in Secondary Care
Providers

10.6.1

JC enquired about the reasons for not including all
providers within the Policy and it was advised that
serious incidents occurring within Primary Care
remained the responsibility of NHS England. JC
requested that a statement was added within the policy
to ensure that this was transparent.

10.6.2

JC also highlighted that the Out of Hours service was
not a secondary care service; and needed to be
included in the policy.

10.6.3

JC highlighted section 6.1 of the report and requested
that the Primary Care section was qualified.

10.6.4

RECOMMENDATION: The Committee approved the
policy subject to the minor changes above.

10.7

Standards of Business Conduct Policy

10.7.1

AP presented the Policy and advised that it expanded
upon and superseded the existing Conflicts of
Interest’s Policy. It was noted that NHS England was
undergoing an audit into the conflicts of interest
management within primary care co-commissioning
which had brought the need to review the current
process.

10.7.2

It was noted that the policy would be reviewed in the
next financial year following the outcome of the audit.

10.7.3

RECOMMENDATION: The Committee approved the
Policy.

11.

Risk Register

11.1

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
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achievement of the organisational objectives.
11.2

The Risk Register comprised a total of 46 risks, four of
which were graded as ‘red’ as outlined in Appendix 1.

11.3

AP confirmed that details of the risk for consideration to
be removed from the Risk Register had been provided
at Appendix 2. This was Risk No L4, relating to
delegated co-commissioning.

11.4

JC felt that the rating of Risk No Q5 relating to
prescribing costs should be re-assessed due to the
emerging pressure of Novel Oral Anticoagulants
(NOACS). AP agreed to raise this with TM.

11.5

RECOMMENDATION: The Committee
 noted the paper and the attached Risk
Register; and
 approved the closure of the risk detailed
on Appendix 2.

12.

Assurance Framework

12.1

AP presented the Assurance Framework for 2015/16
which provided details of the assurances that will be
received by the Governing Body regarding the
achievement of the CCG’s Objectives. The paper also
outlined the proposed refinements to the format of the
Assurance Framework. The paper was taken as read.

12.2

CG advised that the Assurance Framework format had
been considered at the Audit Committee held on the
29th September 2015 where it was felt that the current
format was not appropriate for the organisation as it did
not provide sufficient information. CG advised that a
revised format had been discussed which, it was felt,
provided better assurance of the management of risks
to the CCG’s objectives and better informed and
outlined key changes and movements. It was agreed
that the new format would be reviewed by the CCG
Core Team in 2016.
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AP

12.3

RECOMMENDATION: The Committee noted this
paper and the attached Assurance Framework.

13.

Information Governance Update

13.1

The paper provided an update on the organisation’s
information governance arrangements. The paper was
taken as read.

13.2

MAE advised that the health and social care
organisations had agreed the Gloucestershire Specific
Information Sharing Agreement at the County Wide
Information Governance Meeting.

13.3

JC requested that the age criteria for consent were
explicitly 16 years with an explanation that patients
over the age of 15¾ would be written to for consent
about sharing their health records.

13.4

RECOMMENDATION: The Committee:
 noted the notes from the Information
Governance Group meeting;
 noted the contents of this report; and
 noted the extracts from the JUYI procurement
specification.

14.

Gloucestershire Provider Patient-Led Assessments
of the Care Environment (PLACE) Audits Briefing

14.1

This paper was presented to the Committee for
information. The paper was taken as read.

14.2

RM highlighted that GCS secured results above the
national average for every site and category.

14.3

RECOMMENDATION: The Committee noted the
contents of the report.

15.

Suicide Prevention Strategy Update - verbal

15.1

This item was covered under Matters Arising – Section
4.8.
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16.

Gloucestershire Research and Development Terms
of Reference

16.1

MAE presented the paper to the Committee which was
provided for information. The paper was taken as read.

16.2

JC asked how commissioning research was aligned MAE
with the consortium role particularly in terms of the
CCG evaluation needs and how these were
considered. MAE to follow up.

16.3

RECOMMENDATION: The Committee noted the
contents of the report.

17.

Any Other Business

17.1

There were no items of any other business.

18.

