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Primary Care Commissioning Committee
Minutes of the Meeting held on Thursday 28th January 2016
in the Board Room, Sanger House, Gloucester GL3 4FE
Present:
Alan Elkin
Marion Andrews-Evans
Colin Greaves
Helen Goodey
Cath Leech
Dr Andy Seymour
In attendance:
Jeanette Giles
Teresa Middleton
Becky Parish
Rosi Shepherd
Nikki Holmes
Cllr Dorcas Binns
Anthony Dallimore
Barbara Piranty
Andrew Hughes (Agenda
Item 8)
Alan Potter

AE
MAE
CG
HG

Chair
Executive Nurse and Quality Lead
Lay Member - Governance
Director of Locality Development and
Primary Care
CL Chief Finance Officer
AS Deputy Clinical Chair

JG Head of Primary Care Contracting
TM Deputy Director of Quality
BP Associate Director Patient and Public
Engagement
RS Assistant Director of Nursing (Quality and
Safety), NHS England
NH Head of Primary Care, NHS England
DB Chair of the Health and Wellbeing Board
AD Associate Director of Communications
BPi Chief
Executive
of
Healthwatch
Gloucestershire
AH Locality Implementation Manager

AP Associate
Director
Governance
Fazila Tagari
FT Board Administrator
There were 2 members of public present.

of

Corporate

1

Apologies for Absence

1.1

Apologies were received from Mary Hutton, Julie Clatworthy and Debra
Elliott.
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2

Declarations of Interest

2.1

CG and BPi declared an interest in Agenda Item 5 as they were
registered patients at Crescent Bakery Surgery.

2.2

AS declared a general interest as a GP member.

3

Minutes of the Meeting held on Thursday 26th November 2015

3.1

The minutes were approved.

4

Matters Arising

4.1

24.09.2015 AI 5.8 – Springbank Procurement Update – NH
agreed that she would follow up the action in relation to
forwarding the nurse led paediatric nurse model from Swindon.

4.2

26.11.2015 AI 5.15 – Review of PMS Services Contracts – HG
confirmed that Bartongate Surgery was classified within the 2nd
most deprived area within Gloucestershire. Item Closed.

4.3

26.11.2015 AI 6.5 – Springbank APMS Contract KPI - HG advised
that the Healthy Living Centre were aware of the KPIs and were
committed to partnership working arrangements. Item Closed.

4.4

26.11.2015 AI 7.5 – Standard Operating Procedures: Practice
Boundary Changes – HG advised that the appeals procedure
process had been reviewed which took the national guidance into
account. HG stated that the 2nd stage of the process required
further consideration and advised that a local dispute resolution
group was required to oversee the appeals process prior to
progressing to the litigation stage (stage 3). Item Closed.

4.5

26.11.2015 AI 8.5 – Standard Operating Procedures: Application
to close a branch surgery – HG confirmed that the wording and
sequencing of the process had been completed. Item Closed.

5

Application to close branch surgery at Hesters Way Healthy
Living Centre from Crescent Bakery Surgery
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5.1

HG introduced this report and advised that Crescent Bakery
Surgery, based at St George’s Place in Cheltenham, had applied
for approval to close their branch surgery at the Hesters Way
Healthy Living Centre in Cheltenham.

5.2

HG advised that the practice had been considering their future at
this branch surgery location for over a year, reducing sessions
over time as servicing the branch had become more difficult for the
practice which threatened their ability to remain sustainable at their
main site.

5.3

HG advised that the report outlined the process following the
receipt of the application for branch closure and noted that the
process followed was in accordance with the Standard Operating
Procedure which was previously signed off at the November 2015
PCCC meeting. HG advised that the report also outlined the
feedback from the consultation process.

5.4

Members noted that the branch surgery offered minimal level of
service provision currently (two GP sessions per week) and did
not provide nursing support.

5.5

HG advised that patients would continue to have access to
services at the main surgery site and would have a choice of other
local primary care providers, including St Catherine’s who run
their branch surgery at Hesters Way Healthy Living Centre five
days a week. It was confirmed that St Catherine’s remain
committed to provide this provision.

5.6

It was also noted that Springbank Surgery had expressed an
interest to provide services from the Healthy Living Centre and the
particulars regarding this would need to be worked through taking
into account other possible interested parties via a competitive
process.

5.7

DB drew attention to Section 5.1.2 of the report regarding the
concerns raised around accessibility to the main surgery site. HG
advised that AH would be presenting the Primary Care
Infrastructure Plan and highlighted that the CCG was working with
practices to develop a new surgery site(s) to accommodate up to
5 practices. It was noted that this proposal involved Crescent
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Bakery Surgery, Berkeley Place, Yorkleigh Surgery, Royal
Crescent and Overton Park.
5.8

JG advised that the CCG would be working with the practice to
ensure that patients were informed of local transport options to
Crescent Bakery’s main site.

5.9

AE requested that the impact on the older demographic group
was reviewed as part of the consultations process. BP advised
that managing the consultation process was the practice’s
responsibility and the CCG acts as an advisory role and that
guidance could include sample size, target audience etc.

5.10

RESOLUTION:
The Committee (CG abstained from voting):
 considered the recommendation from the Primary Care
Operational Group meeting of 26 January 2016;
 approved the request to close Crescent Bakery’s
branch surgery at Hesters Way Healthy Living Centre;
and
 agreed that a further report updating members on the
arrangements for the provision of service within
Hesters Way Living Centre.

6

Application to close branch surgeries in Hawkesbury Upton
and Wickwar from Culverhay Surgery

6.1

Agenda Item 6 and 7 were discussed concurrently as both items
were interlinked. HG advised that these were two separate
contracts, although they operated branch surgeries at the same
location.

6.2

HG advised that the practices had submitted applications to close
these branch surgeries following a consultation period with their
patients who live in the Wickwar and Hawkesbury Upton areas.

6.3

It was noted that the principal reason for the application related to
the impact of the poor quality of the two premises which
compromised the capacity to provide a high standard of care,
notably in respect of the non-compliance with Care Quality
Commission (CQC) requirements regarding infection control.
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6.4

HG advised that the practice was bordered by South
Gloucestershire and that any alternative surgeries would be
based in South Gloucestershire.

6.5

DB drew attention to section 3.5 of the report in relation to the
consultation and noted that the Health and Wellbeing Board was
yet to be consulted. HG advised that timing issues were primarily
the reason for this and that the schedule of meetings would be
embedded as part of the process going forward. DB stated that
the Board did not require comprehensive information and that an
email or note would suffice in order to keep members informed.

6.6

CG highlighted that the practices were actually located in South
Gloucestershire (and not on the border as specified at section 6.4
above).

6.7

AD provided an update regarding communications acknowledging
that these practices were situated within South Gloucestershire
and noted that the CCG were supporting the practices in
managing the communication process.

6.8

AE enquired about the arrangements for the community transport
provision and queried if they were supported by the county or
district council as it was recognised that these were central to
transporting patients who had difficulties accessing the surgeries.
BP indicated that there were a range of options in place which
included local authority funded and volunteers services. Members
also noted that these services were fully utilised by the
community.

6.9

AE queried if discussions with the councils should be initiated as it
was felt that the continued support of those services would be
essential to those affected by the changes particularly the older
patients. GJ highlighted that the number of patients attending the
branch surgery was minimal and noted that those patients also
travelled to the main surgery and that the increase in the use of
transport should not be significant. HG articulated that the practice
was committed to undertaking home visits for frail and
housebound patients where medically appropriate.
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6.10

AE expressed concerns regarding progressing towards a final
decision particularly as the Health and Wellbeing Board was not
formally consulted with. DB (representative of the Board)
confirmed that there should be no concerns and noted that an
email would suffice for future reference.

6.11

HG proposed that a brief presentation regarding the work of the
Primary Care Commissioning Committee was presented to the
Health and Wellbeing Board. DB welcomed this proposal.

6.12

CG felt that it would be useful to receive feedback on the HG
implementation and suggested that an update was provided in six
months.

6.13

BP suggested that the Primary Care report prepared for the BP
Health and Overview and Scrutiny Committee was forwarded to
the Health and Wellbeing Board.

6.14

TM highlighted that there were typographical errors within the
Quality and Sustainability Impact Assessment that were issued
and tabled the correct documents. It was also advised that the
website would be appropriately updated.

6.15

RESOLUTION: The Committee:
 considered the recommendation from the Primary Care
Operational Group meeting of 26 January 2016; and
 approved the request to close Culverhay’s two branch
surgeries.

7

Application to close branch surgeries in Hawkesbury Upton
and Wickwar from The Chipping Surgery

7.1

This item was covered under Agenda Item 6 and both topics
were discussed concurrently.

7.2

RESOLUTION: The Committee:
 considered the recommendation from the Primary Care
Operational Group meeting of 26 January 2016; and
 approved the request to close Chipping’s two branch
surgeries.
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8

Draft Primary Care Infrastructure Plan

8.1

AH introduced the five year draft Primary Care Infrastructure Plan
for 2016 which outlined where investment was anticipated to be
made in either, new, or extended buildings.

8.2

AH advised that the Plan was divided into two sections which
were:
 where are we and where do we need to be; and
 how are we going to get to get to where we need to be.

8.3

AH advised that he was working to the 2031 timeline which was
aimed to align with local authorities strategies on housing.

8.4

It was proposed that a population and place based approach was
used to plan how and where services should be developed. It was
proposed that the CCG would map the current five year Joining
Up Your Care proposals against a population approach.

8.5

AH informed members about the current challenges of the
existing estate and noted that a quarter of practices were
significantly smaller than current recommended sizes. AH stated
that taking into account future population growth, the proportion of
practices in buildings that would be significantly smaller than
current recommended sizes would increase to one third.

8.6

AH provided a brief update on key sections within the report.
These included:
The Current State
 primary care buildings in Gloucestershire;
 conditions and suitability of current state;
 current financial expenditure;
 current committed developments; and
 summary and challenges;
The Primary Care Infrastructure Plan
 methodology, approach and assumptions;
 strategic priorities; and
 proposed locality developments
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Delivery
 business case processes;
 use of the Primary Care Transformation Fund;
 engagement and stakeholder involvement;
 fees assumptions;
 financial revenue investment profile;
 governance and decision making and approvals;
 risks and risk management; and
 key programme timelines
8.7

AH stated that the conditions and functional suitability of the
building would be key factors in determining priorities for premises
development. AE queried if parking would be an element
considered and it was advised that this would be considered
under space utilisation and noted that negotiations with the Local
Authority were actively undertaken acknowledging however, that
planning policies promoted the use of green space. AE felt that
the environmental policy should be called into question as it
should consider the needs of patients and in particular distances
that patients had to travel to their surgery.

8.8

AE enquired if funding from the Section 106 can be used towards
the cost of the development. AH advised that several schemes
where funding was being secured were part of the negotiation
with the Council.

8.9

AE queried the level of involvement from the Localities as part of
the decision making process and it was advised that the plan had
been discussed at each of the locality meetings. Furthermore, this
had been discussed with the practices and at Protected Learning
Time events.

8.10

AE asked if there was any feedback received from the Primary
Care Operational Group (PCOG) and the development session
meeting and it was noted that the final comments were still
awaited. AH highlighted that a LMC representative had attended a
PCOG meeting and was supportive of the proposals. AH also
highlighted that a few of the practices have indicated that the size
of their practices were smaller than identified.
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8.11

AS drew attention to Appendix 1a of the report and highlighted
that there were only 77 practices listed and queried if the
additional practices would be subsequently listed. AH advised of
the rationale underpinning the document and noted that the
excluded practices did not have any developments in the pipeline
and agreed that he would include these for completeness.

8.12

CG expressed concerns regarding the document as it focused on
short term proposals and felt that the scope should be extended
beyond 2021. AH responded that this was a medium term plan
and that the decisions were aimed to benefit the future
generations. It was also noted that buildings would be constructed
to a standard that would be suitable for long term use. CG
recommended that a reference should be made to the longer term
plans.

8.13

HG commended AH for his work in completing this plan within the
prescribed deadline. HG highlighted that this was presented at a
Patient and Participation Group (PPG) event where there were
representatives from 32 practices who were fully engaged with the
process.

8.14

HG stated that this work formed part of the overall Primary Care
Strategy which should be presented at the March 2016
Committee meeting and advised that the Strategy would outline
the future direction of travel.

8.15

CL articulated that this plan was contingent on the funding
received from the Primary Care Transformation bid and other key
resources including Section 106 agreements and that these
should be key enablers in driving this further forward.

8.16

DB noted that there have been no financial assumptions made on
some proposals, and asked if this could be included as an
estimate as part of the Primary Care Transformation Fund. AH
agreed that he could make assumptions although these would be
estimates.

8.17

DB questioned the process of determining the internal floor space
and explored if this could be increased. It was advised that there
were requirements regarding the maximum dimensions allowed
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for a practice list size and noted that NHS England had also
produced internal guidance.
8.18

AE queried the implications for the practices raising 1/3 of the
capital to fund the developments as 67% can only be obtained
from the Transformation Fund. AH considered that if robust
proposals were developed, then the key factor would be
deliverability within three years. NH advised that the guidance
was still awaited and that it would be difficult to assess the
process without this although it was understood that some
schemes could be funded by third parties. Members noted that
third party developments contained risks as well as benefits.

8.19

BPi expressed concerns regarding accessibility for the aging
population living in rural areas and queried how the potential
impact would be assessed and if this would be built into the
process. AH felt that branch closures would be the biggest issue
for accessibility and was not likely to be a major issue for new
developments as these would be built to benefit the local
population and took into account a number of factors although
recognising that this needed to be balanced. AH advised that it
was anticipated that a full engagement process would be
undertaken including a review of access and travel plans and an
assessment of the impact on patients. BP advised that the CCG
were proposing to work with the PPGs including other
stakeholders at an early stage of the communication process.

8.20

The Committee agreed to delegate the responsibility to CL, MH
and AE in order to formally approve the Primary Care
Transformation bid submission.

8.21

AE requested that this item was ordered as the top of the agenda FT
going forward.

8.22

RESOLUTION: The Committee considered the contents of the
draft plan and noted that a finalised version would be
presented at the March 2016 meeting.

9
9.1

Any Other Business
CG suggested that a self-assessment was undertaken to reflect
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AE

on the role as a Committee in order to improve on processes and
identify areas for development where further training was
required.
9.2

RS suggested that she can forward copies of Quality reports
produced for other Committees and it was noted that the
Integrated Governance and Quality Committee (IGQC) was
responsible for monitoring quality.

10

The meeting closed at 12:40.

11

Date and Time of next meeting: Thursday 31st March 2016 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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Agenda Item 5.1
Primary Care Commissioning Committee
Meeting Date

Thursday 31st March 2016

Title

Draft Primary Care Workforce Plan

Executive Summary

NHS Gloucestershire Clinical Commissioning Group
(GCCG) has had delegated authority for primary
care commissioning since April 2015. In respect of
workforce, the CCG has been working closely with
stakeholders such as its member practices, Health
Education England South West and the
Gloucestershire LMC to provide greater consistency
of support to the sustainability of the primary care
workforce in the county.

Risk Issues:
Original Risk
Residual Risk

Therefore the draft Primary Care Workforce Plan is
focused on:
1. The recruitment, retention and return of the GP
workforce using the structure of the GP
workforce 10 point plan, but with local
interpretation. Projects include support of
countywide
GP
recruitment
with
a
Gloucestershire Primary Care campaign, a
portfolio career offer to GPs considering
leaving general practice early and the setting
up of a Community Education Provider
Network (CEPN or training hub).
2. The education and training of the Practice
Nurse workforce, providing greater consistency
in the development of this role with schemes
such as practice nurse facilitators and
advanced nurse practitioners.
3. New skill mixes in primary care, with new roles
to support the current primary care
professionals in providing patient care, for
example with prescribing pharmacists able to
manage clinical caseloads.
There is a risk that in not supporting our member
practices to recruit, maintain and develop the primary
care workforce the CCG would not be supporting the

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

Author
Designation
Sponsoring Director
(if not author)

sustainability of primary care and there could be a
greater chance that a provider contract or contracts
could be handed back by a member practice. This
would have an impact across the whole system.
Working to support the GP workforce (using the
structure of the 10 point plan), practice nurses and
the entire primary care workforce (using the
Community Education Provider Network or CEPN)
will help to minimise the risk to individual contracts
and will support the future sustainability of primary
care in Gloucestershire.
Costs associated with individual projects within the
plan are required to be presented to, and signed off
by the CCG Core Executive Group.
There are no specific legal issues related to the
overall plan, however consideration of any such
issues will be made on a case by case basis prior to
the implementation of individual projects and
schemes within the plan.
An impact assessment has not been completed and
it is assumed this will not be required for each
specific workforce project.
No
Any impact to be assessed on individual projects
within the draft Primary Care workforce plan.
Consideration for patient and public involvement to
be given on individual projects within the plan as
required.
Members of the Committee are asked to consider
the contents of the draft plan and:•
provide comments and feedback on the key
aspects;
•
suggest areas for refinement and/ or where
further information is required; and
•
confirm how members wish to be kept up to
date on the development of this plan.
Bronwyn Barnes
Programme Manager: Primary Care, Localities and
Variation
Helen Goodey
Director of Locality Development and Primary Care
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Agenda Item 5.1
Primary Care Commissioning Committee
Thursday 31st March 2016
Draft Primary Care Workforce Plan

1. Executive summary
There is a great deal documented about the difficulties in recruiting
and retaining the primary care workforce in the UK, most notably
GPs and Practice Nurses. The King’s Fund report “workforce
planning in the NHS”1 on workforce pressures affecting the
delivery of the five year forward view2 notes pressures on general
practice nationally have led to fewer training posts being filled and
more GPs looking to retire early, leading to a shortfall in GPs. The
report further notes the benefit of the establishment of Health
Education England (HEE) to co-ordinate local training needs, but
identifies HEE’s role will have a greater effect on the future
workforce, whilst the national responsibility for the management of
the current workforce is less clear.
The primary care workforce is clearly integral to the future
sustainability of primary care, and as such great importance has
been placed on this work by Gloucestershire CCG (GCCG).
Gloucestershire is not unique in facing growing pressures on its
primary care workforce, but GCCG is taking a proactive approach
to support its member practices in this area.
GCCG’s plans for supporting the primary care workforce in
Gloucestershire are focussed on three distinct but related

1

http://www.kingsfund.org.uk/press/press‐releases/workforce‐shortages‐endanger‐delivery‐nhs‐
five‐year‐forward‐view Workforce Planning in the NHS, King’s Fund, April 2015
2
https://www.england.nhs.uk/wp‐content/uploads/2014/10/5yfv‐web.pdf Five year forward view,
NHS, October 2014

elements; the GP workforce 10 point plan3, supported by the
Primary Care Workforce and Education Workstream Group;
practice nurse education and training, supported by a group of the
same name; and the development of new skill mixes in primary
care which includes the addition of the prescribing pharmacist role.
The three broad themes have been developed from national
guidance and local intelligence following engagement with our 81
member practices. GCCG is working closely with local
stakeholders such as HEE South West (HEE SW) and the
Gloucestershire LMC to ensure we enact both reactive and
proactive approaches to the primary care workforce pressures for
benefit both in the short and long term. The workforce plans are
closely linked to discussions around the county prompted by the
five year forward view and new models of care, as well as closer
collaboration between general practices to improve efficiency and
sustainability.
This Primary Care Workforce Plan will in turn inform the Primary
Care Strategy. This workforce plan encapsulates the future
strategies and workplans being developed by three distinct CCGled groups; The Primary Care Workforce and Education
Workstream Group, Practice Nurse Education and Training Group,
and the Workforce Planning Group.
The Gloucestershire Community Education Provider Network
(CEPN or training hub, point 3 of the GP workforce 10 point plan)
is due to be set up in Q1 2016/17 following funding approval from
HEE SW. The CEPN will further support the training and education
requirements for the entire Primary Care workforce, providing
greater consistency of training and education to benefit the entire
primary care system in the county.

3

http://www.bma.org.uk/working‐for‐change/negotiating‐for‐the‐profession/bma‐general‐
practitioners‐committee/gpc‐current‐issues/workforce‐10‐point‐plan GP workforce 10 point plan,
NHS England, HEE, BMA and RCGP, January 2015
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2. Background
Following the commencement of delegated authority for Primary
Care Commissioning in April 2015, GCCG set up a number of
committees and structures to support this increased responsibility.
This included the Primary Care Workforce and Education
Workstream Group. The purpose of this group was to drive forward
projects to support the recruitment and retention of the
Gloucestershire Primary Care workforce in the short, medium and
longer term. The workstream group meets every six weeks and its
core membership includes GCCG Deputy Clinical Chair, GCCG
Director of Locality Development and Primary Care, two
Gloucestershire GPs, and a GP representative from HEE SW.
Further representatives are invited to attend as the agenda
requires, and the Group is planning to formally expand its
membership and review its terms of reference. The Primary Care
Workforce and Education Workstream Group reports into the
Primary Care Operational Group which in turn reports to the
Primary Care Commissioning Committee and the CCG Governing
Body.

Primary Care is facing unprecedented demand nationally. A BMA
Future of General Practice 2015 survey4 found:
 Almost three in ten GPs who are currently working full time
said they are thinking about moving to part time
 47% would recommend a career as a GP
 One third of GPs are considering retiring from general
practice in the next five years
 73% of sessional GPs aged 30 or under said they envisaged
looking for a partnership at some point
 24% of salaried GPs envisage looking for a partnership in
the near future
4

http://www.bma.org.uk/gpfuturesurvey Future Survey, BMA, 2015
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According to a BBC Inside Out survey5 in 2015 medical students
are shunning the GP profession due to the volume of
appointments. In 2013, only 20% of medical students chose to
work in general practice on completion of their foundation training
despite a national target of 50% by 2016. The west of England
requires 25% more GPs by 2020 to keep up with demand for
services, according to the Royal College of General Practitioners.
GCCG Primary Care and Localities Team undertook a short survey
in Quarter 3 of 2015/16 asking all Gloucestershire practices five
questions:
1.

Please could you confirm if you have any GP vacancies
currently at your practice? Please confirm if they are GP
Partner or Salaried GPs and also how many sessions this
leaves vacant that you are having to fill.

2.

Do you have regular locum cover which is reliable and
provides sufficient backfill?

3.

Do you regularly struggle to secure locum cover?

4.

Are the costs of providing locum prohibiting you from
getting cover for your practice?

5.

Do you have any GP retirements or change in working
patterns planned over the next few years?

