Governing Body
Meeting to be held at 2pm on Thursday 29 November 2018
in the Board Room, Sanger House, Brockworth, Gloucester GL3 4FE
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Ellen Rule

Approval

16.

Procurement Strategy
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NHS England Emergency
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Marion EvansAndrews
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Cath Leech
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18. Governing Body Assurance
Framework
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Primary Care Commissioning Alan Elkin
Committee Minutes
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Quality and Governance
Committee Minutes

Julie Clatworthy

Information

21.
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Colin Greaves
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Date and time of next meeting: Thursday 31 January 2019 at 2pm in Board
Room at Sanger House

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

Gloucestershire Clinical Commissioning Group
Governing Body
Minutes of the Meeting held at 2.00pm on
Thursday 4th October 2018 in the Board Room, Sanger House
Present:
Dr Andy Seymour (Chair)
Mary Hutton
Dr Hein Le Roux
Alan Elkin

AS
MH
HLR
AE

Clinical Chair
Accountable Officer
Deputy Clinical Chair
Lay Member – Patient and Public
Engagement and Vice Chair
GP Liaison Lead – South Cotswolds Locality
Chief Finance Officer
Lay Member - Governance
Director of Locality Engagement and Primary
Care
GP Liaison Lead – Tewkesbury Locality
Lay Member – Patient and Public
Engagement
Registered Nurse

Dr Alan Gwynn
Cath Leech
Colin Greaves
Helen Goodey (part
meeting)
Dr Jeremy Welch
Joanna Davies

AG
CL
CG
HG

Julie Clatworthy (part
meeting)
Kelly Matthews
(Deputising for ER)
Kim Forey
Dr Lawrence Fielder
Dr Lesley Jordan
Margaret Willcox
Mark Walkingshaw

JC

Peter Marriner
Sarah Scott
Dr Sheena Yerburgh
Teresa Middleton
(Deputising for MAE)
Dr Will Haynes
Dr Will Miles
In attendance:
Becky Parish (part
meeting)
Christina Gradowski

PM
SS
SY
TM

Deputy Director of Transformation & Service
Redesign
Director of Integration
GP Liaison Lead – Forest Locality
Secondary Care Doctor
Director of Adult Social Care, GCC
Director of Commissioning Implementation
and Deputy Accountable Officer
Lay Member - Business
Director of Public Health, GCC
GP Liaison Lead – Stroud and Berkeley Vale
Deputy Director of Quality

WH
WM

GP Liaison Lead – Gloucester Locality
GP Liaison Lead – Cheltenham Locality

JW
JD

KM
KF
LF
LJ
MWi
MW

BP

Associate Director of Engagement and
Experience
CGw Associate Director of Corporate Governance
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Gerald Nyamhondoro
GM Board Administrator
Ryan Brunsdon
RB
PMO Coordinator
Jane Haros
JH
Lead Clinical Commissioner
(Agenda Item 5)
Maria Metherall (Agenda MM Senior Commissioning Manager for Urgent
and Emergency Care.
Item 12)
Spencer Thorn (Agenda ST
Information Manager
Item 12)
There were 2 members of the public present.
1.

Welcome & Apologies

1.1

Apologies were noted from: Dr Caroline Bennett (CBe), Ellen Rule (ER)
and Marion Andrews-Evans (MAE).

2.

Declarations of Interest

2.1

PM acknowledged that he was a lay member for Bristol, North Somerset
and South Gloucestershire (BNSSG) CCG and declared an interest in
item thirteen of the agenda.

3.

Minutes of Previous Meetings

3.1.

The minutes of the meeting held on 28th June 2018 were agreed and
approved as an accurate record.

3.2

The minutes of the meeting held on 26th July 2018 were agreed and
approved as an accurate record subject the following change:
 Page 14, Item 15.2 be reworded to read “PM queried whether
the focus of getting the population to look after their own
health had been incorporated into the plans with a need to
encourage children to healthy living which then becomes
normal in their generation. SS described a lot of work being
done through schools around educating parents and
encouraging children to involve their parents.”

3.3

The minutes of the meeting held on 30th August 2018 were agreed and
approved as an accurate record.

4.

Matters Arising

4.1

26/07/2018, Item 3.1: CGw advised that the minutes of the meeting
would reflect the actual agenda items taken in sequence of the meeting
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and an explanation would be included within future minutes. Item
Closed.
4.2

26/07/2018, Item 4.1: CGw advised that work remained ongoing
regarding Improved Access to Psychological Therapies (IAPT)
performance and data collection. AS requested that this action was
presented at the next Governing Body meeting. CGw also agreed to
follow up with Karen Roberts. Item to remain open.

4.3

26/07/2018, Item 16.2: AS Advised that Imelda Bennett had taken
forward the work regarding Adverse Childhood Experiences (ACEs) at
Kingsholm but noted that this was in early stages. Item Closed.

4.4

26/07/2018, Item 16.3: SS identified that ACEs would be included within
the Gloucestershire Strategic Forum (GSF) agenda following the
conference in November and this would be feedback during the January
2019 Governing Body. Item to remain open.

4.5

26/07/2018, Item 8.1: AS noted that the Frailty presentation was
included within the agenda at item five. Item Closed.

4.6

26/07/2018, Item 9.1: MW reported that the communications campaign
relating to the emergency services had been circulated. Item Closed.

4.7

26/07/2018, Item 9.2: MW advised that this action regarding superstranded patients was being presented during the November Governing
Body. Item to remain open.

4.8

26/07/2018, Item 9.11: SS highlighted that a workstream was ongoing
and data was being looked at regarding maternal smoking. It was noted
that this item was due for the November meeting. Item to remain open.

4.9

26/07/2018, Item 12.1: KM reported that the Comms team were working
on the graphics for the public facing Operational Plan, and that this was
to be presented during the November meeting. Item to remain open.

4.10

26/07/2018, Item 12.2: The 2018/19 allocation to Delegated Primary
Care was £81,161 not £81,511 and this had been amended. Item
Closed.

4.11

26/07/2018, Item 12.3: KM noted that Emily Beardshall had reviewed
and responded to the queries regarding the Equality Impact Assessment
(EIA). Item Closed.
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4.12

26/07/2018, Item 15.1: AS identified that the new Children and Families
Partnership Framework was due for January 2019. Item to remain
open.

4.13

26/07/2018, Item 21.1: MW reported that 111 calls within the
performance report were answered during the meeting. Item closed.

5.

Frailty Service Presentation – Patient Story

5.1

AS welcomed JH to the Governing Body meeting who provided a verbal
update on the Frailty Service.

5.2

JH acknowledged that there had been a significant amount of work
undertaken with the County regarding Frailty and specifically highlighted
the development of a Frailty pathway. It was added that all the work that
had been undertaken and was ongoing fed into the Frailty Clinical
Programme Group (CPG).

5.3

JH advised that the Frailty CPG had been working alongside South
Western Ambulance Service NHS Foundation Trust (SWAST) who had
presented a heat map of calls which identified calls for patients who
conveyed Frailty and added that a report was being written on the
findings.

5.4

JH confirmed that there were weekly virtual ward Multidisciplinary Team
meetings (MDTs) with Swindon which were run by the South Cotswolds
Frailty team. JH noted the success of these MDTs and the integrated
working.

5.5

JH confirmed that the Frailty Assessment Service at Gloucestershire
Hospitals NHS Foundation Trust (GHFT) was in the second phase of
recruitment. It was added that as of week commencing 8th October, all
patients presented in Emergency Department (ED) would be given a
Frailty marker.

5.6

SY queried whether the Frailty Assessment Service had commenced.
JH confirmed that the service had commenced in a phased approach
and identified that there were four pillars to the model of service.

5.7

JH confirmed that the Rockwood Scale would be used as the Frailty
marker within GHFT. It was added that this would be picked up with
General Practices and that Primary Care would include the Rockwood
baselines. LF acknowledged that the Rockwood scores were not
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included within the admission letters.
5.8

HLR felt that it would be beneficial if Trakcare incorporated a Frailty
tracker to help track patient journeys through GHFT.

5.9

JH identified that a countywide definition of Frailty had recently been
agreed and that work was ongoing with the public to ensure that they
understand the definition and that there was common knowledge across
the system. AS highlighted that the identification of pre-frail had been
included. JH noted that 10% of the Gloucestershire population were
mild-frail and added that work with pre-mild patients needed to be
reviewed.

5.10

JH stated that alongside Public Health, a Frailty Needs Analysis for the
County was being designed and developed and was in the first draft. JH
agreed to circulate to Governing Body members once this was agreed.

5.11

MWi emphasised that NHS England (NHSE) had been contacted
regarding the NHSE Guidance to Frailty noting the link between age and
Frailty. AS added that Primary Care were not encouraged contractually
to record under 65 year olds.

5.12

JH provided a verbal update of a Frailty Case study and recognised that
within the majority of cases, the carers of those patients are often End
Of Life which was affecting the quality of care given. AG added that
there were often super-complex multiple long-term conditions along with
additional factors and felt the only solution to improve care was through
Integrated Locality Boards (ILBs).

5.13

JH stressed that the majority of patients seen were not known to other
services. It was added that the biggest impact to quality of care for
complex patients were Care-Coordination and Communality Matrons.

5.14

MH felt encouraged by hearing the case studies as it demonstrated
wider system working and that work was heading in the correct direction.

6.

Public Questions

6.1

AS reported that there were no public questions submitted in advance
for the meeting.
KF and BP both joined the meeting at this point at 2.30pm.
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JH

7.

Clinical Chairs Update Report

7.1

AS presented the Clinical Chair’s report which highlighted key issues
arising during August and September 2018.

7.2

AS reported that in terms of Primary Care, the numbers of GP Practices
had reduced from 76 to 75 noting that St Peters Road and The Avenue
Surgery had merged to form Cirencester Health Group. It was added
that the merger had contributed towards further sustainability.

7.3

AS advised that Gloucester City Health Centre and Romney House
Surgery had both retained a ‘good’ overall Care Quality Commission
(CQC) rating.

7.4

AS highlighted that improved access continued to progress well and
noted that patient feedback evidence identified that the service was well
received. AS reflected that improved access also provided opportunity
for additional skill set mixes within the Clusters.

7.5

AS described that the GP commissioning event held on Thursday 27th
September was well attended and found that the educational sessions
were useful to those in attendance. It was advised that Clusters would
potentially be renamed as Primary Care Networks.

7.6

AS highlighted that Releasing Time for Care, the final element of the
General Practice Development Programme, which built on programmes
at individual and Practice level, commenced in September. Nine
practices were taking part in the programme.

7.7

AS reported Gloucestershire CCG achieved above the national average
of positive results for all questions overall in the survey within 2018.
20,334 questionnaires were sent out, and 8,987 were returned
completed which represented a response rate of 44%. It was added that
89% of Gloucestershire respondents rated their overall experience as
good, compared to national average of 84%.

7.8

RECOMMENDATION: The Governing Body noted the contents of
the Clinical Chairs update report.
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8.

Accountable Officers Update Report

8.1

MH introduced the Accountable Officers update report which provided a
summary of key updates and issues during August and September
2018. The report was taken as read.

8.2

MH highlighted that KiActiv had been implemented within three GP
practices and had since been evaluated which highlighted significant
impact. It was added that the CCG had commissioned a further 500
places starting in the autumn of 2018 to roll this out across the county.
The CCG had also been shortlisted for a Health Service Journal Award
for this project.

8.3

MH noted that a second multi-disciplinary foot care team (MDFT)
outpatient clinic had started at Cheltenham General Hospital (CGH) in
September 2018 and is facilitated weekly on Tuesday afternoons by a
podiatrist, consultant diabetologist, vascular consultant and a new foot
and ankle surgeon.

8.4

MH advised that there had been a broader range of referrals for Social
Prescribing but noted that there was more work that needed to continue.
It was noted that two programmes were due to commence in October
and these were Breathe In Sing Out and Flying High, as highlighted in
section 5.3.

8.5

MH reassured that the Cinapsis tool was on track for full rollout to GP
practices, anticipated to support winter 2018/19 with paramedic access
scheduled for January 2019. MW clarified that Cinapsis was to be
initially rolled out within Urgent Care and would systematise advice from
GP to consultant.

8.6

MH suggested that the Find and Prevent tool was shared with Localities.

8.7

MH highlighted the integration work that had been undertaken with the
Fire and Rescue Service and felt reassured that the Fire & Rescue
Service were keen to work with partner organisations within the County
and that work had become more embedded.

8.8

MH reported that IAPT delivery against agreed local trajectory for
access remained broadly on track with a view to delivering 19% access
by March 2019 and targets for wait time and recovery standards were
being achieved. MH added that there was cost pressure within the
system around IAPT training.
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8.9

MH noted that the system was on track to deliver against our trajectory
for eliminating acute Out Of Area Placements (OAPs) for adult mental
health but advised that there were issues around occupancy, Delayed
Transfers of Care (DTOC) and Length of Stay (LOS).

8.10

MH requested that a future update on the Employment Service was CGw
presented during a Governing Body Meeting. CGw acknowledged that
the CCG adhered to the Disability Confident Employers scheme and that
the CCG had also signed up to the NHS Pledge. MWi added that there
was a scheme within Gloucestershire County Council (GCC) which
focused on people with autism.

8.11

MH noted that the investment had been agreed for ADHD for 2018/19
for 2Gether NHS Foundation Trust (2G), and that there was ongoing
work with partners to review the care pathway and prescribing protocols
in relation to diagnosis and review of adults with ADHD.

8.12

HLR queried whether the Find and Prevent workstream linked into GP
systems to help identify frequent attenders within Primary Care. AS
confirmed that it did link, and formed the basis of the Population Health
Management (PHM) work and added that data quality had improved.

8.13

MWi reported that Gloucestershire had a 28% employment rate for
somebody with a disability, and that this was the highest employment
figure in the Country.

8.14

AS emphasised 770 people have been identified as part of the Find and
Prevent scheme who consumed 3% of activity across the urgent and
emergency care system and 12% of total spend.

8.15

RECOMMENDATION: The Governing Body noted the contents of
the Accountable Officers update report.

9.

Finance & Performance Report

9.1

MW presented the performance framework report which provided an
overview of Gloucestershire CCG performance, including finance
against organisational objectives covered the following domains:
 Leadership
 Better Care
 Sustainability
 Better Health
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9.2

MW discussed the Better Care Dashboard and recognised the
performance recovery across the system but noted that some of the
NHS national constitutional standards were still not being met in full.
Category 1 Ambulance performance was specifically mentioned as
being a strong maintained performance and was the strongest
performing part of the SWASFT region.

9.3

MW reported that the 4 Hour A&E target of 90% was achieved in full at
the end of Q2 and acknowledged the effort that had been made by
GHFT and system colleagues to maintain the target.

9.4

MW noted that the standard of 3.5% was narrowly missed in August with
regards to DToC but advised that there were extenuating circumstances
which included a change in nominator used to monitor the standard

9.5

MW stated that diagnostic performance had slightly deteriorated in
August and noted pressures particularly around new straight to test
pathways for suspected lower GI cancer. There were plans to bring in
additional capacity to address these issues.

9.6

MW advised that there had been an improvement within cancer Two
Week Waits (2WW) but noted the continuing pressure on the 62 day
standard. MW reported that for the first time within the report, cancer
performance excluding urology had been included which demonstrated
the strong performance within other key cancer specialities against the
62 day standard.

9.7

KF provided an update regarding IAPT and informed members that the
access rate for June was 1.398% which met the stepped cumulative
target for access.

9.8

KF reported that current performance for Continuing Healthcare (CHC)
was below the 80% target for assessments to be carried out in 28 days
with 38% of assessments carried out in August 2018. Some of the
ongoing reasons identified as causing delays were;
• Accessing Social workers to constitute a Multidisciplinary team;
• Engaging community nursing teams to complete nursing
assessments; and
• Backlogs in particular areas, especially Learning Disability but
reported that half of the backlog had been worked through.

9.9

KF highlighted that good practice visits had been undertaken which
looked at systems with better processes and deduced that whilst
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systems were able to achieve the 28 day target, their rates of referrals
from an independent review panel were much higher than the CCGs.
9.10

BP provided an update regarding patient experience and noted that
Friends and Family Test (FFT) response rate for the GHFT continued to
be higher than the national average but the approval rating was below
the national average. BP added that Gloucestershire Care Services
NHS Trust (GCS) and 2G response rates remained below the national
average.

9.11

BP mentioned that there was a national review looking at FFT and that It
served its purpose. It was expected that there would be potential
changes made.

9.12

PM queried when the expected upturn would be with regards to Urology
cancer performance. MW confirmed that there were plans in place
regarding the clinical workforce which included the use of locums and
looking at a long term recruitment plan. AS added that demand had
been impacted by the national media campaign.

9.13

PM recognised that within section 3.11 regarding patient experience, the
data looked at April, May and June 2018 and felt that this was quite old
to be included. BP clarified that the most up to date available data was
June and that reporting and mentioned that the use of more meaningful
data was being looked into.

9.14

AS recognised that the “what is good” included within point 2.4.11
regarding appropriate prescribing was the wrong way round. AS felt that
another bulletin for GP’s was required and that a word of thanks should
be given to the practices for their hard work around prescribing.
JC and HG both joined the meeting at this point at 3.00pm.

9.15

CL reported that the CCG was forecasting to achieve it’s planned in year
position of breakeven and cumulative surplus of £21,465k, but noted the
current pressure around the block contract with GHFT around overperformance in elective activity. CL confirmed work remained ongoing to
understand the over-performance.

9.16

CL reported that Any Qualified Provider (AQP) contracts were
significantly over providing, and in particular noted the over-activity
within Newmedica.
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TM

9.17

CL outlined the CHC cost pressures and reported that the forecast on
the backlog cases was based on a conversion rate from referral to
assessment and uses an average cost per week based on current costs.
For LD cases, the conversion rate needed ongoing testing as there was
limited information to base an estimated conversion rate and expected
that this rate was therefore likely to change which will impact on the
forecast.

9.18

CL noted that there has been significant progress made within the
2018/19 savings plan and that robust savings schemes had been
developed which were supported by opportunities identified through
benchmarking including national RightCare comparisons.

9.19

PM queried whether the No Cheaper Stock Option (NCSO) provided a
significant pressure due to national price increases and changes to over
the counter prescribing. CL advised that there was a baseline cost for
the NCSO and that for 2018/19 that had dropped significantly to
approximately £600k. It was added that conversations with NHSE were
ongoing.

9.20

SY mentioned that it was expected that Colonoscopy performance
would become worse due to the initial surge of going straight to test.

9.21

RECOMMENDATION: The Governing Body noted the Performance
Report.

10.

Quality Report

10.1

TM introduced the Quality Report which provided an overview of activity
undertaken within the CCG to monitor and improve quality of
commissioned services. The report highlighted areas of strong
performance and areas which may require increased surveillance.

10.2

TM stressed that when a Never Event occurs, the reported incident is
reviewed by the Quality Lead for that specific provider which allows for
identification of any potential themes or trends and can inform more indepth discussions at the relevant Clinical Quality Review Group
(CQRG).

10.3

BP noted that there was a particular theme regarding patients contacting
the Aspen Centre and advised that a significant amount of work had
been undertaken within the Aspen Centre and reported that there had
been no issue reported within the last three weeks.
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10.4

TM highlighted that six cases of Methicillin-Resistant Staphylococcus
Aureus (MRSA) Infections had been identified, with four cases being
linked to intravenous drug use. This had been escalated into a
countywide escalation group with an action plan developed.

10.5

TM reported that C. Difficile Infections (CDI) had decreased and noted
that the CCG had been active in the development of a Countywide
action plan to reduce CDI agreed with all Integrated Care System (ICS)
partners. This included a collectively agreed Assurance Audit which
commenced in May 2018.

10.6

TM anticipated that GHFT were due a Care Quality Commission (CQC)
inspection from September 2018 onwards and noted that there were
changes within the inspection process.

10.7

TM confirmed that between July and September 2018, 3 Practices had
been visited by the CQC, with each Practice receiving a “Good” rating.

10.8

BP identified that the results of the National GP Patient Survey 2018
were published on 9 August 2018 and noted the survey questionnaire
had been redeveloped for 2018 in response to significant changes to
primary care services as set out in the GP Forward View, and to provide
a better understanding of how local care services are supporting
patients to live well, particularly those with long-term care needs.
Gloucestershire CCG achieved above the national average for positive
results for all questions overall in the survey in 2018.

10.9

BP noted that there was variation between practices within
Gloucestershire and that results would be compared to the national and
CCG averages. It was also added that questions regarding online
prescriptions would be explored further to help provide more clarity
around the variation in responses.

10.10

TM confirmed that the report of the Internal Audit of CCG Adult
Safeguarding Team had achieved an overall level of assurance of
moderate for both design and effectiveness of the CCG Safeguarding
function.

10.11

TM advised that the CCG was developing a Seasonal Influenza Infection
Prevention and Control plans in line with National Guidance from NHSE
and Public Health England (PHE). TM felt that the delivery of the
vaccination programme for 2018 had been challenging.
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10.12

TM reassured the Governing Body that NHSE had advised that there
was adequate stock of flu vaccinations available for GP Practices.

10.13

WM questioned whether any data was available regarding flu. TM stated
that there had been an outbreak of influenza A within a Gloucestershire
Care Home and work was ongoing with PHE regarding the process of
when an outbreak occurs.

10.14

AS advised that GHFT were repeating the Point of Care Testing for
2018 to test for flu and noted this had a big impact for 2017. JW queried
whether this was for both CGH and Gloucester Royal Hospital (GRH).
TM confirmed that she would clarify.

10.15

HLR queried whether the quality premium was being achieved. CL
assured that the Performance Team were currently undertaking an
assessment to check what is on track, and this would be circulated once
completed.

10.16

RECOMMENDATION: The Governing Body noted the contents of
the Quality Report.

11.

Integrated Care System Update

11.1

MH introduced the ICS update which presented a high level ICS
progress update. The report was taken as read.

11.2

MH highlighted the population needs slide as found at the beginning of
the report would be updated using the work completed by the Population
Health Management Team. MH felt that this would be benefical in terms
of planning.

11.3

MH outlined the report and explained that progress on the Delivery
Programmes had been updated, and these included: Enabling Active
Communities (EAC), Clinical Programmes Approach (CPA), One Place
One Budget One System and Reducing Clinical Variation (RCV).

11.4

MH specifically highlighted the Integrated Respiratory Service had gone
live in September 2018. It was also noted that the MSK Specialist Triage
had also gone live. MH requested that the data and figures were
presented a future Governing Body or Development Session.

11.5

HLR emphasised that the majority of Practices use the new 2WW form
but that it was reliant on the booking office to inform Practices of the
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TM

MH
WH

forms required and felt that a more robust system was required.
11.6

MH reported that permission had been given for dementia case reviews
to be conducted across the system which would help identify how
systems are working for people with dementia.

11.7

MH described that regarding RCV, work around diagnostics remained
ongoing.

11.8

MH explained that communication would be written and sent to
colleagues across the system regarding the progress of the One Place
programme, and future plans around the consultation and engagement
plans.

11.9

RECOMMENDATION: The Governing Body noted the contents of
the ICS Update Report.
BP left the meeting at this point at 3.30pm.

12.

Sustainability Plan Presentation

12.1

AS welcomed MM and ST to the Governing Body session. They then
provided a presentation overview of the Gloucestershire’s Urgent and
Emergency Care Sustainability Plan for 2018/19. MW confirmed that
Governing Body members would receive a final plan once completed.