The meeting closed at 11.54am.
Date and time of next meeting: Thursday 17th
September 2015 in the Board Room at 9am.
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Agenda Item 17
Governing Body
Governing Body
Meeting Date
Title

Thursday 28th January 2016

Executive Summary

The attached minutes provide a record of the Audit
Committee meeting held on the 29th September
2015.
The following principal issues were discussed:

Key Issues

Audit Committee minutes
















Internal Audit
External Audit
Counter Fraud
Registers
QIPP
Procurement decisions
Waivers of Standing Orders
Aged Debt Report
Terms of Reference
Policy on engagement of external and
internal auditors for non-audit work
Audit Committee self-assessment
Finance Committee functions review
Financial controls environment assessment
Assurance Framework format.

Risk Issues:
Original Risk
Residual Risk
Financial Impact

Not applicable

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

Not applicable

Not applicable

None
None
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Impact on Sustainable
Development
Patient and Public
Involvement
Recommendation

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 meeting held on Tuesday 29 September 2015
Bartlett Room, Sanger House
Present:
Colin Greaves (Chair)
Valerie Webb
Alan Elkin

CG
VW
AE

Dr Andy Seymour
Dr Hein Le Roux

AS
HLR

In Attendance:
Cath Leech
Paul Dalton
Rebecca Robinson

CL
PD
RR

Laura Hallez
Andrew Beard
Lee Sheridan
Zoe Barnes
Marion Andrews Evans
(agenda item 5.3)

LH
AB
LS
ZB
MAE

Lay Member, Governance
Lay Member, Business
Lay Member, Patient and Public
Experience
Deputy Clinical Chair
GP Liaison Lead, Stroud and Berkeley
Vale

Chief Finance Officer
Audit Manager, PWC
Business Continuity Planning Specialist,
PWC
Audit Manager, Grant Thornton
Deputy Chief Finance Officer
Local Counter Fraud Specialist
Corporate Governance Officer
Executive Nurse and Quality Lead

1.

Apologies

1.1

Apologies were received from Liz Cave, Lyn Pamment, Sallie
Cheung, Mary Hutton and Alan Potter.

2.

Declarations of Interests

2.1

There were no relevant interests declared.

3.

Minutes of the Meeting held 7 July 2015

3.1

The minutes were approved subject to the capitalisation of
‘NHS Protect’ at point 7.1.6.
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3.2

Recommendation: The Committee approved the minutes
from the 7 July 2015 subject to the amendment.

4.

Matters Arising

4.1

Please see attached matters arising log.

4.2

Item 12.05.15 5.2 Changes to Audit Committee – Terms of
Reference – This matter was closed as this was included as
an agenda item.

4.3

Item 07.07.15 7.1.6 Counter Fraud – Report submission to
NHS Protect - It was confirmed that the Counter Fraud report
had been submitted to NHS Protect. This matter was therefore
closed.

5.

Internal Audit

5.1

Progress Report

5.1.1

PD produced the report and advised this presented the
progress against the plan since the May 2015 Committee
meeting.

5.1.2

PD advised that the Primary Care Co-Commissioning audit
was currently ongoing and meetings had been arranged with
the Counter Fraud team with regards to the Personal Health
Budgets audit.

5.1.3

PD gave an overview of the proposed amendments to the plan
as outlined on page one and these were agreed by the
Committee.

5.1.4

Recommendation: The Committee noted the contents of
the report.

5.2

Internal Audit Action Tracker

5.2.1

PD explained the tracker which was initially presented at the
May 2015 Committee meeting.

5.2.2

The Committee advised that they had found the document
useful, however noted that the right hand columns needed to
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be populated.
5.2.3

Recommendation: The Committee accepted the Internal
Audit Action tracker.

5.3

Business Continuity Planning Review – Final Report

5.3.1

MAE attended the meeting for this agenda item as it related
to an area within her remit.

5.3.2

RR introduced the report and outlined the difference
between Business Continuity (BC) and Emergency
Preparedness (EP). It was noted that BC was internal to the
CCG and EP was how the CCG plays a part in emergencies
that occur within the County.

5.3.3

RR highlighted the high risk rated finding. The high risk
finding related to the absence of a Business Impact Analysis.