78 of the 81 practices responded. The headlines of the findings
are as follows:
Does your practice have
any GP vacancies?
Partner
vacant
sessions*
Salaried
vacant
sessions
Any
planned
GP
retirements?
Total known retirements

31 practices

40% of all responses

146

42 due to long term
sickness

49
44 practices

56% of all responses

57

5

http://www.bbc.co.uk/news/health‐31550423 GP shortages put pressure on doctors and patients,
BBC, March 2015
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* Not all practices confirmed number of sessions, therefore 8
sessions assumed where unstated
Therefore, around 40% of all our practices are currently carrying
vacancies, with a significant number of partner vacancies (almost
30% of which is due to long term sickness). This demonstrates the
current pressures felt by general practice. In addition, over half of
the practices responding reported impending GP retirements,
which will only serve to increase the pressure on the sustainability
and resilience of our practices.
With regards to locum cover, 56 practices (72%) reported
difficulties securing locums, with those who responded positively
able to manage their staff shortages internally, such as through
additional sessions of salaried or partner GPs, or having a small
pool of locums they regularly work with. Some practices who are
particularly struggling with locum cover rely on agencies and
reported escalating costs, quoting 35% higher year-on-year and
paying in excess of partner salaries.
In November 2015, the GCCG Primary Care and Localities Team
hosted an event to discuss the Primary Care Strategy and the
future of Primary Care in Gloucestershire. The event was very well
attended, with around 100 GPs and 30 Practice Managers
attending with each locality represented and able to begin to
formulate visions for the future.

3. GP Workforce 10 Point Plan
In response to the current primary care landscape NHS England,
Health Education England (HEE), the General Practitioners
Committee (GPC) and the Royal College of General Practitioners
(RCGP) produced the GP workforce 10 point plan. The plan is
organised into three areas; recruitment, retention, and support for
returning doctors. It forms part of the Five Year Forward View and
New Deal for primary care implementation.
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GCCG has used the structure of the 10 point plan for our local plan
but have focussed on the main headings of “recruit, retain and
return” rather than focusing in minute detail on achievement
against the individual 10 points, some of which are outside of our
local control.
The clinically-led Primary Care Workforce and Education
Workstream Group (Workforce Workstream Group) was set up in
2015, meets every six weeks and is administered by the Primary
Care and Localities Directorate. Meetings with a smaller
membership and discussions over email take place between
meetings to progress workforce projects. The workstream group
discussions have informed the preparation of this plan.
The workforce workstream group acknowledges the workforce plan
has to be adaptable to the changing Primary Care landscape, and
supports the development of a more sustainable primary care, for
example at a locality level following the Primary Care Strategy
event for all Gloucestershire practices held in November 2015.
Summary of plans under the 10 Point Plan; “Recruit, Retain,
Return”
Recruit







National Plans
Promote
General
Practice:
marketing
campaign
including
letter to all newly
qualified doctors
Improve breadth of
training
Pilot Training hubs:
Community Education
Provider Network
Targeted
support:
time-limited incentive
scheme for financial
support to GP trainees
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Local Plans
Promoting
Gloucestershire Primary
Care in the short and
longer
term
(Countywide recruitment
campaign)
Progressing plans for
setting up a Community
Education
Provider
Network (CEPN)
Training
Gloucestershire Doctors
Trainers
group
workshops

in specific areas

Retain
National plans
Investment in retainer
schemes
Improving the training
capacity in general
practice:
£1billion
infrastructure fund to
enable
increased
training capacity
Incentives to remain in
practice: e.g. funded
mentorship
programme,
portfolio
career
New ways of working:
identify key workforce
initiatives.

Local Plans
 Investment
in
GP
Retainer Scheme
 Links
to
premises
workstream Group and
estate strategy
 Portfolio career offer for
those
considering
leaving general practice

National plans
 Induction and returner
scheme
 Targeted investment in
returners

Local Plans
 Assess suitability of
local returners scheme








Return

Further detail of the key local priority projects under the 10 point
plan
Recruit: Promoting Gloucestershire Primary Care campaign
GCCG has agreed to provide significant investment in order to
support member practices to recruit general practitioners, by
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producing a multi-media campaign (print, online, social media) and
provision of recruitment advertisements for practices with the
British Medical Journal (BMJ) during 2016/17.
The BMJ is a weekly publication (50 editions per year) that is
delivered to all people registered with the BMA, typically to their
home address. Following on from a BMJ recruitment campaign by
Lincolnshire LMC, GCCG met with the BMJ to discuss how we
could do something similar to support GP recruitment in
Gloucestershire.
The aim of this project is to produce a campaign to support the
short term recruitment pressures on our member practices as well
as the longer term requirement for a primary care workforce that
works in a more collaborative and sustainable way. Currently
agreed for the 2016/17 financial year, the campaign will promote
Gloucestershire as a place to be a general practitioner, but also
highlight the benefits of the county’s healthcare system alongside
benefit to residents such as recreational, sporting and cultural
activities.
The first phase of this project will be to promote the opportunities
currently available to General Practitioners in Gloucestershire, by
producing a Gloucestershire Primary Care-branded campaign
initially within the BMJ weekly print publication and BMJ online.
The campaign will support individual Gloucestershire Primary
Care-branded recruitment advertisements for our member
practices.
We have the support of the LMC for the campaign, and will be
utilising their expertise and guidance in developing the materials.
We will work with the BMJ and practices to understand the
effectiveness of the 2016/17 campaign and recruitment
advertisement provision, with the BMJ providing GCCG with
monthly activity reports and a summary of feedback from practices
about levels of interest in their vacancies and successfully filled
vacancies.
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Campaign advertising: 6 month campaign package
The campaign to promote Gloucestershire as a place to work in
general practice comprises;
 Full page colour (GP and Clinical Research editions) 1 issue
per month
 Online banner (c.100,000 page impressions per month)
 MPU (mid page unit) online banner (c.50,000 page
impressions per month)
We have agreed with the BMJ that the first of the six campaign
advertisements will appear in an edition of the journal towards the
end of April 2016. The exact date is dependent on progress with
development of the microsite and social media content which will
have more impact when launched together.
Recruitment advertising: provision of one package per practice
We understand practices view the BMJ as a preferred place to
advertise GP vacancies; however this can be cost inhibitive when
compared with other means such as NHS jobs or local papers
which may not typically have the GP audience. GCCG engaged
with the BMJ to determine whether a discount could be obtained
for purchasing these recruitment advertising packages ‘at scale’ in
order to support practices. Further to the agreement with the BMJ
for this discount, GCCG has committed to provide one BMJ GP
recruitment package per practice over the course of the next year,
to be used as and when required. These advertisements will
feature the ‘Gloucestershire Primary Care’ branding used for the
campaign and may be more successful if produced alongside the
campaign option.
The Recruitment Advertisement package available to practices
comprises:
 Quarter page spot colour in 3 issues of BMJ (GP edition)
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 Online listing (4 weeks maximum)
 Online reach package for enhanced visibility
Practices will also be supported by receiving information from the
BMJ about how to write a successful recruitment advertisement,
along with prepared templates for these advertisements.
The initial commitment is for 41 recruitment packages during 201617, with options to extend in two batches of 20 packages for the
remaining practices if required.

Response

The CCG wrote to practices to advise of the potential provision of
one GP recruitment package during 2016/17 and asked practices
to confirm their likely utilisation of this offer during the year. The
position two weeks following the communication is as follows:
Number
responses
Very Likely
23
Likely
10
Not Likely
17
Not likely at all
2
Total responses
52

of %
responses
63%
37%
64%

Alongside provision of one package per practice, the GCCG has
negotiated a discounted rate for practices to purchase any
subsequent recruitment advertisement packages during 2016/17.
Campaign Microsite
In order to create a link to further contenton the campaign
advertising and social media messaging, we have agreed a BMJhosted campaign microsite as part of the campaign package.
This Gloucestershire Primary Care microsite will include content
about working in Gloucestershire, housing, leisure activities, and
video testimonials from Gloucestershire GPs. Content will be
developed by the CCG with the BMJ team providing web design.
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The initial commitment is for the 12 month period of April 2016March 2017, with the ability to add additional content in year as the
campaign develops.
We propose the second phase will be to expand the campaign into
education promotion alongside the work of the Community
Education Provider Network (CEPN). This could include promotion
of working in various primary care roles in Gloucestershire for
example to undergraduate students at the faculty of medicine at
the University of Bristol, or students considering a career in nursing
at local educational institutions such as Gloucestershire College.
Whilst the idea is at this stage to support practices with the
recruitment of GPs, this could in the future be expanded to wider
primary care roles or the countywide health system. We have initial
interest from some of our providers to support the development of
this campaign into a Gloucestershire-wide healthcare recruitment
campaign, depending on the success of the first phase of the
project.
Recruit: Setting up a Community Education Provider Network
The CCG, of behalf of all practices in Gloucestershire submitted an
expression of interest in obtaining support to set up a Community
Education Provider Network (CEPN) or training hub to improve
provision of education and training for all roles in primary and
community care. Following submission of a formal bid GCCG was
successfully approved to set up the CEPN.
HEE SW has a contract with the West of England Academic Health
Science Network (AHSN) to host and deliver the CEPNs, and as
such Gloucestershire will benefit from the cross-regional
experience of the AHSN. Preliminary meetings are being held with
the ASHN and HESW during February and March 2016, with a
view to setting up the CEPN early during 2016/17.
The funding available for the CEPN is at this stage only thought to
be short term, with a view to developing a sustainable structure
following the pilot period. No decision has yet been made on which
organisation would host the CEPN, the number of CEPNs in
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Gloucestershire and the exact role and commitment of GCCG
going forwards.
The CEPN will be aligned to our local plans to join up services and
bring care closer to home, and support our member practices by
promoting working in primary care and community-based roles.
GCCG sees value in the CEPN supporting our 81 member
practices to work in a more collaborative way, for example in
practices providing training for groups of primary care
professionals. The CEPN will support our pre-existing structures
and plans to empower our primary care colleagues to play a role in
developing provision of local services for their patients, in this case
in the short, medium and long term sustainability of the primary
care workforce. We have seen, for example in the recent
countywide Primary Care Strategy event, that our Primary Care
workforce can be forward thinking and amenable to working in new
ways.
The CEPN will have strong links to the CCG Workforce Planning
Group, The CCG Practice Nusrse Education and Training Group,
and the CCG Primary Care Workforce and Education Workstream
Group, and will collaborate on ensuring training placements and
educational support opportunities are aligned to local staffing and
population requirements. GCCG understands the benefit of multiorganisational input and support of the CEPN, and alongside
Gloucestershire provider stakeholders already engaged with plans
via the Gloucestershire Workforce Planning Group, the CEPN
would endeavour to engage with other key stakeholders such as
the Gloucestershire LMC, Gloucestershire GP education trust
(GGPET), community nursing teams and voluntary organisations.
The CEPN will build on training and development opportunities
already underway, and the information we already hold through the
work of the Primary Care Workforce and Education Workstream
Group, the Workforce Planning Group and the Innovation Survey.
One of the first projects for the CEPN may build on this in order to
understand the local training needs at general practice level and
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then develop key education and training projects from this
information.
Recruit: Training Gloucestershire Doctors
The workforce workstream group began discussing how to support
GPs that have trained in Gloucestershire to practice in
Gloucestershire once qualified. We are reviewing the suitability of,
and demand for a Newly Qualified Doctors scheme in order to
encourage GPs who trained in Gloucestershire to practice in the
county once qualified. Currently it is likely a proportion will either
return to practice nearer to home (e.g. Bristol) whilst some of those
who will practice in Gloucestershire will choose to do so as a
locum, at least to begin with.
Proposed plans:
 Following completion of ST3 training, the opportunity to join
the Gloucestershire Doctors scheme
 2 or 3 year contract commitment to practice in
Gloucestershire as a salaried GP
 Work in practice either on an annual rotation e.g. on a 2 year
scheme 12 months in practice one followed by 12 months in
practice two or over the full period working half time in each
practice
 Practice work is a choice of practices based on preferred
locality
 Option for supported study as part of the scheme- proposed
full or part funding to cover fees of a diploma course (in a
relevant discipline), or for support with Medical Defence
Union (MDU or indemnity) costs for a limited period of time
 A GP mentor will be made available to support the new
Gloucestershire doctor through the scheme, perhaps one
session per month
We believe the benefits for the GPs on the scheme would be to
begin their careers with the benefits and stability of working in a
practice for an extended period of time but without a full
partnership commitment, trying a small number of different
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practices, mentor support, and the opportunity to continue to study
and develop new skills for use in general practice or be supported
with MDU costs. The mentor support in particular may be attractive
as newly qualified GPs may find they miss the support
mechanisms they had as a trainee.
GCCG has engaged with the Gloucestershire ST3s and have
found that there is a good level of interest in the proposed scheme.
The trainees present felt the scheme would provide the flexibility
and stability they are looking for, and would bridge the gap
between the opportunity to work as a locum and working as a
salaried GP.
Whilst there was some interest in the part funded study, there was
more interest from the group in the Mentor support and the
possibility of support to pay their MDU costs.
The workforce group will further consider this proposed scheme, in
order to progress this project for the next group of newly qualified
GPs in August 2016.
Retain: Investment in GP Retainer Scheme
As part of delegated co-commissioning activities GCCG took on
budgetary function to support the GP Retainer scheme. This
scheme is led by HEE, and has been heavily supported by GCCG
since autumn 2015 as part of the wider workforce workstream
considerations.
In October 2015, Expressions of Interest for the GP Retainer
scheme were invited from all Practice Managers and GPs across
the county. 27 practices from different locality areas expressed an
interest in the scheme; of these, 12 practices have submitted a
completed host practice application form.
Two of the practices submitting a completed application form do
not meet the training criteria as set out in the requirements of the
scheme, however have been supported through GCCG and HEE
to develop appropriate training capacity within their practices.
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Of the remaining 10 practices that have formally completed the
form to host retainers, only two practices have actually identified a
GP Retainer to work within their practice. One of these applications
has been approved, and the other is pending approval.
The CCG have used a number of communication channels to
create awareness of the scheme including advertising via email,
CCG Live and the LMC, to raise the profile of relaunching this
opportunity in county. This advertising has led to enquiries from
four other GPs who have expressed an interest in becoming
retainers due to their personal circumstances.
Currently there are four active GP Retainers on the scheme. A
fifth recently approved GP Retainer will join the scheme in April
2016.
There are national changes to the scheme in April 2016, which are
due to increase the level of funding host practices and GP
Retainers are eligible to claim for. To date no official information
has been disseminated to guide and advise HEE or CCGs on the
changes.
Currently this workstream remains a partnership project with input
from both the CCG Localities and Primary Care Directorate and
the HEE. Further efforts will continue on this workstream to ensure
operational and financial arrangements for the scheme under
delegated co-commissioning are clear.
Retain: Portfolio career offer for those considering leaving
general practice
Following the results of our innovation survey, the workforce
workstream group began discussing methods to encourage GPs
considering leaving general practice or retiring early to work in a
different way in order to retain their skills and experience within
primary care in Gloucestershire. In order to fulfil GCCG’s
requirements the portfolio GPs will need to undertake some
patient-facing clinical work. We wrote out to all GPs in
Gloucestershire in January 2016 to invite those considering leaving
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general practice in the near future to express and interest in the
scheme and received 16 responses.
The CCG is holding an engagement event in March 2016 to
assess the requirements of the GPs that expressed an interest in
the scheme. Following the event we will make any adaptations to
the scheme following the GP feedback and look to progress
‘matching’ portfolio GPs with opportunities for patient facing clinical
work in practice, and non-patient facing clinical work, for example
with GCCG.
We will continue to support GPs considering leaving general
practice to continue to practice, but without continuing as a partner,
if this is their preference.
Return
Whilst our immediate focus has been on the recruitment and
retention of GPs, GCCG is looking at assess the suitability of a
local returner’s scheme during 2016.

4. Practice Nurse Education and Training
This group, with practice nurse representation from all seven
localities is held bi-monthly and is run by the Quality and Nursing
Directorate. The purpose of the group is to provide informed,
expert advice and strategic direction to support the development of
nurses in General Practice, and facilitate the implementation and
development of an educational/career framework for nurses in
General Practice.
A number of schemes have already been agreed following the
work of this group and will be implemented during 2016, notably;
 Practice Nurse Facilitators across all seven localities
 Advanced Nurse Practitioners- Funding for course and
backfill in each locality agreed February 2016. Complete by
2021 (5 year part time course)
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 Consistent approach to mandatory training for practice
Nurses draft guidance completed
Future plans around practice nurse education and training include;
 Practice Nurse Education and training needs analysis and
Increase number of practice nurses with LTC courses to be
completed by June 2016
 Practice nurse placements by June 2016
Whilst this group will continue to operate in order to progress the
development of practice nursing across the county, there will need
to be representation from this group on the CEPN once it is
established in order to ensure the work of each group supports the
overall primary care workforce plans.

5. New Skill mixes in Primary Care
NHS Alliance published ‘Making time in General Practice’6 which
provides useful insight into nursing and new skill mixes in primary
care. The report noted an audit showed that around 27% of GP
appointments were deemed to be potentially avoidable, the
greatest proportion of these being patients that could have been
seen by another member of the wider primary care team be that in
practice, in pharmacy or by a care navigator or social prescriber.
Social Prescribing
Social prescribing is a non-medical support model available to all
patients registered with a Gloucestershire GP, which seeks to
support the broader determinants of health. Referrals are made by
GPs as well as other community-based clinicians.
6

http://www.nhsalliance.org/wp‐content/uploads/2015/10/Making‐Time‐in‐General‐Practice‐FULL‐
REPORT‐01‐10‐15.pdf Making time in General Practice, October 2015
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Funding has been confirmed by GCCG for the period 2016/17. An
external evaluation report is due in August 2016 which will inform
commissioning from April 2017 onwards.
Social Prescribing is defined as “a clear coherent and collaborative
process in which healthcare practitioners work with patients and
service users to select and make referrals to community based
services“. Social Prescribing supports both healthcare providers
and patients in ensuring those referred to the service are seen by
the correct professional who is better placed to advise them when
their social prescribing need. Whilst this need may well have an
effect of their overall health it is not directly the expertise of a
general practitioner.
An interim report in Gloucestershire found that the scheme had a
positive impact on capacity in primary care. The interim evaluation
also found that the most common reasons for referral to the
service were Social isolation (54%), Mental health and wellbeing
(53%), General health and fitness (30%), and Benefits advice
(27%); all areas that, could, in time create additional demand on
primary care and the wider healthcare system.
Developing the Role of Practice Prescribing Pharmacists
 Prescribing pharmacists employed as members of General
Practice teams can help to reduce GP workload pressures7.
 Employing a prescribing pharmacist represents a new role
for General Practices in Gloucestershire requiring a practice
investment decision.
 To encourage this skill mix development, practices need to
be incentivised to invest in this role in order to learn from the
practice workload benefits offered.
 Supported by GCCG and NHS England, seven
Gloucestershire practices have agreed to pilot the role of a
7

http://www.rpharms.com/promoting‐pharmacy‐pdfs/rcgp‐joint‐statement‐for‐pharmacists‐in‐gp‐
surgeries‐version‐2.pdf RCGP and RPS Joint Statement on Pharmacists in General Practices, February
2015
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practice employed clinical pharmacist as an approach to
supporting practice workload pressures. Employed
pharmacists have recently commenced in these roles.
 In order to strategically plan to meet the anticipated future
local demand for prescribing pharmacists driven by GP
workforce pressures, local pharmacists should be supported
to become qualified prescribers.
A number of ‘’trail blazing’ practices across the country have
shown that integrating the role of a prescribing pharmacist as a
member of a GP practice team can enable a transfer of prescribing
and medication related GP workload as a result of more effective
skill mix within the practice team.
Practice prescribing pharmacists achieve this by taking on the
management of clinical caseloads, involving patient facing reviews.
They also become the practice focal point for the wide range of
prescribing and medication related queries that would otherwise
need to be dealt with by a GP.
This type of role can also incorporate the ‘Prescribing Improvement
Plan’ (PIP) activity that CCGs already directly support for the
purposes of maximising the value achieved from NHS prescribing
expenditure. However, this is an additional element to the core role
of the practice prescribing pharmacist which is centred around
undertaking GMS activity related workload pressures.
The successful establishment of this role in a small number of
practices across the country, together with the increasing GP
workforce pressures, has led NHS England to develop a national
pilot8 project to stimulate the spread of the establishment of the
role of the’ clinical pharmacist’ employed as an integral member of
a GP practice team across England as part of the NHS England
General Practice Workforce Action Plan9.

8

https://www.england.nhs.uk/commissioning/primary‐care‐comm/gp‐action‐plan/cp‐gp‐pilot/
Clinical Pharmacists in GP practice national pilot
9
https://www.england.nhs.uk/commissioning/primary‐care‐comm/gp‐action‐plan/
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Simon Stevens, NHS England Chief Executive stated: “Joint
working between pharmacists and GPs has the potential to have
major benefits for both patients and clinical professionals. This pilot
will be a win-win for GPs, pharmacists and patients. By testing
these new ways of working across professional boundaries we are
taking another step forward to relieving some of the pressure that
GPs are clearly under and ensuring patients see the health
professional that best suits their needs.”
The Gloucestershire application was one of the 73 successful bids
from the 292 received by NHSE. The NHSE project will involve a
total of 698 GP practices across England who will employing 430
clinical pharmacists. The Gloucestershire project includes 7 GP
practices (Church St; Springbank; Churchdown; College Yard &
Highnam; St Catherine’s; Cam & Uley; and Brockworth) and 7
pharmacists (5 FTE). Participating in the national pilot enables
practices to access a national development and networking
programme to support their employed pharmacists.
Directly employing a pharmacist from practice income, with the
associated cost of a new practice team member, represents a
significant decision for a Practice. The NHSE national pilot does
however provide some part funding for this role over the next 3
years. In order to ensure that local experience is gained from the
development of this approach, GCCG also agreed to provide some
additional part funding to incentivise pilot practices, with a
requirement that the practice pharmacist roles incorporated the
practice implementation of GCCG’s Prescribing Improvement Plan
in addition to undertaking core GMS activity.
GCCG has supported the seven pilot practices with their
recruitment of suitable pharmacists. The availability of pharmacists
across England is currently generally good. However, the
availability of pharmacists with some experience of working in
General Practice is more limited. More significantly for the
purposes of this initiative, this local recruitment exercise has
highlighted that currently, there are a lack of pharmacists who are
qualified as prescribers in Gloucestershire.
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Non prescribing pharmacists can help GP practices in addressing
prescribing queries; medication reviews; and with prescribing
audits and cost effectiveness improvements. However, prescribing
pharmacists are more clinically qualified and are therefore also
able to more easily manage clinical caseloads as well as issue
prescriptions, which is a significant element of GP workload.
It takes a registered pharmacist seven months of part time
postgraduate study to become qualified as a prescriber. The
absence of the guarantee of a position as a prescribing pharmacist
once qualified is a dis-incentive for pharmacists to undertake the
time and costs involved in becoming prescribers. To date, the
CCG has not directly supported pharmacists to qualify as
prescribers.
As a result of the recruitment process, Gloucestershire’s pilot
practices have now employed six pharmacists from within the
extended, part time team of GCCG’s practice based prescribing
support pharmacists, employed to date to support practices to
implement the CCG PIP. Only two of these six pharmacists are
currently qualified prescribers; however three of the remaining four
will qualify as prescribers during 2016.
As a result of the above recruitment process, it is clear that if this
approach of General Practices employing their own pharmacists as
members of their practice team, is to be successfully extended
across Gloucestershire in the future as part of a General Practice
Workforce support programme, then GCCG needs to consider
supporting local pharmacists to become qualified as prescribers as
part of the development of a strategic Primary Care Workforce
development plan.
It costs approximately £4,000 for a pharmacist to qualify as a
prescriber based on £2,700 training time at the University plus
£1,300 in practice training activity. There is an additional cost of
£1,000 to reimburse for GP clinical mentor time. Pharmacists
would need to provide approximately 25 days of their own time for
the self-study required across the 7 months training programme.
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Additionally there is a planning lead time of at least 12 months
before a pharmacist can become qualified as a prescriber.
In terms of prescribing pharmacists the plan is therefore to:
1. Develop the local prescribing pharmacist workforce: As
a strategic support to alleviate GP workforce pressures, it is
recommended that GCCG provides support for the funding of
up to eight pharmacists to qualify as prescribers in 2016/17,
followed by up to a further ten each in 2017/18 and 2018/19.
Based on an assumption that regional funding could be
obtained for the course fees, this would involve GCCG costs
of £5,000 per prescriber.
2. Encourage increased skill mix in General Practice
teams: GCG should incentivise more practices to invest in
practice employed prescribing pharmacists (subject to their
local availability) as part of the response to practice workload
pressures. The incentive should be in the form of a stepping
down, part practice funded mechanism over three years,
representing a funding approach similar to what is being
applied in the national pilot project.
Further plans to support practices with improved skill mixes
Health Education England South West (HEE SW) have, in their
role progressed a number of schemes to support new skill mixes in
primary care such as GP training for allied health professionals,
nurses and paramedics; and paramedic placements in training
federations. GCCG will continue to work with HEE SW through the
work of the CEPN and the Primary Care Workforce and Education
Group to support these and similar schemes, noting the expertise
of HEE SW and the breadth of their experience in supporting
training and education across the South West.
Further consideration should be given to reception care navigation
and other roles and responsibilities to empower all levels of the
primary care workforce. Further discussion about supporting
practices with new skill mixes will be progressed through the
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CEPN and will take into account any further national guidance that
is published.