12.2

MM noted that the plan had been sent to NHSE and was awarded a
“pass” but emphasised that more work was required

12.3

MM presented the key aims of what the plan is to achieve, and
highlighted that the achievement of the national 4 hour A&E standard
was the top priority. This was included as the main priority due to the
quality impacts it has on patients. It also set out to reduce preventable
attendances. MM outlined the remaining key aims which included:
 Maintain Elective & Non-Elective flow within Acute Trust;
 Maintain high quality care for all patients accessing
Gloucestershire services;
 Right Care, Right Place, Right Time;
 Provide robust staffing by supporting staff to stay well alongside
securing required staffing levels;
 Support patients to remain in their normal place of residence;
 Effective discharge planning in conjunction with patients and carer;
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 7-day working to ensure resilient service provision;
 Cross organisational collaboration and partnership working
embedding. principles of integrated working; and
 A system wide approach across the county of Gloucestershire.
12.4

MM highlighted the successes and the challenges of the lesson learnt
from 2017/18 and specifically mentioned the Discharge to Assess (D2A)
pathway, which provided additional bed base within the Community and
supported effective discharge from GHFT in a timelier manner.

12.5

MM emphasised that more work was needed regarding the delivery of
consistently high quality patient discharge and reflected that this was a
major challenge from 2017/18.

12.6

MM highlighted that patient pathways change during times of pressure..
MM described that pathways change when there is known resistance or
capacity gaps for patients, after resulting in a higher LOS.

12.7

MM presented the actions that had been identified in response to the
challenges from 2017/18, and gave reassurance that these had already
been embedded and were included within the final plan.

12.8

MM highlighted the “Letterbox Scheme” as found within the actions and
explained that this was a collaboration scheme between the CCG, GCC
and GCS around matching patient needs to the service provision.

12.9

MM clarified that a “Breaking the Cycle Event” included members from
all system providers who work within different sectors in the system and
noted that these focused on identifying solutions to issues.

12.10

MM said that there were twelve key areas within the planning
expectations which had been identifed by NHSE. MM specifically
highlighted that more resilience within Primary Care was needed and
reductions in DTOC. MM confirmed that there was a significant amount
of work being undertaken regarding DTOC.

12.11

MM noted that there was a zero tolerance for +30 minutes delays for
ambulance handovers.

12.12

MM stated that the Out Of House planning expectations was a critical
component to the plan for 2018/19 and work was being undertaken
alongside GP’s, Paramedics, Advanced Nurse Practitioners (ANP) and
Pharmacists to ensure there was a Resilient OOH offer.
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12.13

MM provided an overview of some of the current schemes that had been
put in place, and these included;
• Complex Care at home supporting more patients to receive care
within their own home;
• Acute Floor, optimising emergency pathways including Ambulatory
Emergency Care;
• Hot advice supported by “Cinapsis” available to GPs and
Paramedics;
• Development of the Frailty Assessment Service supporting early
intervention and support outside Acute hospital setting;
• STP Ambulance demand plan intended to reduce demand by
focusing on areas including handover delays, NHS111 demand
and Falls. Additional investment in new vehicles to support plan;
• Primary care streaming in the Emergency Department;
• Telecare responder service provided by Gloucestershire Fire and
Rescue Service;
• NHS111 on line roll out;
• The bridging service to support early discharge from hospital;
• High Intensity User review with aim of supporting patients reducing
dependency upon services; and
• The letterbox scheme to simplify referrals from hospital to onward
care.

12.14

SS queried whether schemes from 2017/18 were being repeated again
during 2018/19. MM confirmed that schemes and services were being
repeated and had been evaluated. HG added that a communication
would be sent to Primary Care.

12.15

PM acknowledged that there was a correlation between outside
temperature and ED attendances. ST confirmed that trends were being
evaluated.

12.16

JC highlighted quality concerns regarding patients being placed within
different clinical areas within GHFT and requested confirmation that this
was being looked at. MM confirmed that the Director of Flow had
undertaken work regarding outliers receiving as optimum care as other
patients.

12.17

AS advised that the full paper was being presented to the A&E Delivery
Board during October 2018, and once approved, it would be brought
back to the Governing Body for approval.
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12.18

RECCOMENDATION: The Governing Body noted the contents of
the Urgent and Emergency Care Sustainability Plan 2018/19, and
took into account that it would be presented for approval at a
future Governing Body, as mentioned at point 12.17.

13.

Delegation by NHS Gloucestershire CCG to NHS Bristol, North
Somerset & South Gloucestershire to Exercise Functions Relating
to Excess Treatment Costs Arising from Non-Commercial
Interventional Research

13.1

AS introduced the Delegation by NHS CCG to NHS Bristol, North
Somerset & South Gloucestershire (BNSSG) to Exercise Functions
Relating to Excess Treatment Costs (ETCs) paper which reported that
NHSE had requested that the CCG delegated its commissioning
functions relating to Excess Treatment Costs (ETCs) to BNSSG as Lead
CCG for ETCs for the West of England Local Clinical Research
Networks (LCRNs). The paper was taken as read.

13.2

CL advised that there were no financial implications or risks to the CCG
and informed that NHSE will work closely with CCGs via their Finance
Forum and NHSE’s Finance Working Group to agree a funding
allocation and mechanism for CCGs to contribute to CCG ETC funding
pool managed by CRN / LCRNs. CCGs were expected to initially
contribute 5.2p per capita per annum, subject to annual review.

13.3

MH queried whether a threshold could be implemented which asked for
CCG approval.

13.4

TM noted that there was a research lead within GHFT to manage
research across the County. JC added that a research report was
presented to Integrated Governance and Quality Committee (IGQC).

13.5

RECOMMENDATION: The Governing Body approved the request to
delegate the CCG’s commissioning function for ETC to BNSSG
CCG, for ETC commissioning in the West of England LCRN region.
PM was excluded from the decision to approve due to a declaration
of interest.

14.

Quality and Governance Terms of Reference

14.1

JC introduced the review of the IGQC Terms of Reference which had
been updated following a review of the CCG’s governance structure and
responsibilities of sub committees. The paper was taken as read.
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14.2

JC reported that one of the significant changes was the accountability of
the Committee and in particular, the membership. It was added that LF
had joined the Committee to represent mental health and community.
AS acknowledged that there was no GP lead for community services.

14.3

It was added that CGw was added to the Committee as Associate
Director of Corporate Governance.

14.4

RECOMMENDATION: The Governing Body approved the revised
Quality and Governance Terms of Reference.

15.

Governing Body Assurance Framework

15.1

CL introduced the Governing Body Assurance Framework (GBAF) which
detailed high level risks rated as 12 Amber or more and linked to the
corporate objectives.

15.2

CL highlighted that risk was now presented through the Audit and Risk
Committee, who had agreed the closure of five risks; L10, C12, T14,
F15 and K5. The Committee had also approved the inclusion of risks
Ex1 and L9.

15.3

CL confirmed that there were no current red rated risks.

15.4

RECOMMENDATION: The Governing Body noted and discussed
the Governing Body Assurance Framework.

16.

Primary Care Commissioning Committee Minutes

16.1

AE presented the Primary Care Commissioning Committee Minutes
from Thursday 31st May 2018.

16.2

RECOMMENDATION: The Governing Body noted the contents of
the Primary Care Commissioning Committee Minutes.

17.

Integrated Governance and Quality Committee Minutes

17.1

JC presented the Integrated Governance and Quality Committee (IGQC)
Minutes from 21st June 2018 and highlighted the following;
 Review of training from Learning from Deaths Review;
 Never events;
 Clinical Policies; and
 Joining Up Your Information (JUYI) and noted that clinical aspect
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is reported through IGQC.
It was added that JUYI went live within three clinical areas in 2G.
17.2

RECOMMENDATION: The Governing Body noted the contents of
the Integrated Governance and Quality Committee Minutes.

18.

Audit Committee Minutes

18.1

CG presented the Audit Committee Minutes from 10th July 2018 and
highlighted that the newly appointed internal auditors had embedded
well into the CCG, and felt happy with the work they had produced.

18.2

RECOMMENDATION: The Governing Body noted the contents of
the Audit Committee Minutes.

19.

Any Other Business

19.1

There were no items of any other business.

The meeting was closed at 4.05pm.
Date and Time of next meeting: Thursday 29th November 2018, 2pm in
the Board Room at Sanger House.

Minutes Approved by Gloucestershire Clinical Commissioning
Group Governing Body:
Signed (Chair):____________________ Date:_____________
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Agenda Item 4
Governing Body
Matters Arising – November 2018
Item

Description

Response

26/07/18
Item 4.1

24/05/201, Item 11.15,
Performance Report – IAPT
appointments – KF reported
that performance data was
being collected and it had
been requested that 2G make
that clear going forward. AS
requested that the data be
brought to the next meeting
A request was made to place
ACEs on the GSF meeting
Further detail around a
national target of a 23%
reduction in super stranded
patient group, to free up bed
capacity in advance of this
winter, would be brought to a
future meeting.

Follow up with Karen Robert.

26/07/18
16.3
26/07/18
Item 9.2

Action
with
KF

After the conference in November SS
it would be a better time – January
Per Mark Walkingshaw, this would MW
be included within some future
performance report.

Due Date

Status

January
2019

Open

January
Open
2019
November Closed
2018
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26/07/18
Item 9.11

26/07/18
Item 12.1

26/07/18
Item 15.1

AS raised that within the
Better Health targets
maternal smoking was not as
good as national figures. SS
reported that work was being
undertaken to finalise a new
service and the service was
being developed. AS added
it may be helpful to have a
trend to highlight issues more
easily
EB highlighted that a public
facing Operating Plan
document would be created
that would be easier to digest
and published on the website.
This would be brought to a
future meeting
SS described a new Children
and Families Partnership
Framework that will go out to
consultation she will bring to
a future development session

Work-stream underway and will be KF
reported

January
2019

That work is in hand and comms EB
team working on graphics

November Open

For January

SS/CGi Jan 2019

Open

Open

Page 2 of 4

04/10/18
Item 5.10

JH stated that alongside
Public Health, a Frailty Needs
Analysis for the County was
being
designed
and
developed and was in the first
draft. JH agreed to circulate
to Governing Body members
once this was agreed.

Frailty needs assessment to be JH
agreed by CPG on 6th December
and will then be circulated to
Governing Body.

January
2019

04/10/18
Item 8.10

MH requested that a future
update on the Employment
Service (DCE) was presented
during a Governing Body
Meeting.

November Closed
2018

04/10/18
Item 9.14

AS felt that another bulletin
for GP’s was required and
that a word of thanks should
be given to the practices for
their hard work around
prescribing.

Christina Gradowski has reported CGi
that the CCG has been awarded
Disability Confident Employer
Level 2 in recognition of the work
undertaken by the CCG to
implement policies, procedures
and practices that encourage
people with disabilities to apply for
jobs at the CCG.
Teresa Middleton to work on the TM
bulletin

January
2019

Open

Open
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04/10/18
Item 10.14

AS advised that GHFT were Teresa Middleton to clarify
repeating the Point of Care
Testing for 2018 to test for flu
and noted this had a big
impact for 2017. JW queried
whether this was for both
CGH and Gloucester Royal
Hospital
(GRH).
TM
confirmed that she would
clarify.

04/10/18
Item 11.4

MH specifically highlighted
the Integrated Respiratory
Service had gone live in
September 2018. It was also
noted that the MSK Specialist
Triage had also gone live. MH
requested that the data and
figures were presented a
future Governing Body or
Development Session.

TM

Christina Gradowski suggests that MH
a dedicated Governing Body WH
Business Session could be
arranged to review the MSK
Specialist Triage scheme and the
Respiratory Service in February
2019.

January
2019

& February
2019

Open

Closed
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Agenda Item 7
Governing Body meeting
Meeting date

29 November 2018

Title

Clinical Chair’s Report

Executive Summary

This report provides a summary of key issues and
updates arising during August and September 2018
for the Clinical Chair.
Key topics for this report:
 Primary Care
 Care Quality Commission Inspections
 GP Forward View and Five Year Strategy
 Meetings October to November 2018

Key Issues

Conflicts of Interest
Risk Issues:
Original 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

None.
None.
None.
None.
None.

None.
None.
This report is presented for information and Governing
Body members are requested to note the contents.
Andy Seymour
Clinical Chair
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Agenda Item 7
Governing Body

29 November 2018
Clinical Chair’s Report
1.

Primary care

1.1

The application from St Peters Road and The Avenue Surgery to merge
contractually from the beginning of October was approved by PCCC at
their October meeting. This merged Cirencester Health Group will
contribute towards sustainable primary care services for the people of
Cirencester.

1.2

PCCC also approved the closure of the Alney Practice’s branch surgery at
College Yard. A request to close at an earlier date than previously
approved had been made as a result of unforeseen circumstances.

1.3

Following the dissolution of the partnership at Marybrook Medical
Centre (5,064 patients) at the end of September an interim contract
was awarded to Church Street Medical Practice with effect from
1.10.2018. thus ensuring the continuation of primary medical care to
the people of the Berkeley area.

2.

Care Quality Commission (CQC) inspections

2.1

Since the last meeting, The Royal Crescent Surgery and Mitcheldean
Surgery have both retained a ‘good’ overall rating.

2.2

In total 70 Gloucestershire Practices are rated “good”, 4 are rated
“outstanding” and one “requires improvement”.
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3

Workforce

3.1

We were delighted that our work on our GP Health Inequalities
Fellowship and Newly Qualified GP schemes were shortlisted for a
Health Service Journal (HSJ) Award in the workforce category. The
team, presented to the judging panel in London during October and
winners will be announced towards the end of November.

3.2

The GP Health Inequalities Fellowship scheme which aims to ensure that
there are sufficient GPs in Gloucester City also won the Futures Award at
Gloucestershire’s NHS 70 Awards. The award was presented to Dr.
Andy Hamilton, from Churchdown Surgery.

3.3

I was also delighted to present the Exemplary Service in Primary Care
Award to Dr. Charles Buckley from The Surgery in Frampton upon
Severn. Dr. Buckley has serviced the county since 1986 and does
everything he can to make sure his patients get the best possible care.

4.

GP Forward View and Primary Care Strategy progress

4.1

As an Integrated Care System (ICS) we were honoured at the end of last
month to receive a visit from Chris Ham, Chief Executive of The Kings
Fund and Don Berwick, former advisor to Barack Obama and founding
CEO of the Institute for Healthcare Improvement. We hosted a
‘continuous improvement communities’ workshop with partners across
the system, before showcasing some of the work of the Cheltenham
Integrated Locality Partnership pilot and the excellent work of Treasure
Seekers at the Cavern.

4.2

Our visitors were very complimentary about the work we are doing in
Gloucestershire, and we were grateful for the opportunity to share our
ambitious plans for the future as an ICS and hear their thoughts on what
we could do even better.

4.3

We filmed part of the morning workshop, including the Q&A session,
which we will share via the One Gloucestershire website in due course.
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4.4

Since my last report was written we hosted our annual commissioning
event which took place on 27th September. The morning focussed on
updates on clinical topics whilst the afternoon celebrated some of our
successes, progress over the last year and an opportunity to learn for the
future. We were joined by Dr Ned Naylor from NHS England; Professor
Nick Harding OBE who is Chair of Sandwell and West Birmingham CCG
and NHSE Senior Medical Advisor on Integrated Care Systems; Dr Nav
Chana, Chair National Association of Primary Care (NAPC) and Dr
Stewart Smith a GP Partner from St Austell who spoke on his experience
of Primary Care Homes.

4.5

Over two hundred primary care colleagues attended the event. We are
using feedback received to strengthen and develop our Primary Care
Networks (PCNs), and Integrated Locality Partnership (ILP) pilots with an
event specifically on Primary Care Homes planned for January.

5.

Meetings
Meetings attended and will attend since the last report made to the
Governing Body on

5.1

















Friday 5th October – Mental Health Workshop, Churchdown
Monday 8th October – Meeting with Sean Elyan
Thursday 11th October – Leadership Gloucestershire, Shire Hall
Monday 15th October – A&E Delivery Board, Sanger House
Monday 15th October – University of Worcester meeting,
Tewkesbury
Thursday 18th October – GP/Consultant meeting, National Star
College, Ullenwood
Thursday 18th October – Locum Event, Hatherley Manor Hotel
Monday 22nd October – Meeting NHSE, London
Thursday 25th October – Developing Primary Care Networks in
South West North, Swindon
Monday 29th October – Morning workshop with Don Berwick
Tuesday 30th October – ICS Leaders and Clinical Leads, London
Thursday 1st November – NHSCC Conference, London
Monday 5th November – Gloucestershire Strategic Forum Workshop,
National Star College, Ullenwood
Monday 5th November – Practice Visit, Sixways Clinic
Tuesday 6th November – Health & Wellbeing Board, Shire Hall
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 Thursday 8th November – Locality Exec Chairs Meeting, Gloucester
 Thursday 8th November – LMC Main Meeting, Gloucester Farmers
Club
 Friday 9th November – ICS Delivery Board, Sanger House
 Monday 19th November – A&E Delivery Board, Sanger House
 Tuesday 20th November – The Kings Fund (ICS Community of
Practice), London
 Wednesday 21st November – HSJ Main Awards, London
 Monday 26th November – Practice Visit, Newent Surgery
 Tuesday 27th November – Gloucestershire Strategic Forum, Sanger
House
 Thursday 29th November – Primary Care Commissioning Committee
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Governing Body
Governing Body
Meeting Date
Title
Executive Summary

Key Issues

Conflicts of Interest
Risk Issues:
Original 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

Thursday 29th November 2018
Accountable Officer’s Report
This report provides a summary of key issues and
updates arising during October to November 2018
from the Accountable Officer. For this report there is
a particular focus upon community based services.
To note for this report items about quality issues
appear in a dedicated report and will no longer
feature in the AO’s report.
Key topics for this report:
 Urgent Care & Assisted Conception Policy
Update
 Community Offer
 Temporary Changes to X-Ray Provision in
Community Hospitals
 Facts for Life
 MSK Self-Management and Self-Referral into
physiotherapy
 Meetings attended
None.
None.
None.
None.
None.
None.
None.
None.
This report is presented for information and
Governing Body members are requested to note the
contents.

Page 1 of 17

Author
Designation

Mary Hutton
Accountable Officer
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Accountable Officer Report
29 November 2018
The following report provides an overview of key activities over the past
two months since the last report on 4 October 2018.
1

Urgent Care

1.1

Gloucestershire CCG has been working with system partners to
ensure we are prepared and resourced for the winter period and the
predicted pressure upon health and social care services. The ICS
sustainability plan has been reviewed by NHS England and deemed
best in class with delivery plans stress tested in a workshop with
regulator colleagues. The focus for November is the further
development of our system demand and capacity plan which provides
a day by day profile of where we anticipate system pressures will be
experienced during the winter period. . The CCG has worked with the
Deputy Chief Operating officers from all providers to plan specific
workforce adjustments to meet the variable demand patterns expected
post-Christmas and into the new-year. In addition the CCG’s urgent
care team have reviewed all providers internal escalation plans to
ensure consistency with the system plan and between provider
responses.

2

Find & Prevent

2.1

The CCG’s urgent care and joint commissioning teams have been
working closely together and with partners to develop a programme
specifically to support high users of services. As previously reported a
key cohort has been identified as system high users of service. At the
point the data was cut there were 771 people who accounted for 4% of
ED activity and c£8.5m of emergency admissions. A delivery plan has
now been developed which will see locality multidisciplinary teams
working with people identified in the programme to develop
personalised care and wellbeing plans. Through a health coaching
approach the aim will be to support people to develop new coping
strategies and reduce the need to use urgent and emergency care
services. Phase 1 of the programme will run from January to June, with
monitored impact and MDT/patient learning informing a county wide
rollout later in the year.
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3.

Contracts

3.1

The contracting timetable for 19/20 has been finalised and the initial
review of core items for this year and next has been undertaken. The
review of current schedules, documents and service specifications, in
conjunction with other departments, commenced last month. The team
are supporting commissioners to embed and realise the transformation
and improvement projects and programmes including working with
urgent care on the Integrated Urgent Care programme.

4

Planned Care
Assisted Conception Policy Update

4.1

Following the annual clinical review of Gloucestershire CCG’s
Assisted Conception Policy it was recognised to be out of line with the
majority of CCGs both nationally and locally with regard to the number
of assisted fertility attempts (IVF/ICSI cycles) that are commissioned.
As at October 2017, GCCG was one of only 12% of CCGs in the
country offering couples three or more attempts, with 23% offering two,
65% offering one and 4% offering none.

4.2

Following on from the agreed engagement, GCCG will be updating its
policy to a position of offering two assisted fertility attempts with all
existing access criteria remaining unchanged. It should be noted that
IVF/ICSI success rates with the current assisted conception provider
are very good in comparison to the national average and the updated
policy will only apply to newly referred couples.

5

Community Offer

5.1

The Integrated Personalised Care Programme (IPC) funded an End of
Life (EoL) General Practitioner (GP) who is leading on a work stream
within the EoL Clinical Programme Group (CPG) that aims to improve
the identification of those at EoL within Primary Care and support
people to experience a more personalised EoL experience.

5.2

A county wide electronic survey of GPs has been undertaken to
identify areas of best practice, areas of concern in order to support
GPs to improve the care received by patients in their last year of life.
Further evaluation of the data is planned but initial themes include:
 Regular palliative care meetings/communication between GPs
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and District Nurse (DN)/palliative care nurses considered a
strength and considered key improvement by practices who don’t
have this;
 Wanting to deliver the best care but lack of available GP time
being a concern; Underuse of already available resources and
difficulties in identifying non-cancer patients in their last 12
months of life;
 The desire to have a network of GP End of Life Care champions
for each of the GP localities/clusters.
5.3

The Complex Care at Home Service has been operational since April
2018 and has received over 270 referrals to date. It has become firmly
established as an important community service with close working
relationships with colleagues in primary care and the Older People’s
Advice and Liaison Service at Gloucestershire Hospital Foundation
Trust.

5.4

The Risk Stratification Model identifies the appropriate cohort of people
for this service and will be rolled out to relevant GP surgeries over the
next few months. People accessing the service will benefit from the
holistic approach which includes support from colleagues in Adult
Social Care. The team will also shortly include therapists and a
dietician.

5.5

Quality audits evidence the positive impact of the service on
individuals’ health and wellbeing. Early indications show that the
service is successful in maintaining people at home and is improving
their motivation to managing their own conditions as measured by the
Patient Activation Measure (PAM).

5.6

The team is leading on the implementation of the Multi-Disciplinary
Team (MDT) approach in Cheltenham and Gloucester. Work is now
underway to develop the service across the Forest of Dean.

5.7

Data Privacy Impact Assessment (DPIA) now updated. Governance
lead feedback and waiting for sign off to meet the new General Data
Protection Regulations (GDPR).

5.8

Working continues with the Integrated Community Teams (ICT) lead,
and Information Technology leads to explore the use of Skype for
Business for Multidisciplinary team (MDT) meetings and use of a
shared cloud for information storage.
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5.9

Three additional clusters have now commenced MDT meetings out of
a total of 16. This brings the total number if clusters now actively
having MDT meetings to seven. Ongoing Work continues with other
clusters and localities to develop and embed cluster MDT meetings.

5.10

The first draft of the MDT meeting leaflet has been drawn up and sent
to HealthWatch for comments. Positive feedback has been received,
and the leaflet will now be updated in line with the comments and
suggested amendments.