5.3.4

VW queried if a plan was required and RR advised that crisis
management was a strategic function.

5.3.5

RR drew attention to the Exercise Eagle and noted this had
an Emergency Planning Resilience and Response (EPRR)
focus.

5.3.6

HLR queried what would happen in practice and it was
advised that the Business Impact Analysis would have a list
of priorities to action.

5.3.7

CG advised that the report was useful however noted that
the CCG had previously been advised that NHSE had
responsibility for crisis management. Therefore a change
would be needed if the expectation was that the CCG would
now have responsibility. CG suggested that the CCG would
need to write formally to NHSE to request clarification on its
duties. RR advised that the internal audit report had a focus
on incidents specific to the CCG.

5.3.8

MAE discussed the report further and noted that there were
two separate requirements, one on how the CCG responds
to incidents in the County and one on how it responds to
incidents within the CCG. MAE advised that it was important
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that the staff were clear on how to deal with BC incidents that
occur within the CCG.
5.3.9

MAE confirmed that the CCG now had a Civil Protection
Officer, Andy Ewens (AEw), who was working on site four
days a week. He had conducted a mock crisis exercise from
which important lessons had been learned. MAE advised
that this information would be taken to the Senior Managers
meeting in the next couple of weeks and a revised Business
Continuity plan would be taken to the Governing Body. MAE
recommended that AEw completed some work around BC in
Primary Care, particularly now that the CCG had delegated
commissioning responsibilities.

5.3.10

HLR queried if the CCG had communicated with other
organisations and gained assurance with regards to their
plans. MAE confirmed that the CCG had copies of the plans
for Gloucestershire Care Services NHS Trust, 2Gether NHS
Trust and the South West Ambulance Service (SWASFT)
etc. MAE also advised that the CCG had met with SWASFT
to go through their plans in detail.

5.3.11

VW queried how other organisations were covered within the
building i.e. NHSE and the CSU and MAE confirmed that
plans were in place, including with Goodmans who manage
the business park.

5.3.12

CG summarised the actions required from the report and
discussion:
 Strategic crisis management - letter to be written to
NHSE to request clarity on responsibilities;
 Actions to be completed as described within the report
by December 2015;
 Assurance of the re-write of the BC Plan as this would
be forwarded to the Governing Body.

5.3.13

Recommendation: The Committee noted the contents of
the report and the actions required.

5.4

Internal Audit Charter
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5.4.1

PD advised that this document had been forwarded following
a request from the Committee and provided an assessment
of the compliance with the Public Sector Audit Standards
requirements.

5.4.2

Recommendation: The Committee noted the contents of
the report.

6.

External Audit update report

6.1

LH presented the report and highlighted some of the key
issues which were:
 Progress as at September 2015 (page five);
 Information and Guidance (page seven) – More
workshops in development;
 Emerging issues (page eight) – manual for accounts
key changes outlined;
 For noting (page ten) – NHS Trusts financial resilience.

6.2

CG queried whether the new structure of the annual report
and accounts would cause any problems for the CCG and
CL advised it would not.

6.3

AE highlighted the Better Care Fund accounting as outlined
on page eight. CL advised this was new and budgets had
been aligned. AB added that the CCG was not an outlier.

6.4

LH informed the Committee that Grant Thornton had been
meeting staff regarding next years’ external audit plans and
a follow up review would be finished in March 2016.

6.5

VW queried if Devolution planning would need to be
considered in terms of the implications it may have on
external audit. CL advised that the CCG was currently
awaiting the outcome of the bid and would consider the
impact after this as it was likely that planning could take
eighteen months should the bid be successful based on
information from NHSE. It was noted that internal audit would
need to be involved.

6.6

It was advised that the HFMA had not released their
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guidance on auditor panels and the CCG would complete
any actions as required once this had been released.
6.7

Recommendation: The Committee noted the contents of
the report.

7.

Counter Fraud update

7.0.1

LS presented the update paper and outlined the cases at
appendix one and two.

7.0.2

AE queried what responses the counter fraud team were
receiving from provider organisations with regards to
overseas patients. LS advised that the feedback was
generally positive in most areas. CL noted that strengthening
of administrative processes would help this issue and that a
working group was in place led by finance professionals to
address this matter.