6. Conclusion
Each element of the primary care workforce plan, be that
improving the education and training of Practice nurses or
improved skill mixes in general practice such as the supported
introduction of prescribing pharmacists is supportive of the GP
workforce and the 10 point plan. These updates to primary care
roles and the increased consistency and efficiency of training and
education will help with the pressures in primary care and the
demand of patient appointments, medication reviews etcetera,
which had invariably defaulted to general practitioners at a time
when it is proving difficult to recruit and retain this element of the
workforce. GCCG believes that by following the national guidance
and structure of the GP workforce 10 point plan with local
interpretation, and by working to improve the training and
education requirements of practice nursing and other general
practice roles we have a strategy in place to work with our member
practices to support the ongoing sustainability of primary care in
Gloucestershire.
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Agenda Item 5.2
Primary Care Commissioning Committee
Meeting Date

Thursday 31st March 2016

Title

Draft Primary Care Infrastructure Plan 2016 – 2021

Executive Summary

NHS Gloucestershire Clinical Commissioning Group
(GCCG) has had delegated authority for primary care
commissioning since April 2015. In respect of
premises, the CCG responsibilities are mostly set out
in The National Health Service (general medical
services premises costs) and include the
determination of new primary care premises priorities.
Consequently, GCCG has developed a five year
prioritised 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. In summary, the PCIP needs to
respond to the following challenges:
• an emerging direction of travel for primary care
service provision where bigger, extended teams
are providing a greater range of services across 7
days in larger facilities or networked facilities
across a given area of around 30,000 population to
40,000;
• there will be significant population growth in
Gloucestershire over the next 15 years and in a
small number of geographical areas, this growth
will be exceptional;
• there are a number of practices presently who are
providing services in facilities significantly smaller
than would be expected. This position worsens
over the next ten to fifteen years if there is no
investment in new buildings, or extended buildings;
• for a number of practices in Gloucestershire, the
current physical conditions and functional suitability

of the main surgery building are no longer
satisfactory;
• there are likely to be a very small number of unique
situations, which the CCG will need to take into
account as part of the strategic prioritisation
process; and
• in some instances, the PCIP will be informed by
other service strategies.
The draft plan and supporting appendices was
discussed at the meeting in January 2016. Following
the meeting there have been some amendments as
follows: • additional narrative added regarding out of Hospital
Service strategy;
• updated appendices relating to size of surgeries;
• refinement to patient flow assumptions in the
Stroud area as a result of the closure of St Lukes
surgery;
• slight refinement to strategic priorities; and
• updated financial framework to take into account
land cost assumptions and changes to some
schemes.

Risk Issues:
Original Risk
Residual Risk
Financial Impact

Legal Issues (including
NHS Constitution)

The finalised version is attached at annex 1 and
following agreement by PCCC, it will be ratified by the
Governing Body.
A strategic risk assessment is set out in section 6.7 of
the draft plan and key risks are set out for
programme coordination, the availability of finance
and stakeholder/ planning support.
At this stage of planning and subject to individual
business case approval, the additional net revenue
costs for delivering proposed schemes are set out in
the strategy document. It should be noted that some
of these costs are anticipated to be offset for 15
years, through capital contributions funded via the
national Primary Care Transformation Fund.
In respect of individual premises schemes there are
likely to be legal issues around land purchase,
disposal of sites and lease arrangements (where a
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Impact on Health
Inequalities
Impact on Equality and
Diversity
Impact on Sustainable
Development
Patient and Public
Involvement
Recommendation
Author
Designation
Sponsoring Director
(if not author)

practice is to be a tenant in the building). The CCG
will also need to apply NHS Directions. In terms of the
NHS Constitution the author considers ‘You have the
right to expect your NHS to assess the health
requirements of your community and to commission
and put in place the services to meet those needs as
considered necessary’ and ‘You have the right to be
cared for in a clean, safe, secure and suitable
environment’ as the most pertinent NHS Constitution
rights applicable to the PCIP.
An impact assessment has not been completed and it
is assumed this will be required for each specific
premises proposal.
To be considered through each specific premises
proposal.
To be considered through each specific premises
proposal.
The plan sets out patient and public involvement and
engagement requirements for each individual scheme
Members of the Committee are asked to consider and
approve the Primary Care Infrastructure Plan.
Andrew Hughes
Locality Implementation Manager
Helen Goodey
Director of Locality Development and Primary Care
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2. Introduction & background
NHS Gloucestershire Clinical Commissioning Group (GCCG) has had delegated authority for
primary care commissioning since April 2015. In respect of premises, the CCG responsibilities
are mostly set out in The National Health Service (general medical services premises costs)
Directions 2013 and includes:•

•

•

•
•

Managing the rents reimbursed to practices for the provision of general medical services
in buildings owned by Practices or another body, where the Practice is a tenant and is
charged a lease;
Managing the reimbursement of business rates for the provision of general medical
services in buildings owned by Practices or another body, where the Practice is a tenant
and is charged a lease;
Determining improvement grant priorities- the NHS is able to provide some funding to
help surgeries improve, or extend their building;
Determining new primary care premises priorities;
Funding new premises annual revenue requirements as a result of additional/ new rent
reimbursement requirements of new premises.

Currently, any capital funding requirements is not delegated to the CCG and NHS England
approval is required.

As part of delegated authority, GCCG has developed this five year prioritised 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.
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Part A -Where are we and where
do we need to be?
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3. strategic
context
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3.1 The future direction of
primary care service provision
A number of strategic plans recognise that day to day primary care services still need to be
delivered but some care, currently provided in hospital settings, also needs to become a
much larger part of what the NHS does in local facilities.
The wider range of services - extended primary care- is expected to include increased
community services, Out of Hours services and other specialist based services such as
diagnostics, more case management of vulnerable patients and more working with nonstatutory bodies . These services will respond to local need and help keep people
independent.
This broader range of services need to be available 24hrs per day and seven days per week
and for some services will require practices to work together to improve urgent access at
evenings and weekends. It is expected that Doctors will lead the provision of this extended
primary care . The services will be better integrated, be at the heart of a stable care system
and will remain connected with the local communities they serve.
GPs will work even closer with nursing disciplines, other community health practitioners,
hospital specialists mental health and social care – so there is a wider team including District
Nursing , community matrons (case managers) health visitors, midwives and social workers.
Practices are increasingly expected to employ bigger teams , which in turn work together as
well as with other health and social care providers through formal networks. Reference has
also been made to emerging ‘Super’ practices – one practice operating from a number of
sites – essentially general practice operating at a larger scale. Increasingly, local primary care
services will be delivered for around 25,000 to 100,000 population.
In order to deliver this emerging service strategy, literature refers to the development of local
primary care hubs that practices are likely to be co-located within and/ or access for
diagnostics, extended care and out of hospital services.
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3.2 Gloucestershire CCG strategy – A
people and Place approach to joined up
care
To improve health and wellbeing, we believe that by all working better together - in a more
joined up way - and using the strengths of individuals, carers and local communities, we
will transform the quality of care and support we provide to all local people

My Region
(2,000,000)

Specialist
Regional
Centres

My County
(600,000)

Specialist
Hospital
Services

My District/Locality
(80-100,000)
My Local Area
(15-30,000)

Services plans responding to a
‘people and place’ perspective
/ Place based commissioning
based on certain population
sizes

My Village or Suburb
(5–10,000)

My Street
(500-1,000)

Community,
Primary and
Support

Me / My
Home (1)

Key focus for primary
and community will be
joined up care for the
populations of around
30,000 to 40,000
people
Some geographical
areas are already
undertaking service
reviews e.g. Forest of
Dean to consider this
emerging model. The
development of
primary care
infrastructure could be
required to deliver the
agreed new models of
care
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3.3 Out of Hospital care
Support primary care to undertake pro-active case management and coordination of care of patients in context of Gloucestershire out of hospital
care. At the same time supporting the CCG ambition to reduce increasing
pressure on the hospital based urgent care system;
Support GP practices to make more
use of voluntary services for their
patients;

Enabling Active Communities
(helping people to help themselves)
Develop ways of working to ensure
the interface between in and out-ofhours primary care services works
more effectively;
Ensure GPs continue to develop a
key role in ensuring co-ordination of
integrated care; through the
consideration of how primary care
can better support the integration of
care for patients with long term
conditions (developed through the
clinical programme approach);

Person led planning including what
to do when Long Term Conditions
or frailty exacerbate;
One summary care record –
Joining Up Your Information (JUYI);
Focus on prevention across all
Clinical Programme Groups and
health and wellbeing;
Working with well developed and
active voluntary sector
organisations and community
groups;
Simplify access to and integrate
urgent primary care to avoid
unnecessary emergency hospital
care;
Ensure greater utilisation of
Extend the range of services offered in primary and community
technology to support new ways
care recognising diverse demography and health needs of the
of working within primary care;
population across Gloucestershire including diagnostics,
rehabilitation, mental health, therapies and outpatients
8

3.4 The challenge of the existing estate
Across England, 40% of practices surveyed by the British Medical
Association felt premises were not adequate to deliver existing
services and 70% were too small to deliver extra services.
GCCG needs to ensure there is sufficient capacity for future need,
whilst maximising use of facilities and delivering value for money as
limited financial investment is available to fund requirements.

There needs to be a focus on enhancing patients’ experience and
improving the environment for staff to provide the best care. GCCG
commissioned an estates survey in the Spring of 2015 that has
highlighted spatial constraints in some buildings, that the condition
of some buildings are no longer suitable for the long term and the
functionality/ layout in some buildings is not satisfactory.
Whilst there are a number of committed developments and
improvements, the survey suggests that Gloucestershire needs a
programme to improve the quality and capacity of primary care
buildings.
Whilst it is still essential to ensure core primary care services are
available, there is a also a need to modernise premises to ensure
more services can be delivered out of hospital and that some of this
additional capacity will not be done at the single practice level.
Further, improved and/ or enlarged infrastructure can be both
catalyst for delivering change or an enabler to deliver agreed service
models.
9

3.5 Rising population
This plan is using the period up to 2031.
The registered population is set to rise
from 622,000 in 2015 to 713,000 in 2031.
An increase of over 90,000 people over a
fifteen year period.
There will be significant housing
developments in different parts of the
County. The impact will fall more on some
practices compared to others.
A number of existing committed schemes
will deal with some of growth in
population.
Significant pressure remains in the
Brockworth and Coopers Edge areas;
the far southern Gloucester City fringe/
west and north west of Stonehouse;
West and North West of Cheltenham,
Bishops Cleeve; parts of Cirencester and
parts of the Forest of Dean.

Assumptions have been made on where
patients are likely to register (patient flow)
There are opportunities to work with
District Councils and housing developers to
ensure contributions are made towards
costs of new health centres required
because of the construction of new homes
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4. The
Current
state
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4.1 Current buildings

There are currently 82 practices providing
general medical services to 630,000
registered patients.
Services are provided in 108 buildings.
There are 73 main buildings, housing 82
practices and 35 branches. Although some
practices operate more as split sites
58 of the buildings are owned by the
Practices themselves. 32 of the buildings
are leased, where the GP Practice is a
tenant. 1 building is part leased and part
owned. In one situation, the Practice is
expecting to have to vacate their main
leased site within the next 5 years
For 17 buildings , the ownership status is
not available
On current registered list sizes, 90% of
practices are in buildings smaller than
current recommended sizes
Almost a quarter of practices are in
buildings significantly smaller that current
recommended sizes – that is 45% of more
smaller. A breakdown by Practice is
attached at appendix 1a
Taking into account future population
growth, the proportion of practices in
building significantly smaller than current
recommended sizes increases to one third.
12
A breakdown is attached at appendix 1b

4.2 Conditions and suitability of estate
A key part in determining future investment priorities relates to the current building condition, the building functionality and other key
aspects relating to the estate. GCCG commissioned a six Facet survey. The survey is part of a suite of guidance referred to as NHS
Estatecode. Originally aimed at hospital buildings, it can also used to for primary care buildings . The survey is aimed at helping to
inform maintenance programmes and are also used to help inform future strategic investment. It is a set of standardised core
information and comprises of a combination of six separate surveys: 






Facet 1 – Physical Condition Survey (including mechanical and electrical aspects). A risk-based survey providing practical
information for assessing building stock condition, which covers 23 elements;
Facet 2 – Functional Suitability Review Assesses the appropriateness of the function/facility in relation to the activities taking
place;
Facet 3 – Space Utilisation Review Assesses the physical use of the building, identifying low use, empty and overcrowded rooms;
Facet 4 – Quality Audit Based on factors which relate to the quality of the internal spaces when assessed. Enables premises to be
judged and compared with one another. It determines those that are most and least pleasant for both staff and visitors;
Facet 5 – Statutory Compliance Review -An assessment of statutory requirements , the elements of this audit help practices
understand there position against their legal obligations. This audit identifies the extent to which the facilities comply with
these statutory regulations;
Facet 6 – Environmental Management Review - An assessment of the policies and procedures at the practice relating to the
management of water consumption, energy usage, waste control and procurement (if applicable). It should be noted that facet 6
is not available for the Gloucestershire survey.

NHS England guidance recommends for primary care premises developments, attention should be placed on current buildings where
the physical condition (facet 1) and/ or the functionality suitability review are deemed to be unsatisfactory. It should be noted that
practices who are already progressing committed developments did not participate in the survey.
A summary of scores for Gloucestershire Practices without a committed development is provided at appendix 2. Scores of A and B are
deemed as acceptable and scores of C & D are deemed not satisfactory. With regards to scores of C&D - this does not mean that the
building is about to fall down or is dangerous, but is more likely to require improvement in the future. The scores for facet 1 and facet 2
have been taken forward as part of the prioritisation methodology and full reports have been shared with practices.
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4.3 Current premises budget
The delegated premises budget agreed with NHS England for 2015/ 2016 is made up of the following
items

Item

2015/ 2016 budget £m*

Rent

5.632

Rates

1.765

Clinical waste

0.134

Refuse

0.109

Water rates

0.076

Grand Total

7.716

The CCG medium term financial plan indicates that there will be significant financial challenges and the CCG premises will need to align
with Quality & Productivity challenges. The CCG is producing wider Strategic Estates Plan, which the Primary Care Infrastructure Plan is a
key element. One of the key aims of the plan, is maximum utilisation of the existing health and social care infrastructure and develop join
approaches that maximise any future investment. It will also be important to utilise all funding sources such as the national Primary Care
Modernisation Fund.
*Source: NHS Gloucestershire CCG
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4.4 Committed developments
As at March 2016, there are a number of committed developments in different stages of delivery. These deliver some of the
solutions to the challenges faced and, of course, are excluded from the strategic prioritisation

Locality

Practice

Scheme

Status

Cheltenham

Sevenposts
surgery

New building in Bishops Cleeve, closure of existing main
site on Prestbury Road and closure of existing branch in
Bishops Cleeve

Approved subject to District
Valuation Value for Money
confirmation

Cheltenham

Stoke Road
Surgery

Refurbishment and extension to existing building

Approved

Gloucester
City

Churchdown

New building in new location and closure of existing
facilities

Approved

Gloucester
City

Hadwen
Medical
Practice

Refurbishment and extension of Glevum surgery site

Approved

Gloucester
City

Longlevens
surgery

Extension to existing building

Approved, subject to Primary Care
Infrastructure Fund due diligence

Gloucester
City

Rosebank
health

GP led scheme- new building in the Kingsway area of
Gloucester City to deliver services to new population

Approved

North
Cotswolds

Stow Surgery

Third Party Development - Closure of existing building
and new building

Previous approval remains with
agreed size and financial envelope.
Developing on a different site

Tewkesbury

Church Street
& Mythe

GP Led development – new building on Community
Hospital site and closure of all existing Tewkesbury
town centre medical facilities

Approved and construction
commenced
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4.5 Summary – the gap and challenges
In summary, the PCIP needs to respond to the following challenge:
•

An emerging direction of travel for primary care service provision where bigger, extended teams are providing a greater

range of services across 7 days for a larger population being served in larger facilities or networked facilities across a
given area of typically around 30,000 to 100,000 patients;
•

There will be significant population growth in Gloucestershire over the next 15 years and in a small number of
geographical areas, this growth will be exceptional;

•

There are a number of practices presently who are providing services in facilities significantly smaller than would be
expected. This position worsens over the next ten to fifteen years if there is no investment in new buildings, or extended
buildings;

•

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

•

There are likely to be a very small number of unique situations, which the CCG will need to take into account as part of
the strategic prioritisation process;

•

In some instances, the PCIP will be informed by other service strategies such as the Forest of Dean community services
review;

•

Due to financial constraints, the CCG will not be able to invest in all the schemes it would like to. Therefore, it will need
to first strategically prioritise against these challenges and subsequently will require business cases for each proposal to
ensure they provide a compelling Case for Change and represent Value for Money.
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Part B -How are we going to get there?
Our strategic priorities and delivery
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5. Primary
Care
Infrastructure
Plan
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5.1 PCIP – methodology, approach and assumptions


















It is assumed that no new general medical service (GMS) contracts will be commissioned so that population growth and new service
requirements will be delivered by existing contractors, or any merged contractors;
Only main sites have been considered at this stage no branches. However engagement has indicated that the CCG might need to
consider practices with split sites that have equal operating status;
In considering future priorities, any practices with a committed development or significant extension are not included;
Take into account current building condition – to what extent is the building not satisfactory?
Take into account building functionality – to what extent is the building not satisfactory?
Is the building 45% or more smaller than it should be to deal with current/ future predicted registered list size;
Take into account housing and population growth and the assumptions of patient flow to practices and how this impacts on current
facilities;
Are there any specific unique factors to consider or wider tactical considerations;
Following the early strategic determination of priorities, consideration then needs to be given to emerging service models and how
priorities can be configured to best support this- i.e. more than one practice in a building – hubs;
Identified priorities will also need to consider other concurrent service strategies such as the Forest of Dean community services review
when identifying proposed solutions;
It should be noted the PCIP will set out agreed priorities but any proposal will still need the development of a full business case before
formal approval;
The PCIP will support national Primary Care Transformation Fund bids and the CCG coordinate proposals with local practices in future
years;
It is assumed the national Primary Care Transformation Fund will be used to offset some of the capital costs – thus reducing revenue
requirements (15 year rental abatement) and/ or to fund capital costs to support out of hospital service developments not part of GMS
Premises Directions reimbursement;
There needs to be patient engagement regarding specific proposals. This commenced with discussion of the this strategy at a
Gloucestershire wide Patient Participation Group event in January 2016;
Priorities will be grouped in assumed order of importance;
An initial Financial framework has been produced to set out resource implications for identified priorities.
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5.2 PCIP – Strategic prioritisation
•
•
•
•

Condition of
building

•
Capacity of
building in 2031 45%, or more,
smaller than it
should be

Determining
Key priorities
– the
strategic
elements

Capacity of
building in 2015
45% or more
smaller than it
should be

Functionality of
building

•

•

Specific, unique
factors

•

•

Prioritisation explained
High level assessment across five elements
Assessment of how many of the five elements a practice appears in
Essentially a point for each element – normally maximum of 5 points
If the building condition was assessed as unsatisfactory in the recent
estates survey, one point
If the functionality of the building was assessed as unsatisfactory in the
recent estates survey, one point;
If the physical capacity of building (the gross internal area in square
metres) is 45% or more smaller than current sizing regulations (as per
NHS England guidance), 2 points, which recognises the added
importance of prioritising practices that have a lack of space now in
2016;
If physical capacity of building (the gross internal area in square metres
is estimated to be 45% or more smaller than current sizing regulations
(as per NHS England guidance) allow , 1 point;
If there are specific, unique factors these have been taken taken into
account with additional points ad rationale added. For example, the
extreme population growth predicted over the next fifteen years in and
around Brockworth
Priorities have then been grouped

Priority Groups explained
Appendix 3 set out priorities in groups
•
•
•
•

Strategic groupings 1 and 2 are schemes the CCG is expected to consider its top priorities
Strategic groups 3 and 4 are schemes the CCG that are expecting to be important over the medium term
Strategic groupings 5 & 6 are schemes that are less likely to considered for development during this period
Strategic grouping 7 is not expected to be considered for the period 2016 to 2021