6

Community Offer - Remote Monitoring – Telehealth in
Gloucestershire

6.1

Existing cohorts Respiratory, Heart Failure Specialist teams and
General Practices have been updated and training provided as
required. Existing patients have been transferred on to the new
platform.

6.2

New cohorts – South Cotswolds frailty service and Complex Care at
Home have received training on the new platform, and further training
is planned. Following training, take up will be monitored closely.

6.3

New cohorts interested – Care homes in South Cotswolds, Stroud
Cluster and Cheltenham Care home project – ongoing work continues
to set up individual projects.

6.4

New cohort – Learning Disabilities. We are working with GP lead
Lawrence Fielder and Commissioning Manager, Gareth Hooper to set
up a project within two learning disability homes using telehealth to
identify the early onset of Sepsis. The Academic Health Science
Network and National Learning Disabilities Group and NHS England
have expressed an interest in working with us on this project. An
outline project plan is being drawn up and will be shared with the
remote monitoring operational group

6.5

G-care has been updated with new information about remote
monitoring for clinicians

6.6

Monthly Remote monitoring operational group meetings are taking
place with all providers. Service specification has been updated and
agreed by the Group for sign off

6.7

Contract with Baywater Healthcare Ltd has been extended until March
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2020. A contract variation to reflect this is being drawn up and will
include the updated services specification and DPIA

7

Community Offer - The Better Care Fund: Housing, Health and
Care

7.1

The Joint Housing Action Plan has generated a number of initiatives
across the county. There are six overarching themes in the plan and
over recent months progress has been made across numerous
projects sitting under them and the wider housing and health agenda
including:
7.1.1 A Housing Advisor has been appointed for winter, working with
the Care Navigators and supporting hospital discharge at both
Gloucestershire Royal and Cheltenham General Hospital.
7.1.2 Recruitment process for an Intergenerational Homesharing
Coordinator. This post will facilitate matches between older
people and younger people who will live in their house in return
for ten hours of support each week.
University of
Gloucestershire are involved with this project and are keen to
support students who may wish to join the scheme.
7.1.3 As representative for the UK in the EU project Build2LowCarbon
Gloucestershire has presented on the link between fuel poverty
and poor health outcomes in Malaga, Spain in September.
7.1.4 The National Energy Action report ‘ Under One Roof – Health
and Housing sectors tackling fuel poverty and cold related illhealth together' was launched at a conference at Westminster in
October. Gloucestershire was featured as an example of good
practice in joint work and health involvement in reducing fuel
poverty.
7.1.5 Sir Michael Marmot, author of a report into the social
determinants of health and chair of a Review of Health
Inequalities in England, visited Gloucestershire and received a
presentation about the joint health and housing work which is
happening in the county.
7.1.6 South West Ambulance Service Trust has introduced a
Community First Responder scheme to provide a pick-up service
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for non – injurious fallers in certain areas of Gloucestershire.
This has provided a more prompt service for fallers and meant a
68% reduction in use of ambulances to attend non –injurious
fallers in these areas. The aim is to increase the coverage of this
service during the second half of 2018-19.
7.1.7 Mapping of park homes in Gloucestershire and analysis of health
service data has suggested increased admissions and poorer
health outcomes from these properties compared to the county
overall. The aim is to work with Public Health to improve
wellbeing and also with Severn Wye Energy Agency to look at
potential to improve fuel efficiency of the park homes.
8

Community Offer - Personalised Care Programme

8.1

Gloucestershire is one of the 22 areas around the country involved in
the renamed Personalised Care Programme, building on the previous
Integrated Personalised Commissioning Programme.

8.2

Nationally, there are six main areas of focus, including Personalised
Care and Support Planning, Shared Decision Making, Enabling
Choice, Social Prescribing, Personal Health Budgets and Supported
Self-Management.

8.3

The programme aims to embed personalised approaches to helping
people manage their health and wellbeing needs, across the health
and care system.

8.4

In addition, Gloucestershire is one of three areas (alongside
Nottinghamshire and Lincolnshire) who are piloting joint assessments
between health and social care for people eligible for a care act
assessment. The initial cohort is people within 2gether who have
serious mental illness. The team is working with between 8 and 10
people to understand opportunities for working differently and capture
learning.

8.5

The Programme Manager recently presented Gloucestershire’s work at
the NHSE Personalised Care Advisory Board in London, which was
well received by the board.

9

Community Offer – Market Position Statement

9.1

Section 5 of the Care Act 2014 sets out the duties placed on local
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authorities to facilitate a diverse, sustainable, high quality care market
for their whole local population, including those who pay for their own
care. One way of achieving this is to develop a local Market Position
Statement (MPS) and we have recently commissioned the Institute of
Public Care to help us produce such a document for Gloucestershire.
9.2

9.3

Their work included robust engagement with providers as well as
consulting with commissioners and health and social care staff, and
analysing data. Gloucestershire Care Providers Association (GCPA)
worked closely with us throughout the development of the MPS
however we also ensured engagement with providers who are not
members of GCPA. The work was undertaken in two phases. A review
of bed based services took place from September – December 2017
and a review of community based services was undertaken from
January to April 2018. Engagement took the form of:
9.2.1

Provider surveys – Surveys were circulated to all known
care home providers in 2017 and other community based
service providers in 2018. Over 100 responses were
received.

9.2.2

Telephone Interviews – Detailed telephone discussions
were held with managers/proprietors from 10 care homes
and 6 community based organisations (predominantly
domiciliary care).

9.2.3

Commissioner and operational staff interviews – Individual
face to face meetings were held in October 2017 and
March 2018 with all lead commissioners to ensure that the
current situation and future aspirations were understood
and captured.

9.2.4

Provider workshops – Findings from discussions were
tested along with future intentions at provider workshops
held on 23rd January 2018 (care homes) and 19th April
2018 (community services organisations).

The MPS sets out our future commissioning intentions within the
following themes:
9.3.1

Supporting independence – we want to support the
development of a culture of recovery and independence
across the care sector in Gloucestershire. Across the
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entire spectrum of adult social care services, we want to
ensure that we are doing as much as we can to support an
individual’s independence.

9.4

9.3.2

Appropriate Housing – we want people to be able to stay at
home whenever possible. This means that we need to
make sure that their homes are suitable to their needs and
when they are not they have access to suitable alternatives

9.3.3

Community Support – we want people to be able to access
support from a well organised network of resources within
their local community. Therefore, we will encourage and
support innovative approaches from service providers
which expend their role in communities to provide a
broader “offer” to people living nearby

9.3.4

Rehabilitation, recovery and reablement – we want all
contributors to our service model to be working with people
to return them to as much independence as possible at all
times. We want to expand the number of settings in which
this approach takes place and the range of providers that
are commissioned specifically to support this approach.

9.3.5

Flexible Long-Term Support – even with effective
prevention and rehabilitation, we know that some people
will have long term needs. However, we still want these
services to be guided by the principles of recovery and
independence. We will support providers to be innovative
and flexible, promoting independence, and offering choice
and only as much support as needed. We recognise that
long-term needs do not always increase and in some cases
can reduce over time.

9.3.6

Sustainable long-term services – when people require long
term services, we want to support these services to be
reliable, sustainable and adhering to robust quality
standards and regulations.

The Market Position Statement (MPS) for Gloucestershire was
approved by both JCPE and JCPB in October and is due for
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publication in November. The MPS gives providers a clear indication
of our future direction of travel, including the need for a place-based
approach and will be followed by three strategies which will consider in
more detail the provision of Housing with Care, Care Homes and Care
at Home.
10

Community Offer – Wheatridge Court Reablement Unit

10.1

We are currently running a small pilot project which provides slow
stream specialist rehab for up to six people with Acquired Brain Injury
(ABI) in Wheatridge Court Reablement Unit in Gloucester The project
is funded through the IBCF and is based on emerging national
evidence that co-ordinated rehabilitation and discharge planning for
ABI survivors contributes to reducing the frequency of GP visits, social
care dependency, and homelessness and reduces contact with
statutory authorities in respect of anti-social behaviour and offending
(NHS, 2016).

10.2

The cohort of persons for the unit is being identified by close
collaborative working between the ABI team, Wheatridge Court,
Complex Person Team and Frenchay Brain Injury Rehabilitation Unit
(BIRU). Initial findings are favourable, producing both improved
outcomes for individuals and their families and some system savings.
The report was considered by JCPE in October and it was agreed to
extend the pilot by a further 6 months, making 18 months in total, to
fully explore potential and look at future sustainable commissioning
options.

10.3

11

Temporary changes to X-ray provision in community hospitals

11.1

X-ray services in Gloucestershire are being revised in response to a
national shortage of radiographers and radiologists.

11.2

The aim of the service revision is to ensure that a safe and
sustainable rota, which provides access to life-saving interventional
radiology services such as keyhole surgery, can be provided round
the clock, seven days a week, at CGH and GRH.

11.3

GHNHSFT, GCSNHST and the CCG have worked closely with clinical
teams to reallocate three radiographers from community hospitals to
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allow the new rota to be established.
11.4

This will be effective from Monday 19 November 2018. All three
organisations agree that this is an interim measure whilst longer-term
analysis and work is carried out on the provision of X-ray services in
the county.

11.5

We acknowledge that some colleagues may find this change difficult
to accept. However, given current challenges, provider organisations
feel that this interim change strikes the right balance between
retaining local access as far as practical whilst ensuring a safe and
robust rota.

11.2

What does this mean for GPs referring to community hospitals?

11.2.1 GPs who refer patients on an elective pathway e.g. chest X-ray etc to
their neighbouring community hospital should familiarise themselves
with the new operating times (below). Where appropriate, GPs are
advised to continue referring patients to their nearest community
hospitals.
11.3

What does this mean for walk-in patients at community
hospitals?

11.3.1 If an X-ray is deemed necessary and the service is not available on
that day, patients will be advised to access X-ray services at their
neighbouring community hospital; car parking is free and waiting times
are relatively short. If patients need to attend GRH or CGH they will go
straight to X-ray.
Table 1: Current provision of Plain film (X-ray) services
Current
opening

*Stroud

Vale
(X-ray
only)

Lydney
(X-ray only)

*Dilke

Tewk
(X-ray only)

N.Cots
(X-ray only)

*Ciren

Mon

9am-5pm

9am-5pm

9am-5pm

9am-5pm

9am-5pm

9am-1pm

9am-6pm

Tue

9am-5pm

9am-5pm

9am-5pm

9am-6pm

Wed

9am-5pm

9am-5pm

9am-1pm

9am-6pm

Thu

9am-5pm

9am-5pm

9am-5pm

9am-6pm

Fri

9am-5pm

9am-5pm

9am-1pm

9am-6pm

Sat

11am - 2pm

9am-5pm
9am-5pm

9am-5pm

9am-5pm

9am-5pm
9am-5pm

9am-5pm

10am-5pm
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Sun/bank
holidays
Total hrs per
week

11am - 2pm

46

10am-4pm

24

32

24

40

28

58

N.Cots
(X-ray only)

*Ciren

Table 2: Revised provision of Plain film (X-ray) services
Revised
opening

*Stroud

Mon

9am-5pm

Tue

9am-5pm

Wed

9am-5pm

Thu

9am-5pm

Fri

9am-5pm

Vale
(X-ray only)

Lydney
(X-ray only)

*Dilke

Tewk
(X-ray
only)

9am-5pm

9am-5pm

9am-5pm

9am-5pm

9am-6pm

9am-5pm

9am-6pm

9am-5pm

9am-5pm
9am-5pm

9am-5pm

9am-6pm
9am-6pm

9am-5pm

9am-6pm

Sat

10am-4pm

Sun/bank
holidays

10am-4pm

Total hrs per
week

40

16

24

24

8

8

57

* Ultra-sound also provided but provision unaffected by these changes
Further time has now been allocated to North Cotswold and
Tewkesbury hospital for six weeks with work underway to identify
workforce to continue with this capacity.
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Facts for Life Facts4Life

12.1

The University of the West of England has evaluated the Facts4Life
programme in Gloucestershire schools and has found that the county’s
young people are becoming more responsible for looking after their
own health.

12.2

The programme helps children and young people to understand why
doing certain things will lead to better health and that good health and
wellbeing is very much linked to their environment and the choices
they make.

12.3

So far, Facts4Life has worked with more than 160 schools and trained
more than 1,000 teachers in the county.
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12.4

The Study involved more than 400 primary and secondary aged school
children over a three year period. It identified a significant improvement
in resilience after six months among pupils in years 5 and 6. Younger
pupils in years 3 and 4 reported improvements a decreased need for
medication when feeling unwell, new strategies for promoting mental
health, and the usefulness of learning about illness. Teachers indicated
a change in philosophy around the teaching of health and illness, high
levels of engagement and an impact on the way children behaved.

12.5

Facts4Life is funded by the CCG whilst the evaluation was funded by
GCC.
Full Evaluation Report –http://eprints.uwe.ac.uk/36934/
Executive Summary - http://eprints.uwe.ac.uk/36935/
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MSK Self-Management and Self-Referral into physiotherapy

13.1

Most MSK conditions are self-limiting and will get better over time. As
part of the MSK programme the CCG has established a project to
encourage people in Gloucestershire, with MSK conditions, to make
use of self-management materials, or to refer themselves to the
physiotherapy service if they need additional advice or support. The
project team have designed and distributed promotional materials to
GP surgeries; posters and business cards have encouraged patients to
access informative websites where self-management advice is
available. They also explain to people how they can self-refer to local
physiotherapy services. The team have recently designed a
promotional video to be shown in practice waiting rooms which
reiterates this messaging.
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British Heart Foundation (BHF) Blood Pressure Award

14.1

New funding from the BHF has been awarded to the CCG which will be
used to fund a community based approach to detect high blood
pressure.

14.2

The grant, worth just under £100,000 over two years, will be used to
recruit and train local blood pressure champions.

14.3

Once recruited, the champions will be trained on how to take blood
pressure and interpret the readings, when to refer to other services,
what lifestyle advice to give and the risks of high blood pressure. They
will then create, advertise and run local blood pressure events, with the
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support of the CCG, within their own communities.
14.4

Their main aim will be to provide 5,000 tests each year to the people of
Gloucestershire. It is hoped that this will identify some of the estimated
65,000 people who are currently living with undiagnosed high blood
pressure in the county.

14.5

The project will firstly target the more deprived and BME communities
in Gloucester city.

14.6

Service specifications are currently being developed and the
programme is planned to go live in April 2019.

14.7

NHS Gloucestershire CCG will collaborate with Healthy Living
Pharmacies, the Voluntary Sector, Healthy Lifestyles Service, the
Friendship Cafe and locally run groups in Gloucester for the project.

15

Better Conversations Programme

15.1

The Better Conversations programme is an ICS workforce
development programme which aims to develop a coherent approach
to building coaching skills across the whole ICS workforce. These skills
support the embedding of personalised care and the development of a
culture across the system which empowers people and is orientated to
supporting patients to self-manage.

15.2

Berkeley Vale cluster 1 joined the Better Conversations programme as
a flagship test and learn site. The aim was to test an integrated, crossorganisation, implementation approach that was in line with ICS
approaches and dovetailed with initiatives to develop multidisciplinary
working practices.

15.3

As at the end of November, 150 cluster staff, from a variety of
backgrounds and organisations have received the coaching training.
Feedback from the session has been very positive, revealing how staff
value the opportunity to reflect on their practice and to do this with
colleagues from different organisations. It has also revealed the scale
of the challenge to shift professional mind-set from “fixing problems” to
enabling people.

15.4

There is enthusiasm in the cluster to harness this momentum and team
leaders across the organisations have established a “Coaching
champions” group. This group of team leaders are working together
and supporting each other to coach their staff in these techniques.
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Follow-up coaching support is being provided by the training delivery
organisation. Over the longer term this champions group will become a
support network for other staff across the system.
15.5

The evaluation of the Berkeley Vale implementation is being supported
by the Institute of Employment Studies who are experts in this field.
The learning will be presented at an event for participants and system
leaders in March 2019, informing the recommendations of the Better
Conversations subgroup on the strategy for roll-out of a coaching
programme in 2019/20.
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Meetings

8

05 Oct

Joint Commissioning Partnership Executive (JCPE)

10 Oct

Lilian Faithfull Homes

10 Oct

Quarter 2 Assurance Meeting, Chippenham

12 Oct

Enabling Activities Communities Commissioning Group

13 Oct

West of England AHSN Annual Conference 2016,
Swindon

17 Oct

Whole Systems Obesity Workshop, Leeds

19 Oct

Professor Prowle Feedback, Shire Hall

20 Oct

NHSCC Board Day, London

27 Oct

Leadership Gloucestershire, Shire Hall

27 Oct

Healthwatch Board

01 Nov

New Models of Care Board

03 Nov

NHSCC Member's Event, London

09 Nov

Joint Commissioning Partnership Board (JCPB)

09 Nov

Joint Commissioning Partnership Executive (JCPE)

10 Nov

Lay Members Interview

15 Nov

Health & Care Scrutiny Committee (HCSC)

21 Nov

Director of Integration Interview

22 Nov

Gloucestershire Strategic Forum (GSF)

Recommendations
This report is provided for information and the Governing Body is
requested to note the contents.
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CCG Monthly Performance
Report
November 2018

1

Contents
This document is a highlight report which is presented to give the CCG Governing Body an overview of current
CCG and provider performance across a range of national priorities and local standards.
Whilst inevitably this report focuses on areas of concern it should be noted that Gloucestershire is currently
achieving the majority of the local and national performance standards.

1.0 Scorecard
2.0 Executive Summary
2.1 Leadership
2.2 Better Care
2.3 Sustainability
2.4 Better Health

3.0 Better Care
3.1 Constitution updates
reported by exception
4.0 Leadership
4.1 Measurement

5.0 Sustainability
5.1 Resource Limit
5.2 Acute Contracts
5.3 Community
5.4 Prescribing
5.5 Mental Health
5.6 Primary Care
5.7 CHC
5.8 Other
5.9 Savings Plan
5.10 Savings forecast delivery
5.11 Risks & Mitigations
5.12 Cash drawdown
5.13 BPPC performance
5.14 Income & Expenditure
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1.0 Scorecard: CCG Performance Overview

Better Health

Better Care

Good

Requires Improvement

CCG Improvement and
Assessment Framework

Leadership

Sustainability

Good

Good
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2.1 Executive Summary – Leadership

Green

This domain assesses the quality of the CCG’s leadership, the quality of its plans, how the CCG
works with its partners, and the governance arrangements that the CCG has in place to ensure it
acts with probity, for example in managing conflicts of interest.

2.1.1

Staff engagement : Robust culture and Leadership Sustainability (OD Plan)

2.1.2

Probity and Corporate Governance: Full governance compliance

2.1.3

Effectiveness of working relationships in the local system: Effectiveness of working
relationships in the local system

2.1.4

Quality of CCG leadership: Review of the effectiveness of culture, leadership sustainability
and an oversight of quality assurance.
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2.2 Executive Summary – Better Care
This domain focuses on care redesign, performance of constitutional standards,
and outcomes, including in important clinical areas.

2.2.1

Planned Care

2.2.2

Unscheduled Care

2.2.23

Cancer

2.2.4

Mental Health

2.2.4

Learning disability

2.2.5

Maternity

Amber
Overall
Rating
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2.3 Executive Summary - Sustainability
This domain looks at how the CCG is remaining in financial balance, and is
securing good value for patients and the public from the money it spends
2.3.1

Year to date surplus variance to plan (%)

2.3.2

Forecast surplus to plan (%variance)

2.3.3

Forecast running costs in comparison to running cost allocation (%)

2.3.4

Forecast savings delivery in comparison to plan (%)

2.3.5

Year to date BPPC performance in comparison to 95% target (%)

2.3.6

Cash drawdown in line with planned profile (%)

2.3.7

Forecast capital spend in comparison to plan (%)

Green
Rating
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2.4 Executive Summary – Better Health (1 of 2)

Green

These indicators show the latest known position from available data

This section looks at how the CCG is
contributing towards improving the health and
wellbeing of its population, and bending the
demand curve.
2.4.1

Smoking: Maternal smoking at delivery: The
percentage of women who were smokers at the time
of delivery, out of the number of maternities

2.4.2

Child Obesity: Number of children in Year 6
(aged 10-11 years) classified as overweight or
obese in the National Child Measurement
Programme (NCMP) attending participating state
maintained schools in England as a proportion of all
children measured.

2.4.3

Diabetes: Three (HbA1c, cholesterol and blood
pressure) for adults and one (HbA1c) for children:
The percentage of diabetes patients that have
achieved all 3 of the NICE-recommended treatment
targets

2.4.4

Falls: Age-sex standardised rate of emergency
hospital admissions for injuries due to falls in
persons aged 65+ per 100,000 population

2.4.5

Personalisation and choice: Indicators
relating to utilisation of NHS e-referral service to
enable choice at first routine elective referral.

Current CCG Performance
Period

National

Glos
CCG

What is good?

Q1
18/19

10.8%

11.2%

Low %

2016/
2017

34.2%

31.1%

Low %

2016/
2017

39.7%

36.4%

High %

2016/
2017

2114

1,747

Low rate

June
2018

69%

66%

High %

Trend
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2.4 Executive Summary – Better Health (2 of 2)

Green

These indicators show the latest known position from available data
This section looks at how the CCG is
contributing towards improving the health and
wellbeing of its population, and bending the
demand curve.
2.4.6

2.4.7

2.4.8

2.4.9

Period

National

Glos CCG

What is Good?

population

Q4
17/18

48

378

High rate

Percentage of deaths which take
place in hospital

2017/
2018

45.9%

39.6%

Low %

People with a long-term condition
feeling supported to manage their
condition(s).