7.1

Counter Fraud action plan

7.1.1

LS presented the action plan for 2015-16 and advised that
the CCG was on target to meet the requirements.

7.1.2

Recommendation:
The
contents of the report.

7.2

Counter Fraud and Corruption Policy

7.2.1

The policy was presented as an update following a review of
the current policy in place for the CCG. It was advised that
the Policy Working Group had received the policy and had
recommended it for onward approval.

7.2.2

The process for approving policies was discussed and it was
agreed the policy would be forwarded to the Governing Body
in November for formal approval.

7.2.3

AE noted that he needed to be added as the whistleblowing
contact (appendix two) and that he was happy for his
personal telephone number to be used.

7.2.4

Recommendation: The Committee accepted the policy

Committee

Page 6 of 13

accepted

the

for onward approval by the Governing Body subject to
the addition of the contact for whistleblowing.
8.

Registers

8.0.1

ZB presented the registers and advised these would be
forwarded to future meetings as part of the assurance
process. ZB noted that the Conflicts of Interests policy was
currently under review to become a Standards of Business
Conduct policy.

8.1

Gifts and Hospitality

8.1.1

ZB highlighted the appendices and noted there would be
communications to staff once the Standards of Business
Conduct policy was finalised to remind them about their
responsibilities for declaring gifts and hospitality.

8.2

Commercial Sponsorship – Pharmaceutical companies

8.2.1

ZB presented the register and advised it has been collated
from information held by the Medicines Management team.

8.2.2

It was requested that timescales would be included within the
register in addition.
Post meeting note: The attached register was updated and
re-circulated.

8.3

Recommendation: The Committee noted the two
registers which were provided for their information.

9.

QIPP Report

9.1

CL presented the QIPP report which provided an overview of
the 2015/16 QIPP Programme delivery at month four.

9.2

CL highlighted the following key points from the report
including:
 Month five forecast achievement is £14.72m giving a
2.32m slippage;
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 Most schemes have a RAG rating of amber;
 Case reviews underway with a number of actions to
look at why QIPP is not working in some areas.
9.3

CG and AE agreed that the information detailing each QIPP
scheme was a helpful addition to the report; however, they
requested that there was explanation of all the terms used.

9.4

Recommendation: The Committee noted the report on
QIPP delivery at month four.

10.

Summaries of Procurement Decisions

10.1

The procurement decisions paper and appendices were
provided for information and for comments on particular
decisions as appropriate.

10.2

CG raised concerns about item no 008 and the Decision Not
to Tender (DNTT) on the basis that the reputational risk
issue had not been as fully detailed as needed. CL advised
that the financial assessment was forwarded to the QIPP
Assurance Group. AE added that the wording within the
market assessment was unclear however accepted the logic
behind the decision.

10.3

The Committee requested to view the savings details for the
DNTT (008) for the next report however noted that financial
judgement was secondary to the quality of the service.

10.4

It was agreed to make the wording more robust for future
papers.

10.5

Recommendation: The Committee noted the paper
which was provided for their information.

11.

Register of Waiver of Standing Orders

11.1

There were a number of waivers to report and the Facts 4
Life waiver was highlighted in particular. CL advised this was
a one off three year contract to include healthy living
education within schools. It was noted that this would be
expanded over a number of schools after testing delivery
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and a review would be conducted at the end of the three
years to review effectiveness. VW queried if areas of
deprivation would have a focus and it was confirmed that this
had been considered and included.
11.2

The AV system for the AGM was queried (169/07/2015) as
the wording in the table differed to the request form attached.
CL advised this would be looked at for next year.

11.3

Recommendation: The Committee noted the paper and
the attachments.

12.

Aged Debtor Reports

12.1

AB discussed the aged debtor report and advised that the
outstanding debt was around 2.3m.

12.2

AB drew attention to the key issues from the report:
 The NHS side debt was minimal;
 Issues with regards to GCC were being worked
through;
 Francis & Co - small payments progressed.

12.3

AB advised that the following Non NHS Debts had been paid
since the time of writing the report:
 Turning Point;
 Care UK (Urgent Care) Ltd;
 Penderels Trust

12.4

Recommendation: The Committee noted the paper on
the current level of invoices on the Sale Ledger and the
actions being taken to recover the outstanding debts.