20

5.2 PCIP – Draft Key strategic priorities A full breakdown of scores and groupings is attached at appendix 3 . At the time of writing this version of the PCIP, the schemes
below have been identified as the top priorities. As a result of additional information and data , the scoring might need to be
changed through periodic review. It should be noted that some schemes will be made up of more than one practice. Hence they will
spread more than one priority. This plan assumes the proposals below will be the minimum taken forward by the CCG
Locality

Premises proposal

Cheltenham

Replace up to5 practices with 1 or 2 new surgery sites ( Berkeley Place, Crescent Bakery, Yorkleigh
Surgery , Royal Crescent and Overton Park surgeries)

Cheltenham

Development of surgery provision for the West/ North West of Cheltenham due to new housing
developments

Forest of Dean

Replace Cinderford Health Centre with a new health facility for the 2 surgeries currently residing within
the new Building – Dockham Road and Forest Health care

Forest of Dean

Replacement of Coleford Health Centre with new surgery building

Gloucester City

Replace the existing Rikenel building with purpose built facility on a different site

Gloucester City

Either a new surgery or two surgeries, if one not achievable, to replace the Brockworth and Hucclecote
surgeries and cover major population growth over the next 15 years

South Cotswolds

Whilst individually, the four Cirencester Town Centres do not appear as top priorities, collectively and
with planned housing developments due to take place, there is a Case for Change for a new model of
primary care , which will necessitate infrastructure development

South Cotswolds

Replace Romney House with a new surgery building in Tetbury

Stroud & Berkeley Vale

Replace the existing Beeches Green with new building to accommodate the Health Centre, Stroud Valley
Family Practice and also include Locking Hill

Stroud & Berkeley Vale

Replace the existing Minchinhampton surgery

Stroud & Berkeley Vale

Review surgery provision in Stonehouse and north/ north west of Stonehouse , particularly for Regent
street and Stonehouse health clinic

The next few pages set out more locality specific priorities and issues, including existing commitments set out earlier
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5.3 (i) -Cheltenham locality priorities
Additional population growth over the next 15 years expected to be around 21,000 additional people
Sevenposts surgery – closure of two sites and new build on new site (Bishops Cleeve)- approved by
NHS England
Stoke Road (Bishops Cleeve) –Extension to existing building around - approved
Winchombe – extension to existing building including space for physiotherapy
Leckhampton & Portland surgery second - further review on population growth in this area likely to be
required
New surgery building for the North West/ West of Cheltenham and further work on patient flow
assumptions for existing practices. Current assumption that the new building would register this
population and be managed by an existing practice
Development of new surgery site(s) for up to 5 Town Centre surgeries
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5.3 (ii) Gloucester city locality
priorities
Overall local population set to rise by 27,000 in 2031 with significant growth in Churchdown,
Innsworth, Brockworth, Coopers Edge and Southern fringes of the City
Hadwen medical practice- large extension to building and refurbishment around 840m2 additional
space to existing building approved . At December 2015, planning permission granted but
construction not yet started - expected Spring of 2017
Churchdown surgery –new building approved and at December 2015, planning application waiting
to be submitted
New surgery to cover population expansion in and around the Kingsway area of Gloucester City
approved
To deliver the existing committed to extend Longlevens surgery with 3 consultation rooms, health
promotion room and other support space
To develop a new surgery site to replace the current Gloucester City Health surgery contained within
the Rikenel building in the Centre of the City and consider the infrastructure requirements of other
patients in the City Centre area
To develop and deliver ideally one surgery site , or two if not achievable to deal with increasing
population in Brockworth, Coopers Edge and Hucclecote to replace the existing Brockworth and
Hucclecote surgeries
To review the options to assess the requirement for a business case for the infrastructure
requirements of the patients served by Cheltenham Road surgery
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5.3(iii) North & South Cotswolds
priorities
Population growth estimated to grow by over 4,000 people by 2031
Stow surgery- approval for new build on specific site. Practice currently working with developer on
design and layout and will require Value for Money confirmation

No other high priorities identified but building constraints for Chipping Camden likely to become an
issue over the medium/ longer time (currently 32% below recommended size but by 2031 this
becomes 44%

Population expected to rise by 14,000 over the next 15 years. Growth focused in Chesterton part of
Cirencester and in and around Tetbury. Further refinement of the assumed patient flow for new
Chesterton development required to finally determine impact on local surgeries
Romney House in Tetbury key priority as Practice have advised that it will need to vacate the building as
the owner wishes to sell the property. Business Cass to set out and test options
Four Cirencester practices are currently exploring a new model of primary care across the Town.
Whilst the strategic prioritisation has currently indicated that currently these practices are relatively less
of a priority, changes to existing infrastructure are expected to be necessary to deliver this new model.
This is anticipated to be no more than two sites housing the four practices .
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5.3 (iv) Stroud & Berkeley Vale priorities

Stroud & Berkeley Vale population expected to be over 9,000 higher in 2031
Locking Hill, The Health Centre Beeches Green and Stroud Valleys Family Practice very high
priority for CCG and there is a commitment from practices to develop a single scheme on the
existing Beeches Green Health Centre site to deal with current spatial constraints, the recent
closure of another Town Centre surgery as well as other population growth
Development of new surgery for Minchinhampton

The Stonehouse area (including up to Huntsgrove area and fringe of Frampton) is likely to
experience significant population growth over the next 10 to 15 years. Prioritise Stonehouse
Town Centre practices to agree a long term solution
No other significant priorities identified relative to other practices across Gloucestershire.
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5.3 (V) Forest of Dean, Tewkesbury,
Staunton & Corse priorities
Population expected to increase by around 11,000 people over the next 15 years

Brunston Practice – extension to existing building for consultation rooms and practice manager rooms
Redevelopment of Cinderford Health Centre
Redevelopment of Coleford Health Centre and explore the potential for Brunston surgery to be part of any
proposed new development

Need to ensure primary care premises developments align with proposals of the current review of
community services across the Forest of Dean e.g. the potential for the development of Lydney Health Centre

Over 6,000 Increase in population by 2031
Completion of a new Tewkesbury Primary Care Centre and the closure of the current
Tewkesbury Town Centre surgery buildings
Reviewing planned housing developments on former Ministry of Defence site at Ashchurch
and further impact on primary care infrastructure
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6. Delivering
the Plan
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6.1 Delivering the priorities – business case
processes
For the 2016 to 2016 PCIP there will be a two stage process: Stage 1 -A relatively short proposal will be completed. Due to the timing of this plan being at the same time as the submission
of proposals to NHS England’s Primary Care Transformation Fund at the end of February 2016, the CCG will adopt this
documentation. It will be referred to as a Project Initiation Document (PID) for ‘X’ development. At the time of writing, the
documentation is not available (December 2015) once issued , it will be incorporated into this plan as an appendix .
Stage 2 – the completion of a detailed business case. Following stage 1 approval, a detailed business case will be completed to
demonstrate, viability and service benefits and is the key document for obtaining CCG support and the necessary funding. It will
need to be compliant with the principles set out in the HM Treasury’s (HMT) Five case model style of business case development
and contain, at a minimum the following and be referred to as the Business Case for ‘X’ development : • Executive summary;
• Strategic context and the case for change;
• Options and options appraisal;
• The preferred option;
• Financial appraisal;
• Commercial case including benefits and outcomes, value for money and affordability assessment;
• Patient and stakeholder engagement/ consultation, including, where appropriate other health and wellbeing partners ;
• Travel plans;
• Risk analysis;
• Project development adviser team and project timetable.
The CCG welcomes discussion on whether it should issue a specific format to be used. Or whether practices and their developers
should have the flexibility in producing their business case so long as it meets the criteria set out above. The specific practice/
practices will be responsible for the completion of documentation. However, CCG resource will be available to facilitate , help and
advise and/ or fund additional support.
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6.2 Delivering the priorities – use of
primary care transformation fund
To send a clear signal 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 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, initially by the end of February 2016 but currently is from the end of April 2016
onwards. 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;
•
Increased training capacity.
It is noted that CCG recommendations should also reflect the wider local Strategic Estates Plan currently being developed and due for
completion in the Spring of 2016. The CCG should also produce phased funding plans (limited to 31 March 2019 for the PTCF) for
recommended developments, which take into account their long-term affordability. The PCIP approach completely reflects this.
In respect of the PCTF, the CCG is working with identified prioritised practices on significant development proposals as well as offering
other practices as offering other practices to opportunity to set out smaller improvement requirements so that an agreed submission
can be made to NHS England within required timescales.
Subject to NHS England approval, the planning assumption is that pre project costs will be drawn down from the fund early to complete
business cases during 2016/ 2017 and then subsequently a proportion of capital costs will be funded by the PCTF for the provision of
general medical services (GMS) and/ or out of hospital services that might not normally qualify for GMS rent reimbursement. In line
with Premises Directions, for GMS aspects, this will result in a revenue rental abatement for 15 will lower the revenue costs than
would be the case without PCTF funding for this time period. However, it should be noted that full revenue costs are set out in this
plan, which assumes no PTCF funding is received by the CCG.
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6.3 Engagement and stakeholder
involvement approach
NHS England (NHSE) has recently published the Patient and Public Participation
Policy and Statement of Arrangements and Guidance on Patient and Public
Participation in Commissioning.
https://www.england.nhs.uk/ourwork/patients/ppp-policy/
These documents make it clear that responsibility for primary care
commissioning engagement sits with ‘delegated’ CCGs under their duty to
involve. Therefore , the NHSE policy and arrangements do not apply. This
clarification from NHSE allows for the extension of the GCCG approach to
engagement, which meets the CCG’s duty in respect of the services we
commission (section 14Z2 of the Health and Social Care Act, 2012), to primary
care commissioning engagement. The GCCG Strategy for Engagement and
Experience: Our open culture sets out GCCG’s approach to engagement . It sets
out our intention to promote ‘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’.
http://www.gloucestershireccg.nhs.uk/feedback/gccg-engagement-andexperience-strategy/.
In respect of a proposed primary care premises development, the CCG sees two
key stages and an engagement checklist is provided opposite: •Engagement during the completion of a business case where options are
being considered
•Following approval, continued engagement through the detailed design and
construction period













Engagement checklist
A patient reference group in place [which could be
the patient participation group (PPG)]
Engagement Cycle: Agreed scope and level of
engagement including collation, analysis and
reporting of feedback [It is expected that
engagement will be on different options available and
once the preferred option is agreed, further
engagement on detailed design, layout and how the
building will work day to day]
Identified a person(s) or project group to manage the
engagement process
A sound rationale for the change is described
All stakeholders identified [Our open culture identifies
GCCG strategic partners. In respect to primary care
infrastructure engagement and consultation GCCG
will always involve relevant PPGs, Healthwatch
Gloucestershire, relevant elected representatives and
GCCG Lay Members.]
Identified engagement methods to be used
Timetable for the engagement confirmed
Engagement equality impact assessment completed
Budget/resources to support the work identified
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6.4 Financial assumptions
Locality

Premises proposal

Estimated
List size

size m2 (gross
internal area

capital cost
1,725 per m2 + fees
at 12% plus VAT and
average land costs

m2 rate
inclusive
of any
VAT

Assumed
annual
current
market rent

Less
existing
paid

Net
revenue
increase £

Cheltenham

Replace up to5 practices with 1 or 2 new surgery sites (
Berkeley Place, Crescent Bakery, Yorkleigh Surgery ,
Royal Crescent and Overton Park surgeries)

47,031

3,083

£7.65m

£200

£587,800

£263,906/
£92,497

£323,894

Cheltenham

Development of surgery provision for North West of
Cheltenham due to new housing developments

10,000

833

£2.43m

£200

£166,600

£0

£166,600

Forest of Dean

Replace Cinderford Health Centre with a new health
facility for the 2 surgeries currently residing within the
new Building – Dockham Road and Forest Health care

13,850

1,000

£2.82m

£200

£200,000

£40,000/0

£160,000

Forest of Dean

Replacement of Coleford Health Centre with new
surgery building

7,773

667

£2.05m

£200

£133,400

£35,000/0

£98,400

Gloucester
City

Replace the existing Rikenel building with purpose built
facility on a different site

8,405

750

£2.24m

£200

£150,000

£18,500/
£0

£131,500

Gloucester
City

New surgery to replace the Brockworth and Hucclecote
surgeries and cover major population growth (section
106 assumed)

26,892

1,833

£4.75m

£200

£366,600

£120,950/
£54,827

£245,650

South
Cotswolds

Replace Romney House with a new surgery building in
Tetbury

10,952

874

£2.53m

£200

£174,800

£56, 200/
£25,064

£118,600

South
Cotswold

Development of surgery provision for Cirencester Town
primarily due to significant population growth in area
known as Chesterton (section 106 assumed) with 1 or 2
surgery sites

17,326

1,136

£3.13m

£200

£227,200

£111,926
£115,840

18,908

1,208

£3.30m

£200

£241,600

£115,274/
£42,536
£125,760/
£19,280

Stroud &
Berkeley Vale

Replace the existing Beeches Green with new building
to accommodate the Health Centre, Stroud Valley
Family Practice and also to include Locking Hill

26,327

1,796

£4.66m

£200

£359,200

£55,000/
£0

£235,000

Stroud &
Berkeley Vale

Replace the existing Minchinhampton surgery

7,271

667

£2.05m

£200

£133,400

£38,000/
£14,924

£95,400

Stroud &
Berkeley Vale

Review surgery provision in Stonehouse and north/
north west of Stonehouse , either r joint development
between Regent street and Stonehouse health clinic o

10,549

850

£2.47m

£200

£170,000

£36,600/
£25,865

£133,400

Sub total

Annual revenue

£2.91m

£0.91m

£1.94m

Sub total

Assumed annual rates (based on 40% of annual current
market rent)

£1.16m

£0.275m

£0.87m

£4.07m

£1.18m
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£2.89m

Grand total

205,284

£40.08m

6.5 Fees & other cost assumptions
The CCG will follow the National Health Service (General Medical Services – Premises Costs) Directions 2013. Key elements regarding
fees that may be reimbursed are as follows: 1. In the case where notional rent payments are to be paid in respect of newly built or refurbished practices, the reimbursable
professional expenses are: •
•
•

The reasonable costs of project manager to oversee the interest of and give advice to the contractor, up to a maximum
reimbursable amount, which is 1% of the total reasonable contract sum relating to the construction or refurbishment;
Reasonable surveyors, architects and engineers fees, which, taken together may be paid up to a maximum reimbursable
amount, which is 12% of the total reasonable contract sum relating to the construction or refurbishment;
Reasonable legal costs in connection with the purchase of a site (where applicable) and the construction or refurbishment work.

2. Where the practice premises are, or are to be, leasehold premises, the professional expenses are: • The reasonable costs of engaging a project manager to over the interest of and give advice to the Contractor, up to a maximum
reimbursable amount, which is 1% of the total reasonable contract sum relating to the construction or refurbishment work;
• The reasonable legal costs incurred by the contractor;
In the case where other fees may need to be paid by the Contractor, such as Stamp Duty Land Tax (SDLT), there is no obligation for
the CCG to reimburse any of these costs to the Contractor.
It is assumed that the normal practice will be that fees will either be part of the overall financial appraisal considered for rent
reimbursement, paid by the Practice or paid by the 3rd Party Developer . Only in exceptional circumstances, will the CCG consider
reimbursement . In such circumstances, there will be no commitment to 100% reimbursement
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6.6 Decision making and approval process
Review for strategic fit and financial
envelope of approvals granted by the
Primary care Commissioning Committee
Stage 1 and stage 2
Detailed review and formal approval of
proposals – stage 1 and stage 2 within the
overall allocated budget
Review of draft proposals, provision of
feedback on scheme details to Practices
and decision to recommend for approval to
Primary Care Commissioning Committee
for stage 1 and stage 2
The Group and team members will oversee
the day to day delivery of the Primary Care
Infrastructure Plan. This is the key resource
for progressing plans with Practices and
developers to ensure proposals meet
agreed priorities, provide necessary patient
benefit and represent value for money.

Governing Body

Primary Care
Commissioning
Committee
Primary Care
Operations
Group
Premises
Development
Group/ Team
Practice/
Developer
Premises proposal

Impact on
business cases
of NHS England
capital decisions
will need to be
considered by
CCG

NHS England (for
capital elements)
Proposals for capital
support (Primary Care
Transformation Fund) will
require agreement of
relevant committees within
NHS England. This will
include GMS and non GMS
elements

Advice and guidance
from team members
Production of initial proposals (Project
Initiation Document ) and business case
documentation
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6.7 Risks & Risk management
Key initial strategic risks associated with this programme are set out in the table below. Risks will be managed through the Premise
Development Group and reported through the CCG Risk Management process as part of the Directorate of localities and Primary Care Risk
Register. Each development will also be required to produce, manage and if required, escalate key risks to the CCG.
Risk
There is insufficient clarity on the aims and
objectives of the programme, which means the
benefits are not achieved , only partially
achieved, delayed and/ or there is
disagreement on proposed outputs and
outcomes

Probability

3

Impact

5

There is insufficient programme resource to
deliver the requirements of the programme ,
which leads to delay in completing
3

There is a risk that agreed developments are
not supported by local people, patients and
key stakeholders, which hinders
implementation

4

Initial
risk

15
high risk

12
Medium
risk

Controls & assurance





Programme owner in place;
Strategic Plan developed;
Business case process established
Governance arrangements agreed




Programme team in place
Additional resource being
commissioned to work with partners
Focus on key priorities
Implementation in waves






3

4

12
Medium
risk








There is insufficient financial resource to fund
the development of necessary premises
requirements, which means that practices are
unable to provide the right level of service to
patients leading to less effective care
3

5

15
High risk




Engagement framework developed
Engagement with helping to agree key
strategic priorities
Clear communication strategy
Enactment of engagement plan
Feedback mechanisms for key
referrers to ICT
Financial framework developed
Use of PCTF to offset some costs
Development of larger Centres,
wherever possible to maximise estate
efficiency
Prioritising developments
Scheduling developments

Revised risk score

1x5=5
Low risk

2x3 =6
Low risk

1x4 = 4
Low risk

2x4= 8
Low risk
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6.8 Key programme timelines
Item

Planned date

status

Primary Care Infrastructure plan (PCIP)brief agreed

September 2015

Completed

Initial strategic prioritisation

October 2015

Completed

Initial engagement with CCG Member Localities and other CCG committees/ groups

October to December 2015

Completed

Primary Care Transformation Fund (PCTF)letter issued by NHS England outlining CCGS to act as
coordinators of proposals

End of October 2015

Completed

Production of draft PCIP and issued.

December 2015

Completed

PCTF detailed guidance and application process issued

December 2015

Draft guidance issued
February 2016

Review by Primary Care Operational Group

January 2016

Completed

Review by Primary Care Commissioning Committee

January 2016

Completed

Review by CCG Governing Body in development session

January 2016

Issued to Governing Body
members

Engagement with patients and stakeholders

January to March 2016

PPG network event January
2016

Development and completion of PCTF proposals

January to April 2016

On track

Agreement and submission of PCTF proposals by CCG to NHS England, aligned with PCIP

End of April / May 2016

On track

PCIP refined and updated

March 2016

Completed

Considered and approved by Primary Care Commissioning Committee and CCG Governing Body

March 2016

On track

PCIP agreed and programme implemented with commencement of prioritised business cases with
request for approval anticipated second half of 2016/ 2017 onwards . Each business case will
have a detailed project plan for delivery PCTF decisions assumed to be made the summer of
2016

April 2016 onwards

On track
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Gloucestershire Practices Spatial Assessment 2015

Practice

Locality

Dockham Road Surgery
Crescent Bakery Surgery
Churchdown surgery
Rosebank health
Gloucester City Health Centre
Longlevens surgery
Berkeley Place Surgery
Springbank Community Resource Centre
Stonehouse Health Clinic
Locking Hill Surgery
Regent Street Surgery
Overton Park Surgery

Forest of Dean
Cheltenham
Gloucester City
Gloucester City
Gloucester City
Gloucester City
Cheltenham
Cheltenham
Stroud & Berkeley Vale
Stroud & Berkeley Vale
Stroud & Berkeley Vale
Cheltenham

Minchinhampton Surgery

Stroud & Berkeley Vale

Coleford Health Centre
Mann Cottage Surgery
Bartongate Surgery
Hucclecote surgery

Forest of Dean
North Cotswolds
Gloucester City
Gloucester City

Mythe

Tewkesbury

Yorkleigh Surgery
Stoke Road
Cheltenham Road Surgery
Royal Crescent Surgery
Saintbridge Surgery
The Portland Practice
Culverhay Surgery

Cheltenham
Cheltenham
Gloucester City
Cheltenham
Gloucester City
Cheltenham
Stroud & Berkeley Vale

Church Street

Tewkesbury

Orchard Medical Centre
Rowcroft Medical Centre
The Medical Centre (Lechlade)
Holts Health Centre
St George's Surgery
The Health Centre (Beeches Green)
Partners in Health (Pavilion)
Sixways Clinic
Yorkley Health Centre
Stow surgery
The Avenue Surgery
Phoenix Surgery
Leckhampton Surgery
Frithwood surgery
The Surgery (Newnham)
The High Street Medical Centre
Chipping Campden Surgery
Brockworth surgery
The Surgery (Frampton)
Quedgeley Medical Centre
Forest Health Care
Stroud Valleys Family Practice
Corinthian Surgery
The Park Surgery
St Catherine's Surgery
The Chipping Surgery
Kingsholm Surgery
Romney House
Hilary Cottage Surgery
St Peter's Road Surgery
Acorn Practice
Walnut Tree

Stroud & Berkeley Vale
Stroud & Berkeley Vale
South Cotswolds
Tewkesbury
Cheltenham
Stroud & Berkeley Vale
Gloucester City
Cheltenham
Forest of Dean
North Cotswolds
South Cotswolds
South Cotswolds
Cheltenham
Stroud & Berkeley Vale
Forest of Dean
Stroud & Berkeley Vale
North Cotswolds
Gloucester City
Stroud & Berkeley Vale
Gloucester City
Forest of Dean
Stroud & Berkeley Vale
Cheltenham
South Cotswolds
Cheltenham
Stroud & Berkeley Vale
Gloucester City
South Cotswolds
South Cotswolds
South Cotswolds
Stroud & Berkeley Vale
Stroud & Berkeley Vale

The Surgery (Corse/Staunton)

Tewkesbury

Winchcombe Medical Practice
Rendcomb Surgery
Royal Well Surgery
Hadwen medical practice
St Lukes Medical Centre
Brunston Practice
Underwood Surgery
Mitcheldean Surgery
White House Surgery
The Surgery (Drybrook)
The Health Centre (Lydney)
The College Yard Surgery
The Surgery (Blakeney)
Severnbank Surgery
Barnwood surgery
Heathville Surgery
Marybrook Medical Centre
London medical practice
Hoyland House
Cotswolds Medical practice
Matson Lane Surgery
Gloucester Health Access Centre