2017/
2018

59.6%

64.1%

High %

Q3
17/18

1992.07

1889.33

12
months
to June
2018

8.7%

9.3%

<10%

20162017

7.7

7.4

N/A

Personal health budgets Per 100k

Appropriate prescribing:
Prescribing of broad spectrum antibiotics
in primary care (co-amoxiclav,
cephalosporins, and quinolones as a
percentage of total antibiotics prescribed)

2.4.11

Local Trend

Health inequalities: Inequality in
avoidable emergency admissions for
chronic ambulatory care sensitive
conditions

2.4.10

Current CCG Performance

Carers: Quality of life of carers

Low rate

No data
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3.0 Better Care:
Unscheduled
Care
(CCG)

Planned Care
(CCG)

Amber
4 Hour A&E
YEAR TO DATE

4 Hour A&E
Oct 18

90.5%

91.1%

Referral To Treatment (RTT)
Incomplete <18 weeks

7.1 mins

IAPT (YEAR
TO DATE –
Cumulative –
September
2018

2 Week 2 Week Waits
Waits
Breast

87.5%

31 Day Waits

94.9%

Access

Recovery

(target 8.17%)

(target 50%)

96.1%

Delayed Transfers of
Care (DToC)
September 18

7.7 mins

Diagnostics >6
weeks
September 18

National Reporting Suspended

Cancer
Dashboard
(YTD - to
September
2018)
(CCG)

Category 1 Ambulance
YEAR TO DATE *
(Gloucestershire)

Category 1
Ambulance
October 18

3.90%

Diagnostics >6 weeks
YEAR TO DATE

1.01%

31 Day Waits
Surgery

31 Day Waits
Drugs

92.4%

100%

1.5%

31 Day Waits
Radiotherapy

99.7%

62 Day GP
Referral

62 Day
Screening

75.5%

96.0%

62 Day
Upgrade

85.7%
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8.21%

51%

3.1 System Overview Unscheduled Care: Pre Hospital
Ambulance – Category 1

Out of Hours Attendances

111 Call Volume

111 Disposition

10

3.1 System Overview Unscheduled Care: In Hospital
A&E 4 hr Performance

GHFT average Length of Stay

GCS average Length of Stay

Delayed Transfers of Care
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3.1 Unscheduled Care – 4 hour A&E
Top Line Messages:
October A&E performance has improved to
a month average of 90.5% meaning that
GHFT is on track to meet the STF trajectory
for Q3 (90% patients seen and admitted/
discharged within 4 hours). The YTD
average against the 4 hour target is 91.1%.
As in previous months, the majority of
breaches are attributed to bed availability.
Key schemes supporting Unscheduled Care:
• Acute Floor Model.
• Frailty Assessment Service.
• Provision of advice and guidance via
Cinapsis.
• Refinement to Primary Care Streaming
model.
• Sustainability planning ahead of winter
including allocation of additional adult
social care winter funding to support
flow.
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3.1 Unscheduled Care – 4 hour A&E Key Updates

Green

Actions and key updates:

•
•
•
•
•
•
•
•

Frailty assessment service - now live, and delivering against KPIs and outcomes. Recruitment plan in development
to supplement existing consultant time and ANP provision.
Winter plan has been well received by NHSE and initial bed modelling complete. System stress test supported by
NHSE has taken place, modelling how to respond to peak demand and what cross organisational actions can be
implemented.
NHS 111 call outcomes are under review and an increase in clinical validation of calls is planned to support SWAST
demand management.
T&O and gastro specialties pilots to centralise expertise, improve patient outcomes and support rapid discharge to
usual place of residence where appropriate have been approved. General Surgery pilot proposal was heard at
HCOSC on 13th November.
Cinapsis go live date due early winter 2018 (in acute medicine with a Tewkesbury and FoD GP practice initially).
Primary Care streaming pilot completed - a project board has been established and is considering the GP in ED offer,
possibly to offer joint working with other admission avoidance services/ discharge support.
ICS communications strategy for winter – an agency to support the local winter communications campaign has been
appointed. NHS 111 message has begun already online and on air nationally. Local messages will be rolled out
from November onwards.
OOH continues to see improved shift fill and an improvement in performance (though still below target). CQC rated
the service as “requires improvement” – Care UK are working on an assurance plan with the CCG to address
identified issues.
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3.2 Unscheduled Care – Category 1 Ambulance

Amber

Top Line Messages:
GCCG performance in Category 1 for October was
7.1 minutes against the target of a 7 minute
average response time. The year to date position
for GCCG is 7.7 minutes. This is a decrease in
performance from August and September when
the 7 minute target was met, however remains an
improvement on Q1 2018/19 performance.
SWAST Performance across all geographical
areas (South West) was 7 minutes, achieving the
national target (YTD performance across South
West is 7.6 minutes).
Time lost to hospital handovers has risen in
Gloucestershire at both CGH and GRH in October
(13.5 hours lost at CGH, 66.75 hours lost at GRH),
and total handover delay number has increased in
October by 44 incidences across both sites.
Despite this, GHFT remains one of the best
performing trusts regarding handover delays when
benchmarked against other acute providers
regionally and nationally.
October locality performance data will be available
w/c 29th October.
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3.2 Unscheduled Care – Category 1 Ambulance

Amber

Ambulance Response Programme
A joint plan jointly owned by South West commissioners and SWAST aims to deliver improved performance through
demand management and service efficiency, including:
• Increased clinical validation of CAT3 and CAT4 calls to 80%.
• Falls prevention programme and falls response model.
• Provision of advice and guidance service via Cinapsis.
• Review of Directory of Services (DoS).
• Reduction in handover delays - including a commitment to a reduction in current handover delays of 50%, and
zero tolerance of delays over 30 minutes.
Updates to actions:
• Small financial contribution is anticipated to support improvement in clinical validation rates and identification of
the most suitable and effective pathways to focus on.
• iBCF funding is being used for additional capacity in Rapid Response (RR) to train care homes in direct referral
to RR. This will reduce the use of ambulance services and conveyance level to the acute trust. Training is
planned to continue through the winter.
• Further development of falls deployment model is underway looking at opportunities to work with volunteers and
housing associations to support non injury fallers.
• Cinpasis advice and guidance pilot for SWAST planned for January 2019.
• New vehicles to SWAST in Gloucestershire will be 33 new capacity, 30 replacement vehicles to replace aging
fleet. New vehicles will be deployed from February and commissioners have agreed recurrent funding to support
staffing.
• Handover delays are within target at CGH, but continue to be above target for GRH (GRH has missed the target
since July 2018). A meeting is planned between the CCG, GHFT and SWAST to develop a local plan to manage
handover delays.
• 111 Cat 2 call validation (only ever have validated 3 and 4 before) – ambulance response expected to drop
significantly.
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3.21 Unscheduled Care – Delayed Transfers of Care

Amber

Top Line Messages:
The GHFT DToC rate is above the 3.5% target at
3.88% for September, a slight decrease on
performance from August’s position of 3.73%.
This brings GHFT's YTD position to 3.23%.
GCS’s DToC rate for September remained below
target at 2.3%, their YTD position is 1.7%.

2Gether Trust’s DToC rate has risen above the
3.5% threshold in Gloucestershire, with
performance for September at a rate of 3.9%,
and a YTD position of 2.3%. Concerns have
been raised regarding detained patient delays
(not included in 2G performance) – particularly at
Charlton Lane.
Brokerage continue to work with the provider
market to rapidly source appropriate placements
however there is limited availability of complex
beds (e.g. specialist dementia and bariatric)
within the system contributing to pressure on the
performance of the DToC rate. Actions to improve
the DToC performance remain in place –
including daily review of all patients medically
stable post 21 days, pathway reviews, additional
funding for brokerage and Adult Social Care and
Social Care winter resource (e.g. complex patient
beds).
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3.3 System Overview - Planned Care:
Referral Trends

Amber
Diagnostics

Due to the ongoing issues in relation the electronic Patient Administration System, RTT performance is not
currently being reported nationally. GHFT expect to begin reporting nationally on RTT from February 2019.

NB – eRS only includes all referral activity from 4th June 2018 (paper switch off date)
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3.4 Planned Care – Diagnostics >6 weeks

Amber

Top Line Messages:
CGG Diagnostic performance just missed the 1%
target in September at 1.01%, GHFT achieved the
>1% target in full in September, with just 0.6%
patients waiting more than 6 weeks for a diagnostic
test.
Overall diagnostic performance in September has
improved from the August position (of the CCG at
1.9%, and GHFT at 1.3%).
There were 80 over 6 week breaches in September
2018 of which 39 were at GHFT.
At GHFT the majority of breaches were in
Colonoscopy. This is likely due to the impact of the
Straight To Test (STT) pathway implementation for
suspected Lower GI cancers. Additional capacity is
planned in these areas to mitigate the impact of STT
(e.g. Glanso clinics), and locum specialists are now
in place. Performance is expected to recover by
October at the latest.

There has been a significant improvement in
performance of Out Of County (OOC) imaging
services with GWH and UHB both recovering their
CT and MRI performance.
.
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3.5 System Overview Cancer: YTD September 2018
2WW (GP Ref’d)

Amber

2WW (Breast)
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3.5 System Overview Cancer: YTD September 2018

Green

31 day

31 day subsequent treatm’t: Surgery

31 day subsequent treatm’t: Drugs

31 day subsequent treatm’t: Radiotherapy
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3.5 System Overview Cancer: YTD September 2018
62 day: GP referral

Red

62 day: Screening

62 day: Consultant Upgrade
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3.6 Cancer – 2 week waits

Red
Top Line Messages:
2ww breach performance has dipped slightly to
83.1% (GCCG) and 82.8% (GHFT) in
September due, in particular, to suspected
Lower GI, and skin breaches (accounting for
87% of all 2ww breaches). Lower GI breaches
are a result of colonoscopy capacity now that
straight to test is fully operational.

Dermatology has experienced a rise in referrals
(36% YTD), which has contributed to a
deterioration in performance. A long term
project with the CCG has been launched to
enhance diagnostic capability in primary care
linked with new technological solutions and
advice and guidance ahead of spring/summer
next year as this demand is likely seasonal.
Looking ahead the forecast performance
against the 2ww standard is expected to
improve in October, as operational actions
begin to have an effect on the specialties under
pressure, and as the backlog of colonoscopy
cases reduces.
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3.7 Cancer – 62 days

Red
Top Line Messages:
September’s 62 day performance has
decreased from August’s with 69% at
GHNHSFT and 70.1% across GCCG. 62 day
performance is expected to be below target until
the Urology backlog is cleared. 2 additional
urology consultants have been appointed to
assist recovery of this specialty.

As agreed with NHSE and NHSI, performance
excluding urology (to better reflect the overall
position
of
GHFT
cancer
services,
acknowledging the long standing issues with
urology workforce) can be reported, leading to
an adjusted figure of 82.3% for GHFT patients
and 83.2% for GCCG patients. There were
small numbers of breaches in smaller cancer
specialties (e.g. Head and Neck and Sarcoma)
which combined to affect overall performance.
104 day breaches:
In September 2018 GCCG reported 16 104 day
breaches in total, with all patients first seen at
GHNHSFT (1 patient treated at University
Hospitals Birmingham). 10 of these patients
were Urology patients, 2 Lower GI patients, 1
Sarcoma patient, 1 Haematological patient and
2 “other” specialty patients.
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3.7 Cancer – Programme Actions

Red

2 week waits
• 2ww improvement plan in place and being regularly reviewed – particular focus on variability between referrals,
linking to cancer campaigns and staging of cancer at diagnosis.
• Locum gastroenterologist and additional Glanso clinics supporting lower GI performance.
• Peer support and learning from other areas/ trusts is in development.
• Funding to outsource pathology cases in order to reduce backlog has been completed.
• New endoscopic ultrasound procurement planned for Upper GI.
62 days
A number of actions have been implemented to support 62 day performance including:
• All patients are reviewed weekly from Day 26 in larger specialties and Day 15 in smaller specialties (extended from
28 days across board).
• Longest waiting patients in Urology now being treated by Urology locum and new additional Urology consultant.
• Shadow monitoring actions underway to support reporting of new 2020 cancer targets.
• Consultant lead meeting held in October between Gloucestershire and Hereford to discuss Urology pathway and
late referrals to improve inter hospital processes.
• SWAG funding (£277k) to increase capacity across the whole Urology pathway now confirmed to support additional
diagnostic and treatment capacity.
Additional actions are planned:
• Purchase of a new ultrasound machine (for Urology) - planned November 2018.
• Review of full Urology patient list by GM/AGM and Cancer Services manager planned for November 2018.
• MDT coordinators to be sited in one office (NHSI recommendation) has been agreed and scheduled for April 2019.
• NHS Elect workshop to be scheduled in this year to focus on tertiary referrals.
• NHS Elect deep dive session to be scheduled in this year to focus on one specialty.
• Additional funding from SWAG to be used to clear X-ray backlog in Lung pathway (proposed).
• New Endobronchial Ultrasound procurement is ongoing.
• Medical director network conversation regarding robotic surgical capacity underway.
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3.8 System Overview: Mental Health - IAPT

Green

Access

Recovery

Referral to Treatment - 6 wks

Referral to Treatment - 18 wks
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3.8 Mental Health - IAPT

Green
Top Line Messages:
Access:
Performance for September was 1.45%
which is marginally below the 1.46%
target for the month.
However,
cumulative access for 2018/19 stands
at 8.21%, exceeding the 8.17% needed
to meet the cumulative target to date
this year.
Recovery:
September performance against the
IAPT recovery target continues to be
above target at 51%; the target has
been met in each month of the YTD.
Referral To Treatment performance
remains consistently high, with 99% of
patients seen within 6 weeks in
September 2018.
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3.8 System Overview: Mental Health – Children & Young People

Amber

Children and Young People's Mental Health (CYPS)
2018/19
Children and young people who enter a
treatment programme to have a care
coordinator - (Level 3 Services) Target :
98%
95% accepted referrals receiving initial
appointment within 4 weeks (excludes
YOS, substance misuse, inpatient and
crisis/home treatment and complex
engagement) (CYPS) - Target 95%
Level 2 and 3 – Referral to treatment
within 8 weeks , excludes LD, YOS,
inpatient and crisis/home treatment)
(CYPS) - Target 80%
Level 2 and 3 – Referral to treatment
within 10 weeks (excludes LD, YOS,
inpatient and crisis/home treatment)
(CYPS) - Target 95%

April

May

June/Q1

July

August

September
/Q2

99%

98%

99%

98%

98%

98%

96%

95%

39%

43%

45%

57%

October November

December
/Q3

January

February March/Q4

CYPS services continue to perform well around care coordination for children and young people, and for initial timely
access to services. The referral to treatment time for Level 2 and 3 interventions for children and young people
remains below target, and has dropped significantly from 2017/18’s position of 78% receiving treatment within 8
weeks, and 86% within 10 weeks). Work is ongoing to identify capacity and demand issues and produce a trajectory
to assist with future planning.
The CCG has been successful in a national trailblazer pilot to reduce waiting times to support the service and is now
scoping implementation and evaluation of this developmental work, implementation is planned for 2019/20. Funding
awarded was £497k, and Gloucestershire was the only successful bidder from the South West region.
A South West regional focus on quality for CYPS services has been announced, and 2G and the CCG will be
supporting the development of a specific dashboard (including outcome metrics) to monitor these services.
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3.9 Continuing Health Care – Location of assessment

Green

Top Line Messages:
NHS Continuing Healthcare (CHC) has national
targets to ensure that the majority of referrals
take place promptly and in an appropriate
setting.
The 28 day referral time starts from the date the
CCG receives any type of recorded decision
that full consideration for NHS CHC is required
i.e. a positive checklist or other notification of
potential eligibility and ends at the point the
CCG makes the decision. The location of
assessment considers whether the assessment
was carried out in an acute setting - which may
not be appropriate due to a lack of clarity over a
person's long term needs.
The Discharge to Assess pathway commenced
on the
9th May 2016 and now only in
exceptional circumstances does a CHC
checklist and full assessment take place in an
acute hospital setting within Gloucestershire as
shown by the consistent performance YTD in
2018/19.
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3.9 Continuing Health Care
CHC Assessments completed in 28 days (slide 1 of 2)

Red

Top Line Messages:
Current performance is below the 80%
target at for assessments to be carried out
in 28 days (24% of assessments were
carried out in this timeframe in October
2018).
National comparison data is collected
quarterly – GCCG performance in Q1 was
35% and
Q2 was 34% (assessments completed
within 28 days). This shows an improved
and more consistent performance to
2017/18.
Q2 performance data against the 28 day
target for all England (67%) and South
West region (50%) are shown for
comparison.
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3.9 Continuing Health Care

Red

CHC Assessments completed in 28 days (slide 2 of 3)
Progress against the action plan to date:
•
The CHC Clinical Manager is monitoring delays weekly, identifying internal and external reasons for delays and
ensuring unblocking actions are progressed.
•
Local Authority (LA) breakdown of CHC cases provided weekly locality leads to allow Social Care to work
proactively in supporting the CHC assessment process.
•
Overall numbers of cases delayed reducing (week by week monitoring).
•
Positive checklists are now screened to ensure concerns are raised early with referrers.
•
The CHC Clinical Manager and Lead Commissioner visited Bristol CCG on 1st October to learn from how they
have made improvements and are meeting the 28 day target.
LD assessments and reviews:
•
Recruitment of 3 additional LD nurses has commenced to support assessment: 2 fixed term, 1 substantive post.
To date recruitment has been unsuccessful but continues to be pursued. Two agency LD nurse assessor are
currently supporting work as an interim measure.
•
There were 28 outstanding LD reviews (cases which had not been reviewed for more than 6 years). This has
now been reduced to 16, however due to staff sickness the trajectory has been revised to complete these
reviews by the end of Q3 2018/19.
•
There were 104 LD assessments waiting more than 12 weeks for initial assessment. 49 of these assessments
have now been completed, and there is a trajectory in place to have completed all assessments by the end of
December.
Upcoming actions include:
•
LA Hospital D2A team and the LA CHC team will expand and merge under the Advanced Practitioner and
create an 8 person assessment team that will manage and respond to Self-funding CHC assessment requests
and will support locality CHC referrals.
•
Joint training continues to be carried out with the LA and a greater emphasis will be placed on the 28 day time
frame.
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3.10 Gloucestershire Care Services Performance
Positive Trends in October
Delayed Transfers of Care – Community hospital DTOC rate remains below the national target of 3.5% at 1.3%.
MIIU – performance continues to be above the national target of 95% patients seen and discharged within 4 hours
at 98.9%. The YTD average is 99.2%.
SPCA – The answering of priority 1 & 2 within 60 seconds has hit the 95% target with a performance of 98.8%.
This is a considerable increase from the 17/18 YTD performance of 90.4%.
Early Supported Discharge – The data quality issue around recording time from referral to assessment in ESD
has been resolved leading to the service evidencing their good performance around timely assessment with 100%
compliance in October:
2017/18
Outturn

Apr

May

Jun

Jul

Aug

Sep

Oct

Target

95%

95%

95%

95%

95%

95%

95%

95%

Actual

88.6%

65.2%

72.7%

44.4%

65.0%

66.6%

76.5%

100.0%

Target

95%

95%

95%

95%

95%

95%

95%

95%

Actual

98.9%

100.0%

96.2%

100.0%

96.3%

95.0%

92.0%

95.0%

ESD Performance targets
Proportion of new patients assessed within 2 days of
notification
Proportion of patients discharged within 6 weeks
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3.10 Gloucestershire Care Services Performance
Referral To Treatment in community services (October key issues)
•

Speech and Language Therapy (SALT) and Occupational Therapy (OT) continue to be well below the performance
threshold for referral to treatment waits; the OT service is currently being developed to address staffing and
capacity issues. SALT provision is across the acute and community – GCS are working with GHFT to better
understand the balance of work and associated resourcing required. GHFT has recently recruited additional SALT
staff into the stroke team which will reduce pressure on the generic SALT service. MSK Physiotherapy and ICT
Physiotherapy are also performing below target; commissioners are working closely with GCS to improve these
services, including via Clinical Programme Groups, performance and information groups and contractual levers.

2017/18
Outturn

Apr

May

Jun

Jul

Aug

Sep

Oct

Target

95%

95%

95%

95%

95%

95%

95%

95%

Actual

84.4%

60.7%

59.5%

57.1%

59.8%

46.8%

50.8%

41.7%

Target

95%

95%

95%

95%

95%

95%

95%

95%

Actual

82.7%

77.4%

70.1%

76.8%

73.1%

69.3%

63.2%

69.6%

Target

95%

95%

95%

95%

95%

95%

95%

95%

Actual

90.7%

91.4%

90.6%

85.7%

90.1%

89.5%

89.0%

93.1%

Target

95%

95%

95%

95%

95%

95%

95%

95%

Actual

85.4%

84.3%

84.5%

81.1%

79.6%

86.6%

80.3%

81.8%

Target

95%

95%

95%

95%

95%

95%

95%

95%

Actual

96.2%

94.5%

85.5%

97.6%

87.8%

90.7%

90.3%

97.6%

Service
Speech and Language Therapy (GCS activity) - % treated
within 8 Weeks
Occupational Therapy Services - % treated within 8 Weeks

MSK Physiotherapy - % treated within 8 Weeks

ICT Physiotherapy - % treated within 8 Weeks

Diabetes Nursing - % treated within 8 Weeks

•

Diabetes Nursing performance has improved in October, with 97.6% patients seen within 8 weeks of referral.
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3.12 Performance – Regional Comparison November 2018
95.00%

4 Hour A&E (HIGH = GOOD)

14.00%
12.00%
10.00%
8.00%
6.00%
4.00%
2.00%
0.00%

90.00%
85.00%

80.00%
75.00%
70.00%

100.00%
95.00%
90.00%
85.00%
80.00%
75.00%
70.00%
65.00%

Cancer 2 week wait (HIGH = GOOD)

90.00%

Diagnostics % (LOW = GOOD)

Cancer 62 day GP Ref (HIGH = GOOD)

85.00%

80.00%
75.00%

70.00%
65.00%

60.00%

60.00%

IAPT Recovery (August-18) (HIGH = GOOD)

50.00%

40.00%
30.00%
20.00%
10.00%

0.00%
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3.11 Performance – Patient Experience
July

Amber

August
Provider
National
19.36%
12.90%
82.01%
88.00%
10.62%
7.00%

September
Provider
National
12.11%
12.20%
85.94%
86.00%
5.56%
8.00%

Provider
GHFT
A&E

%
response rate
recommend
not

Provider
18.86%
83.58%
10.47%

National
12.80%
87.00%
8.00%

GHFT
Inpatients

response rate
recommend
not

27.40%
91.48%
3.62%

25.30%
96.00%
2.00%

25.76%
90.72%
4.27%

25.00%
96.00%
2.00%

23.87%
91.85%
3.08%

24.70%
96.00%
2.00%

GCS

response rate
recommend
not

91.66%
3.36%

95.00%
2.00%

92.41%
2.85%

95.00%
2.00%

91.67%
2.71%

96.00%
2.00%

response rate
recommend
not

78.63%
12.05%

89.00%
4.00%

79.83%
8.84%

90.00%
4.00%

77.47%
8.87%

90.00%
3.00%

2G

FFT Top Line Messages
GHNHSFT has continued to report strong Friends and Family Test (FFT) response rates which are in excess of national averages for
both Inpatients and A&E. Unfortunately % recommend rates for Inpatients remain several % points below the national average. The A&E
% recommend rate has risen to around the national average for September, and patients not recommending the department have
dropped to below the national average.
GCSNHST Response rates are not recorded for community providers. There has been a 1% improvement in the patients who have said
they would NOT recommend the service in July 2018.
2GNHSFT Response rates are not recorded for mental health/ LD providers. The % recommend rate has been below the national
average for the three months reported above.

National Review of FFT
Several sites are currently testing questions which could replace the existing mandatory FFT question. Ipsos MORI will be carrying out
research during the autumn, which will include cognitive testing with staff and patients around potential new questions.
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4.0 Leadership

(slide 1 of 3)

Green

Indicator

Component
Measure

Narrative

Staff and
member
practice
engagement

OD Plan
Staff Survey
Turnover
Vacancies
Sickness
PDP/Training

• Turnover Rate: The HR data report highlighted that turnover for September
decreased slightly to 12%. Turnover has been constant throughout the last 12
months, other than a slight increase to 15% in April. There were 4 leavers
recorded in September
• Staff in Post and Starters and Leavers: Staffing levels have increased to 284
FTE for September equating to a total headcount of 356. This report confirms 11
new starters and 4 leavers for September 2018. Over the last 12 months there
have been 41 leavers and 75 starters (headcount).
• Leavers by reason:. The report identifies 41 leavers over the 12 month period,
the main reason for leaving (13) continues to be due to promotional opportunities
within the NHS.
• Sickness Absence Rate: The data is indicating that both long term and short
term absence have increased in September. Long term absence has increased
from 0.95% to 1.83%, 4 staff members were off on long term sick in September.
Short term absence has decreased from 1.73% to1.25%. The report confirms
overall absence for September 2018 has increased from 2.68% in August to
3.08% in September.
• Sickness by Reason: For September 2018 the main reason for absence
continues to be anxiety/stress/depression at 37% of the overall absence relating
to 1 member of staff.