13.

Debts Proposed for Write-Off

13.1

AB advised that there were no debts proposed for write-off to
report.

14.

Losses and Special Payments Register
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14.1

AB advised there were no losses or special payments to
report.

15.

Terms of Reference (ToR) – Review

15.1

ZB advised that the ToR were presented to the Committee
for review and requests for amendments.

15.2

It was suggested that the reference towards the Committee’s
responsibilities regarding the BAF should be more explicit.

15.3

Recommendation: The Committee accepted the Terms
of Reference subject to the addition of more detail
regarding the BAF.

16.

Policy on engagement of external and internal auditors
for non-audit work

16.1

CL presented the policy.

16.2

CL highlighted the key sections within the policy included:
 Definitions
 Scope
 Types of considerations

16.3

AE noted that the policy was well written and the Committee
were in agreement.

16.4

Recommendation: The Committee recommended the
policy for onward approval by the CCG Governing Body.

17.

Audit Committee Self-assessment

17.1

CG presented the paper and attached self-assessment
which was produced using the HFMA guidance template.

17.2

CG advised that this would continue to be completed moving
forward.

17.3

Recommendation:
assessment.

The

Committee
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accepted

the

18.

Finance Committee Functions Review

18.1

CL introduced the appendix which outlined how the CCG
would meet the key functions of a Finance Committee,
without implementing one as per the NHSE guidance.

18.2

CL discussed the role of a Finance Committee and advised
that it would have to have a different Chair to that of the
Audit Committee and that they would also need to be
financially qualified. CL also advised that the membership
would normally be a subset of the Governing Body. As such
other members of the Governing Body could feel that they
were not sufficiently briefed on financial matters relating to
the CCG.

18.3

CL informed the Committee that she had discussed the
CCGs position with the NHSE South Central Director of
Finance who was in agreement that if the CCG could show
that it was fulfilling the functions of a Finance Committee
then it should not be necessary to set up a Finance
Committee.

18.4

The Committee discussed their views. CL advised that it was
proposed that a financial overview would be presented at
the monthly Development Sessions and that these were also
used to brief, as per the previous year, on financial and
performance matters relating to planning and that further
formalisation of the process was required.

18.5

AE noted that a democratic process was needed and that an
accountant or Lay Member with financial qualifications would
be valuable. HLR advised that it was important that the
Governing Body receive finance information.

18.6

It was suggested that a Finance Committee may not be
appropriate as it could be felt to exclude some members of
the Governing Body and that capacity and resource may be
challenging.

18.7

It was queried how other CCGs of a similar size and function
were moving forward. CL confirmed that she would contact
the CFO at Wiltshire CCG who was also the Chair of their
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Finance Committee to establish how beneficial they have
found it.
18.8

Recommendation: The Committee reviewed the
information provided and confirmed that a Finance
Committee was not currently required as functions were
carried out through other meetings within the CCG.

19.

Financial Controls Environment Assessment

19.1

CL presented the paper and advised the assessment was
completed using the NHSE template and was the first in a
series of exercises that the CCG would need to complete.

19.2

CL informed the Committee that the assessment had been
reviewed by the CCG’s Audit Chair and the NHSE South
Central Director of Finance; it was now with NHSE. An action
plan was with the CCG Finance team and would be brought
back in December in terms of the progress against the plan.

19.3

CG noted that the assessment had been submitted in draft,
subject to approval by the Audit Committee.

19.4

Recommendation: The Committee approved the
financial controls environment self-assessment and
requested that it was included within the Accountable
Officer’s report to the Governing Body.

20.

Board Assurance Framework

20.1

CG introduced the report which was produced following the
completion of the Audit Committee self-assessment. He
explained that the Audit Committee’s primary role was to
look behind the Framework to provide assurance that it was
valid and suitable for the Governing Body’s requirements.
Through its work, the Audit Committee could review whether:
 The format of the Assurance Framework was
appropriate for the organisation;
 The processes around the Framework were robust and
relevant;
 The objectives in the Framework were appropriate for
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the organisation;
 The controls in place were sound and complete;
 The assurances were reliable and of good quality;
 The data the assurances were based on was reliable.
20.2

ZB presented the attached revised BAF and advised that this
had been reviewed to provide better assurance of the
management of risks to the CCG’s objectives and to better
inform and outline key changes and movements.