Cheltenham
South Cotswolds
Cheltenham
Gloucester City
Stroud & Berkeley Vale
Forest of Dean
Cheltenham
Forest of Dean
North Cotswolds
Forest of Dean
Forest of Dean
Gloucester City
Forest of Dean
Forest of Dean
Gloucester City
Gloucester City
Stroud & Berkeley Vale
Gloucester City
Stroud & Berkeley Vale
North Cotswolds
Gloucester City
Gloucester City

Appendix 1a

Actual
Size
Population Gross Internal allowance
at April 2015 Area (GIA)
(m2)

6115
6069
13585
23463
7853
7148
7495
1596
2371
9248
4115
11546
7172
7175
3683
8885
8962
12441
8835
9,718
8270
6916
8149
13750
6256
13145
10116
11593
4627
10560
10127
7866
13804
10864
7551
5522
6682
12689
12738
6606
3256
5628
4810
8750
5017
4515
7735
4093
8651
7543
9793
8370
4950
7955
7261
6678
4204
4671
6107
6787
3808
6755
17561
4058
5730
9866
6025
4408
4436
6981
4542
3292
4199
6016
10087
4959
5106
4779
10012
2181
2208

164
193.78
345.00
550.00
232.56
235.00
240.00
76.66
119.51
385.56
195.26
448.40
339.70
342.21
176.00
403.50
408.97
525.15
418.12
475.7
399.80
339

405.19
596.34
351.54
603.60
520.00
553.10
255.05
536.80
538.82
411.44
629.14
550.59
422.00
322.00
378.94
627.00
634.66
390.00
223.25
336.00
281.76
518.41
347.16
291.40
467.00
295.18
537.10
478.50
542.15
542.47
309.78
500.68
509.87
455.53
325.50
325.50
460.40
475.70
278.18
492.37
984.00
352.15
428.03
662.90
524.10
378.70
380.00
540.58
395.44
322.78
406.88
620.00
864.00
464.61
568.00
544.56
1182.00
341.00

511
584
1,000
1,580
667
667
667
199
266
833
417
916
667
667
333
740
750
942
740
833
690
584
680
1,000
584
1,000
875
916
417
875
875
667
1,000
875
667
500
584
958
958
584
333
500
417
750
500
417
667
417
750
667
750
750
417
667
667
584
417
417
584
584
333
584
1,167
417
500
750
584
417
417
584
417
333
417
600
833
417
500
417
833
219
199

Gap in
current
% above/
provision below
(m2)
(minus)

-347
-390
-655
-1,030
-434
-432
-427
-122
-146
-447
-222
-468
-327
-325
-157
-337
-341
-417
-322
-357.3
-290
-245
-275
-404
-232
-396
-347
-363
-162
-338
-336
-256
-371
-324
-245
-178
-205
-331
-323
-194
-110
-164
-135
-232
-153
-126
-200
-122
-213
-189
-208
-208
-107
-166
-157
-128
-92
-92
-124
-108
-55
-92
-183
-65
-72
-87
-60
-38
-37
-43
-22
-10
-10
20
31
48
68
128
349
122
-199

-68%
-67%
-66%
-65%
-65%
-65%
-64%
-61%
-55%
-54%
-53%
-51%
-49%
-49%
-47%
-45%
-45%
-44%
-43%
-43%
-42%
-42%
-40%
-40%
-40%
-40%
-40%
-40%
-39%
-39%
-38%
-38%
-37%
-37%
-37%
-36%
-35%
-35%
-34%
-33%
-33%
-33%
-32%
-31%
-31%
-30%
-30%
-29%
-28%
-28%
-28%
-28%
-26%
-25%
-24%
-22%
-22%
-22%
-21%
-19%
-16%
-16%
-16%
-16%
-14%
-12%
-10%
-9%
-9%
-7%
-5%
-3%
-2%
3%
4%
11%
14%
31%
42%
56%
n/a

Gloucestershire practices- spatial assessment 2031

Practice

Locality

Churchdown
Dockham Road Surgery
Springbank Community Resource Centre
Crescent Bakery Surgery
Gloucester City Health Centre
Berkeley Place Surgery
Longlevens surgery
Stonehouse Health Clinic
Regent Street Surgery
Mann Cottage Surgery
The Medical Centre (Lechlade)

Gloucester City
Forest of Dean
Cheltenham
Cheltenham
Gloucester City
Cheltenham
Gloucester City
Stroud & Berkeley Vale
Stroud & Berkeley Vale
North Cotswolds
South Cotswolds

Mythe

Tewkesbury

Brockworth surgery
Stow surgery
Royal Crescent Surgery
Locking Hill Surgery
Overton Park Surgery
Yorkleigh Surgery
The Avenue Surgery
Yorkley Health Centre

Gloucester City
North Cotswolds
Cheltenham
Stroud & Berkeley Vale
Cheltenham
Cheltenham
South Cotswolds
Forest of Dean

Minchinhampton Surgery

Stroud & Berkeley Vale

Bartongate Surgery
Hucclecote surgery
Coleford Health Centre
Cheltenham Road Surgery
Stoke Road Surgery
The Health Centre (Beeches Green)
Rendcomb Surgery

Gloucester City
Gloucester City
Forest of Dean
Gloucester City
Cheltenham
Stroud & Berkeley Vale
South Cotswolds

Church Street

Tewkesbury

Saintbridge Surgery
Chipping Campden Surgery
Rosebank Health
Romney House
The Portland Practice
The Park Surgery
Sixways Clinic
The High Street Medical Centre
Quedgeley Medical Centre
Holts Health Centre
St George's Surgery
St Catherine's Surgery
Orchard Medical Centre
Phoenix Surgery
Culverhay Surgery
Partners in Health (Pavilion)
Rowcroft Medical Centre
St Peter's Road Surgery
Kingsholm Surgery
Forest Health Care
Corinthian Surgery
The Health Centre (Lydney)
Acorn Practice
Walnut Tree
Leckhampton Surgery
Frithwood surgery
The Surgery (Newnham)
Hilary Cottage Surgery
The Surgery (Frampton)
Severnbank Surgery
Stroud Valleys Family Practice
Winchcombe Medical Practice
The Chipping Surgery
Underwood Surgery
Brunston Practice
Royal Well Surgery
White House Surgery

Gloucester City
North Cotswolds
Gloucester City
South Cotswolds
Cheltenham
South Cotswolds
Cheltenham
Stroud & Berkeley Vale
Gloucester City
Tewkesbury
Cheltenham
Cheltenham
Stroud & Berkeley Vale
South Cotswolds
Stroud & Berkeley Vale
Gloucester City
Stroud & Berkeley Vale
South Cotswolds
Gloucester City
Forest of Dean
Cheltenham
Forest of Dean
Stroud & Berkeley Vale
Stroud & Berkeley Vale
Cheltenham
Stroud & Berkeley Vale
Forest of Dean
South Cotswolds
Stroud & Berkeley Vale
Forest of Dean
Stroud & Berkeley Vale
Cheltenham
Stroud & Berkeley Vale
Cheltenham
Forest of Dean
Cheltenham
North Cotswolds

The Surgery (Corse/Staunton)

Tewkesbury

The College Yard Surgery
Hadwen Medical Practice
Hadwen Medical Practice
Mitcheldean Surgery
The Surgery (Drybrook)
Marybrook Medical Centre
Barnwood surgery
The Surgery (Blakeney)
St Lukes Medical Centre
London medical practice
Hoyland House
Matson Lane Surgery
Cotswolds Medical practice
Gloucester Health Access Centre

Gloucester City
Gloucester City
Gloucester City
Forest of Dean
Forest of Dean
Stroud & Berkeley Vale
Gloucester City
Forest of Dean
Stroud & Berkeley Vale
Gloucester City
Stroud & Berkeley Vale
Gloucester City
North Cotswolds
Gloucester City

Est
Forecast
Population
2031
21,000
7,101
2,830
7,303
8,405
8,729
7,665
3,692
5,436
4,424
6,178
16,787
17,382
7,426
8,150
11,313
12,780
10,069
8,233
9,704
7,271
9,437
9,514
7,733
8,822
11,314
9,715
5,359
15,318
8,701
5,659
23,664
10,952
14,984
9,094
12,098
6,949
5,067
11,574
11,361
11,027
10,968
14,240
6,256
14,356
11,847
8,229
5,502
8,721
9,885
9,134
5,056
5,523
13,972
6,705
3,325
8,970
5,017
6,352
5,299
7,300
8,370
11,100
6,288
7,989
5,149
6,107
5,094
18,097
18,097
6,230
4,551
5,739
6,568
3,361
0
5,702
5,033
2,733
11,772
2,760

Appendix 1b
Size
allowance
(m2) with
population
growth

1300
593
266
667
750
750
667
333
500
417
584
1200
1167
675
750
833
958
875
750
833
667
790
800
667
750
916
750
500
1083
725
500
1500
875
1042
833
958
584
500
916
916
916
875
1042
584
1042
916
750
500
750
833
833
500
500
958
584
333
750
500
584
417
667
750
916
584
667
500
584
500
1209
1167
584
417
500
647
333
0
500
500
266
916
240

Gap to
future
need

-950
-429
-189
-473
-517
-510
-432
-213
-305
-241
-329
-675
-649
-373
-411
-447
-510
-457
-371
-411
-327
-387
-391
-325
-350
-426
-339
-222
-480
-320
-218
-650
-374
-446
-355
-407
-248
-209
-379
-377
-374
-355
-415
-232
-413
-363
-294
-190
-283
-296
-292
-175
-175
-323
-194
-110
-240
-153
-177
-122
-191
-208
-253
-156
-175
-121
-124
-105
-222
-183
-60
-37
-35
-27
-10
0
0
45
75
266
-240

% gap

-73%
-72%
-71%
-71%
-69%
-68%
-65%
-64%
-61%
-58%
-56%
-56%
-56%
-55%
-55%
-54%
-53%
-52%
-49%
-49%
-49%
-49%
-49%
-49%
-47%
-47%
-45%
-44%
-44%
-44%
-44%
-43%
-43%
-43%
-43%
-43%
-42%
-42%
-41%
-41%
-41%
-41%
-40%
-40%
-40%
-40%
-39%
-38%
-38%
-36%
-35%
-35%
-35%
-34%
-33%
-33%
-32%
-31%
-30%
-29%
-29%
-28%
-28%
-27%
-26%
-24%
-21%
-21%
-18%
-16%
-10%
-9%
-7%
-4%
-3%
0%
0%
9%
28%
29%
tbc

Estates Facet Survey -summary
Practice Name

Locality

Condition
Grade

Appendix 2

Function Grade Quality Grade

Space Grade

Statutory Gade

The Surgery (Corse/Staunton)
Holts Health Centre
Locking Hill Surgery
Orchard Medical Centre
Stonehouse Health Clinic
Culverhay Surgery
Marybrook Medical Centre
The Surgery (Frampton)
The Health Centre
Stroud Valleys Family Practice
The Surgery
Regent Street Surgery
Acorn Practice
Walnut Tree Practice
Rowcroft Medical Centre
The Chipping Surgery
The High Street Medical Centre
Rendcomb Surgery : Prices Mill Surgery
Frithwood surgery
Hoyland House
Romney House
St Peter's Road Surgery
The Avenue Surgery
The Park Surgery
Phoenix Surgery
The Medical Centre (Lechlade)
Hilary Cottage Surgery
Rendcomb Surgery
Chipping Campden Surgery
Cotswold Medical Practice
The Surgery (Hucclecote)
Gloucester City Health Centre
Bartongate Surgery
Saintbridge Surgery
Cheltenham Road Surgery
Partners in Health (Pavilion)
The College Yard Surgery
The Surgery (Brockworth)
Kingsholm Surgery
Matson Lane Surgery
Quedgeley Medical Centre
Gloucester Health Access Centre
Coleford Health Centre
Forest Health Care
Dockham Road Surgery
The Health Centre (Lydney)
Mitcheldean Surgery
Yorkley Health Centre
Brunston Practice

Tewkesbury
Tewkesbury
Stroud & BV
Stroud & BV
Stroud & BV
Stroud & BV
Stroud & BV
Stroud & BV
Stroud & BV
Stroud & BV
Stroud & BV
Stroud & BV
Stroud & BV
Stroud & BV
Stroud & BV
Stroud & BV
Stroud & BV
Stroud & BV
Stroud & BV
Stroud & BV
South Cotswolds
South Cotswolds
South Cotswolds
South Cotswolds
South Cotswolds
South Cotswolds
South Cotswolds
South Cotswolds
North Cotswolds
North Cotswolds
Gloucester
Gloucester
Gloucester
Gloucester
Gloucester
Gloucester
Gloucester
Gloucester
Gloucester
Gloucester
Gloucester
Gloucester
Forest of Dean
Forest of Dean
Forest of Dean
Forest of Dean
Forest of Dean
Forest of Dean
Forest of Dean

B
B
C
C
C
C
C
C
C
C
C
B
B
B
B
C
B
B
B
B
C
C
B
C
B
B
B
B
B
B
C
C
B
B
C
B
B
B
B
B
B
A
C
C
C
C
B
B
B

B
B
D
B
C
C
C
C
C
C
C
C
B
B
B
B
B
B
B
B
D
C
C
B
C
B
B
B
C
B
C
D
C
C
C
B
C
B
B
B
B
A
C
C
C
C
B
B
B

C
B
C
C
C
C
C
C
C
C
C
C
B
B
B
B
B
B
B
B
C
C
C
C
C
B
B
B
C
B
C
C
C
B
B
B
B
C
B
B
B
A
C
C
C
C
C
B
C

B
B
D
D
C
C
C
B
B
B
B
B
C
C
C
B
B
B
B
A
C
C
B
B
B
B
B
B
D
B
C
B
B
C
B
C
B
B
B
B
A
A
D
C
C
C
C
C
B

D
D
D
D
D
D
D
D
D
D
D
D
D
D
D
D
D
D
C
D
D
D
D
D
D
D
D
D
D
C
D
D
D
D
D
D
D
C
D
D
D
D
D
D
D
D
D
D
D

The Surgery (Newnham)
The Surgery (Blakeney)

Forest of Dean
Forest of Dean

B

C

C

A

D

B

B

B

B

D

Severnbank Surgery
The Surgery (Drybrook)
Crescent Bakery Surgery
Royal Crescent Surgery
Berkeley Place Surgery
Leckhampton Surgery
Yorkleigh Surgery
Sixways Clinic
St George's Surgery
The Portland Practice
Corinthian Surgery
St Catherine's Surgery
Royal Well Surgery
Seven Posts Surgery
Overton Park Surgery
Underwood Surgery

Forest of Dean
Forest of Dean
Cheltenham
Cheltenham
Cheltenham
Cheltenham
Cheltenham
Cheltenham
Cheltenham
Cheltenham
Cheltenham
Cheltenham
Cheltenham
Cheltenham
Cheltenham
Cheltenham

B

B

B

B

D

B
C
C
C
C
C
C
B
B
B
B
B
B
B
B

B
D
D
D
C
C
C
B
B
B
B
B
B
B
B

B
C
C
C
C
C
B
B
B
B
B
B
B
B
B

B
D
C
C
C
B
C
C
C
C
C
C
C
B
B

D
D
D
D
D
D
D
D
D
D
D
C
C
D
D

Springbank Community Resource Centre

Cheltenham

B

A

A

A

D

Gloucestershire CCG Strategic Prioritisation

Practice Name

Locality

Romney House
Locking Hill Surgery

South Cotswolds
Stroud & BV

Crescent Bakery Surgery
Coleford Health Centre
Stonehouse Health Clinic
Dockham Road Surgery
Gloucester City Health Centre
Yorkleigh Surgery
The Surgery (Brockworth)

Cheltenham
Forest of Dean
Stroud & BV
Forest of Dean
Gloucester
Cheltenham
Gloucester

Stroud Valleys Family Practice
Berkeley Place Surgery
The Surgery (Hucclecote)
The Surgery (minchinhampton)
Forest Health Care
Regent Street Surgery
Springbank Community Resource Centre/ North &

Stroud & BV
Cheltenham
Gloucester
Stroud & BV
Forest of Dean
Stroud & BV
Cheltenham

The Health Centre (Beeches Green)
Cheltenham Road Surgery

Stroud & BV
Gloucester

Bartongate Surgery
Royal Crescent Surgery
Overton Park Surgery

Gloucester
Cheltenham
Cheltenham

Saintbridge Surgery

building condition
unsatisfactory

Functionality
unsatisfactory -

Yes

Yes

Yes

Yes

Yes

Yes

Yes
Yes
Yes
Yes
Yes
No
Yes
Yes
Yes
Yes
Yes
No
No

Yes
Yes
Yes
Yes
Yes
No
Yes
Yes
Yes
Yes
Yes
Yes
No

Yes

Yes

Yes

Yes

Appendix 3

Signifcantly undersized
for current registered Signifcantly undersized
population (double
for future registered
weighting)
population
Additional unique situation to consider - assessment up to 4 points

Yes- Owner selling building in next 5 years and informed Practice will need to vacate. Options to be tested through
business case

No
Yes

Yes
Yes

Yes
Yes
Yes
Yes
Yes
Yes
No

Yes
Yes
Yes
Yes
Yes
Yes
Yes

No
Yes
Yes
Yes
No
Yes
Yes

No
Yes
Yes
Yes
No
Yes
Yes

yes- future viability of health centre and needs to partner Beeches Green

No
No

Yes
Yes

Would be part of wider beeches green development

Yes - 100% popn growth - 4pts adjustment

yes- main site in Dockham Road H/C needs to partner
to act as proxy for extreme population growth in this area, score uplifted

Strategic priority group
1
2
2
2
2
2
2
2
2
2
2
2
2
2
3
3
3
4

No

Yes

Yes
No

Yes
No

No
No
Yes

Yes
Yes
Yes

4
4
4

Gloucester

No

Yes

No

Yes

5

St Peter's Road Surgery

South Cotswolds

Yes

Yes

No

No

5

Chipping Campden Surgery
Culverhay Surgery
Marybrook Medical Centre

North Cotswolds
Stroud & BV
Stroud & BV

No
Yes
Yes

Yes
Yes
Yes

No
No
No

Yes
No
No

5
5
5

The Health Centre (Lydney)

Forest of Dean

Yes

Yes

No

No

5

Leckhampton Surgery

Cheltenham

Yes

Yes

No

No

5

The Surgery (Frampton)

Stroud & BV

Yes

Yes

No

No

5

Sixways Clinic

Cheltenham

Yes

Yes

No

No

5

The Avenue Surgery
Phoenix Surgery

South Cotswolds
South Cotswolds

No

Yes

5
6

Stroud & BV
Forest of Dean
South Cotswolds

Yes
No
No
No

Yes
No

Orchard Medical Centre
Yorkley Health Centre
The Park Surgery

No
Yes
No
Yes

No
No
No
No
No

No
Yes
No

6
6
6

The Chipping Surgery

Stroud & BV

Yes

No

No

No

6

No

Yes

The Surgery (Newnham)

Forest of Dean

No

No

6

The College Yard Surgery

Gloucester

No

Yes

No

No

6

The High Street Medical Centre
Matson Lane Surgery
Gloucester Health Access Centre
Walnut Tree Practice
Holts Health Centre
Mitcheldean Surgery

Stroud & BV
Gloucester
Gloucester
Stroud & BV
Tewkesbury
Forest of Dean

No

No

No
No
No
No
No

No
No
No
No
No

No
No
No
No
No
No

Yes
No
No
No
No
No

6
7
7
7
7
7

Acorn Practice
Brunston Practice

Stroud & BV
Forest of Dean

No

No

No
No

7
7

Tewkesbury
Stroud & BV
Cheltenham

No
No
No

No
No
No

7
7
7

The Portland Practice
Corinthian Surgery
St Catherine's Surgery
Royal Well Surgery
Seven Posts Surgery

Cheltenham
Cheltenham
Cheltenham
Cheltenham
Cheltenham

No
No
No
No
No
No
No
No
No

No
No

The Surgery (Corse/Staunton)
Rowcroft Medical Centre
St George's Surgery

No
No
No
No
No
No
No
No
No

No
No
No
No
No

No
No
No
No
No

7
7
7
7
7

Partners in Health (Pavilion)
The Surgery (Blakeney)

Gloucester
Forest of Dean

No

No

No

No

No
No

No
No

7
7

Severnbank Surgery
The Surgery (Drybrook)
Kingsholm Surgery
Underwood Surgery
Rendcomb Surgery : Prices Mill Surgery
The Medical Centre (Lechlade)

Forest of Dean
Forest of Dean
Gloucester
Cheltenham
Stroud & BV
South Cotswolds

No

No

No
No
No
No
No

No
No
No
No
No

No
No
No
No
No
No

No
No
No
No
No
Yes

7
7
7
7
7
7

Hilary Cottage Surgery
Rendcomb Surgery

South Cotswolds
South Cotswolds

No

No

No

No

No
No

No
No

7
7

Cotswold Medical Practice
Frithwood surgery
Quedgeley Medical Centre

North Cotswolds
Stroud & BV
Gloucester

No

No

No
No
No

7
7
7

Stroud & BV

No
No
No

No
No
No

Hoyland House

No
No
No

No

No
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1

Introduction

1.1

At the request of the Committee the CCG Quality Team has been
asked to submit a Primary Care Quality Report to each committee
session. This report will include quality indicators from across
primary care.

1.2

Should the Committee wish to include any further information in
future iterations of this report the Quality Team will be happy to
support these requests where such information is available.

2

Serious Incidents

2.1

In General Practice, Serious Incidents are normally called
‘Significant Events’. These should be reported via a GP eform
(https://report.nrls.nhs.uk/GP_eForm) which will automatically alert
the National Reporting and Learning System and NHS England.

2.2

Gloucestershire CCG has asked NHS England for confirmation that
they are retaining the management of GP Significant Events. We
have yet to have this confirmed.

3

Complaints & Concerns

3.1

Responsibility for complaints and concerns in relation to primary
care remains with NHS England. GCCG has asked for detail
regarding any such complaints and information has been provided
as below;

3.2

For data 3 (October to December 2015) and NHSE has provided
the following information for you:2

3.3

14 complaints for NHS Gloucestershire CCG received. Of these 8
relate to GP practices, 3 are dental, 1 is pharmaceutical and 2 are
specialised commissioning services for NHSE but relate to
Gloucestershire residents.
2 - communications/attitude
1 - premises
7 - clinical
2 - not coded
2 - specialised commissioning for NHSE

3.4

NHSE is unable to share further detail of these complaints due to
potential IG concerns that could lead to patient identifiable
information being shared. Some complaints may relate to performer
issues, which in theory may relate to one of the CCG members.

3.5

We understand the NHSE national complaints team are developing
a dashboard with CCGs and regional teams at the moment and
exploring how best to manage these issues together in the future.