4.0 Leadership (slide 2 of 3)

Green

Indicator

Summary and headline evidence/ examples

1. Probity and
Governance

The CCG has put in place strong clinical and non clinical leadership across all areas of the ICS, recent developments include investment in
GP Provider leads to support local delivery and GP cluster working (16 clusters now in operation). ICS governance structures include CCG
staff in senior leadership roles in all areas of the programme alongside provider leadership roles ICS work programmes progressing with
outcomes being seen in a number of areas, including cancer, MSK and eye health and also across health and wellbeing projects such as
the daily mile and the community wellbeing service. HR and OD plan aligns to that of the ICS and is overseen by the HR/OD group who
meet quarterly. There is a refreshed workforce and OD strategy, setting out establishment of the Gloucestershire Local Workforce Action
Board (GWAB) to oversee the enabling workstream for the STP. Further modelling is being undertaken on the current workforce and future
changes and challenges, stage two of the workforce capacity plan has commenced. Glos STP/ ICS has been approved as an Integrated
Care System.

2. Staff Engagement

The CCG effectively engages with staff members with a Joint Staff Consultative Committee and an annual staff survey. The 2017 survey
demonstrated that staff feel engaged in the work of the organisation with 79% recommending it as a place to work. A robust action plan has
been produced and the 2018 survey is currently being developed to assess the improvements made since then. The 2018 survey was sent
out to staff in May and closed in July 2018 with 75% of staff completing the survey. In addition, staff engagement is aligned to the STP
through the Social Partnership Forum and the Associate Director of Corporate Governance leads on HR and OD internally, and attends
associated STP working groups to represent the CCG. Plans are linked to the overall STP workforce development. The 2018 Staff Survey
has concluded with a 75% response rate; the findings are currently being evaluated and a report will be produced shortly.

3. Workforce Race
Equality

WRES data forms part of the CCG’s annual Equality and Engagement report, reported to the IGQC. The 2017 annual report ‘An Open
Culture’ was approved by the Governing Body in March and published. The CCG Governing Body has also signed up to the Insight
Programme: the CCG has been allocated an insight NED/ Lay Member who is from a BME community and has been assigned a Lay
Member ‘buddy’ .

4. Effective Working
Relationships

Due to consistent ratings as a top performing CCG in relation to effective working relationships, Ipsos MORI has invited the CCG to speak
to them about its approach to working relationships as part of the national stakeholder survey report. The 2017/18 360 survey results show
that 99% of respondents responded positively when asked to rate the effectiveness of their working relationship with the CCG, an increase
from 92% in 2017. 100% of GP Member Practices feel that the CCG has an effective relationship with them, demonstrating the value of the
primary care team. This is further supported by extremely positive verbatim comments as part of the survey.

5. Compliance with
statutory guidance
on patient and
public participation

The CCG is committed to embedding involvement in all areas of its commissioning activity and is able to provide clear evidence of progress
against the 10 key actions including through the annual report, feedback website pages, communication engagement strategies and plans,
consultation report, AGM and equality impact assessments. STP engagement, first stage complete, Forest of Dean consultation completed
and preparation underway for One Place Business case consultation, patient participation in urgent care pathway design workshops this
spring secured.
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4.0 Leadership (slide 3 of 3)

Green

Indicator:

Summary and headline evidence/ examples

6.1 Leadership

ICS five year plan, developed from the FYFV signed off by all partners. CCG operational & financial plans developed from the STP
plan, start point April 2017. ICS work programme developing using the agreed governance structure. The CCG has 76 practices
grouped into 7 localities with a strong relationship between the locality and the CCG through Locality Executive Groups & Integrated
Locality Boards and the Primary Care team. Specific examples of good practice include several primary care events Commissioning
event, Locum event, Productive Time etc and an annual rolling programme of GP Practice visits and varied communication methods
such as What’s New This Week and G Care. CCG OD plan focus on staff development and includes strong emphasis on formal
appraisal including PDPs. There is co-ordinated staff training including financial training at all levels including Governing Body and
all budget holders. In February this year the CCG along with its partners submitted its application to become an Integrated Care
System and was informed in May this year that it had been successful. This allow s ICS partners to access a developmental
programme and support. ICS partners will be working with the Kings Fund on an OD programme.

6.2 Quality of
Leadership

There is a clear governance structure in place which enables a focus on quality, performance delivery including contracts and
finance within the IGQC, Audit & Risk Committee, Governing Body business meetings and the formal bi monthly Governing Body.
Information is reported to each committee with a focus on key area of risk as well as the overall performance position. The
Governing Body is well sighted on financial and performance issues with regular informal and formal reporting. Meetings are well
documented to evidence the level of discussion and challenge. Governing Body members expertise range from governance, clinical,
financial, commercial and patient experience enabling a strong challenge.

6.3 Leadership
Governance

The Governing Body has a clear constitution, policies, set roles and responsibilities which enable them to effectively challenge. A
recent review has been undertaken of the risk management process with a dedicated Risk Management workshop organised for
Governing Body members and senior managers, which focused on risk appetite. Further changes have been implemented with the
Audit & Risk Committee taking responsibility for assuring the GB on risk management. Each committee carries out a self
assessment annually to inform future development.. The CCG has a robust corporate governance framework including policies,
committee structure and monthly reporting to the GB on financial & performance risk including those within providers and contracts.
External expert advice is taken where required e.g. legal advice on a judicial review. Clean external audit reports since inception.
Internal audit annually cover transactional areas as well as developmental areas and are reported to Audit & Risk Committee,
clinical audits and internal audits focusing on clinical areas are reported to IGQC..

6.4
Transformational
Leadership

The ICS has a clear governance structure supported by a MOU which has been agreed by all partners this has been updated and
will be submitted to boards / governing bodies in the new year. The Governing Body receives bi-monthly ICS reports which
provide updates on key achievements, performance and areas of focus. Providers also report on STP/ ICS achievements to their
respective boards. For example, partners are involved in progressing the One Place programme to develop the urgent care system
to improve the patient experience. A dedicated team has been put in place to drive this project..
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4.13 Performance – Quality Premium Overview (1 of 3)
2018/19 Quality Premium Calculator

£3,149,920 (Based on projected population 629,984)
Emergency Demand Management Indicators

Quality Indicators
National Measure 1: Early Cancer Diagnosis

Type 1 A&E attendances
National Measure 2: GP Access & Experience
National Measure 3: Continuing Healthcare
Non Elective Admissions with zero length of stay
National Measure 4: Mental Health
National Measure 5: Bloodstream Infections
Non Elective Admissions with length of stay 1 day or more
Local Measure: Direct to Stroke within 4 hours

75.5% - £2,378,190

24.5% - £771,730

RTT - Incomplete pathways

62 day cancer

50% - £385,865

50% - £385,865

NB: Delivery of the constitutional RTT standard and the 62 cancer treatment target is required to
gain the quality indicator premium.

4.13 Performance – Quality Premium Overview (2 of 3)
2018/19 Quality Premium Calculator

£2,378,190
Emergency Demand Management Indicators
Type 1 A&E attendances

Non Elective Admissions with zero length
of stay

Actual number of non-elective admissions with LOS =0 to
Actual number of Type 1 A&E attendances to be no greater be no greater than the planned number of non-elective
than the planned number of Type 1 A&E attendances.
admissions with LOS =0.

50% - £1,189,095

Non Elective Admissions with length of
stay 1 day or more

Actual number of non-elective admissions with LOS of 1 day
or more to be no greater than the planned number of nonelective admissions with LOS of 1 day or more.

50% - £1,189,095

4.13 Performance – Quality Premium Overview
2018/19 Quality Premium Calculator

£771,730
Quality Indicators
National Measure 2: GP Access &
Experience

National Measure 1: Early Cancer Diagnosis

Cases of cancer diagnosed at stage 1 or 2 as a % of all new Overall experience of making a GP appointment assessed
cases of cancer
through Question 18 of the GP Patient Survey

National Measure 3: Continuing Healthcare

1. CCGs must ensure that more than 80% of all full NHS
CHC assessments are completed within 28 days.
2. CCGs must ensure that less than 15% of all full NHS
CHC assessments take place in an acute hospital setting.

17% - £131,194

17% - £131,194

17% - £131,194

National Measure 4: Mental Health

National Measure 5: Bloodstream Infections

Local Measure: The percentage of applicable patients
who go direct to a stroke unit within 4 hours

Part a) reducing gram negative blood stream infections
(BSI) across the whole health economy
Part b) reduction of inappropriate antibiotic prescribing for
urinary tract infections (UTI) in primary care
Part c) sustained reduction of inappropriate antibiotic
prescribing in primary care

The CCG will look to improve performance from the latest
published figure year end 16/17 of 39.3% to 70% for 18/19
This will improve the outcomes for approx 100 patients.

Option a) A reduction in Out of Area Placements (OAPs)
Option b) Addressing inequitable rates of Older People
and people from Black and Minority Ethnic (BAME)
communities accessing the Improving Access to
psychological Therapies (IAPT) services
Option c) Inequitable rates of access to Children and
Young People’s Mental Health services based on
geography

17% - £131,194

17% - £131,194

15% - £115,760

RTT - Incomplete pathways

62 day cancer

50% - £385,865

50% - £385,865

40

Green

5.0 Sustainability - Month 07
Income and
Expenditure

YTD
surplus

In Year

Cumulative

Savings
Programme

FOV Running
costs

£0k

(£362k)

(£234k)

(£12,521k)

(£21,465k)

(£362k)

(£234k)

£9,923k

TBC%
Other
Metrics

YTD Running
costs

£0k

YTD
Savings
BPPC

FOV
surplus

BPPC
98.46%

% YTD
Savings
Cash
94.51%
drawdown

100%

Cash
drawdown
59.0%

FOT
Savings
FOT capital
£17,479k

% FOT
Savings
93.96%

£190k
FOT
Capital
£70k
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5.0 Sustainability – Executive Summary
Position

YT

FOV surplus
FOV surplus

YTD Running costs
YTD Running costs

FOV Running costs
OV Running costs

Combined STP
Combined STP

•

Gloucestershire CCG is forecasting to achieve it’s planned in year position of breakeven with a cumulative
surplus of £21,465k.

•

The CCG is experiencing material overspends in continuing healthcare including learning difficulties and
elective activity within its main acute trust contract, other acute and AQP providers.

•

A prescribing forecast underspend of £3.0m is included within the current month’s report. Work is ongoing
to assess the implications of NCSO, national Category M price increases and recent changes to over the
counter prescribing medicines.
£9,510k
£25,154k
All recurrent and non-recurrent
reserves
have now been utilised to cover recognised pressures and risks,

•

hence additional mitigations will need to be identified to offset further pressures . This will mean that any
additional material crystallisation of risk could result in the CCG not achieving its planned surplus target for
Cash are taken. A number of the in-year mitigations are non recurrent in
the year if no further
FOTcapital
Capital
BPPC mitigating actions
FOT
drawdown
nature, this means that additional savings will be needed in 2019/20 to cover this pressure.
•

Funds allocated to the CCG to cover the costs of the 2018/19 pay award indicate a significant shortfall, in
particular, primary care contractors paid under delegated primary care co-commissioning. Discussions are
ongoing with NHSE on this issue.
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5.1 Sustainability – Resource Limit
The CCG’s confirmed allocation as at 31st October 2018 is £888.2m.
The following IAT (Inter Authority Transfers) have been actioned in October; these were all non-recurrent in
nature.

£’000

Description
YTD QIPP

FOT QIPP

2,036 Gloucestershire Integrated Care System (ICS)
£25,154k
15 National£9,510k
Diabetes Prevention
Programme
70 Communications funding to support ICS
(17) Excess treatment programme
Cash
BPPC

drawdown

FOTcapital
Capital
FOT

75 Demonstrator Funding for Integrated Personal Commissioning (IPC)
19 Retained Doctor Scheme

2,198 Total change in month
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5.2 Sustainability – Acute Contracts (1 of 3)
Acute NHS Contracts
Key
 Indicates a favourable movement in the month


Trend

Year end
Forecast
£’000

Indicates an adverse movement in the month

Gloucestershire Hospitals NHS Trust (GHNHSFT)
After 5 months of data, elective Payment by Results (PbR) activity, which is the only area of the
contract not subject to block arrangements, continues to show a cost pressure predominantly within
trauma & orthopaedics (T&O), this is marginally offset by gastroenterology and cardiology. The
overperformance is driven primarily by increases in costs rather than activity. The full extent of this
pressure is under review and the forecast may be impacted by remaining capacity during the rest of
the year.



1,000

Within the block contract emergency activity continues to over-perform, however, within this
pathways for urgent care have changed and the Trust and CCG are discussing definitions for
assessment and admissions; once this is agreed the activity will be amended to reflect the revised
definition. Within the contract, outpatient activity is under performing.
Financial risk for 2018/19 is mitigated by the block contract agreement however going forward this
activity will need to form part of contract discussions for 2019/20.
South Warwickshire NHS Foundation Trust
The current position has shown an adverse movement this month with overspends in activity within:
• Non–elective activity for cardiology, care of the elderly, general medicine and orthopaedic
activity including major hip replacement and complex hip and knee joints and geriatric medicine
• Day case activity for cardiology and general surgery



205.0

44

5.2 Sustainability – Acute Contracts (2 of 3)
Acute NHS Contracts
University Hospital Bristol NHSFT
Performance has an adverse movement from last month however overspends continue within:
• Non Elective activity in cardiology
• High cost drugs and devices are overspending, these include parenteral nutrition, somatropin and
adalimumab
• This is marginally offset by underspends within paediatric day cases
North Bristol NHSFT
Contract monitoring shows overspends in:
• Non-PbR activity for critical care
• Non elective activity in T&O, general surgery, A&E & obstetrics
There remains ongoing issues with data quality and a challenges have been raised with the provider.
University Hospitals Birmingham NHS Foundation Trust
The contract is overspending within a number of areas including:
• Elective pancreatic surgery
• Non Elective activity and critical care activity
Oxford University Hospitals NHS Foundation Trust
Elective activity underspends have remained constant within the following specialties:
• Gynaecology, spinal surgery, plastic surgery & T&O.

Trend





Year end
Forecast
£’000

550.0

60.0



170.0



(350.0)
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5.2 Sustainability – Acute Contracts (3 of 3)
Acute NHS Contracts
Ramsay Healthcare UK (Horton)
Performance in elective T&O activity continues to overperform with a marginal adverse movement
from last month.
Any Qualified Provider Contracts
Newmedica – The position against the contract has worsened again from the previous month, now
totalling £1.2m over plan. Activity relates to ophthalmology ; predominantly cataract procedures.
Waiting times for this provider are lower than alternatives; patients are thereby opting for this
provider. A patient audit is being planned shortly and referral data is being assessed to more
accurately predict future forecasts.
GP Care – Urology – The £60k overspend is maintained this month.
Care UK –elective activity over performance remained the same this month compared to last month,
with overspends in T&O, ophthalmology and general surgery and out patient activity within ear, nose
& throat (ENT) and general surgery specialties.
Oxford Fertility – £100k underspend; this has not changed from the previous month reported position.

Trend

Year end
Forecast
£’000



143.5



1,500.0
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5.3 Sustainability – Community
Community

YTD surplus

FOV surplus

YTD Running costs

FOV Running costs

Gloucestershire Care Services NHS Trust ; this contract is showing a forecast overspend of £45.5k
within the non contract element which predominantly relates to IV therapy activity, there are also
overspends against the contract line for Children in Care assessments (CIC) £29k.

Trend
Year end
Combined STP
Forecast
£’000


(3.8)

This is all offset by underspends in telehealth where uptake remains low.
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5.4 Sustainability – Prescribing
Primary Care YTD
Prescribing
surplus
FOV surplus

YTD Running costs

FOV Running costs

Trend
Year end
Combined STP
Forecast
£’000

The latest data from the NHS Business Services Authority (NHS BSA) is for August. The prescribing
costs when compared with the previous year, the cumulative position highlights a 4.7% reduction in
spend (3.8% reduction in the month).
The 2018/19 prescribing budget includes savings of £5m. As at August, Savings of £2.2m (44%) had
been achieved which is slightly more than plan (42%)
.
Other key drivers of the reduction include price changes relating to Cat M drugs. Cat M drug prices
have been issued to December 18, It is expected to increase from August and then drop again in
November as there is a gain a national clawback of deemed excess profits from pharmacies. There is
also lower level of NCSO price concessions compared to previous financial year, however the impact
of future Cost pressure is currently increasing (£190k pressure for October alone). NOAC’s continue
to be the biggest growth area with growth of £665k in the 1st five months of the year with spend
likely to be close to £7m for the financial year.



(3,000)

A forecast underspend of £3.0m is currently included within the CCG’s overall financial position.
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5.4 Sustainability – Prescribing
Growth in Prescribing Costs against Right Care Peers
YTD surplus
FOV surplus
YTD Running costs
FOV Running costs
(April to August 18 v April to August 17)

Gloucester CCG

England Average

Combined STP
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5.4 Sustainability – Prescribing
Growth in items prescribed against Right Care Peers
YTD surplus
FOV surplus
YTD Running costs
FOV Running costs
(April to August 18 v April to August 17)

Gloucester CCG

England Average

Combined STP
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5.4 Sustainability – Prescribing
Prescribing Cost per AstroPU against Right Care Peers
YTD surplus
FOV surplus
YTD Running costs
FOV Running costs
(April to August 18)

Gloucester CCG

England Average

Combined STP
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5.5 Sustainability – Mental Health
Mental Health

Trend

Year end
Forecast
£’000



553.9

Mental Health Services
This area includes placement costs associated with patients with a learning difficulty and is
characterised by low volumes of patients with each attracting a high cost and, therefore,
fluctuations from the average can be significant. The current budget is predicated on the current
number of patients in placements.
A number of patients will transition as part of the Transforming Care agenda and funding has also
been assumed, based on information from NHS England, to transfer in 2018/19 from specialist
commissioners which will contribute to, but not wholly fund, the increased costs of care. The full
impact of this potential cost pressure, although recognised as a risk, has not been included within
the reported position at this stage.
The position has marginally worsened from the previous month due to a change in the staffing
support needed.
Non Contract Activity has improved however there are still considerable costs from Avon &
Wiltshire Mental Health Trust, Worcester Healthcare and Birmingham & Solihull Mental Health
Foundation Trust . Contractual obligations are being reviewed to ensure compliance of the prenotification process and, in particular, an agreement is being reached with AWPT regarding the
CCG’s liability for future costs.
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5.6 Sustainability – Primary Care
Primary Care
Delegated Co-Commissioning
 The forecast is a breakeven position against a budget of £81.161m
 Reimbursements to practices for expenditure on maternity and sickness costs continue to show
a financial pressure, however, this is a very variable area of expenditure.
 The final 2018/19 General Practice pay award has now been nationally agreed and is above that
included within national planning guidance by 1% (£675k). The CCG are actively discussing the
funding of this increased award with NHSE as national planning guidance for 2018/19
recommended that no further award above 1% should be planned for in local budgets.

Other Primary Care
 Overspends are forecast within the following budget areas:
• Out of Hours contract – additional costs relating to enhanced rates being paid
• Home Oxygen – continues to increase in contractual activity with Air Liquide.
• Primary Care Investments – due to increased cluster costs


Trend

Year end
Forecast
£’000



0



57.6

The primary eye care contract continues to report an underspend as activity is not reaching
expected levels and is therefore mitigating some of the overspend.
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5.7 Sustainability – Continuing Health Care
Continuing Health Care (CHC)/Funded Nursing Care (FNC)
YTD surplus

FOV surplus

YTD Running costs

FOV Running costs

Trend

Year end

Combined STP
Forecast

£’000
This area includes amounts for domiciliary care, nursing home placements, those in receipt of
funded nursing care (FNC) and personal health budgets.
The Learning Disabilities (LD) CHC service was transitioned into the wider CHC service in this financial
year. As part of this process it revealed a number of LD cases (85) that were awaiting a full CHC
assessment. Work is ongoing to clear this backlog; this is near completion. Procedures going
forward have now been aligned to close gaps in process.

The forecast on the backlog cases is based on a conversion rate from referral to assessment and uses
an average cost per week based on current costs. For LD cases, the conversion rate needs ongoing
testing and currently the conversion rate continues to be higher than estimated therefore the
forecast has been revised to reflect this. Assessments continue to be monitored to test forecasted
spend and assumptions are updated accordingly.



4,024.4

Children's CHC is also reporting a pressure as a result of an additional two patients and the income
from 17/18 not being at the level expected .

54

5.8 Sustainability – Other
Other

YTD surplus

FOV surplus

YTD Running costs

FOV Running costs

•

Estates budgets are showing an underspend due to Property Services carrying out an annual
review of estimated costs invoiced in 17/18 versus actual expenditure incurred; this exercise has
resulted in credit notes being issued by NHSPS.

•

The non emergency patient transport contract is reporting an underspend due to penalties being
levied and non achievement of Commissioning for Quality and Innovation (CQUIN); both of these
issues are currently under review.

•

NHS 111 is also reporting an increased underspend when compared to the previous month
which is predicated on an activity based contract.

Trend
Year end
Combined STP
Forecast
£’000



(651.3)
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5.9 Sustainability - Savings Plan
• The 2018/19 savings plan totals £18.602m. Savings schemes developed, included
opportunities identified through benchmarking including national RightCare
comparisons.
• The savings plan for 2018/19 covers all the main STP delivery priorities. As at
month 7, slippage amounted to 6.0% (£1,223k) of the programme after
accounting for actions and mitigations.
• RightCare is an integral part of the savings programme for 2018/19 with a
minimum of 37.5% (£7.0m) of the programme aligned to RightCare. The feedback
received from the CCG’s RightCare Delivery Partner on our delivery plan
submission was very positive.

• The development of a savings plan for 2019/20 is being progressed following an
analysis of opportunity areas and the development of project briefs for schemes.
Submitted project briefs are currently being reviewed with updates to future
Priorities Committee and Governing Body.
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5.10 Sustainability - Savings forecast delivery

The main areas of slippage as at the end of M7 of 2018/19 after risk share and contract mitigations
were as follows :
•

IVF funded cycles (£387k); Back Pain Policy (£300k), Out of County Contracts (£350k); a number of
other savings schemes (£86k).
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5.11 Sustainability – Risks & Mitigations overview for year

Risks

Mitigations

• Transforming Care/LD placements and CHC pressures
• Growth & demand pressures in acute contracts/AQP providers
• True impact of transfers of activity from Specialised Commissioning
• Limited reserves to cover additional cost pressures in year
• Slippage in delivery of saving solutions
• Prescribing volatility
• 2018/19 pay award costs exceed those funded centrally

• Slippage on developments – non-recurrently retained centrally
• Identify new savings schemes
• Urgent care reset plan
• Apply minimal contingency
• No controllable expenditure to be committed if no identified
funding source
• Developments - release subject to business case sign off.
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5.12 Sustainability – Cash Drawdown

At the end of October £511.0m had been drawn down (59%) of the maximum cash drawdown
available of £865.5m.
The cash balance at 31st October 2018 was £1.7m.
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5.13 Sustainability – BPPC performance
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5.14 Sustainability – I&E Position for Month 07 - October
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If you require more information than the data provided in the Monthly
Performance Report or Accompanying Scorecard please contact:
Performance Department - GLCCG.GCCGperformance@nhs.net
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Quality Report
29 November 2018
1

Introduction
The Governing Body Quality Report is produced to provide assurance
of the quality monitoring and support work being undertaken by GCCG
with providers in county.
Formal assurance of the quality of NHS services is by way of the
Governance and Quality Committee, minutes of which are received by
the Governing Body. This report provides succinct detail on activity
undertaken and areas of strong performance or concern.