20.3

ZB outlined the key changes from the current BAF which
were:
 Addition of a ‘strength of controls’ column and RAG
rating;
 Separation of controls and assurances section to
provide a clear differentiation between the two;
 Additional column to demonstrate movement since the
last review.

20.4

The Committee advised that they were satisfied with the
suggested format.

20.5

Recommendation: The Committee recommended that
the attached BAF was considered by the CCG Core team
for further development.

21.

Any Other Business

21.1

There were no items of any other business.

The meeting closed at 11:30am.
Date and time of next meeting: Tuesday 8th December 2015, 8:30
– 11:00am in the Wheatstone Room, Sanger House
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Primary Care Commissioning Committee (PCCC)
Minutes of the Meeting held on
Thursday 24 September 2015 at 12:00pm
in the Board Room, Sanger House, Gloucester GL3 4FE
Present:
Alan Elkin
Marion Andrews-Evans
Colin Greaves
Julie Clatworthy
Helen Goodey
Cath Leech
Dr Andy Seymour
In attendance:
Debra Elliott

AE

Chair, Lay Member – Patient and
Public Experience
MAE Executive Nurse and Quality Lead
CG
Lay Member - Governance
JC
Registered Nurse
HG
Director of Locality Development and
Primary Care
CL
Chief Finance Officer
AS
Deputy Clinical Chair

Director of Commissioning, NHS
England Area Team
Nikki Holmes
NH
Head of Primary Care, NHS England
Becky Parish
BP
Associate Director, Engagement and
Experience
Rosi Shepherd
RS
Assistant Director of Nursing (Quality
and Safety), NHS England
Claire Feehily
CF
Chair of Healthwatch Gloucestershire
Cllr Dorcas Binns
DB
Chair of the Health and Wellbeing
Board
Zoe Barnes
ZB
Corporate
Governance
Support
Officer
There were no members of the public present.
1

DE

Apologies for Absence

1.1 Apologies were received from Mary Hutton (MH).
2

Declarations of Interest

2.1 AS declared an interest in relation to agenda item 6 as his
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surgery (Heathville Medical Practice) has a branch surgery that
may be taking on patients from St Luke’s Medical Practice
following its closure.
3

Minutes of the Meeting held on Thursday 30th July 2015

3.1 The minutes were approved subject to the addition of DB’s
apologies as these were not listed.
4

Matters Arising

4.1

30/07/2015 Agenda Item 8.5 – It was confirmed that the updated
structure had been received by the Committee as requested
however JC noted that HG’s job title was inconsistent. It was
advised this had since been updated. Item Closed.

5

Springbank Surgery – Procurement Update
Post Meeting Note: The following text represents the minutes of
the discussion at the Part Two meeting which preceded this
meeting. It is recorded here since the Committee resolved that the
report and discussion were public business and should be
recorded as such.

5.1

HG informed the committee that the new provider for Springbank
Surgery following a successful procurement process, in which a
number of high quality bids were considered, would be Church
Street in Tewkesbury. The Patient Participation Group had been
actively involved in the procurement which overall had been a
very cohesive process.

5.2

HG noted that the CCG would now be feeding back to the
unsuccessful bidders.

5.3

HG gave an update regarding the Hesters Way Healthy Living
Centre and highlighted the following:
The CCG expects Gloucester Health Access Centre
(GHAC) to sign the tenancy agreement this week;
It is important that Hesters Way continues to run for the
benefit of the patients.

5.4

HG informed the Committee that the actions for the CCG are now
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around engagement in preparation for the start on the 1
December 2015.
5.5

AE noted that there would be significant learning for the CCG
from the process, in particular a suggestion made from one bidder
about reshaping the service.

5.6

HG advised that the CCG would be continuing to work with public
health around the KPIs for the contract.

5.7

AS noted that the challenge moving forward would be aligning the
suggestions for service change alongside the desires of the
public.