4

Safeguarding

4.1

GCCG has agreed to the appointment of a Named GP for
Safeguarding Adults and Children. When appointed the post holder
will work closely with other Designated and Named Professionals in
Gloucestershire, supporting all activities necessary to ensure that
Gloucestershire NHS Providers meet their responsibilities to
safeguard children, young people and vulnerable adults in
Gloucestershire.

4.2000 Additionally the post holder will be integral in supporting the
development and delivery of effective safeguarding training to
Primary Care, and provide safeguarding supervision GP’s,
particularly with the writing of the GP reports for Serious Case
Reviews, Adult Case Reviews and Domestic Homicide Reviews.
This will form a significant part of the role.
5

Primary Care Clinical Quality Review Group

5.1

In common with other providers, GCCG Quality Team has
established a Clinical Quality Review Group (CQRG) looking
specifically at Primary Care. This meeting takes place on a
quarterly basis.
3

5.2

The CQRG leads on assurance regarding the implementation of
national and local quality standards and is developing a local
Quality Assurance Framework.
The group also monitors and
reviews primary care safety and quality standards as outlined in the
national standard contract, with reference to benchmarking where
appropriate.

5.3

Minutes from this group are routinely received by GCCG Integrated
Governance and Quality Committee and are also provided to PCCC
for information. The minutes of the most recent meeting, held 16th
February are attached at Appendix 1.

5.4

At the February meeting of the group discussions included flu
vaccination target achievements, noting that the overall
achievement. An update to the figures in the minutes is provided
as below

Target

Glos
2013/14

Glos
2014/15

Flu
75%
74.3%
Vaccination
coverage
(65yrs +)
*figures taken as of 10/2/2016)

5.5

74.0%

Glos
2015/16*
(taken
10/2/16)
72.5%

BGSW
2015/16*

72.2%

It is noted that healthcare worker vaccination rates for 2015/16
were recorded as below;
Organisation

Seasonal flu vaccination
rate of staff

Gloucestershire Care Services
Gloucestershire Hospitals NHS FT
2g NHS FT

36.4%
45.4%
55.3%

Vaccination rate figures for primary care staff are not available.

4

6

Patient Experience

6.1

GP Services Friends & Family Test

6.1.1

The FFT results for GP Practices in Gloucestershire present a
mixed picture. The full data is available on the FFT website at:
https://www.england.nhs.uk/ourwork/pe/fft/friends-and-family-testdata/. It should be noted that in most cases the response rates for
practices in Gloucestershire, in line with other areas nationally, are
very low and therefore cannot be considered to be statistically
significant when looking at one month’s data in isolation.

6.1.2

The Primary Care Contracts Team will be reminding practices
monthly of the deadline for submitting FFT data. The data,
henceforth will be reviewed on an ongoing basis to look for any
trends by the Primary Care Clinical Quality Review Group and will
also be shared, together with GP Patient Survey data (see below),
with Locality Executive Groups.

6.2

GP Patient Survey

6.2.1

The GP Patient Survey is an independent survey run by Ipsos
MORI on behalf of NHS England. The survey is sent out to over a
million people across the UK. The results show how people feel
about their GP practice. The survey is undertaken twice a year.

6.2.2

The most recent results were published in January 2016. Ipsos
MORI qualify the results of the GP Patient Survey saying:
Comparisons are indicative only: differences may not be statistically
significant, particularly at practice level due to low numbers of
responses.

6.2.3

The collective results achieved by Gloucestershire GP Practices
have shown consistently (January 2016, January 2015 and
December 2013) 89% satisfaction with the overall experience of the
GP surgery, against a national average of 85%. In January 2016
the Practice range in GCCG area for the ‘good’ rating is between
68% and 99%. All GCCG overall results are better than the England
average.

6.2.4

The details below relate to the GCCG area as a whole. Results for
individual practices are available at: https://gp-patient.co.uk/
5

6.2.5

GP Patient Survey (January 2016 publication) Extract
Question

GCCG Results

Overall
experience
Ease of getting
through to the
GP surgery in
the telephone
Helpfulness of
receptionists at
GP surgery
Success
in
getting
an
appointment
Convenience
of appointment

Good: 89%
Poor: 3%
Easy: 80%
Not easy: 16%

Practice National
range
Results
in
GCCG
68-99% Good: 85%
Poor: 5%
49-99% Easy: 70%
Not easy: 26%

Helpful: 90%
Not helpful: 8%

74100%

Helpful: 87%
Not helpful: 11%

Yes: 89%
No: 8%

73-98%

Yes: 85%
No: 11%

84100%

Convenient:
92%
Not convenient:
8%
Don’t wait too
long: 58%
Wait too long:
34%
Yes: 92%
No: 5%

Convenient:
93%
Not convenient:
7%
Waiting times Don’t wait too
at
the
GP long: 61%
Surgery
Wait too long:
31%
Confidence
Yes: 94%
and trust in the No: 3%
GP
Confidence
Yes: 87%
and trust in the No: 2%
nurse
Satisfaction
Satisfied: 76%
with opening Dissatisfied: 8%
hours
Overall
Good: 70%
experience of Poor: 15%
out of hours
services

6

26-95%

76-10%

71-97%

Yes:84%
No: 3%

56-92%

Satisfied: 75%
Dissatisfied:
10%
Good: 67%
Poor: 15%

53-77%

6.2.6

Patient Participation Groups (PPG)
GCCG has established the Gloucestershire Patient Participation
Group (PPG) Network. The first meeting was held on 22 January
2016 and was attended by 50+ patient representatives and
Healthwatch Gloucestershire. A recent audit has shown that over
90% of practices in Gloucestershire have an established PPG. The
CCG is supporting the remaining practices, with advice about
recruiting members, developing constitutions and considering work
plans.

7

CQC Inspections

7.1

CQC has now commenced a planned schedule of CQC inspections
for Gloucestershire practices. It is anticipated that this will conclude
by end of September 2016, excluding any practices which have
been subject to merger which will conclude by the end of 2016.

7.2

Members of the GCCG Quality Team have met with the Inspection
Manager and will maintain dialogue with the inspection teams whilst
these are underway to identify any concerns.

7.3

The Primary Care CQRG will continue to monitor outcomes from
these inspections and offer support as necessary to practices who
are considered to require improvement

7.4

A dashboard of completed and published CQC Inspections Reports
is attached at Appendix 2 for information.

8

Medicines Optimisation

8.1

Quality Premium (QP) Antimicrobial Resistance (AMR) 2015-16
UK 5 Year Antimicrobial Resistance (AMR) Strategy 2013–2018
includes 7 key areas for action:
1.Improving infection prevention and control practices
2.Optimising prescribing practice
3.Improving professional education, training and public engagement
4.Developing new drugs, treatments and diagnostics
5.Better access to and use of surveillance data
6.Better identification and prioritisation of AMR research needs
7.Strengthened international collaboration
7

8.2

Optimising prescribing practice has resulted in a QP for AMR.
The guidance 2015/16 and the levels of improvement for CCGs to
achieve in order to qualify for the quality premium have been
published. It is a composite Quality Premium consisting of three
parts:
a) reduction in the number of antibiotics prescribed in primary
care by 1% (or greater) from each CCG’s 2013/14 value.
Individual practice reduction to be agreed by the CCG with
each practice. (Oct 13 -Sept 14 1.081 STARPU, Threshold
2015/16 1.078 STARPU)
b) number of co-amoxiclav, cephalosporins and quinolones as a
percentage of the total number of selected antibiotics
prescribed in primary care to be reduced by 10% from each
CCG’s 2013/14 value, or to be below the 2013/14 median
proportion for English CCGs (11.3%), whichever represents
the smallest reduction for the CCG in question. (Oct 13- Sept
14 11.00%)
c) secondary care providers with 10% or more of their activity
being commissioned by the relevant CCG have validated their
total antibiotic prescribing data as certified by PHE.

8.3

NHS England (BGSW) has established a working group to share
approaches to the 2015-16 Quality Programme, linking with AMR
project lead from NHS England. The County-wide antibiotic
prescribing group will maintain a consistent approach to tackling
AMR and achieving the QP.

8.4

The Primary Care Offer has included an incentive requiring a 1%
reduction on antibiotic prescribing. This will be monitored through
the Medicines Optimisation team.

8.5

10 practices have been sent a letter from Professor Dame Sally
Davies, Chief Medical Officer regarding their above the national
average rates of antibiotic prescribing. The CCG will continue to
work with practices to reduce these rates.

8

9
9.1

Workforce
The Queen’s Nursing Institute (QNI) General Practice Nurses
(GPN) Survey

9.2

The QNI have completed a national survey of GPN based on the
perspectives of nurses themselves. The findings include:


Validation of the role of the GPN and significant levels of
interventions and support provided at every point in time
during a person’s life.



33.3 % of GPN are due to retire by 2020.



43.1% did not feel their team has the correct number of
appropriately qualified staff to meet patient’s needs.



47% reported that their employer did not always support their
professional development.




32.6% are qualified prescribers.
Only 27% of employers offered placements for preregistration nursing student, compared with 61.5% offering
placements to medical students.




22.8% of GPN have two jobs.
Only 35% felt their salary reflected their role within the
practice.
Salary and terms and conditions varied widely


9.3

GCCG is already committed to the required actions of this report.
These include:


Increasing the contribution of GPNs in General Practice



Workforce analysis of current and future needs



Increasing the profile of GPN as a career option for nurses



Increasing the number of student placements



Structured support for those new to GPN
9

9.4

GCCG have recently appointed 3 GPN’s to the role of Practice
Nurse Facilitator to provide enhanced support to this staff group
and to identify issues which may be experienced across work
settings.

9.5
GCCG has agreed to fund 9 Emergency Nurse Practitioner (ENP)
training places with back full to support primary care workforce
issues.
9.6
Further discussion of these findings will take place at the next
Primary Care CQRG and will be reported to Primary Care
Commissioning Committee as part of their quality report.
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Appendix 1

Primary Care Clinical Quality Review Group
Meeting Tuesday 16th February 2016
2:00 – 4:30pm
Bartlett Room, Sanger House
These minutes may be made available to the public and persons outside of the
Gloucestershire NHS community as part of the community’s compliance with the
Freedom of Information Act 2000
In attendance
Marion Andrews-Evans
(Chair)
Robert Mauler
Charles Buckley
Teresa Middleton
Jeanette Giles
Becky Parish
Cherri Webb

Title
Executive Nurse

Karyn Probert
Sarah Riordan-Jones
Alan Potter
Mary Coupe

Patient Experience & Safety Manager
GP Lead
Deputy Director of Quality
Head of Primary Care Contracting
AD Engagement & Experience
Primary Care Development & Engagement
Manager
Clinical and Learning Development Manager
PCCAG Manager
Associate Director Corporate Governance
Secretary, Quality Team

Apologies
Andrew Seymour
Rupert Boex
Helen Goodey
Cheryl Ewing
Alex Holland

Deputy Clinical Chair
Financial Accountant
Director of Primary Care
Locality Manager
Head of Performance

Item
1.0

Initial
MAE
RM
CB
TM
JG
BP
ChW
KP
SRJ
AP
MC

AS
RB
HG
CE
AH
Action

Introduction and apologies
Noted as above.

2.0

Minutes from Last Meeting
Approved.

3.0

Matters Arising
 Item 4 – noted that ‘CW’ was Cate White, not Cherri Webb
 Item 4 – a short Quality Report will be delivered via TM to
the PCCC as per the ToR – individual practice names will
not be mentioned.
 Item 7.1 – CB reported that the CQC website lists all
individual GP and Dental Practices:
http://www.cqc.org.uk/

4.0

Governance Arrangements for CQRG
TM explained that when there are issues pertinent to practices,
the Meeting needs to know whether the practices can be named,
as the Minutes are ultimately in the public domain. AP advised
against recording practice names although they can be
discussed at Meetings.
AP reiterated that the role of this Meeting is to assure IGQC that
the services commissioned by the GCCG are safe and that
remedial action has been taken where needed; IGQC’s role is to
gain assurance, not discuss individual practices.
MAE suggested that if information is sensitive, but not
corroborated, then it should not be recorded although as a group
we need assurance that it is being investigated. TM further
suggested not recording cases of individual GPs. Where
information about individual GP practices is in the public domain
then it will be reported in the minutes.

5.0
5.1
5.2

5.3

5.4

Clinical Effectiveness
NICE Compliance:
No update currently.
Care Pathways and Referral Criteria:
CB commended that web based facility G-care is very helpful
and useful.
Antibiotic Prescribing – communication from Chief Medical
Officer:
A letter has been sent to ten of our practices from Dame Sally
Davies regarding the apparent over-prescribing of antibiotics –
practices were given the opportunity of financial gain through the
Primary Care Offer. One of the options is to reduce the
prescribing volume and type of antibiotics. TM has requested
PHE for the name of a microbiologist that could be sent to these
practices to provide advice. CB suggested a useful forum for this
would be the PiP meetings in March; CB/TM – To send a letter
from this Group, signed by CB, to the ten practices suggesting
that the practice undertake an audit, as per the RCGP TARGET
antibiotics web page and what progress they have made with the
three questions that were included in the initial letter from Dame
Sally Davies.
Immunisations:
Seasonal Flu
TM reported that the overall achievement 2014-2015 for the 65+
group was 72.8% against a target of 75%, which is slightly down
on 2013-2014 which was 73.2%. The uptake in other categories
was poor, with particular concern regarding primary school
children and expectant mothers. MAE suggested that School

CB/TM

Nurses go into the schools to deliver the vaccine to primary
school aged children; CB suggested that midwives administer to
pregnant women. TM will follow up the individual practices that
did not achieve a good % of vaccination uptake.

TM

Shingles vaccination
Shingles vaccination is only offered to patients who are 70 or 78,
as per the national shingles immunisation programme. Some
practices had a very low % uptake. The data is from
“IMMFORM”, the national data base that all practices report into.
TM will contact the practices with less than 10% to ensure they
are using the correct coding.
6.0
6.1

Patient Safety
Primary Care Staffing:
The main impact for the 2016/17 Investment Plan is that despite
being outside the NHS funding ring fence, funding from HEE in
2016/17 is flat cash.
However there are still significant cost pressures forHEE as:
•
increases in activity in previous years still have some
time before a steady state position is reached;
•
2016/17 could see potential increases in salaries;
•
4th and 5th year undergraduate medical student fees
funded by HEE at £9k start to impact.
The overall position for the south west indicated an increase of
approximately £28 million with the majority of those increases in
Future Workforce
Key changes identified were:
•
Pre-registration adult nursing: activity increase 36% at a
cost of £8.4m
•
Post graduate medical increases are partly due to
increased cost of GP registrars compared with specialist
registrars
•
Increased costs attributed to Advanced Practitioner
development – contract commenced September 2015 potentially
seen as supply cost of £2.3m
•
Increased tuition costs for undergraduate medical and
dental students (offset by reduced numbers in 2016/17 but not in
2017/18).
All areas increase in numbers of places does not meet demand

6.2

Staff Experience – The Queen’s Nursing Institute (QNI) General
Practice Nurses (GPN) Survey:
The QNI have completed a national survey of GPN based on the
perspectives of nurses themselves. The findings include:
 Validation of the role of the GPN and significant levels of

TM










6.3

7.0
7.1 –
7.8

interventions and support provided at every point in time
during a person’s life.
33.3 % of GPN are due to retire by 2020.
43.1% did not feel their team has the correct number of
appropriately qualified staff to meet patient’s needs.
47% reported that their employer did not always support
their professional development.
32.6% are qualified prescribers.
Only 27% of employers offered placements for preregistration nursing student, compared with 61.5% offering
placements to medical students.
22.8% of GPN have two jobs.
Only 35% felt their salary reflected their role within the
practice.
Salary and terms and conditions varied widely

GCCG is already committed to the required actions of this report.
These include:
 Increasing the contribution of GPNs in General Practice
 Workforce analysis of current and future needs
 Increasing the profile of GPN as a career option for nurses
 Increasing the number of student placements
 Structured support for those new to GPN
Safeguarding:
The advert for the Named GP for Adult and Children
Safeguarding is out now. The role will support GPs when writing
safeguarding reviews/reports. Two GPs have expressed an
interest so far.
Patient Experience and Safety Feedback
RM/BP/ChW have compiled a data base of complaints.
The feedback from the FFT is comparatively small – ChW
reported that her team remind practices frequently to submit their
information.
Healthwatch data focuses mainly on long waits, access to
surgeries and concerns over new housing.
GP surveys are received every six months and are mostly good
but the main complaint is that waiting times at surgeries are too
long.
RM demonstrated the information plotted on an interactive map
for Q3.
TM receives medicines safety updates which RM said that he
would consider how these could also be plotted on the map
along with CDiff rates, antibiotic prescribing rates and LD

RM

mortality data.
8.0

8.1

8.2

It was agreed that this would be shown at future meetings.
Quality Overview
CQC Recent Visits:
MAE reported that all Gloucestershire practices will have had
their CQC visit by September 2016. Practices that are newly
merged will not have an Inspection this year. TM showed the
Meeting a pack developed by another CCG to assist practices
prepare for a CQC Inspection. The pack was from Berkshire but
TM will review it to make it suitable for Gloucestershire, working
with the primary care team.
Proposed Quality Assurance Framework:

TM

TM and ChW have been populating the Framework. It has three
Domains, Planning for Quality,Quality Improvement andQuality
AssuranceEach Domain is broken down into sub – headings.
ChW is developing an annual template, to be populated by
practices and this information will contribute to the quality
assurance framework.
The CQC Intelligence Monitoring Report can be taken from the
CQC website– this shows where each practice sits and how far
off the central line they are within the County. This will also be
used to populate the Framework.

8.3

QOF Update:
Of the 2014-2015 data, the lowest Practice had 79% and there
are a number of practices that achieved 100%. JG reported that
Gloucestershire is consistently high, year on year, compared
nationally.

8.4

9.0
9.1

9.2

Proposed Meeting with Healthwatch and Lay Members:
MAE suggested having a yearly meeting regarding Quality. BP
suggested the meeting take place once the CQC Inspections are
completed..
AOB
‘What’s New’ – Practice Nurses:
KP reported that ‘What’s New for practice nurses’ an electronic
news letter produced and circulated by the CCG is now being
sent to PNs and this includes e-learning information that can be
accessed.
SRJ / MAE - Primary Care Audits of what is being done next year
to be produced for the next Meeting; when Audits have been
done, results will be provided to this meeting in the future.
Date of Next Meeting

SRJ

17th May 2016, 2pm Bartlett Room, Sanger House
Circulation
Marion Andrews-Evans
Dr Andrew Seymour
Helen Goodey
Becky Parish
Rob Mauler
Teresa Middleton
Alex Holland
Dr Charles Buckley
Cherri Webb

Executive Nurse & Quality Lead
Deputy Clinical Chair
Associate Director Locality Development
& Engagement
Associate Director Engagement and
Experience
Patient Experience and Safety Manager
Deputy Director of Quality
Head of Performance
GP Lead
Primary Care Manager
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11/02/2016
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11/02/2016 Outstanding

●

Cotswold

Good

●

Bell Lane,
Stroud &
Minchinhampton BV
GL6 9JF

17/12/2015

http://www.cqc.org.uk/location/1561930325

●

Minchinhampton
Surgery
Rendcombe

Gloucester

http://www.cqc.org.uk/location/1569496621

●

GL1 3PX

●

Heathville Medical
Practice

●

Good

●

21/01/2016

●

04/11/2015

●

Forest of
Dean

●

Good

●

10/12/2015

●

25/08/2015

●

Stroud &
BV

http://www.cqc.org.uk/location/1569496604

●

Good

http://www.cqc.org.uk/location/1542890220/reports

●

10/12/2015

Link to report

●

18/08/2015

Poor Mental
Health

Stroud &
BV

●

Good

●

17/09/2015

●

05/08/2015

Vulnerable

Forest of
Dean

Brook Street,
Mitcheldean,
GL17 0AU
May Lane,
Dursley GL11
4JN
May Lane,
Dursley GL11
4JN
Cinderford
Health Centre,
Dockham Road,
Cinderford GL14
2AN

●

Good

●

04/06/2015

●

14/01/2015

Working Age
People

Stroud &
BV

●

Locking Hill,
Stroud, GL5 1UY

●

Good

●

30/07/2015

Families, CYP

07/01/2015

●

Gloucester

●

Good

●

30/07/2015

LTC

07/01/2015

●

Gloucester

●

Good

●

09/04/2016

●

Forest Health Care

09/12/2014

●

Acorn Practice

Stroud &
BV

●

Walnut Tree Practice

Wotton-underEdge GL12 7LS
Mount Street,
Westgate, GL1
2RE
Lassington Lane,
Highnam,
Gloucester, GL2
8DH

Older People

Mitcheldean Surgery

Overall
Rating

Well-Led

Locking Hill

Date of
Publication of
report

Effective

Highnam Surgery

Date of
Inspection

Caring

College Yard Surgery

Locality

Responsive

Culverhay Surgery

Address (Main
Surgery)

Safe

Practice Name

http://www.cqc.org.uk/location/1542147718/reports
http://www.cqc.org.uk/location/1558360411/reports

Agenda Item 7.1
Primary Care Commissioning Committee
Meeting Date

Thursday 31st March 2016

Title

Delegated Primary Care Commissioning
financial report as at 29th February 2016
At the end of February 2016, the CCG’s delegated
primary care co-commissioning budgets were
reporting an underspend of £111K with a
breakeven forecast for 2015/16.
It should be noted that any deterioration in the
position on delegated budgets has not been
factored into the CCG’s outturn position.
The current position and forecast has been wholly
assumed within the CCG’s overall financial
position.
None

Executive Summary

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

None
None
None
None
The PCCC are asked to:
 Note the contents of the paper
Andrew Beard
Deputy Chief Financial Officer
Cath Leech
Chief Financial Officer
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Agenda Item 7.1
Primary Care Commissioning Committee
31st March 2016
Delegated Primary Care Commissioning financial report as at
29th February 2016
1

Introduction

1.1

This paper outlines the financial position on delegated primary care
co-commissioning budgets at the end of February 2016.

2

Financial Position

2.1

The CCG reported a year to date underspend of £111k against
delegated budgets at the end of February (see table overleaf).

2.2

This represents a marginal increase to the underspend reported in
the previous month.

2.3

It should be noted that the budgets reported against are, primarily,
those set by NHSE at the start of the financial year. However, the
reported position is fully inclusive of the in-year allocation
adjustment agreed with NHS England.

2.4

The CCG is forecasting a balanced outturn position.