2

Summary Serious Incidents & Never Events

2.1

A ‘Serious Incident’ is defined by the National Patient Safety Agency
(NPSA) as an incident that occurred in relation to NHS-funded services
and care. These are often referred to as STEIS incidents after the
reporting system. The Strategic Executive Information System (STEIS)
allows us to break down the numbers being reported into categories/

2.2

Each reported incident is reviewed by the Quality Lead for that specific
provider. This allows for identification of any potential themes or trends
and can inform more in-depth discussions at the relevant Clinical
Quality Review Group (CQRG). Full details, split by category, are
provided to Quality and Governance Committee.

2.3

2.4

Gloucestershire
Hospitals NHF FT

Q2
17/18

Q3
17/18

Q4
17/18

Never Event
Serious Incidents

1
5
6

2
3
5

1
16
17

Gloucestershire
Care Service NHS
Trust
Never Event

Q2
17/18

Q3
17/18

Q4
17/18

0

1

0
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2017/18
(Full
Year)
7
34
41

Q1
Q2
2018/19 2018/19

2017/18
(Full
Year)
1

Q1
Q2
2018/19 2018/19

1
11
12

0

1
6
7

0

2.5

3

Serious Incidents

10
10

5
6

9
9

26
27

3
3

2

Q2
17/18

Q3
17/18

Q4
17/18

Q1
Q2
2018/19 2018/19

Never Event
Serious Incidents

0
7
7

0
10
10

0
6
6

2017/18
(Full
Year)
0
32
32

gether NHS FT

0
7
7

1
1

0
3
3

Patient Advice and Liaison Service (PALS) Activity

3.1

Type

Q1 17/18 Q2 17/18 Q3 17/18 Q4 17/18

Q1 18/19

Advice or
Information
Comment

48
1
(16 PC)
2
(1 PC)
4

45
(15PC)
2

58
(PC16)
7

63
( PC20)
0

111
(PC 27)
11

3

3

4

1

52
(17 PC)
11 (1
PC)
22 (7
PC)

47
(17PC)
10
(2 PC)
18
(3 PC)

41
(PC15)
5

2
(PC1)**
55
(PC 19)
2

97
(PC 23)

67 (PC 14)

21
(PC4)

9
(PC2)

22

2

2

1

0

1

0

14
(4 PC)
2

15
(1 PC)
0

8

68

29 (PC 5)

0

3

32
(PC 4)
0

155

140

144

202

280

175

Compliment
Concern
Complaint about
GCCG
Complaint about
provider
NHSE complaint
responses
copied to GCCG
PALS
Other
Clinical Variation
(Gluten Free)
Total contacts

3.2

Q2 18/19
(to date)
61 (PC 12)
4

3
2
8

2

Themes identified from PALS Contacts
During Q2 18/19 July/Aug PALS have received an increased number of
MP Enquiries, 18 in total. Compared with Q2 17/18 July/Aug where four
contacts were received.
Patients contacted PALS with concerns relating to waiting time for GP

1

GP medical service complaints in brackets smitten
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appointments. A number of patients raised concerns regarding
contacting the Aspen Centre in Gloucester, which had been
experiencing high volumes of calls and difficulty with
telecommunications. Patient concerns were recorded and details taken
passed on to the Aspen Centre Practice Manager, for a direct call back.
The CCG has been working with the Aspen Centre to put in place an
action plan to address the telecommunications problems. Since the
implementation of the action plan CCG PALS has received no further
contacts relating to this matter.

3.3

Provider complaints
 Arriva Non-Emergency Patient Transport Service (5)
 Winfield Hospital (2)
 Out of Hours (1)

3.4

Other concerns
Over the Counter medications: six Patients contacted PALS unhappy
with the decision regarding cessation of prescriptions for Over the
Counter medication, including E45 Cream, paracetamol, hay fever
medication, vitamin D/Iron, Adcal D3; and the increased costs for
individuals on low incomes.

3.5

Gender-reassignment G Care development
In response to a PALS enquiry, G Care has been updated to provide
easy access information to practices about the process to change
medical records to recognise gender reassignment and associated
patient name changes.

4

Infection Control
Data based on PHE provisional figures reported on 13/11/18,
including provisional data to the end of October 2018)

4.1

Methicillin-Resistant Staphylococcus Aureus (MRSA) Infections
NHS Improvement (NHSI) has set a countywide threshold target of six
MRSA Bacteremia infections for 2018/19. From 1 April 2018 to 31
October 2018 there have been 10 incidences, five cases have been
attributed to community acquisition and five cases have been attributed
to hospital acquisition. Five of these cases are linked to intravenous
drug misuse. A review and action group was recently held with
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countywide representation from health providers. Actions are now
being implemented in collaboration with Public Health England. The
initial focus is on promoting safer injecting practices through the
distribution of chlorhexidine swabs at Needle Exchanges.
4.2

Methicillin-sensitive Staphylococcus aureus (MSSA) Bacteraemia
Infections
During the period 1 April 2018 to 31 October 2018, 85 MSSA
Bacteraemia Infections cases were reported. 59 cases (69%) were
community acquired and 23 cases (31%) hospital acquired infections.
Currently there is no threshold target for MSSA.

4.3

Clostridium difficile Infections (CDI)
The threshold set by NHS Improvement (NHSI) for Gloucestershire
countywide is 156 cases of CDI in 2018/19. From 1 April 2018 to 31
October 2018 there were 126 CDI cases reported countywide. Of
these 37 cases (30%) were hospital acquired and 89 cases (70%)
community acquired.

4.3.1 Clostridium difficile cases 2017/18 and 2018/19 reported in
Gloucestershire

CDI
case
s

17/18

Q1

Q2

Q3

Q4

Total

Community
Hospital
Sub total

38
11
49

39
16
55

24
18
42

28
17
45

129
62
191

18/19

Q1

Q2

Q3

Q4

Total

Thresh
old
Target
157
( 34
cases
over
target)
Thresh
old
Target
Thresh
old
Target
156

Community
37
42
10
89*
Onset
CDI
Acute
16
17
4
37*
case Hospital
s
Onset
Sub total
53
59*
126*
* At the end of October 2018 – Figures as reported by PHE 13/11/18
In 2018/19 PHE report includes community hospital acquired cases in the
cases reported with a community onset.
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4.3.2 Actions to reduce CDI in Gloucestershire
A monthly Assurance Panel reviewing all the monthly CDI cases
reported as hospital acquisition has commenced, receiving outcomes
of action plans and lessons learnt from Post Infection Reviews (PIR).
Gloucestershire Hospitals NHS Foundation Trust commissioned an
expert led review of CDI. The review has been completed and
recommendations cover environmental cleanliness, optimising
diarrhoea management, hand hygiene compliance, antibiotic
prescribing, treatment of CDI and engaging medical staff in infection
control as well as Clostridium Difficile Post Infection Reviews Meetings.

4.4

Escherichia coli (E.coli) Infections
The Quality Premium for 17/19 (two years) includes a threshold target
of 257 incidences of E.coli Bloodstream infections for each year.
In 17/18, the threshold was exceeded by 19 cases.
To date in 18/19, the number of cases (175) is above the trajectory of
126.

4.4.1 Cases of E.coli bloodstream infections (BSI) reported in
Gloucestershire
17/18
E.COLI
BSI
18/19
E.COLI
BSI

Q1
67

Q2
62

Q3
83

Q4
64

Total
276

Threshold Target:
257

Q1
59

Q2
92*

Q3
24

Q4

Total
175*

Threshold Target:
257
Currently above
trajectory

*Provisi
onal
data as
reported
on
13/11/18

4.5

*October
2018

Klebsiella Pneumoniae and Aeruginosa Pseudomonas cases
reported in Gloucestershire
Since September 2017 it has been mandatory to report these
infections. There are currently no specified threshold targets from NHSI
or NHS England (NHSE).
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17/18
Q1
Q2
Q3
Q4
Klebsiella
21
24
17
20
spp.
P.Aeruginos
8
7
17
6
a
18/19
Q1
Q2
Q3
Q4
Klebsiella
22
28
7*
spp.
P.Aeruginos
7
14
3*
a
* To end of October– provisional data as reported by
13/11/18

5

Total
82
38
Total
57*
24*
PHE on

CQC
Gloucestershire Hospitals NHS FT

5.1

CQC
The Trust had an unannounced CQC inspection in early October. The
CQC team visited areas including Medicines, Surgery, Unscheduled
Care and Out-Patients department along with other areas in the Trust.
The Well Led visit took place on 13th- 15th November. There has been
no feedback to date from CQC.

5.1.1 CQC action plan
The Trust continue to work on their CQC responsive improvement
plan, there is a clear picture on issues that need to be improved. The
Trust are seeing an improvement in Mandatory training compliance
and Appraisal rates.
5.2

Gloucestershire Care Services

5.2.1 GCS CQC action plan (QIP)
The GCS CQC quality improvement plan is reviewed at the Clinical
Quality Review Group (CQRG). The plan is focussed upon 5 ‘Must
do’, 25 ‘Should do’ and 4 areas for improvement under Well-led. As of
October 2018 progress to date shows that;
 9 have been completed.
 30 are progressing and remain on track
 1 shows no movement and remains red rated- This is in
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relation to improving the waiting times for the re-checking of Xrays within the three to five day timeframe which is being
impacted upon by the current shortage of radiologists.

5.3

Care Homes
There is local multiagency approach for support and training for quality
improvements for Care Homes to meet CQC requirements.
The current CQC rates for local Care Homes are
5% Outstanding
80% Good
15% Requires Improvement
0 Inadequate
Where a home is rated as ‘Requires Improvement’ or ‘Inadequate’ the
Care Home Support Team assists with supporting delivery of the action
plan.

5.4

Primary Care CQC Inspections
All practices in Gloucestershire have received an overall rating of
‘Good’ except for one which recently received ‘Requires Improvement’.
Four Gloucestershire practices are rated ‘Outstanding’.

5.4.1 In September the Practice Nurse Facilitators hosted a CQC visit
preparation learning event for General Practice Nurses. A local CQC
Inspection Manager kindly led the event. The event focused on areas
such as advanced nurse roles; what to expect from an inspection ; and
how General Practice Nurses can evidence the work they undertake in
the practice. 41 General Practice Nurses attended with positive
feedback.
5.4.2

GP Locum Event
Following the very well received event that took place last year, GCCG
held a second GP Locum Education event on the 18th October 2018,
where 75 delegates attended. This included Basic Life support training,
a Children’s safeguarding update and CCG updates. Taking account of
feedback from last year, we included clinical sessions on Pain
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Management and Dermatology. The day was very well received; 96%
of the attendees who completed a feedback form rated the event as
good or excellent.
6

Provider Updates

6.1

Gloucestershire Care Services

6.1.1 District Nursing
The number of District Nurse vacancies is discussed at each CQRG
meeting as the service remains vulnerable. The figures below were
provided at the September CQRG and are an accurate picture across
the county as of August.

6.1.2 It was agreed at CQRG that further assurance was needed in relation
to the safe and timely management of patients in Gloucester and
Cheltenham where the largest vacancy position exists .Following a
meeting between the CCG and GCS assurance has been provided
that GCS are taking appropriate actions to maintain the quality of care
delivered to patients by District Nurses. Actions include:
 Review the staffing requirements across the localities
 Successful recruitment of DN’s,RN’s and HCA’s, including newly
qualified nurses.
 Focussed Tissue Viability support to review the daily dressings
and help reshape the care plans towards effective interventions
and undertake some of the necessary dopplers
 A continence assessment ledger has been established with a
clear waiting list and dedicated nurse support to this.
 Implementation of the ‘time to care tool’ and reviewing the
impact on care quality as a result
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 Review of all caseloads- further work required to ensure they
are being effectively managed
 Weekly management time provided for senior nurses
 Reviewing the triage and prioritisation of incoming work through
the referral centre in order to improve consistency in the clinical
triage
 Wellbeing checks undertaken on staff
The situation will continue to be monitored via CQRG.
6.2

GCS Motor Neurone Specialist Nurse
The Motor Neurone Disease (MND) nurse post at GCS had been
vacant for some months. This was causing considerable tensions
within the system. Following a number of recruitment attempts GCS
successfully recruited a new member of staff into this post.
Unfortunately the new post holder left for personal reasons after 4
weeks. This has caused considerable concern amongst patients with
MND and the MND Association. Both the CCG and GCS have
received a number of letters expressing these concerns. A joint
response has been provided and the CCG is working with GCS to
ensure that all MND patients have access to support whilst the post is
re-advertised. MND patients continue to be supported by the
Parkinson’s nursing team. Discussions are underway to support the
move of this specialist nursing post to GHNHSFT to be located within
the palliative care team.

7

Quality Team Activity

7.1

Prescribing Support Dietetics
The CCG’s Prescribing Support Dietitian has produced a revised
pathway for B12 testing and prescribing. This has been approved by
the Pathology Group and will be uploaded to G-Care shortly. The
combined emphasis on reducing unnecessary testing and using oral
(and OTC) preparations where appropriate will be monitored via
prescribing and lab testing data. The Group are confident that
reductions will be seen in both. On the theme of vitamins and minerals,
the Prescribing Support Dietitian has been continuing to support the
Prescribing Support Pharmacists to proactively review the prescribing
of Vitamin D and Calcium. This has involved educating both Primary
and Secondary Care colleagues on when prescribing may not be
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appropriate and advising lifestyle or OTC alternatives.
7.2

Other priority areas for Prescribing Support Dietetics is the continuing
review of Gluten-free foods and Sip Feeds. Additionally, clinical
expertise is being provided to a number of other work-streams;
supporting a whole-county approach to the implementation of the new
modified-texture descriptors for the management of dysphagia (the
DDSI framework); Planned Care with their work on the use of Blended
Diets in tube-fed patients and negotiating the tender for the Enteral
Feed contract, and Contracting regarding the funding of Home
Parenteral Nutrition for patients managed by UHB.

7.3

Hot Topics in Health & Care 2018
The CCG hosted the annual Hot Topics in Health and Care Event on
14th November. This was attended by 97 frontline healthcare workers
from community settings including residential care homes, domiciliary
care and agency nurses. Local partner organisations provided
presentations on a range of subjects include Lymphedema, NEWS2,
medicines optimisation, end of life care and infection control. An
evaluation of the event is currently underway and this will inform future
planning.

7.4

Diabetes Information Bus Tour 2018
This summer the Diabetes UK national campaign “Let’s Talk
About Diabetes” took place in June 2018/ The Diabetes CPG agreed to
utilise the CCG Information bus to travel to some of our localities in the
county between 11th – 15th June in order to raise awareness of prediabetes, diabetes health checks and care available, self-care,
complications of diabetes, the importance of eye screening and healthy
lifestyles and prevention of risk factors. The bus visited the following
locations:
 Monday 11 June Cinderford, Co-op
 Tuesday 12 June Tewkesbury, Morrisons
 Wednesday 13 June Stroud, King Street
 Thursday 14 June Gloucester, The Cross
 Friday 15 June Cheltenham, High Street
A number of health and social care professionals supported the tour on
the different dates
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and locations namely;
 diabetes nurses
 diabetes health educators
 podiatrists
 retinal screeners
 healthy lifestyle coordinators
 local diabetes support groups
 commissioning team – self-care & prevention, diabetes, enabling
active communities, CVD, obesity
 patient and public participation team
 National Diabetes Prevention
Overall the team had contact with approximately 500 members of the
public, some of whom were identified as at moderate or high risk of
developing type 2 diabetes and were subsequently signposted to their
local practice nurse for further assessment. It was clear from contact
with members of the public that they valued the time taken to reach out
to them within their own community to provide risk score assessments,
health checks and advice.
It’s important for all diabetes patients to know more about their
diabetes but unfortunately not all are aware of how to access diabetes
education to give them the knowledge and confidence to manage their
diabetes well. With a particular high rate of minor amputations
reported in the county it is vital to improve awareness of good footcare
and reduce the number of people with diabetes suffering preventable
amputations.
Overall the nurses on the bus for the week did 66 risk assessments
and 24 GP letters were given out to patients.

7.5

Seasonal Influenza Planning

7.5.1 Seasonal Flu Update
The local seasonal flu vaccination programme is in progress involving
the administering of the flu vaccines and the local promotion
campaigns to improve uptake. The CCG and partner organisations are
using the learning from the 2017/18 winter vaccination rates and the
outbreaks data to improve the robustness of our system wide
processes for infection outbreak prevention and response. The role of
the Health Care Acquired Infections Group, chaired by the GCCG and
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including a GP representative, has been extended for the winter
months to gain a strengthened assurance for winter: it monitors the
progress of vaccinations and of outbreaks and takes an overview of
actions. We are awaiting the issue of the data for October to give a
realistic picture of vaccination rates.
7.5.2 Outbreak Management
The Care Home Support Team (CHST) routinely make contact with
each Care Home when they first appear on the PHE outbreak list to
gain a local understanding of the nature of the outbreak, the Infection
Prevention and Control (IPC) measures taken, communications with
the PHE team and any issues from the Care Home perspective. This
includes support for following PHE guidance and an early conversation
about when the outbreak is likely to end. The CHST maintain contact
and help resolve any issues with infection control and/or system wide
communications until the outbreak has ended. The CHST can offer
further training or support on IPC with the Care Home if needed and
also share the system wide learning to help strengthen our integrated
processes. It is important that the PHE team are contacted as soon as
there is a possibility of an outbreak so that they can give advice from
the early stages. This is particularly important for flu when PHE can
advise on the taking of swabs, closure of the care home and other
infection control measures. GPs as well as Care Homes can contact
the PHE team. The CCG and partners are scoping the potential for
Point Of Care testing (POCT) in Care Homes which will help to inform
decisions about antivirals, antibiotics and closing / re-opening the care
home, in a mote timely manner. This has been implemented with the
early outbreaks of flu/respiratory this winter, the process has worked
well, including the use of antivirals and has resulted in improved
system wide understanding and earlier notification of the end of the
outbreak. However, there are some learning points for the system,
including the role of OOHs.
5.4.3 aTIV seasonal flu vaccine (for people over 65 yrs)
The CCG is working to support our GP Practices on the local
monitoring of the issues relating to the delivery of the aTIV vaccine for
people 65 years and over. We are working with GP Practices and
PHE/NHSE to address issues as they arise: the situation with regard to
availability has improved since the National release of further aTIV
stocks. For some GP Practices there are still some issues with revised
numbers of aTIV likely to be needed and stocks received or expected.
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NHSE/PHE has issued guidance for GPs and Community Pharmacists
on the need to work together and the CCG to take a local co-ordinating
role.
5.4.4 Care Home staff vaccinations
The CCG has active involvement in the multi-agency project led by
GCC PH team to pilot two additional models of flu vaccination delivery
for care home staff. 32 Care Homes are involved and the pilot is
testing out two models: one delivered by the Care Home residents’ GP
and the other by GCS roaming vaccinator. The pilot also includes
enhanced communications with the care homes and this has included
a successful ‘flu champions’ event on 11th September, with key note
speaker PHE Consultant and a focus on myth-busting.
5.4.5 Communications and FAQs
PHE/NHSE sends out new and reminder guidance to GPs and CCGs
throughout the flu season. New and reminder information is sent out
from the CCG via Primary Care Team emails and also on the ‘What’s
New This Week’ bulletin. It is important that GP Practices continue to
keep in touch with the CCG for us to work together to resolve issues
and also to answer questions for all GPs via FAQs.
GCCG communications team are promoting the benefits of the flu
vaccination via CCG website
https://www.gloucestershireccg.nhs.uk/five-myths-around-the-flu-jabdispelled-and-find-out-who-is-eligible-for-a-free-vaccine/ , posters and
social media with the aim to improve uptake in under 65s with a clinical
need and also to ‘protect those you care for’
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Agenda Item 11
Governing Body /Committee
Meeting Date

Thursday 29th November

Report Title

Gloucestershire’s Joint Strategy for Children
& Young People with Additional Needs,
Including Special Educational Needs &
Disabilities (SEND) 2018-2021

Executive Summary

This strategy sets out the county’s vision to
develop and provide services that achieve
positive outcomes for children and young people
with additional needs. It has been developed as a
partnership with all stakeholders including
parents and carers, schools and colleges, health
and social care.
 The Special Educational Needs (SEND)
reforms introduced in 2014 expected
effective multi-agency working in local
areas to meet the needs of children and
young people

Key Issues

 Gloucestershire local area had a successful
Ofsted & CQC SEND inspection in June
2016 and our successful joint working
needs to continue to improve outcomes for
children and young people to meet statutory
requirements.
 The rise in the number of children and
young people with additional needs and/or
SEND and the stable (or reducing) budget
across organisations is requiring a more
significant shift in how the needs of children
and young people are identified and met
through effective multi-agency planning and
commissioning
 The strategy replaces the county’s SEND
strategy
taking
into
account
the
Page 1 of 3

engagement with children and young
people and their families through our work
with the Parent Carer Forum and direct
discussions with other parent carers and
children and young people’s groups
(through schools and youth groups).
Risk Issues:

Original Risk (CxL)
Residual Risk (CxL)

Risk
associated
with
meeting
statutory
requirements of SEND reforms and legal duties.
This risk has been added to the risk register:
(3x4) 12
(2x4) 8 (residual meaning accepted risk)

Management of
Conflicts of Interest
Financial Impact

None known

Legal Issues
(including NHS
Constitution)

It is a statutory requirement for health bodies to
work with other agencies to meet the needs of
children and young people with special
educational needs and disabilities under the 2014
Children and Families Bill.

Impact on Health
Inequalities

Supports children and young people with
additional needs to achieve good outcomes.

Impact on Equality
and Diversity

Supports children and young people with
additional needs from all backgrounds to achieve
good outcomes.

Impact on
Sustainable

None known

 Delivery of this strategy will be through
existing resources across both
organisations, and all other services
currently supporting children and young
people with additional needs
 One-off project funding for specific pieces
of work (i.e. Quality Lead role and coproducing participation strategy) will be
funded through the 2018/19 SEND Reform
Grant held by the County Council
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Development
Patient and Public
Involvement

Children and families have been involved in the
development of this strategy and will be involved
in the ongoing delivery of this work. The report
will be published on the GCC website.

Recommendation

The Governing Body is requested to:
 Note the good progress made across
organisations in working to support children
and young people with additional needs.

Author
Designation

Name Helen Ford
Job Title Lead Commissioner, Children and
Maternity
Executive Lead, Kim Forey.

Sponsoring Director
(if not author)
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Hi, my na me is Sa m and this is my bus.
Come aboard and meet all the people who help
keep the wheels going round and round.

These are my parents and
carers. They are really
important because they help
me to keep safe and learn
what I will need to drive the
bus on my own, one day.
You could say they are my
driving instructors.

These are my Teachers and
people at school. They help
me learn new things and help
me plan for the future.
They are like my route finder
so I can get on the right
road and don’t get lost.

MY
PLAN

My bus can breakdown
sometimes. This is when I
need other people to help
me. These people include
Social workers, Police,
Paramedics and Doctors.
They hop onto the bus to
help it get going again.
They are like my
breakdown service.

These are my G.P., Health
Visitor, Dentist and School
Nurse. They help to keep
me well and to notice when I
might need extra help.
They are like my
maintenance crew.