5.8

JC queried the possibility of the availability of a Nurse led
Paediatric Nurse service within surgeries as suggested by one of
the bidders. DE confirmed that in Swindon this was in place, and
that she would share the model with the CCG for information.

5.9

CG noted the possible shortfall in the service charge
reapportionment at point 2.6 of the report and requested that an
update was given regarding this issue moving forward. HG
advised that this would be reapportioned to providers
appropriately, as per best practice guidance.

5.10 CG requested that updates regarding Springbank are provided
regularly to the Committee. It was agreed that another update
would be given in six months’ time.
5.11 JC queried if the CCG had received any legal challenge to date.
HG confirmed that there had been none however the CCG would
continue to remain open to challenge.
5.12 RESOLUTION: The Committee noted the progress made in
securing the future of Hesters Way Healthy Living Centre
6.

St Luke’s Practice Closure
Post Meeting Note: The following text represents the minutes of
the discussion at the Part Two meeting which preceded this
meeting. It is recorded here since the Committee resolved that the
report and discussion were public business and should be recorded
as such.
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6.1

HG gave an update regarding the progress made following the
upcoming closure of St Luke’s Medical Centre and highlighted the
following points:
The practice will close on the 30 September 2015;
The Receptionist and Practice Manager (PM) will continue to
work after this date to support the transition process;
As at 8 September 2015, 1,400 still remained unregistered
with new practices, even after four letters;
Vulnerable groups of patients have been identified and are
being worked through as a priority to ensure these patients
are registered before 30 September 2015.

6.2

BP gave an update regarding the patient advice line in place to
support patients and GPs with registration to new practices. BP
advised that this would be extended for a further week and a
Freephone number would be in place and manned once the line
has closed. It was noted that a further letter would be sent out
which would underline the importance of registering with a new
practice for those patients not registered.

6.3

HG advised that it was unusual to have such a high number of
patients not re-registered however it was felt that the CCG had
worked very hard to ensure the transition would be a smooth as
possible.

6.4

HG informed members that the CCG were working with the SCW
Commissioning Support Unit (CSU) to ensure that Information
Governance requirements are met with regards to patient notes for
those individuals who had not registered with an alternative
practice.

6.5

AE queried when the PM will continue to be in place until. HG
advised this would be until the end of October to assist the
transition.

6.6

AE suggested that a sample should be taken of those patients not
registered, to establish the reasons why they may not have done
so. CF queried if the CCG has ruled out house calls, as patients
with learning disabilities in particular could benefit from these. HG
advised this would be next on the list of actions and that the PM
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was working with the homes of those with learning disabilities to
help them to register.
6.7

HG confirmed that she would provide a further update regarding St
Luke’s at the next PCCC meeting.

6.8

RESOLUTION: The PCCC noted:
The processes implemented for supporting patients and
practices with the registration process away from St
Luke’s and;
The progress made to date

7.

Workforce – Planning in Practice

7.1

AS presented the a presentation to the Committee which provided
an overview of Primary Care Education and Workforce and outlined
current and future pressures which include:
Patients with more complicated conditions living longer;
CQC regulations and inspections;
Diverse needs of different populations;
High cost and usage of locums;
Growing population of young families in urban centres;
Local elderly population living in urban centres and rural
geographically dispersed areas.

7.2

AS highlighted the following key points from the PowerPoint:
Context including demographics within Gloucestershire
Number of salaried GPs is improving;
6 GP retainers in place;
The LMC surveyed newly trained GPs, none want to
become Partners;
Average direct patient contact hours for GPs and Nurses;
Partnership working;
Workforce problem is a national issue, not unique to
Gloucestershire;
Primary Care Nursing;
Recruitment and retention;
Prime Minister’s Challenge Fund, choice plus element
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added;
Remote working;
Planned activities for 2015/16.
7.3

An additional slide was added regarding Nursing workforce which
described that Nurses in Gloucestershire do not have as much
training as is provided elsewhere.

7.4

The Committee discussed the PowerPoint further and AE queried
why it is important that GPs become Partners. AS confirmed that
this creates more resilience of practice in particular.