3

Recommendation(s)

3.1

The PCCC are asked to:
Note the contents of the paper
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Agenda Item 7.2
Primary Care Commissioning Committee
Meeting Date

Thursday 31st March 2016

Title

2016/17 Budget Proposals

Executive Summary

The paper outlines the assumptions used in setting
draft budgets for 2016/17.
Some issues are subject to further clarification
which may impact on the overall CCG financial
position (e.g. PropCo, CSU costs etc).
The proposed budgets have been set within the
agreed
allocation
for
primary
care
cocommissioning, as published in January 2016.
None

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

None
None
None
None
The PCCC are asked to:
 Note the contents of the paper
Andrew Beard
Deputy Chief Financial Officer
Cath Leech
Chief Financial Officer

Agenda Item 7.2
Primary Care Commissioning Committee
31st March 2016
2016/17 Budget Proposals
1

Introduction

1.1

This paper outlines the methodology used to construct 2016/17
budget proposals for delegated co-commissioning within the
CCG.

2

Budget Setting Methodology

2.1

The CCG has received its Primary Care allocation for 2016/17
and detailed budget setting is now underway on a practice basis.
The budget setting methodology uses both historical and known
new commitments together with national guidance.

2.2

Allocations

2.2.1

The CCG identified that its initial published allocation of £77,791k
was incorrect and, following discussions with NHSE, this has now
been recurrently revised to £78,523k (an increase of £732k).

2.2.2

NHS England’s national business rules state that:
 1% (£785k) of the allocation should be allocated to
headroom and uncommitted at the start of the financial
year. The rules for allocation of these funds will be
released by NHSE during the financial year. These funds
can only be released with the authorisation of NHS
England.
 0.5% (£393k) of the allocation should be provided as a
contingency at 1 April 2016. This is to cover risks within the
in-year financial position.

2.2.3

After taking account of the national business rules, the funding
available to cover planned spend in 2016/17 is £77,345k.

2.3

Contract Payments

2.3.1

Reinvestment of changes in Dementia Enhanced Service,
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Seniority and Minimum Practice Income Guarantee (MPIG) have
been assumed.
2.3.2

MPIG payments have been reduced by 1/7 during the year, in
accordance with national policy to eliminate MPIG payments by
2021.

2.3.3

A pay uplift of 1% has been included.

2.3.4

A demographic increase over the year of 0.7% has been
assumed, in line with the assumptions used nationally in setting
the CCG’s allocation.

2.3.5

Contract payments take account of the implications from changes
made in the current financial year, particularly regarding
Springbank and St Lukes.

2.4

Enhanced Services (ES)

2.4.1

Any savings from the Dementia ES have been recycled into the
contract baseline position.

2.4.2

All other schemes have been rolled forward for 2015/16 and
assumes those practices currently signed up continue.

2.5

Other GP Services

2.5.1

This includes expenditure on items such as legal fees, retainer
schemes, adoption/maternity/paternity cover, seniority and
additional staff payments.

2.5.2

The proposed budget has been based on historical recurrent
spend and uplifted where appropriate.

2.5.3

Retainer budget; this assumes that existing costs continue with
four additional retainers being funded for six months. Additional
investment has been requested from the CCG as part of the
workforce plan.

2.5.4

It should be noted that the primary care allocation now includes
the funding previously held by NHSE for functions including
primary care information governance and smartcards. These
Page 3 of 5

services are currently provided by the CSU, this cost is likely to be
up to £200k per year and represents a significant risk to the CCG.
Further clarification has been requested from NHSE.
2.6

Premises

2.6.1

The baseline for these costs have been founded on the forecast
expenditure incurred in 2015/16. However, further adjustments
have been assumed for:
 inflationary increases;
 the estimated impact of rent reviews where appropriate; and
 the impact of new developments which are likely to become
operational in 2016/17.

2.6.2

The potential impact of PropCo changes is being further
assessed.

2.7

Dispensing/Prescribing

2.7.1

Proposed budget based on spend incurred in 2014/15 (which was
marginally higher than forecast in the current year) and then
uplifted for inflation.

2.7.2

Adjustments made for those practices where claims have been
received for the first time in 2015/16.

2.8

Quality and Outcomes Framework (QOF)

2.8.1

Achievement element of 30% has been inflated by 3% in line with
national guidance.

2.8.2

Aspiration element of 70% has been based on 2014/15 outturn
(as this is the last full year available) and uplifted by 3%.

3

Recommendation

3.1

The PCCC are asked to:
 Note the contents of the paper

Page 4 of 5

Prop
posed 201
16/17 Prim
mary Care Co-Comm
missioning
g budgets

** O
Other GP Serrvices inclu
udes:- legal fees, retaineer schemes,,
adopption/maternnity/paternitty cover, senniority and additional staff
s
paymeents

P
Page 5 of 5

Agenda Item 8.1
Primary Care Commissioning Committee
Meeting Date

Thursday 31st March 2016

Title

Stow-on-the-Wold
Surgery:
development
Confirmation of Value For
approval to proceed

Summary

new
Money

premises
and

final

Stow Surgery is located on Well Lane in Stow-on-theWold in the North Cotswolds, Gloucestershire. The
practice serves patients across a catchment area of
approximately 43 square miles and has a list size of
around 5,500. The current building is estimated to be
275m2 Net Internal Area (NIA).
Estates surveys have highlighted that the building is no
longer satisfactory across a range of facets including
condition, functionality and statutory compliance. The
building is significantly smaller than it should be, taking
into account planned population growth over the next
15 years of a further 1,500 patients.
NHS Gloucestershire Primary Care Trust approved a
new surgery for Stow in March 2013 (letter available on
request) for a building up to 675m2 NIA. This was
within a financial envelope of £129,278 (excluding
VAT) per annum, through a third party development
and subject to value for money confirmation through
District Valuation.
The business case (refined business case available on
request) for the relocation of Stow Surgery to a new
purpose built facility provides the opportunity to
improve patient services and address the serious
inadequacies of the current accommodation as well as
responding to the anticipated increase in population.
More specifically, it provides:
 improved access to an increased range of
services, accommodated in flexible premises,
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allowing for change of use in future years, whilst
remaining fit for purpose at the outset;
an opportunity to respond to the increasing local
population and hence the inevitable increased list
size / demand;
a minor operations and treatment room facility to
extend services, enabling enhanced procedures
to be undertaken in a safe and confidential
environment;
appropriate accommodation for training at
student, foundation year and GP registrar levels;
dedicated car parking, ambulance access and
deliveries;
appropriate access for patients and staff with
mobility and other additional needs;
opportunity to provide additional locally delivered
services to the local community;
potential and flexibility to provide local ‘out of
hospital’ community based services supporting
the current shift of services from secondary to
primary care;
vastly improved environment for patient safety
and confidentiality;
improved infection control including dedicated
space for storage of clinical waste, oxygen and
liquid nitrogen; and
additional facilities for patient self-care and
education.

Since NHS approval was granted in 2013, the practice
has worked with a third party developer to deliver the
scheme but Practice Planning permission was refused
on the site preferred by the partners of the surgery
(Gypsy Field site) in July 2014 and May 2015.
However planning permission has been granted on a
site very close to the preferred site, which is acceptable
to the NHS. Since the Summer of 2015, the practice
has been working with a third party developer, their
own agents and the CCG and have finalised details for
a new surgery development at land adjacent to Tall
Trees, Oddington Road, Stow-on-the-Wold to be
delivered within the confines of the NHS approval from
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March 2013. The plans to do this have now been
released and in order to obtain final approval to
proceed, the District Valuer needs to review and
confirm Value for Money (VfM).
At the time of writing this report on the 3rd March 2016,
the following is expected to have been completed:
 District Valuer instructed by CCG – completed;
 District Valuer desktop review of development
plans – completed;
 District Valuer concludes that, at this first review,
no significant issues with VFM and proposal –
completed;
 District Valuer meets 3rd party Development
Team for 2nd stage review – w/c 7th March 2016;
 any significant issues requiring addressing to be
shared by w/e 18th March 2016;
 process for any further action (e.g. review of
proposed lease);
 production of VfM report – completed and issued
to CCG by 23rd March 2016; and

Risk Issues:
Original Risk
Residual Risk
Financial Impact

 plan to confirm VfM at the PCCC on the 31st
March 2016.
The key risk regarding this proposal is that should the
new surgery development not proceed, the long term
provision of suitable primary care premises for a
growing population will be substantially affected.
A full financial appraisal has been developed and the
new surgery can be delivered at the already agreed
revenue cost of £129,278 per annum (current market
rent), excluding VAT. This assumes a notional rent of
£191.52 per m² based upon the NIA of 675sqm,
developed in line with the ‘Business Case Guidance
and Space Allowances 2013’, Primary Care Guidance,
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with reference to the (HBN11).

Legal Issues
(including NHS
Constitution)

The current rent (£40,450) paid to the practice per
annum will offset some of these costs and the net
increase in revenue costs will be £88,828. It should be
noted that the practice will have its business rates,
clinical waste and refuse costs reimbursed.
In respect of this scheme, the key legal issues will be
around lease arrangements as the practice will be a
tenant in the building. The CCG will also need to apply
NHS Premises Directions to rights and responsibilities
of the practice and the CCG.

In terms of the NHS Constitution the author considers
‘You have the right to expect your NHS to assess the
health requirements of your community and to
commission and put in place the services to meet
those needs as considered necessary’ and ‘You have
the right to be cared for in a clean, safe, secure and
suitable environment’ as the most pertinent NHS
Constitution rights applicable to this scheme.
Impact on Health
No health inequalities assessment has been completed
Inequalities
for this report.
Impact on equality No equality and diversity impact assessment has been
and Diversity
completed for this report.
Impact on
No impact assessment has been completed on
Sustainable
sustainable development.
Development
Patient and Public The practice has had a programme of patient
Involvement
engagement and involved its Patient Participation
Group during the lifetime of this programme of work.
Recommendation Subject to the District Valuation report being available
and that it confirms value for money, members are
requested to agree final approval to proceed for the
already committed new Stow Surgery premises
development.
Author
Andrew Hughes
Designation
Locality Implementation Manager
Sponsoring
Helen Goodey
Director
Director of Locality Development and Primary Care
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Agenda Item 8.2
Primary Care Commissioning Committee
Meeting Date

Thursday 31st March 2016

Title

Prime Minister’s GP Access Fund (formerly
Minister’s Challenge Fund) – moving to
contract with GCCG.
Transfer of responsibilities of time limited
contract from 1st April 2016 and setting out
strategic assumptions.

Summary

Prime
APMS
APMS
future

1. Background
In January 2015, as part of a second wave Prime
Minister’s Challenge Fund process, a countywide bid
covering all 82 practices in Gloucestershire and
managed through jointly owned GP Provider company
(GDOC), was submitted.
In March 2015, NHS England awarded 1 year of
funding amounting to £4m, which was confirmed
following a ‘due diligence’ process, and the signing of
a time limited Alternative Personal Medical Service
Pilot (APMS) with NHS England in May 2015 covering
the following services:
1. Urgent appointments for non-complex patients
(known as Choice+). Up to 2,000 appointments
every week across 7 localities
2. Video Consultations (Skype or similar) – 10
practices, 20 hours per week
3. Health App – directing patients to local, appropriate
services in real time.
4. Social Prescribing – 450 clients at any one time
5. Virtual GP/E- Consultation – 150,000 patients
covered
6. GP Support for Rapid Response teams and
practices – 100 hours per week
7. Specialist Practice Nursing Services – 240 hours
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per week
There has been significant involvement of CCG staff in
the bid, running/ leading some of the services and the
CCG has remained part of a Delivery Board overseeing
implementation.
Contract management has been
between NHS England and GDOC Ltd through regular
milestone meetings.
2. Current status
• Choice + available to 580,000 of 630,000 patients
and final locality (Tewkesbury) in March 2016.
• Social prescribing is available to all practices and
being expanded to integrated community teams.
17.5WTE in post and remaining 3.5WTE being
recruited.
• 161,000 patients covered by either ‘Ask my GP’ or
EMIS E-Consult.
• Five practices signed up to video consultations –
live in one surgery from January (around 16 hours
over first two weeks) and a further 4 practices
starting before the end of March 2016.
• Winter ASAP campaign finished and waiting
evaluation.
• Rapid Response+ Practitioners in Rapid Response
Teams now have telephone access to GPs for
specific advice (2 hours in the evening and 2 hours
each Saturday and Sunday morning) and specific
equipment purchased to help manage more
complex cases. Considering telephone service for
calling ‘higher risk’ patients identified by a practice
on the weekend.
• Specialist nursing – around 50 hours of nursing time
available each week and now facilitating training
and education (8 study days available).
Originally, the programme was due to be completed by
March 2016 and any onward funding of services would
need to be agreed with the CCG. Due to delays in
commencing services, NHS England have agreed that
£1.326m financial slippage can be carried over into the
financial year 2016/2017 to support three of the
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services; Choice+; Rapid Response+ and Specialist
Nursing until September 2016.
3. Proposed contract management
As part of the extension to the programme, it is
proposed the time limited APMS contract transfers to
GCCG from April 2016 until September 2016.
Currently, there are tripartite discussions between NHS
England, GDOC Ltd and the CCG regarding the finer
detail. Essentially, it will be a novation of the existing
APMS agreement with a small number of amendments
including a QIPP target for reduction in A&E
attendances and any additional evaluation criteria.
This will be managed by the Primary Care and
Localities Directorate along with the other APMS
contracts held by GCCG, with monthly contract
meetings to oversee service delivery including financial
and activity performance.
4. Longer term strategic direction
The largest part of the programme has been Choice+
representing over 50% of the total investment (around
£2.15m) and is expected to be the main service that
will need to be considered for onward funding by the
CCG. Before this takes place, a thorough evaluation
will be completed and a business case will be prepared
by GDOC, for consideration by GCCG.
It should be noted that other strategic programmes
expected to be taken forward over the next few months
are likely to affect commissioning requirements.
This will include a programme of work to look at the
design of primary and community based urgent care,
which will commence in April. The purpose and focus
will be to understand the current service provision and
the delivery of 7 day primary urgent care, using
national best practice and local intelligence. We
anticipate this will lead to the development of a
proposal which integrates service provision, avoiding
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fragmentation and duplication while also achieving
value for money. Informing this process will include the
following service provision: Choice+, non-registered
services provided by GHAC (as it currently stands, this
service needs to have been procured by May 2017),
use of minor injury and illness units and minor injury
and illness activity provided at the two main acute
hospital sites.

Risk Issues:
Original Risk
Residual Risk

It is intended that a more integrated model of primary
and community based urgent care will be agreed by
the autumn of 2016 and will inform any procurement(s),
service redesign and/ or contractual changes required
to deliver commissioning requirements. This means
that should the evaluation of Choice+ be positive, we
would require approval, via PCCC, to continue the
funding of the Choice+ element on an interim basis
until the model of care was agreed and requirements
commissioned. It is assumed this would be no later
than May 2017. In this situation, the APMS would be
further extended.
The programme maintained an overall risk register
during implementation.
In terms of CCG
responsibilities from April 2016, the key risks are as
follows:
 Continuation of service ‘as is’ in light of anticipated
changes to the overall future model of primary and
community based urgent care. This is mitigated by
offering interim funding only (subject to business
case).
 The ability to end a service that practices now
consider mainstream and a part of delivering more
sustainable primary care. This is mitigated by
requirements for detailed evaluation and the need to
demonstrate continued viability through a business
case.
 The cost of Choice+ becomes too expensive
compared to the freed-up time created in local
practices. This is mitigated though contractual
management, evaluation and the completion of a
business case.
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Financial Impact

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

£1.326m will be paid to the CCG by NHS England to
cover the costs of the programme from April to
September 2016.
In respect of onward funding, a further paper to PCCC
will be submitted in the coming months outlining
recommendations and revenue cost requirements.
The CCG and GDOC will be bound by the terms and
conditions as set out in the time-limited APMS contract.
An impact assessment has not been completed.
No assessment has been completed.
No assessment has been completed.

There has been patient and public involvement in the
development of original proposals, patient feedback
has been collated as part of service provision and will
form part of the overall evaluation of services.
Recommendation
Members of the Committee are asked to consider the
contents of the report and:
 note the progress made on the range of services
provided through the Prime Minister’s GP Access
Fund;
 formally endorse the novation and transfer of the
time-limited APMS contract from NHS England to
the CCG from April 2016; and
 agree that onward funding will require a business
case to be presented to the Primary Care
Commissioning Committee.
Author
Andrew Hughes
Designation
Locality Implementation Manager
Sponsoring Director Helen Goodey
(if not author)
Director of Locality Development and Primary Care
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Agenda Item 8.3
Primary Care Commissioning Committee
Meeting Date

Thursday 31st March 2016

Title

Application for change to GP practice
boundary – Mythe Medical Practice
Dr Hutchison and Partners of the Mythe Medical
Practice have requested approval to move their
boundary and decrease their practice area.

Executive Summary

The rationalisation of the boundary will enable
the practice to focus its efforts on meeting the
needs of the new housing developments in the
Tewkesbury area over the coming years, while
not removing any patients from their list who
currently reside in the areas affected.
The practice has only registered three patients
from these areas, which have no special
characteristics of note, in the previous twelve
months, suggesting that patients moving into the
area have chosen to register with alternative
practices.
Risk Issues:
Original Risk
Residual Risk

Financial Impact
Legal Issues (including
NHS Constitution)

Continued provision of offering patient care with
local practices is the principal risk with a
boundary change. However we believe this is a
low risk as patients will continue to have choice
of primary care coverage from other local
practices.
Not Applicable
Gloucestershire CCG needs to act within the
terms of the Delegation Agreement with NHS
England dated 26 March 2015 for undertaking
the functions relating to Primary Care Medical
Services.
A boundary change represents a
variation to a practice’s GMS contract and
therefore requires agreement by GCCG under
delegated commissioning arrangements.
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Impact on Health
Inequalities
Impact on Equality and
Diversity
Impact on Quality and
Sustainability
Patient and Public
Involvement
Recommendation

Author
Designation
Sponsoring Director
(if not author)

The NHS Constitution provides patients with the
right to choose their GP practice and to be
accepted by that practice unless there are
reasonable grounds to refuse. This boundary
change would not impinge on this constitutional
right.
Assessed as low impact. The area affected by
the boundary change is in an area of low
deprivation. It is also served by other practices.
Assessed as low impact. Existing patients will
continue to have access to services at Mythe
Medical Practice. New patients to the area will
have a choice of alternative practices.
Assessed as low impact through the Quality and
Sustainability Impact Assessment.
Mythe Medical Practice has consulted with its
patient group which has no objection to the
boundary change as long as no patients are
removed as a consequence of the change.
The PCCC is asked to:
 consider the recommendation from the
Primary Care Operational Group meeting
on 15 March 2016; and
 make a decision regarding this boundary
change request.
Jeanette Giles / Stephen Rudd
Head of Primary Care Contracting / Head of
Locality and Primary Care Development
Helen Goodey, Director Locality Development
and Primary Care
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Agenda Item 8.3

Primary Care Commissioning Committee
31st March 2016
Application for a change to a GP practice boundary – Mythe
Medical Practice
1

Introduction and background

1.1

Dr Hutchison and Partners of Mythe Medical Practice have
requested approval to move their boundary and decrease their
practice area.

1.2

Mythe Medical Practice was formed from the merger of Watledge
Surgery and Jesmond House Surgery. The combined practice
list size is approximately 12,590, with growth of circa 3.2% over
the last two years.

1.3

Since the original boundaries were set much has changed
demographically with considerably more housing in certain areas
such as Mitton, Ashchurch, Newton and Walton Cardiff.

1.4

The practice wish to remove an area to the north of Tewkesbury
which was within the Jesmond House boundary and to remove
an area which is currently served by both practices which
extends along the B4077 from Teddington Hands to include the
village of Alderton (see Appendix 1; which shows the current and
proposed practice boundary including population spread).
Appendix 1a shows where Mythe Medical Practice proposed
reduced practice boundary results in GP practice coverage
reducing to 2 or less practices.

1.5

Although a considerable amount of the area covered by both
practices is virtually the same, the Jesmond House boundary
had covered a fairly large area extending across Bredon Hill to
include the more sparsely populated villages of Bredon’s Norton,
Kemerton, Overbury and Beckford. Cover had also extended as
far as Strensham and Eckington. These villages are primarily
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served by the Bredon Hill Surgery as well as Upton on Severn
and Pershore Surgeries.
1.6

Mythe Medical Practice has only registered three new patients in
the area to be affected over the last twelve month period.

1.7

The practice has proposed the rationalisation of the practice area
will enable them to cope with future demand from the number of
housing developments planned for Tewkesbury in the coming
years, particularly 2,800 homes in the Ashchurch area, as well
as reducing wasted GP journey time to patient homes of up to an
hour.

1.8

Mythe Medical Practice proposes to retain existing patients from
all the removed areas, but not register any new patients (with the
exception that they would consider the addition of new babies to
families already registered) from those areas.

2.

GP practice coverage

2.1

The area the practice wishes to withdraw from is not a deprived
area (Appendix 2). It also scores well with regard to health,
income and education (Appendices 2a, 2b and 2c).

2.2
Information with regard to patients currently registered with
Mythe Medical Practice in the area affected:
 Consultation rates for the 189 patients (89 households)
living in the proposed boundary change area are in line
with consultation rates for patients living in other areas of
the practice boundary and there is no apparent variation in
patient demand.
 47% of patients in the area affected are over the age of 50.
2.3

Mythe Medical Practice has confirmed there are no nursing
homes, care homes or other residential care establishments in
the areas that will be removed from the boundary.

2.4

Patients who move into the area affected by the boundary
change would continue to have choice of GP practice (although
in some areas this would leave only one Gloucestershire practice
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covering this area, i.e. Church Street) – see Appendix 3.
2.5

Furthermore, an analysis of alternative practices’ performance in
comparison to Mythe Medical Practice, relating specifically to the
national patient survey, QOF and availability of male and female
GPs, has been undertaken (see Appendix 4), demonstrating little
difference and therefore no anticipated impact on patients.

2.6

It would appear that most patients in Alderton already register
with another practice that is in closer proximity or with better
transport links. Only 3% of the population of Alderton (46
residents) are currently registered with Mythe Medical practice.

2.7

There has been no other boundary change or any list closure
requests in this area.

3.

Consultation

3.1

Mythe Medical Practice had not consulted with neighbouring
practices or the LMC prior to the original application to NHS
England (pre-April 2015).

3.2

NHS England subsequently consulted with NHS England West
Midlands, as well as the following practices that have areas
which in some part overlap the boundary change under
consideration:










3.3

Church Street Practice, Tewkesbury
Staunton and Corse Surgery
Stoke Road Surgery, Bishop’s Cleeve
Winchcombe Medical Centre
Seven Posts Surgery, Cheltenham
St George’s Surgery, Cheltenham
Royal Crescent Surgery, Cheltenham
St Catherine’s Surgery, Cheltenham
Royal Well Surgery, Cheltenham

Gloucestershire CCG’s Primary Care team has subsequently
consulted with the following Worcestershire practices:
 Upton on Severn Surgery
 Bredon Hill Surgery, Tewkesbury
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 Abbottswood Medical Centre, Pershore
 Pershore Medical Practice
3.4

The team has also consulted with Gloucestershire LMC,
Worcestershire LMC and Worcestershire CCG.