MY
PLAN+

These are my friends
and family. They help
me to try new things,
go to different places
and learn about
myself. I like them
because they help me
to have fun.
They are like my onboard entertainment.

Sometimes there can be bumps along the
road when I need extra help. There are lots
of people that can help me depending
on what I need. People like SENDCos,
Advisory Teachers, Portage workers, Family
support workers, Psychologists, Therapists,
Caseworkers, Lead Professionals, Doctors and
Nurses help and get other people on board.
They are like specialists in a garage
checking to see what will help me get over
the bumps as smoothly as possible.

GCC_2225 6.18

Whether you are on the bus every day or someone who pops on and off when
needed; you are all important to me... So please work together. Thank you :-)
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1. INTRODUCTION AND STRATEGIC VISION
Children and young people are our future.
Gloucestershire’s Joint Strategy for Children and Young People with Additional Needs,
including Special Educational Needs and Disabilities (SEND) sets out the county’s vision to
develop and provide services that achieve positive outcomes for children and young people
with additional needs.
This strategy has been developed as a partnership with all stakeholders including parents
and carers, schools and colleges, health and social care. It replaces the county’s SEND
strategy taking into account the engagement with children and young people and their
families through our work with the Parent Carer Forum and direct discussions with other
parent carers and children and young people’s groups (through schools and youth groups).
All children can have additional needs at some time in their lives and may need support for
a short period of time, or for longer. We use the term, additional needs, as an appropriate
description of all children and young people in need of support. Crucially, we want all
agencies working with children and young people to see the person first and not the
category of additional need they may have. The most effective support will be that which
builds on their strengths and enables them to become as independent as possible.

OUR STRATEGIC VISION
Services from across education, health and care enable growth and
development so that each child can thrive and reach their potential
to become an independent, healthy and happy adult.

2. WHERE WE ARE NOW
Gloucestershire’s Children, Young People and Families Partnership Framework provides
an overarching strategic plan to drive good outcomes for all children and young people.
(Currently in draft awaiting approval)
When additional needs arise, it could be as a result of family circumstances, changes
to living situations, cultural differences, health and medical concerns, disability, loss or
bereavement. Circumstances such as these can have an impact on children’s care, learning,
physical development, communication, social and emotional development and behaviour
meaning they need additional help and support.
Most children are supported within their homes and communities and if needed through
a range of early help and statutory support for the child and family. Children and young
people need their families and services to work together to see them as children and young
people first, understanding that all aspects of a child or young person’s life are important
when assessing and planning the support they need – and keeping the individual at the
heart of the system. This is the principle of our multi-agency early help pathway for children
with additional needs
http://www.glosfamiliesdirectory.org.uk/kb5/gloucs/glosfamilies/advice.page?id=_sCaAe_0PRU:
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Children and young people with more complex needs and SEND are likely to
need greater differentiation of services or support to ensure that their needs
can be met, that they are able to make a level of progress appropriate to
them and that, as much as possible, they have the same opportunities and
experiences as their peers. For this group, the statutory Code of Practice for
SEND (0-25) 2015 is in place. This defines a child or young person as having
SEND where they have a significantly greater difficulty in learning than the
majority of others of the same age, or a disability which prevents him or her
from making use of facilities of a kind generally provided for others of the
same age in mainstream schools or mainstream post 16 institutions. The
Children & Families Act 2014 has changed the way we respond to identifying
and meeting the needs of children and young people (0-25 years) with SEND,
recognising that:
Needs cross a range of education, health and social care factors within
the family and wider community; and therefore those supporting the child
should not consider these in isolation;
A multi-agency approach is often required and parents/carers and children
& young people should be equal partners in this process - alongside a
strengthened expectation that children and young people should also
participate as fully as possible in decisions made about them
Turning 18 years old can also cause some anxiety for young people and their
families as the services (and legislation) supporting them changes. Work needs
to begin with children and their families at an early stage to plan for this
transition – listening to their views, concerns and needs and being transparent
about how the Care Act will apply to them.
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Most children and young people in Gloucestershire do well. There is a strong school system
and education attainment is above the average at Key Stage 2 and Key Stage 4. The majority
of children and young people say they feel happy, satisfied and confident about the future.

124,799

children and
young people (CYP) aged 0-17

22.6%

of the
population is under the age of

14.4% children under

20

16 live in poverty

33 CYP with Joint or
Continuing Health Care Funding

450 disabled CYP receiving LA services

7.3% of people aged 25 or over with a

long-term health problem/disability have never
been in paid employment

273.6 per 10,000 children are Children in Need
45.5 per 10,000 children are subject to a child
protection plan

700 children in care
142 children excluded from school
767 children home educated
2.8% of children in school have an EHCP
(Education, Health & Care plan)

3518 children and young people have a EHCP
10,764 children receive SEND (Special

Educational Needs & Disabilities) support in school

5.5% of EHCPs are for

children aged under

5
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However, despite this system of support, outcomes for some of the most vulnerable children
and young people who have additional needs are persistently poor and the attainment
gap between them and their peers is too wide. In 2017 only 41% of disadvantaged pupils
achieved the expected standard or above for reading, writing and maths in Key Stage 2 (end
of primary school) against 68% of other pupils and 20.6% of disadvantaged pupils achieved a
strong pass (9-5) in both English and Maths at Key Stage 4 (end of secondary school) against
46.2% of other pupils.

Whilst, through the Online Pupil Survey (published in January 2017), children across the
county reported that they were experiencing less bullying than previous years and lead
healthier lives there were increasing numbers who said that they are self-harming, were
worried and often had trouble sleeping.
Gloucestershire has a higher rate of children excluded from school than the national average
– in the 2016/17 academic year 0.15% of the school population in Gloucestershire
(142 children) was permanently excluded from school compared to 0.10% nationally. Of
particular concern is the rise in children of primary school age who are excluded from school
and the number children and young people who are removed from school by their families
to home educate as they feel a school cannot provide the support they need.
The number of children and young people identified by schools as having additional needs
which require them to provide more support has reduced over the last three years (according
to January school census returns - from 15,138 in 2014 to 13,835 in 2017) whilst there has
been an increase in those children and young people with SEND who require an Education,
Health & Care plan (EHCP) to provide enhanced support to meet their needs (from 2,496 to
3,044 in the same time period). The reason for this is unclear but suggests that more should
be done early on to identify children and young people with lower level additional needs in
an attempt to prevent these escalating.
There has been a rise in the number of children in care during 2016/17, or being subject
to child protection plans; with complexity within home and education thought to be
contributing factors. This follows a national trend of an overall increase in the rise of children
in care across the country with a proportionately increased number having additional needs.
Support for Children in Care is a priority and where this support is provided most children
are making continued progress and have their views and wishes heard and included in
planning with them through child in care reviews. Placement stability for most children
with additional needs is good with care, education and health working together to support
achieving outcomes and stability.
The number of children with complex needs has been increasing year on year (a report
commissioned by the Council for Disabled Children & True Colours Trust reports over a 50%
increase since 2004) and the needs they have are becoming more complex. Reasons for this
include:
Increased survival rates at birth of babies with complex needs/born prematurely;
Increased Life-expectancy for life-limiting conditions;
Increased survival of children post key trauma or illness
These groups of children have significant health and care with increasing having
individualised packages of care through the continuing care framework and joint funding
with social care.
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For the complex health needs of these children to be met
there are substantial training requirements for staff across
schools and other settings – mainstream and special and
respite providers. However the mechanism for providing
and monitoring the training for these staff has undergone
significant change with the responsibility being placed with
school governors and the school nurse moving to a focus on
health promotion rather than providing a clinical role.
There will always be a small number of children and young
people where the complexity of their care, education and
health needs will require specialist support outside of the
county or in independent provision. However over the past two
year this number has risen by 71% (from 34 to 60) and the
cost of these placements has more than doubled. Successfully
managed transitions back into the family community at the
appropriate time remains a challenge for this group to ensure
outcomes are maintained.
There has been huge success in these areas across the county
over the past three years so the focus is now on ensuring
these aims, and the vision and principles behind these, are fully
embedded across all agencies and that the required culture
change is achieved to make this successful - and to really
make a difference to improving the lives of children and young
people.

3. WHAT HAS BEEN DONE SO FAR
The joint Ofsted and CQC local area SEND inspection in June 2016 recognised the progress
made within the local area to implement the SEND reforms and how the work across all
agencies enabled the provision of high quality services for children and young people in
Gloucestershire. The Ofsted Childrens Services inspection in February 2017 recognised
the improvements to strengthen early-help services. In particular, progress has been made
in the following areas:

3.1 Joined up assessment and planning:
Implementation of a strong single assessment Graduated Pathway for Early Help and
support for all children and young people with additional needs aligned to schools
improving identification and support.
Development and implementation of an integrated Education, Health & Care Plan
planning process and information sharing across agencies to enable high quality child
and family centered support.
Increased identification of SEND, through holistic assessments in the early years.
Further joined up assessment, planning and commissioning between social care and
health for children with complex health and care needs.
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3.2 Working with, and supporting, parent carers, children and
young people:
Increased involvement of parent carers and children and
young people to enable their voice to be heard in all
aspects of planning and delivery of the SEND reforms
through formal forums and other engagement groups
Development of a comprehensive co-produced ‘Local
Offer’ of health, education and care support services for
families and a user friendly website including video’s of
young people talking about their experiences
Routinely gathering of views of children prior to
meetings and include in meetings as appropriate to
ensure they are at the centre of any planning, including
using technology to support this (MOMO Express)
Promoting awareness of the GP support and health
checks to ensure young people with a learning disability
are offered easy read information, extra time and
support at appointments and a free annual health check
age 14 plus
Development of a social care team which focuses on
understanding the needs of children with disabilities
to provide better support through their journey with
children’s services from early help to statutory services
Increased providers focus on promotion of inclusion
and independence and created a range of short break
provision to meet range of needs and interests and
inclusivity

3.3 Transitions:
Introduction of transition planning to support children
and young people to successfully move from one school
to another
Development of the provision of information, advice,
guidance and assessment to those transitioning to adult
health and social care to enable young people and
parents to be prepared for their onward journey into
adulthood i.e. the Ready Steady Go Programme used in
health services
Development of an inclusive curriculum, providing
bespoke timetables and support and covering aspects of
preparing for the future/ adulthood – raising aspirations
about future careers or pathways and assisting with
mock interviews
9
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3.4 Support:
Development of support for Special Educational Needs Coordinators (SENCo’s) and other
staff through SENCoSpot resource base and SENCo cluster meetings to share good
practice and key messages in supporting children
Production of a concise and accessible SEND guidance handbook for schools, service
users and partners to ensure equality and transparency of practice across services
Establishment of a ‘Closing the Gap’ steering group across all relevant agencies to focus
on improving progress for the most vulnerable learners
Development of an early help service with allocated early help coordinators aligned to
schools to support early help for children with additional needs

3.5 Local Education:
Increased local special school and specialist mainstream provision for learners with SEND
to respond to the needs of children and young people
Placed and maintained fewer learners in out of county provision; improving their access
to family, friends and community
An overview of current support provided across education, health and social care is
provided at the end of this document (page 16 onwards).

3.6 Engagement with parents and carers in developing this strategy
Children, young people and their
parent carers are at the centre of our
planning, delivery and development
of services across education, health
and care. Therefore the success of
these outcomes requires everyone
working with, or on behalf of a child
or young person, to work positively
and collectively and we are committed
to enabling co-production at all
levels of involvement e.g. individually,
organisationally and strategically.
We have an on-going and dynamic relationship with our Parent Carer Network,
representing parents and carers across the county, and the Forum has been involved in
the co-production of this strategy as well as helping us to jointly plan activities against the
outcomes (with a recent focus on transitions between schools and post 16 pathways in
particular). Our Ambassadors for children and young people help us to continually develop
and improve how we gather the views of children and young people and feedback on
services they receive.
In the spring of 2018 we talked specifically to parent carers and children and young people
with additional needs about their experience of the support they had received and their
views on the services they has come into contact with.
10
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Children and young people were generally positive about their experiences as a whole but
were clear about what they were good at and where they didn’t need help:

“It is important for
me to be with a
social group”

“It helps
when work is
demonstrated in
pictures”

“I like teachers to
tell me my strong
points”

“I want
choices”

“I would like to
communicate
myself without
someone else
nearby”

Parents and carers had mixed experiences. There was a common theme around the need
to do more to bring all agencies together to plan for, and support, children and young
people. When asked what helped their child, parents said:

“Being listened to
and giving time
and care”

“My child to
be understood
for who she is”

“Person Centered…
addressing all his
complex needs”

“Inclusion
in his
community”

“Inclusion in his
community”
“More cross
communication
between health and
education, especially
in early years”
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4. WHERE ARE WE GOING NOW
We want young people with additional needs to
experience the same opportunities to grow and learn as
any other young person in the county.
This strategy builds on our current position of partnership
working with a clear focus on improving the lives of
children and young people through taking a more
personalised approach in the commissioning and delivery
of all services. This will enable the needs of all children
and young people to be met, and those with additional
needs (including those with SEND) to receive the right
level of support in order that they are able to thrive;
increasing or reducing support at the appropriate time as
needs change.
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4.1 Our Delivery Priorities:
All stakeholders, including parents and carers, within Gloucestershire have
committed to collaboratively achieve the following priorities of our strategy:
1

A child or young person with additional needs will have their needs identified and met
in a timely way;

2

Outcomes for children or young people with additional needs will be most effectively
achieved by recognizing their needs as a whole and as part of their families, and
integrating assessment and personalised care planning across education, health and
social care;

3

Good outcomes for most children or young people with additional needs will be
achieved in more universal settings where their needs can be met appropriately;

4

Children, young people and parents will be encouraged to be equal partners in
developing plans, agreeing outcomes to be achieved and every effort made to seek
their views to reflect the vital role parents/family play in supporting their child’s
development;

5

Children, young people and parents will play a key role in co-producing and developing
services across health, education and social care – particularly those specifically for
children and young people with special educational needs and disabilities;

6

Children or young people with additional needs should be offered full access to a
broad, balanced and relevant education, based on the National Curriculum and, for preschool children, the Early Years Foundation Stage (EYFS) curriculum;

7

Transition arrangements between different phases of education or agencies working
with children and young people are in place to ensure assessments, plans and reviews
are co-produced and families know who is taking over the coordination of their child’s
support;

8

Resources to support all children or young people with additional needs will be
proportionate, fair, equitable and deliver best value;

9

Effective and efficient use of resources will guide decision making based on analysis
of need, the allocation of those resources, and evaluation (including feedback and
monitoring) evidence against agreed outcomes (the commissioning approach);

10

All agencies working with children, young people and young adults with additional
needs will focus on helping them to prepare for adulthood – this will include support to
prepare for higher education and/or employment; support to prepare for independent
living, including exploring what decisions young people want to take for themselves;
support in maintaining good health in adult life; support in participating in society,
which includes support in developing and maintaining friendships and relationships

All of this work will be underpinned by Gloucestershire’s commitment to taking an ACEs
(Adverse Childhood Experience’s) aware approach to working with children and young
people using restorative practice methods – so that practitioners work with children, young
people and their families to fully understand where they are at the moment, and why, and
what support (or challenge) may be needed to help them get to where they want to be in
the future.
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6

5

4

3

2

1

Outcomes for children or young people with additional
needs will be most effectively achieved by recognizing
their needs as a whole and as part of their families,
and integrating assessment and personalised care
planning across education, health and social care
Good outcomes for most children or young people
with additional needs will be achieved in more
universal settings where their needs can be met
appropriately
Children, young people and parents will be
encouraged to be equal partners in developing
plans, agreeing outcomes to be achieved and every
effort made to seek their views to reflect the vital
role parents/family play in supporting their child’s
development
Children, young people and parents will play a key
role in co-producing and developing services across
health, education and social care – particularly those
specifically for children and young people with special
educational needs and disabilities
Children or young people with additional needs
should be offered full access to a broad, balanced
and relevant education, based on the National
Curriculum and, for pre-school children, the Early Years
Foundation Stage (EYFS) curriculum

A child or young person with additional needs will
have their needs identified and met in a timely way

Priority
What we are going to achieve…

Through the high needs programme, review the
education offer for children and young people with
additional needs to ensure the right support and
provision is available at the right time

Co-produce a multi-agency participation strategy for
parent carers and children and young people to ensure
engagement is fully embedded at all levels across all
services (*new parent carer forum to be established by
winter 2018)

improve the quality of information informing, and
contained within Education, Health & Care plans so
that the right support is available for children and
young people throughout the graduated approach and
the full impact of the SEND reforms are embedded
across all agencies

Through the cross-agency SEND Quality Lead role,

Further enhance multi-agency working, and a holistic
response to needs, by developing a countywide SEND
ethos within services underpinning this strategy

Multi-Agency Action
How we are going to do it...

October 2018

April 2019

October 2019

July 2019

Due Date
By when…

Children and Young People are our future
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The following tables provide a high level overview of the key actions and aims required in
order to achieve our priorities. Areas for improvement identified through the SEND local area
inspection have been highlighted with an *.

Multi-agency actions will form the basis of strategic delivery through multi-agency forums
and will be monitored by the Joint Additional Needs Management Board.
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Effective and efficient use of resources will guide
decision making based on analysis of need, the
allocation of those resources, and evaluation (including
feedback and monitoring) evidence against agreed
outcomes

All agencies working with children, young people
and young adults with additional needs will focus
on helping them to prepare for adulthood – this will
include support to prepare for higher education and/
Produce a transition roadmap for young people which
or employment; support to prepare for independent
encompasses milestones for all four outcome areas,
living, including exploring what decisions young people
including health, education and social care
want to take for themselves; support in maintaining
good health in adult life; support in participating in
society, which includes support in developing and
maintaining friendships and relationships

9

10

March 2019

January 2019

April 2019

Resources to support all children or young people with Develop a Quality Framework focused on outcomes
additional needs will be proportionate, fair, equitable for children and young people to be embedded into a
and deliver best value
service’s quality assurance practices

8

Use the joint strategic needs analysis to develop
sufficiency strategies guiding future provision for
children with additional needs in the county (i.e.
school place and children’s services planning)

December 2018

Due Date
By when…

7

Multi-Agency Action
How we are going to do it...

Transition arrangements between different phases
of education or agencies working with children and
Improve timely communication and joint decision
young people are in place to ensure assessments, plans making through establishing a countywide children/
and reviews are co-produced and families know who is adults transitions group
taking over the coordination of their child’s support

Priority
What we are going to achieve…

Children and Young People are our future
2018
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4

3

2

1

Children, young people and parents will be encouraged to be
equal partners in developing plans, agreeing outcomes to be
achieved and every effort made to seek their views to reflect
the vital role parents/family play in supporting their child’s
development

Good outcomes for most children or young people with
additional needs will be achieved in more universal settings
where their needs can be met appropriately

Outcomes for children or young people with additional needs
will be most effectively achieved by recognizing their needs
as a whole and as part of their families, and integrating
assessment and personalised care planning across education,
health and social care

A child or young person with additional needs will have their
needs identified and met in a timely way

Priority
What we are going to achieve…

Promote opportunities to seek views of children and young people and their
families through further embedding tools such as ‘My Life, My Plan One
Page Profile’ and MOMO Express
Work with schools to develop a plan to roll out Restorative Practice across
the county to enhance relationships between children and young people and
professionals (informed by pilot schools)
Develop the Team Around the Child / Family (TAC/TAF) approach to ensure
the child and family are at the centre of all we do and that their voices are
heard*

Support children and young people to identify and access universal and
targeted services in their area by providing professional advice and guidance
which enables them to have an active and engaged life in their community

Facilitate learning events for practitioners focusing on education, health
and care contributions to EHCPs, ensuring these are outcome focussed,
evidenced and personalised to each child’s needs
Use the high needs strategy to develop support for children and young
people, and their families in local communities

Develop a framework to ensure children with medical needs are
appropriately supported within schools and other services*

Roll-out effective locality based early help partnership work across the
county to improve local assessment, planning, delivery and monitoring;
starting in key target areas (informed by Gloucester City locality working
pilot)*

Review and update information, advice and guidance for families and
practitioners at; least annually (www.glosfamiliesdirectory.org.uk )*

Review early notification processes across, and between services, to identify
and address any gaps (starting with Health Visitor notification process)

Countywide commitment by 2021
How can services do this…

Children and Young People are our future
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The priorities and countywide commitments will provide a framework for individual service action
plans (including the monitoring of outcomes and impact) across education, health and care services
and providers. These will provide the measurable evidence on a regular basis for the Joint Additional
Needs Development Group and Management Board to determine whether strategic countywide
commitments have been achieved
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Use engagement with children, young people and parents to seek
feedback and comments on the local offer of local services and report
annually through the local offer on what is being done to address issues
raised*
Develop a continuum of support and services crossing from universal
to specialist that reflect the needs of children and young people in the
county and supports them to achieve agreed learning outcomes*
Ready Steady Go transition frameworks to be fully embedded across NHS
Trusts for children with long term health conditions*
Co-ordinate available transition arrangement information available across
services and ensure it is available to children, young people and their
families through the advice and guidance provided by professionals*
Develop a health resource allocation tool, aligned to social care, so that an
indicative budget can be identified and individual needs of the child can
be met in a personalised way*
Develop a plan to address equity of access and waiting times to the
children’s NHS community learning disability team*
Take part in a national and local evaluation of the My Life My Plan (Child
in Care Integrated Personal Commissioning) pilot project to explore the
effectiveness of personal health budgets for children in care*
Review and update service specifications in response to the 2018 needs
analysis of children and young people in the county including feedback
and monitoring.
Consider the ability to create health electronic records and care plans
enabling shared access across agencies; making better use of data and
improving local area intelligence

Children or young people with additional needs should be
offered full access to a broad, balanced and relevant education,
based on the National Curriculum and, for pre-school children,
the Early Years Foundation Stage (EYFS) curriculum

Transition arrangements between different phases of education
or agencies working with children and young people are in place
to ensure assessments, plans and reviews are co-produced and
families know who is taking over the coordination of their child’s
support

Resources to support all children or young people with
additional needs will be proportionate, fair, equitable and
deliver best value

Effective and efficient use of resources will guide decision
making based on analysis of need, the allocation of those
resources, and evaluation (including feedback and monitoring)
evidence against agreed outcomes

5

6

7

8

9

Work with the Parent Carer Forum to increase participation of
underrepresented and hard to reach families to ensure that their
experiences inform service delivery

Countywide commitment by 2021
How can services do this…

Children, young people and parents will play a key role in coproducing and developing services across health, education and
social care – particularly those specifically for children and young
people with special educational needs and disabilities

Priority
What we are going to achieve…

Children and Young People are our future
2018
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10

All agencies working with children, young people and young
adults with additional needs will focus on helping them to
prepare for adulthood – this will include support to prepare for
higher education and/or employment; support to prepare for
independent living, including exploring what decisions young
people want to take for themselves; support in maintaining
good health in adult life; support in participating in society,
which includes support in developing and maintaining
friendships and relationships

Priority
What we are going to achieve…

Develop more interactive preparing for adulthood resources on the local
offer based upon feedback from young people and share tools with
professionals to support planning from age 13 at the latest*

Provide training and guidance to professionals to fully embed transition
processes across all agencies which include education, health, care,
employment and housing options and are based upon the aspirations of
young people*

Countywide commitment by 2021
How can services do this…

Children and Young People are our future
2018

18

Children and Young People are our future

2018

5.0 GOVERNANCE AND OVERSIGHT
A Joint Additional Needs Management Board and Joint Additional Needs Development
Group have been established to ensure effective multi-agency input across the county into
developing and delivering this strategy.
The Development Group provides a forum for representatives across all agencies working
with children and young people to share good practice, find more effective ways of working
and to identify gaps in information or services.
The Management Board is responsible for overseeing the contribution of education, health
and social care to ensure that outcomes are improved for all children and young people
with additional needs – this includes overseeing progress against specific service’s actions,
identifying and removing barriers to effective multi-agency working (including early
intervention) and ensuring that any change in needs of children and young people is reflected
in the support or services provided.