7.4.1 JC suggested that a Medical Leadership Programme was needed
and AS agreed however advised there is a need to look at GP
careers in addition to this.
7.4.2 CG noted that the GP retainer scheme is good but creates a cost.
CG also noted that getting ahead of the market would be useful,
and advised that the CCG should be coming up with innovative
ways to maintain General Practice.
7.4.3 HG agreed with the comments made and noted the following
points:
There would be a workshop on 5 November 2015 to
discuss the Primary Care Strategy and models would be
laid out there;
There needs to be a motivational factor to change;
Premises issues regarding ownership and liabilities may be
a factor in inhibiting the recruitment of GP partners.
7.5

RESOLUTION: The Committee noted the presentation.

8.

Primary Care Clinical Quality Review Group Terms of
Reference

8.1

MAE presented the ToR and advised this was brought forward
following minor changes requested at the meeting held in July.

8.2

AE queried the reporting arrangements of the group.

8.3

JC advised that the group should only provide exception
Page 6 of 9

24/09/2015 PCCC Minutes

reporting to the PCCC, with accountability to the Integrated
Governance and Quality Committee and that this should be
made clearer within the ToR.
8.4

JC noted that the membership needs to demonstrate check and
challenge elements and it was confirmed that AS and CBu were
both members of the group and would provide this from a GP
perspective. MAE advised that membership decisions sit with the
Clinical Chair in terms of the GP Liaison Leads.

8.5

CG queried who the Deputy Chair would be and advised that the
ToR would need to be updated following discussion.

8.6

MAE confirmed that the ToR would be brought back to the next
IGQC for approval, following adjustments as discussed.

8.7

RESOLUTION: The Committee noted the terms of reference.

9

Any Other Business

9.1

PMS Review
Post Meeting Note: The following text represents the minutes of
the discussion at the Part Two meeting which preceded this
meeting. It is recorded here since the Committee resolved that
the report and discussion were public business and should be
recorded as such.

9.1.1 HG introduced the paper and advised that Primary Medical
Services (PMS) contracts and General Medical Services (GMS)
contracts are two different types of contracts that we have in
Gloucestershire. HG informed the Committee that the purpose of
the review was to respond to a requirement from NHS England
to review all such contracts by March 2016. The review seeks to
ensure that all practices receive the same core funding for
providing the same core services. Any resources freed up as a
result of the reviews are to be reinvested in general practice
services.
9.1.2 HG highlighted the following key points from the report:
NHS England are leading on the review;
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There are five PMS practices in Gloucestershire:
- Bartongate Surgery, Gloucester
- Hilary Cottage Surgery, South Cotswolds
- Locking Hill Surgery, Stroud
- St Peter’s Road Surgery, South Cotswolds
- Underwood Surgery, Cheltenham;
The timeline and that all practices have had clear
communications and an opportunity to fill out a proposal
and;
The process had reached a point where the deadline was
extended.
9.1.3 HG noted that a PMS panel was held on the 23 September 2015
where three submissions had been received and gave a verbal
update from the panel to the Committee.
9.1.4 HG informed the Committee of the following discussions held at
the panel:
Bartongate Surgery was felt to be an atypical practice and
therefore there was a strong case to maintain the
premium;
St Peter’s Road had a very well written proposal however
evidence demonstrated that they were not an atypical
practice. The panel therefore did not support the proposal,
however will give positive feedback;
Underwood Practice was considered to have some
atypical elements however not completely atypical
therefore the panel would need further information to
support the proposal.
9.1.5 HG confirmed that the deadlines set are national therefore the
panel is requesting that the Committee delegate the decision to
the CCG Core team in order to comply with the time constraints.
It was agreed that the PCCC should not delegate this
responsibility. It was confirmed that further information would be
brought forward to the November Committee meeting for a
decision.
9.1.6 RESOLUTION: The Committee:


Noted the process for the PMS review;
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Noted the progress to date and the timeline for next
steps;
Agreed in principle entering into negotiations with the
practice where the atypical demographic may result in
continuation of all or some of the premium funding.

9.2

There were no other items of any other business.

10

The meeting closed at 1:25pm.

11

Date and Time of next meeting: Thursday 26 November 2015
in the Board Room at Sanger House.

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

Signed (Chair):____________________ Date:_____________
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