3.5

At the time of writing this report, the following supportive
responses have been received:

3.5.1

Abbottswood Medical Centre Pershore: ‘We feel the impact
of this proposed change on our practice would not be significant.
We may end up taking a few more patients from Eckington but
we currently have capacity for that.’

3.5.2

Upton Surgery, Upton upon Severn: ‘it is not an issue for us.’

3.5.3

Worcestershire LMC: ‘We have no objections with this
application’.

3.5.4

The Royal Well Surgery: ‘The partners do not have any view or
objections to this proposal’.

3.5.5

Staunton & Corse Surgery: ‘We have no concerns about this
change’.

3.5.6

Winchcombe Medical Centre: ‘We can’t see that their change
of boundary with affect us at Winchcombe, so we have no
concerns’.

3.5.7

Church Street: ‘I see no real issues with this as far as Church
Street Practice’.

3.5.8

Gloucestershire LMC: ‘Assuming no complaints from those
practices that also cover the areas now to be taken out of the
(Mythe) areas of responsibility, then the LMC has no objections
to the proposed changes’.

3.6

Mythe Medical Practice discussed their proposal for a boundary
change with their Patient Participation Group on 10 November
2015. The meeting supported the proposal as they felt it would
make better use of staff time. If approved the practice will make
patients aware of the changed area, using printed and electronic
media.
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4.

Quality and Sustainability Impact Assessment

4.1

In accordance with the SOP, a Quality and Sustainability Impact
Assessment with regard to this application was undertaken (see
Appendix 5).

4.2

The process for completing a Quality and Sustainability Impact
Assessment necessitates a process that considers six criteria of
quality. Each criteria is assessed positively or negatively and
scored in terms of impact and likelihood. If the criteria are
assessed as having no impact the risk is neutral. If the area of
quality criteria is identified as negative, then the risk of impact
and likelihood is scored using the commonly accepted charts.
Each score is then multiplied to identify the level of risk and if the
score is less than 8 a full assessment of the individual criteria is
not required as the resultant risk is low. If the area of quality
criteria is positive or neutral, it is not necessary to risk score
impact and likelihood.

4.3

The overall impact on quality and sustainability was assessed to
be low. A summary of the findings are detailed below for ease of
reference:

4.3.1

Duty Of Quality: Negative. Reduction of access and patient
choice for new people to the area in general.

4.3.2

Patient Experience: Negative. The practice has stated that
they will continue to provide medical services to existing patients
within the original practice area, but not register any new patients
(including additional members of the family with the exception
that they would consider allowing the addition of new babies to
families already registered in the proposed areas of removal).
The practice has consulted with their patient group who
supported the proposal. Prospective new patients to the area
will have less choice of practice. Mythe’s practice records
demonstrate that in the last year, three new patients have been
registered

4.3.3

Patient Safety: Neutral Patient safety will not be affected as
the medical services provided by the practice will remain
unchanged.
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4.3.4

Clinical Effectiveness: Neutral. The quality and standard of
the medical services provided and delivered by the practice will
remain unchanged.

4.3.5

Prevention: Positive. The overall effect of the reduction in
boundary will eventually release time to the primary care team,
through reduction in travel time, which can be utilised through
focus on self-care/health inequalities / staying well.

4.3.6

Productivity and Innovation: Positive. The overall effect of
the reduction in boundary will eventually release time to the
primary care team, through reduction in travel time. This
supports a lower carbon footprint of the general practice and
effective delivery of medical services. There is an argument to
support patients receiving medical services close to their homes,
being more productive and innovative.

5.

Summary

5.1

If the application is approved, Mythe Medical Practice will not
remove any patients who currently reside in the areas affected
and would consider allowing the addition of new babies to
families already registered in the proposed areas of removal (but
they will not accept any other family household additions).

5.2

The rationalisation of the boundary will enable the practice to
focus its efforts on meeting the needs of the new housing
developments in the Tewkesbury area over the coming years.

5.3

The Mythe Medical Practice has only registered three patients in
the affected area within the last twelve months. This would
suggest that patients moving into this area have chosen to
register with alternative practices and therefore any boundary
change should not have a significant impact on neighbouring
practices.

5.4

The area affected is in a relatively sparsely populated area which
has no special characteristics.

5.5

There are areas of population within Worcestershire that are
affected by this boundary change proposal which will only be
covered by one Gloucestershire practice (Church Street
Practice) if the application is approved. These areas are
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Strensham, Eckington, Bredon’s Norton, Westmancote, Lower
Westmancote, Kemerton, Overbury, Conderton, Beckford, Little
Beckford.
5.6

The Primary Care Operational Group discussed this application
at length. They considered the likelihood of more practices
merging in the future which could result in more practices
wishing to consolidate their boundary which would impact on
patient choice.

5.7

The meeting agreed to the change of boundary in principle but
requested the PCCC consider this further because there
appeared to be six dwellings (see Appendix 1a) where patients
would no longer have a choice of GP practice.

6.

Recommendation
The PCCC is asked to:
 consider the recommendation from the Primary Care
Operational Group meeting of 15 March 2016; and
 make a decision regarding this boundary change request.

7.

Appendices
 Appendix 1 – Mythe Medical Practice location, current and
proposed practice boundary including population spread
 Appendix 1a – Mythe Medical Practice proposed reduced
practice boundary with annotation of where this results in
GP practice coverage reducing to 2 or less practices
 Appendix 2, 2a, 2b, 2c – Index of multiple deprivation
(IMD), IMD health, IMD Income, IMD Education
 Appendix 3 – List of alternative practices
 Appendix 4 –
An analysis of alternative practices’
performance in relation to national patient survey and QOF
and availability of male and female GPs
 Appendix 5 – An analysis of the Quality and Sustainability
Impact Assessment
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Appendix 1

Appendix 1a – Mythe Medical Practice. Proposed reduced practice boundary (in black) with annotation of where this results in GP practice coverage reducing to 2 or less practices.

1 GP practice
(Worcestershire CCG GP)
coverage with the
proposed boundary
change
(section contains 3
dwellings, an agricultural
works & farmland)

1 GP practice (Church
Street) coverage with the
proposed boundary change
(section contains farmland
and the River Avon)

Mythe Medical Practice
Proposed Boundary

2 GP practices (Church
Street & Worcestershire
CCG GP) coverage with the
proposed boundary
change

2 GP practices (Church Street
& Worcestershire CCG GP)
coverage with the proposed
boundary change

Gloucestershire and
Worcestershire CCG
boundary

2 GP practices (Church Street
& Stoke Road) coverage with
the proposed boundary
change

2 GP practices (Stoke Road
& Winchcombe) coverage
with the proposed
boundary change

1 GP practice (Church Street)
coverage with the proposed
boundary change
(section contains 3 dwellings
and farmland)

1 GP practice (Church
Street) coverage with the
proposed boundary change
(section contains farmland)

Map colours show the current Gloucestershire and
Worcestershire GPs Practice coverage

Appendix 2

Appendix 2a

Appendix 2b

Appendix 2c

Appendix 3
Gloucestershire Practices
St Catherine’s Surgery (L84058)
St Paul's Medical Centre
121 Swindon Road
Cheltenham
Gloucestershire GL50 4DP

Staunton and Corse Surgery (L84006)
Gloucester Road
Corse, Gloucester
Gloucestershire
GL19 3RB

Royal Well’s Surgery (L84049)
St Paul's Medical Centre
121 Swindon Road
Cheltenham
Gloucestershire GL50 4DP

Stoke Road Surgery (L84048)
4 Stoke Road
Bishops Cleeve, Cheltenham
Gloucestershire
GL52 8RP

St George’s Surgery (L84008)
St Paul's Medical Centre
121 Swindon Road
Cheltenham
Gloucestershire GL50 4DP

Winchcombe Medical Centre (L84004)
Greet Road
Winchcombe, Cheltenham
Gloucestershire
GL54 5GZ

Royal Crescent Surgery (L84059)
11 Royal Crescent
Cheltenham
Gloucestershire GL50 3DA

Seven Posts Surgery (L84036)
326A Prestbury Road
Prestbury, Cheltenham
Gloucestershire
GL52 3DD

Church Street Practice (L84023)
77 Church Street
Tewkesbury
Gloucestershire
GL20 5RY
South Worcestershire CCG Practices
Upton on Severn Surgery
Upton Surgery, Tunnel Hill,
Upton Upon Severn
Worcester
WR8 0QL

Abbottswood Medical Centre
Defford Road
Pershore
Worcestershire
WR10 1HZ

Bredon Hill Surgery
Main Road
Bredon
Tewkesbury
GL20 7QN

Pershore Medical Practice
Queen Elizabeth House
Queen Elizabeth Drive
Pershore
Worcestershire
WR10 1PX

Appendix 4
Data from GP Patient Survey - published on 7 January 2016
GloucesterSouth
Set questions on NHS
shire CCG
Worcester Choices
Average
shire Average

National
Average

Mythe Medical
Practice

Staunton and
Church Street Winchcombe
Corse
Practice
Medical Centre
Surgery

Stoke Road
Surgery

Seven Posts
Surgery

St George’s
Surgery

Royal
Crescent
Surgery

St Catherine’s Royal Well’s
Surgery
Surgery

Upton on
Severn
Surgery

Bredon Hill
Surgery

Abbottswood
Medical Centre

Pershore
Medical
Practice

Percentage whom
would recommend this
surgery to someone
new to the area

83%

83%

78%

86%

77%

80%

84%

81%

81%

82%

84%

84%

84%

95%

93%

96%

86%

Percentage whom are
satisfied with the
surgery's opening
hours

76%

76%

75%

79%

70%

70%

76%

68%

78%

82%

77%

78%

64%

87%

82%

77%

76%

Percentage which find
it easy to get through
to this surgery by
phone

83%

76%

73%

66%

89%

66%

93%

64%

76%

95%

83%

90%

90%

95%

96%

85%

86%

Percentage whom
describe their
experience of making
an appointment as
good

80%

78%

73%

84%

79%

74%

83%

70%

76%

87%

79%

78%

71%

85%

82%

85%

80%

Percentage whom
describe their overall
experience of this
surgery as good

89%

89%

85%

94%

89%

85%

89%

68%

88%

90%

86%

87%

87%

97%

96%

93%

96%

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

Data from NHS National Performer List - January 2016
Male & Female GPs
available
Data from the Health and Social Care Information Centre Website

2014-15 QOF
Overall Achievement

Watledge
Surgery was
Higher
Higher than
Lower than
Lower than
Lower than
Lower than
Higher than
Lower than
Higher than
Higher than
Lower than
Higher than
Higher than
Higher than
& Jesmond
GCCG
GCCG
GCCG
GCCG
GCCG
GCCG
GCCG
GCCG
GCCG
GCCG
GCCG
GCCG average
GCCG average
House was
average score average score
average score average score average score average score average score average score average score average score
average score
score achieved
score achieved
Lower than
achieved
achieved
achieved
achieved
achieved
achieved
achieved
achieved
achieved
achieved
achieved
GCCG average
score achieved

Appendix 5

NHS Gloucestershire Clinical Commissioning Group
Quality and Sustainability Impact Assessment Tool
This tool involves an initial assessment (stage 1) to quantify potential impacts (positive or negative) on quality from any proposal to
change the way services are commissioned and/or delivered. Where potential negative impacts are identified they should be risk
assessed using the risk scoring matrix to reach a total risk score.
Quality is described in 6 areas, each of which must be assessed at stage 1. Where a potentially negative risk score is identified and
is greater than (>) 8 this indicates that a more detailed assessment is required in this area. All areas of quality risk scoring greater
than 8 must go on to a detailed assessment at stage 2.
Scoring
A total score is achieved by assessing the level of impact and the likelihood of this occurring and assigning a score to each. These
scores are multiplied to reach a total score.
The following tables define the impact and likelihood scoring options and the resulting score: LIKELIHOOD

IMPACT

1

RARE

1

MINOR

2

UNLIKELY

2

MODERATE / LOW

3

MODERATE
/ POSSIBLE

3

SERIOUS

4

LIKELY

4

MAJOR

5

ALMOST
CERTAIN

5

FATAL / CATASTROPHIC

Risk
score

Category

1-3

Low risk (green)

4-6

Moderate risk (yellow)

8 - 12

High risk (orange)

15 - 25

Extreme risk (red)

A fuller description of impact scores can be
found at appendix 1.

LIKELIHOOD

IMPACT
1

2

3

4

5

1

1

2

3

4

5

2

2

4

6

8

10

3

3

6

9

12

15

4

4

8

12

16

20

5

5

10

15

20

25

Please take care with this assessment. A carefully completed assessment should safeguard against
challenge at a later date.

Stage 1
The following assessment screening tool will require judgement against the 6 areas of risk in relation to Quality. Each proposal will need to be
assessed whether it will impact adversely on patients / staff / organisations. Where an adverse impact score greater than (>) 8 is identified in
any area this will result in the need to then undertake a more detailed Quality Impact Assessment. This will be supported by the Clinical Quality
& Nursing team.
Title and lead for scheme:

Mythe Medical Practice

Brief description of scheme. Mythe Medical Practice are a recently formed practice formed from the merger of two former practices within
Tewkesbury. Following the merger that newly formed practice proposes to rationalise the practice area and focus on making the unified areas
appropriate for future requirements of Tewkesbury and surrounding settlements. The practice has stated that they will continue to provide
medical services to all their existing patients, including those in the geographical areas that will no longer form part of the practice area. The
proposed areas to be removed from the practice area are; Upper Strensham, Lower Strensham, Strensham, Eckington, Bredon’s Norton,
Westmancote, Lower Westmancote, Kemerton, Overbury, Conderton, Beckford, Little Beckford, Great Washbourne, Little Washbourne,
Alderton, Teddington, Bengrove, Alstone, Chanceley Hole, Corse Lawn and Linkend.
Answer positive/negative (P/N) in each area. If N score the impact, likelihood and total in the appropriate box. If score > 8 insert Y for full
assessment

Area of Quality

Impact question

Duty of
Quality

Could the proposal impact positively or negatively on any of the
following - compliance with the NHS Constitution, partnerships,
safeguarding children or adults and the duty to promote equality?
Could the proposal impact positively or negatively on any of the
following - positive survey results from patients, patient choice,
accessibility, personalised & compassionate care?
Could the proposal impact positively or negatively on any of the
following – safety, systems in place to safeguard patients to prevent
harm, including infections?
Could the proposal impact positively or negatively on evidence based
practice, clinical leadership, clinical engagement and/or high quality
standards?
Could the proposal impact positively or negatively on promotion of
self-care and health inequality?
Could the proposal impact positively or negatively on - the best
setting to deliver best clinical and cost effective care; eliminating any
resource inefficiencies; low carbon pathway; improved care pathway?

Patient
Experience
Patient Safety
Clinical
Effectiveness
Prevention
Productivity
and
Innovation

P/N

Impact

Likelihood

Score

N

2

2

4

Full
Assessment
required
N

N

1

1

1

N

Neutral

Scoring not applicable

N

Neutral

Scoring not applicable

N

P

Scoring not applicable

N

P

Scoring not applicable

N

Please describe your rationale for any positive impacts here:
Duty Of Quality – Negative. Reduction of access and patient choice for new people to the area in general.
Patient Experience – Negative. The practice has stated that they will continue to provide medical services to existing patients
within the original practice area (but they will not accept new additions to the family household, with the exception that they would
consider the addition of new babies to families already registered). The practice have consulted with their patient group who
supported the proposal. Prospective new patients to the area will have less choice of practice. Mythe’s practice records
demonstrate that in the last year 3 new patients have been registered from the affected area.
Patient Safety –Neutral Patient safety will not be affected as the medical services provided by the practice will remain
unchanged.
Clinical Effectiveness – Neutral. The quality and standard of the medical services provided and delivered by the practice will
remain unchanged.
Prevention – Positive. The overall effect of the reduction in boundary will eventually release time to the primary care team, through
reduction in travel time, which can be utilised through focus on self care/health inequalities/staying well.
Productivity and Innovation – Positive. The overall effect of the reduction in boundary will eventually release time to the primary
care team, through reduction in travel time. This supports a lower carbon footprint of the general practice, and effective delivery of
medical services. There is an argument to support patients receiving medical services close to their homes, being more productive
and innovative.
Signature:
Teresa Middleton

Designation:
Deputy Director of Quality

Date:
9.12.2015 & 01.03.2016

Stage 2

DUTY OF QUALITY

Description of impact (Positive or
negative)

Mitigation strategy and monitoring
arrangements

Overall
Score

Indicators

Likelihood

Area of
quality

Impact

Risk (5 x5 risk
matrix)

What is the impact on the organisation’s
duty to secure continuous improvement in
the quality of the healthcare that it provides
and commissions. In accordance with
Health and Social Care Act 2008Section
139?
Does it impact on the organisation’s
commitment to the public to continuously
drive quality improvement as reflected in
the rights and pledges of the NHS
Constitution?
Does it impact on the organisation’s
commitment to high quality workplaces, with
commissioners and providers aiming to be
employers of choice as reflected in the
rights and pledges of the NHS Constitution?
What is the impact on strategic partnerships
and shared risk?
.
What is the equality impact on race, gender,
age, disability, sexual orientation, religion
and belief, gender reassignment, pregnancy
and maternity for individual and community
health, access to services and experience
of using the NHS (Refer to PCT Equality
Impact Assessment Tool)?
Are core clinical quality indicators and
metrics in place to review impact on quality
improvements?
Will this impact on the organisation’s duty to
protect children, young people and adults?

PATIENT EXPERIENCE

What impact is it likely to have on self
reported experience of patients and service
users? (Response to national/local
surveys/complaints/PALS/incidents)
How will it impact on choice?
Does it support the compassionate and
personalised care agenda?
Will the service change have a positive or
negative impact on accessibility? This
includes access by walking, cycling and
public transport along with DDA
compliance.

PATIENT SAFETY

How will it impact on patient safety?
How will it impact on preventable harm?
Will it maximise reliability of safety
systems?
How will it impact on systems and
processes for ensuring that the risk of
healthcare acquired infections is reduced?

CLINICAL EFFECTIVENESS

What is the impact on clinical workforce
capability care and skills?
How does it impact on implementation of
evidence based practice?
How will it impact on clinical leadership?
Does it support the full adoption of Better
care, Better Value metrics?
Does it reduce/impact on variations in care?
Are systems for monitoring clinical quality
supported by good information?
Does it impact on clinical engagement?

PREVENTION

Does it support people to stay well?
Does it promote self-care for people with
long term conditions?
Does it tackle health inequalities, focusing
resources where they are needed most?

PRODUCTIVITY AND INNOVATION

Does it enhance opportunities for social
cohesion?
Does it ensure care is delivered in the most
clinically and cost effective way?
Does it eliminate inefficiency and waste (in
terms of time and productivity)?
Does it eliminate inefficiency and waste (in
terms of physical resources – reducing
medicines, packaging, and transport and
buildings)?
Does it support low carbon pathways?
Will the service innovation achieve large
gains in performance?
Does it lead to improvements in care
pathway(s)?

Signature:

Designation:

Date:

Appendix 1.
Impact / Consequence score (severity levels) and examples of descriptors
1
Negligible
Informal
complaint/inquiry

2

3

4

5

Minor (Green)
Formal complaint (stage 1)

Moderate (Yellow)
Formal complaint (stage 2)
complaint

Major (Orange)
Multiple complaints/ independent
review

Catastrophic (Red)
Gross failure of patient safety if
findings not acted on

Local resolution

Local resolution (with potential to
go to independent review)

Low performance rating

Inquest/ombudsman inquiry

Single failure to meet internal
standards

Repeated failure to meet internal
standards

Critical report

Gross failure to meet national
standards

Minor implications for patient
safety if unresolved

Major patient safety implications if
findings are not acted on

Late delivery of key objective/
service due to lack of staff

Uncertain delivery of key
objective/service due to lack of
staff

Non-delivery of key
objective/service due to lack of staff

Unsafe staffing level or
competence (>1 day)

Unsafe staffing level or
competence (>5 days)

Ongoing unsafe staffing levels or
competence

Reduced performance rating if
unresolved
Short-term low staffing
level that temporarily
reduces service quality
(< 1 day)

Low staffing level that reduces
the service quality

Low staff morale

Loss of key staff

Loss of several key staff

Poor staff attendance for
mandatory/key training

Very low staff morale

No staff attending mandatory
training /key training on an ongoing
basis

No staff attending mandatory/ key
training
No or minimal impact
on breech of guidance/
statutory duty

Rumours

Potential for public
concern

Breech of statutory legislation

Single breech in statutory duty

Enforcement action

Multiple breeches in statutory duty

Reduced performance rating if
unresolved

Challenging external
recommendations/ improvement
notice

Multiple breeches in statutory duty

Prosecution

Improvement notices

Complete systems change required

Low performance rating

Zero performance rating

Local media coverage –

Local media coverage –

short-term reduction in public
confidence

long-term reduction in public
confidence

Elements of public expectation
not being met

Critical report

Severely critical report

National media coverage with <3
days service well below
reasonable public expectation

National media coverage with >3
days service well below reasonable
public expectation. MP concerned
(questions in the House)

Total loss of public confidence

Insignificant cost
increase/ schedule
slippage

Small loss Risk of
claim remote

<5 per cent over project budget

5–10 per cent over project budget

Non-compliance with national 10–
25 per cent over project budget

Incident leading >25 per cent over
project budget

Schedule slippage

Schedule slippage

Schedule slippage

Schedule slippage

Key objectives not met

Key objectives not met

Loss of 0.1–0.25 per cent of
budget

Loss of 0.25–0.5 per cent of
budget

Uncertain delivery of key
objective/Loss of 0.5–1.0 per cent
of budget

Non-delivery of key objective/ Loss
of >1 per cent of budget

Claim less than £10,000

Claim(s) between £10,000 and
£100,000

Claim(s) between £100,000 and
£1 million

Failure to meet specification/
slippage

Purchasers failing to pay on time

Loss of contract / payment by
results
Claim(s) >£1 million

Loss/interruption of >1
hour

Loss/interruption of >8 hours

Loss/interruption of >1 day

Loss/interruption of >1 week

Permanent loss of service or facility

Minimal or no impact
on the environment

Minor impact on environment

Moderate impact on environment

Major impact on environment

Catastrophic impact on environment

Likelihood score
1
Rare
This will probably
never happen/recur

2

3

Unlikely
Do not expect it to
happen/recur but it is possible it
may do so

Possible
Might happen or recur occasionally

4

5

Likely

Almost certain

Will probably happen/recur but it is
not a persisting issue

Will undoubtedly happen/recur,
possibly frequently