Governance Structure:
Joint Commissioning Partnership
Executive (JCPB*)
Chair: Councillor

Joint Commissioning Partnership
Executive (JCPE)
Gloucestershire Clinical
Commissioning Group (GCCG)
Executive Team

Chair: Accountable Officer

Chair: Accountable Officer

Gloucestershire County
Council (GCC)
Children Services Senior
Leadership Team
Chair: Director of Children’s Services

Joint Additional Needs
(JAN) Management Board
Chair: Head of Services for Children
with Additional Needs

Joint Additional Needs
(JAN) Development Group
Chair: Quality & Engagement Manager

JAN Development Group Membership
• DMO/DCO for SEND

• Early Years

• Schools and
Colleges

• Family First Plus

• Employment

• Adult Social Care

• Parent Carers
• Family Information
Service

• Enablement

• Children’s Services

• Commissioning

JAN Management Board Membership
• Head of Services for Children with Additional
Needs (Education Lead)
• Senior Commissioning Manager (Health Lead)
• Strategic Lead for Early Help
(Children’s Services Leads)
• Head of Service for Integrated Adult Social
Care
• Quality & Engagement Manager
(Participation Lead)
• (Parent Carer)

*JCPB is a subgroup of the Health & Wellbeing Board
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HOLISTIC SERVICES
Individual needs must be assessed and reasonable adjustments made, or support given, by
services and settings to ensure that children and young people with additional needs have
the same level of access and opportunity to achieve the same outcomes as their peers. There
must be a proportionate response from individual or multiple services working together to
meet identified needs.
For some children and young people their needs will require support at a statutory level,
such as a statutory social care plan or through the process of an Education, Health & Care
Plan (EHCP) which will indicate the level of provision needed to help the individual achieve
the necessary outcomes detailed within their plan.
For many other children and young people it will be possible for agencies, working together
where necessary, to meet their needs at a lower level of intervention through the Graduated
Pathway of Early Help and Support through the following key areas:
Improving information and advice and ensuring Early Help Information is made robust
and accessible through the Glos Families Directory;
Develop a single early help pathway for all children with additional needs;
Early Help Partnerships will develop and manage ‘request for support’ systems to avoid
escalation of problems to specialist services;
Provide an enabling function for universal services from District led Early Help
Partnerships;
District led Early Help Partnerships will offer advice and targeted support to universal
providers to prevent families problems getting worse
We know that for children and young people with an EHC plan, the best outcomes are
not purely achieved by the plan itself, but by people successfully working together through
a Team Around the Child or Team Around the Family approach. This approach allows all
those working with a child, young person or family to act as a team; sharing knowledge and
experience, finding creative solutions to meet needs, reviewing progress and ensuring clear
and consistent communication with families. This can be replicated for other children and
young people with additional needs to help them achieve better outcomes.
There are a wide range of services which fall within the definition of early help, many
of which are offered by voluntary and community groups. Some services are specifically
commissioned to identify needs early on and/or provide interventions including children’s
centres, community health services, support for domestic abuse victims and some youth
support services. Families First Plus Teams coordinate multi-agency allocation groups in each
locality and undertake direct work with families. Community social workers and Early Help
Co-ordinators within these teams offer advice, consultation and support to partners working
with families. All such services are included on the Local Offer.
Advice and information on early help is available through the Council’s Family Information
Service, the GlosFamilies Directory and Local Offer (www.glosfamiliesdirectory.org.uk).
Professional advice also includes the 2gether NHS Trust children & young people service
CYPS (our local CAMHS) helpline.
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EDUCATION SERVICES
Every child or young person has a right to receive full-time education. This must be
appropriate to their age, ability, aptitude and any special educational needs but is typically
seen as receiving between 21-25 hours of education for 38 weeks of the year.
Education providers have a vital role in identifying a child’s or young person’s additional
needs and ensuring that these are responded to effectively. Schools are increasingly taking
on responsibilities for attendance and behaviour support and are making a wide range of
support available within school. There is a strong alignment with support for pupils with
special educational needs as highlighted in this strategy but there is a wider multi-agency
approach to ensure that all needs are understood holistically and can be supported by the
right partners.
Indication that a child or young person may have additional needs could include changes to
their:
ability to learn or educational progress
integration/socialisation with their peers
attendance issues or exclusion incidents
general behaviour and compliance
These changes may be observed within the school/college, by family members or by others
working with the child or young person, or their family.
The number of children and young people receiving SEN support within schools/colleges
(without a statutory EHC plan) is relatively low compared to the wide spectrum of need
presented by children and young people within education settings. Therefore we need to
focus on all children and young people with additional needs, using the Graduated Pathway
of Early Help and Support – this includes those with SEND; but is not limited to this group.
The majority of children and young people with additional needs are supported in
mainstream settings, learning alongside their peers in their local community. However,
Gloucestershire has a number of special schools/settings to meet the needs of those children
and young people whose SEND needs require a more specialised environment. We know
that children and young people have a range of needs which do not always fit neatly into
either mainstream or specialist education settings so creating a range of provision which
reflects the whole spectrum of need is a focus for development. This development will look
to ensure the right school places and provision available at the right time for the right pupils.
Historically there have also been lower levels of identified additional needs (and therefore
support or provision) at the school support level which is early intervention, non-statutory
level. This gap in identification is starting to close more quickly in Gloucestershire than the
national picture but there is still more work to be done. Recognising that all needs impacting
on a child, young person or family should be identified as early as possible and addressed
as part of a graduated approach is vital to preventing needs from escalating. This should be
done in partnership with the family, supported by an identified lead professional and the
identified agencies to ensure that a child or young person’s needs can be assessed and met
more holistically. This approach will enable outcomes to be achieved and sustained.

Duties on councils, early years providers, schools and colleges is outlined in Appendix 1.
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SOCIAL CARE SERVICES
The council’s social care and its partners help children and
young people achieve the best outcomes possible. This is
delivered through the Graduated Pathway of Early Help
and Support and through the Early Help Offer within the
disabled children and young people’s service when a
greater level of support may be required. This includes
statutory support when this may be needed - and
Appendix 2 details the role of the council where a child
or young person has been assessed as having social care
needs in relation to their SEN or disabilities.
The disabled children and young people’s service offers Early
Help assessments and support as well as statutory assessments
and support through the 1989 Children’s Act, Chronically Sick
and Disabled Persons Act 1970 and the Care Act 2014. Support can
be provided through information, advice and guidance, signposting to other services
such as Enablement, Carers Assessments and support, Employment at transition age
and/or personal budgets - all working within the principles of the Building Better
Lives policy.
The aim of the disabled children and young people’s service is to provide support
through childhood and also preparation for adulthood through information, advice
and guidance which promotes an effective transition for young people to minimise
the frequency of “telling the story”. This includes providing a joined up service
and to ensure support remains in place from Children’s Services until the Care Act
assessment can be concluded and decisions made in relation to provision of support
to meet eligible assessed needs. Social care provide support and services to children
who have statutory plans and make every effort to join up these processes and work
in partnership with the Independent Reviewing Officers ( IRO’s), Virtual School and
Care Leaving Services to enable needs to be met.
The disabled children and young people’s service will have the key role in linking with
SEN colleagues and partners within health to support a young person prepare for
adulthood and support through transition. Some young people may receive support
from Social Care teams outside of this team and the disabled children and young
people’s service is available to provide advice and guidance on transition.
Young people with SEN or disabilities turning 18 may become eligible for adult
social care services, regardless of whether they have an EHC plan or whether they
have been receiving services from children’s social care. The Care Act 2014 and the
associated regulations and guidance set out the requirements on local authorities
when young people are approaching, or turn, 18 and are likely to require an
assessment for adult care and support.
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HEALTH SERVICES
NHS Gloucestershire Clinical Commissioning Group CCG is a clinically led membership
organisation (although GP practices are commissioned directly by NHS England, all 81 GP
practices in Gloucestershire are members) responsible for commissioning local NHS services
to meet the needs of local people. Currently the provider organisations commissioned to
provide these services are:
Gloucestershire Care Services NHS Trust;
Gloucestershire Hospitals NHS Foundation Trust;
2gether NHS Foundation Trust
There are contracts and service specifications between the CCG and the provider
organisations to ensure the services deliver in line with the expected outcomes from each
service specification. The CCG routinely monitors the delivery of each service against their
specification to ensure quality of delivery and value for money. Whilst providing services
for the whole population, including children, the provider organisations work jointly with
education and social care to ensure a holistic approach to meeting any additional needs.
In response to the new SEND Code of Practice (2015), which emerged from the Children
and Families Act 2014, the CCG has developed a model for the delivery of the Health
requirements. This model consists of 4 SEND representatives, one from each NHS Trust and
one from the CCG, acting as the Designated Medical Officer (DMO) or Designated Clinical
Officer (DCO). The benefit of this is that there is one direct link to each of the health service
areas which makes development and working together far more effective and DCOs/DMOs
support clinicians across the services to engage with the EHCP process and contribute to
assessments and plans.
Gloucestershire Care Services (GCS) NHS Trust provides community health services including
health visiting, school nursing, the children in care nursing service and the children’s therapy
services. Gloucestershire Care Services (GCS) works with partner agencies to help children
and young people achieve the best outcomes possible.
The Health Visiting and School Nursing service are part of the GCS Public Health Nursing
service. These services are universal services available to all children and families in
Gloucestershire. There are screening programmes at specific ages in both services to help
identify if children may have additional health needs that may impact on their educational
needs. There are specific members of the health visiting team whose role is to work with
children and families who are known to have additional needs. There is also special school
nursing team who work closely with the special educational needs schools to ensure
that health needs are being met to ensure that the children’s education is not negatively
impacted.

The Speech and Language Therapy, Occupational Therapy and Physiotherapy are part
of the therapy services for GCS. Therapists are involved if a child has been referred into
the service and assessed to require ongoing support to address the highlighted health
issue identified. Therapist will provide advice, training and support to teaching and
support staff or other professional as appropriate, to facilitate children and young people
accessing their education provision. Some of the special education needs schools have
therapy services based on site and are able to see children in the education setting.
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The Children’s Community Nursing Team
(CCNT) delivers community-based nursing
services to children and young people with
specific medical conditions requiring nursing
treatment. For children with complex
health issues this can be for Gastrostomy
management, nasogastric care, assessment
of care needs for provision of complex care
packages and intravenous medication. The
CCNT is a countywide service for children
and young people up to the age of 18 who
have a designated consultant paediatrician
managing their on-going care. The CCNT
provide care in a variety of settings,
including schools. In delivering their services
the CCNT aim to cause as little disruption to
a child’s education as possible.
In the Public Health Nursing and therapy
services, if any issues or developmental
problems require further investigation or
support then options are explored with
parents, this may include the Graduated
Pathway of Early Help and Support, the
Early Help Offer as part of the Early Help
Partnerships or a referral to a partner health
agency.
All GCS children’s services engage with the
Education and Health Care plan processes
and contribute towards the analysis of
assessment for these plans. They also
use the Ready, Steady, Go approach to
transition young people into adult services.
This transition process starts when the
young person is over 11 years old and has
a long-term condition. Ready, Steady, Go
aims to help the young person gain the
confidence, knowledge and skills required to
manage their condition.
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The Hospital Trust provides specialist
assessment through the inpatient and
outpatient facilities, starting the journey
of support for children through maternity
services, or from birth or the newborn
intensive care unit. It also provides
emergency services and specialist day
surgery. The different hospital specialist
teams liaise and work with all professionals
involved in the care of the child/CYP using
the graduated pathway of support, aiming
to support the best possible health and
wellbeing outcomes.
The Hospital teams support the transition
of those children with complex and long
term health conditions, from children’s
(paediatric) to adult specialist services,
supported by the tools of the Ready Steady
Go programme.
Health professionals work alongside tall
other agencies to contribute and build
PFA objectives for each child , assisting
young people and (when relevant) their
carers to progress to managing their
health conditions confidently within adult
health services, and alongside their daily
occupations.

Community paediatricians, maternity
services and acute paediatric care are
provided by the Gloucestershire Hospitals
NHS Foundation Trust.
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2gether NHS Trust provides specialist mental health and learning disability support to the
people of Gloucestershire. The Child & Adolescent Mental Health (CAMHs) service, known
as the Children and Young Peoples’ Services (CYPS) is managed by the 2gether NHS
Foundation Trust and supports children and young people up to the age of 18, including
those with additional needs. The Community Learning Disability Teams (CLDT) work with
people with a learning disability from the age of 18 and works closely with CYPS to ensure
a smooth transition for young people to adulthood and adult services.
The service also delivers an adapted Ready Steady Go programme for young people with
additional needs including an easy read transition pack offering the following information:
LD hospital liaison nurse information
LD GP register information
Annual health checks 14yrs plus information
Hospital passports

Further information relating to statutory duties for health professionals can be found in
Appendix 3.
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Annex 2: Educational Duties
As a county, we have focused upon supporting the creation a strong school system and
this has been successful. Pupil attainment in Gloucestershire is above the national average
and Ofsted judgments rank our schools as among the best in the south west - over 96% of
primary aged pupils and over 90% of secondary aged pupils attend good or outstanding
schools.
Education provision across the county is made up of:
• Over 600 early years setting – the highest private, voluntary and independent sector of
any local authority area in England
246 primary schools – of which 37 are stand alone academies, and 5 sponsored and
one primary free school
• 39 secondary schools – of which 27 are stand alone academies and 6 are sponsored
• 12 special schools – 3 of which are sponsored academies
• 4 colleges
• 5 alternative provision schools of which one is a free school and one is the Hospital
Education Service
• 25 independent mainstream schools and 4 independent special schools
• There are currently 10 Multi Academy Trusts (MATs) in the county.

Gloucestershire County Council:
General responsibilities are set out within the Education Act 1996 and relate to ensuring
there is sufficient provision to provide children and young people with appropriate
education and ensuring all children of compulsory school age are able to receive suitable
education (especially those who have health needs or have been excluded from school).
More specific statutory responsibilities for children with special educational needs are
defined within the Children and Families Act 2014 and facilitated through the SEN Code of
Practice:
• keep arrangements for special educational provision under review and ensure that
learners are educated in mainstream schools and settings;
• ensure that teachers are aware of the importance of identification of learners with
special educational needs in maintained nursery schools and settings and other early
years settings;
• identify and make a statutory assessment of those learners for whom they are
responsible who have special educational needs and disability and for whom the council
may need to determine the necessary provision;
• ensure that Education Health and Care plans are reviewed annually;
• monitor provision for learners with special educational needs and disability and the
implementation of the SEND Code of Practice in schools and settings;
• Be responsible for both the commissioning of provision and funding of additional
support for learners and young people with special educational needs (SEND) from 0-25
years.
26

Children and Young People are our future

2018

Governing Bodies, Management Committees or Proprietors of Schools,
Academies, Colleges & Other Education Settings:
The Children and Families Act 2014, SEN Code of Practice and Working Together to
Safeguard Children March 2015 also places many responsibilities for the education of
children and young people on providers themselves:
• take all reasonable steps to ensure that the necessary provision is made for any pupil
who has special educational needs – and that those needs are made known to all who
are likely to teach them;
• ensure that teachers in the school are aware of the importance of identifying and
providing for those learners who have SEN - consulting the council and the governing
bodies of other schools and settings, when necessary or desirable in the interests of
coordinated special educational provision in the area as a whole
• ensure that a pupil with special educational needs and disability joins in the activities of
the school together with learners who do not have special educational needs, so far as
is reasonably practical and compatible with the learner receiving the special educational
provision which their learning needs call for, the efficient education of the learners with
whom they are educated and the efficient use of resources
• ensure the health / medical needs of their pupils are meet as per the guidance
(Supporting pupils at school with medical conditions, DfE, December 2015)
• meet requirements of safeguarding and promoting the welfare of pupils – also having
regard to statutory guidance Keeping Children Safe in Education (2015), which provides
guidance as to how they should fulfil their duties in respect of safeguarding and
promoting the welfare of children in their care

Early Years and Childcare:
Early years providers have a duty under section 40 of the Childcare Act 2006 to comply
with the welfare requirements of the Early Years Foundation Stage. Providers should ensure
that:
• staff complete safeguarding training
that enables them to recognise signs
of potential abuse and neglect
• there is a practitioner who is
designated to take lead responsibility
for safeguarding children within each
early years setting and who should
liaise with local statutory children’s
services agencies as appropriate.
This lead should also complete child
protection training
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Children’s social care
Where a child or young person has been assessed as having social care needs in relation to
their SEN or disabilities, social care teams:
• must secure social care provision under the Chronically Sick and Disabled Persons Act
(CSDPA) 1970 which has been assessed as being necessary to support a child or young
person’s SEN and which is specified in their EHC plan
• should provide early years providers, schools and colleges with a contact for social care
advice on children and young people with SEN and disabilities
• must undertake reviews of children and young people with EHC plans where there are
social care needs
• should make sure that for looked after children and care leavers the arrangements for
assessing and meeting their needs across education, health and social care are coordinated effectively within the process of care and pathway planning, in order to avoid
duplication and delay, to include in particular liaising with the Virtual School Head (VSH)
for Children in Care
Where children or young people with SEN or disabilities also have a child in need or
child protection plan, the social worker within the SEN team should ensure the statutory
timescales for social care assessments are met and any assessments are aligned with EHC
needs assessments wherever possible.

Adult social care
Children’s services must not be discontinued simply because a young person has reached
their 18th birthday. There must be effective transition from children’s to adult social
care services where this is needed. For those already receiving support from children’s
services, the Care Act makes it clear that local authorities must continue to provide
children’s services until adult provision has started or a decision is made that the young
person’s needs do not meet the eligibility criteria for adult care and support following an
assessment.
Local authorities and their partners must co-operate in the provision of adult care and
support in promoting the individual’s wellbeing and local authorities must:
• promote the integration of adult care and support and health services
• arrange the provision of preventative resources that can be accessed by those who
require support but who do not have eligible needs (under the Care Act 2014).
• ensure a diverse and high quality range of services to meet assessed care and support
needs
Local authorities must provide information and advice on the range of services available.
They should include in their Local Offer relevant information and advice on local provision
and how to receive an assessment for transition to adult care and support.
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The transition from children’s to adult services needs to be well managed and should take
place at a time that is appropriate for the individual. This is particularly important where
young people’s assessed needs do not meet eligibility criteria for adult services.
Local authorities and their partners should work together to ensure effective and well
supported transition arrangements are in place; that assessment and review processes for
both Care plans and EHC plans are aligned; that there is effective integration with health
services, and that there is a good range of universal provision for inclusion in the Local Offer.
Young people and their families should not be expected to repeatedly provide duplicate
information to different services, or to attend numerous reviews, or receive support that
is not co-ordinated and joined up. There should be clear and joined-up decision-making
processes and lines of accountability for considering when the transition to adult services
should take place and ensuring that children’s services continue to be in place for as long as
required.
Local authorities should consider ways of supporting carers. Parent carers have often had to
give up paid work after their child leaves full time education. Loss of paid employment can
have a significant impact on the carer’s wellbeing and self-esteem as well as a significant
impact on the family’s financial circumstances. Taking a whole family approach to care and
support planning that sets out a ‘five-day offer’ for a young person and support for a carer
to manage an increased caring role (which ideally allows them to stay in paid work if they
wish to do so) can help families manage the transition and save money by avoiding costly
out-of-area placements.
Support for carers includes any support assessed as being reasonably required by the
learning difficulties and disabilities which result in the child or young person having SEN. It
can include any services assessed under an early help assessment and/or under Section 17 or
Section 47 of the Children Act 1989 or eligible needs identified by assessments under adult
care provisions. It can also include services for parents and carers which will support the
child’s outcomes, such as mental health support.
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Annex 4: Health Duties
Annex 4: Health Duties

The NHS constitution works to the following principles:
• The NHS provides a comprehensive service, available to all
• Access to NHS services is based on clinical need, not an individual’s ability to pay
• The NHS aspires to the highest standards of excellence and professionalism
• The patient will be at the heart of everything the NHS does
• The NHS works across organisational boundaries
• The NHS is committed to providing best value for taxpayers’ money
• The NHS is accountable to the public, communities and patients that it serves
Under the terms of the Children and Families Act 2014 and Code of Practice, the NHS
National Framework for Children’s Continuing Care 2016, the Children Act 2004 and Future
In Mind Programme, the following duties apply:

NHS Commissioners (including CCGs) must cooperate with LAs to:
• Develop joint commissioning arrangements (both for EHC Plans and strategic
commissioning)
• Work in partnership within decision making panels regarding provision and funding for
individual children
• Commission integrated and personalised services that can meet the needs of the
population
• Contribute to the continuing development of the Local Offer
• Secure sufficient provision to meet identified needs from the Joint Strategic Needs
Assessment
• Commission Designated Clinical Officers/ Designated Medical Officers to ensure
accurate and relevant contributions to support children with additional needs
• Agree outcomes to be achieved and how these will be monitored

NHS Providers, clinicians and practitioners will:
• Support early identification of need through the Public Health Nursing Service, including
Health Visitor 2 year developmental check and the Healthy Child Programme HCP
• Notify the local authority of actual and potential additional needs Initiate and contribute
to the Graduated Pathway of Early Help and Support to ensure best outcomes for the
child
• Respond to requests for health advice / assessment as part of the statutory EHCP
process within the required time limits
• Ensure healthcare provision is available to meet identified needs in both non-statutory
and statutory plans To contribute to the monitoring of the child’s progress from
interventions and to the regular review of plans
• Review and refresh service contribution to the Local Offer using feedback from children,
young people and parents to inform developments.
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Executive Summary

This report seeks to inform the Governing Body
with regard to the publishing of the
Gloucestershire Market Position Statement in line
with the 2014 Care Act.
The MPS is a market facing document that
sets out the commissioning intentions of GCC
and GCCG with regard to the efficient and
effective operation of the adult care and support
market as a whole.
The MPS gives providers a clear indication of our
future direction of travel, including the need for a
place-based approach, and will be followed by
three strategies which will consider in more detail
the provision of Housing with Care, Care Homes
and Care at Home.
Gloucestershire Care Providers Association
(GCPA) supported the development of the
document, and providers who are not members of
GCPA were also included. The document reflects
on the current working relationships with
providers and champions a new and more
collaborative way of working together.
The document has been signed off at JCPE and
JCPB and is now published on the GCC website.
Links to the document will be sent out to the
market by GCPA and will also be shared on the
GCC provider portal.
There was a risk that providers’ expectations
would be raised regarding commissioning activity
or price. (3x2) 6.
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Providers were therefore engaged and consulted
throughout the preparation of the document, and
it was made clear that the MPS stands outside of
any price negotiation work.
(2x2) 4
No-one has been identified as having a conflict of
interest in the process of developing the MPS.
The MPS indicates the intended direction of travel
for commissioning of health and social care
services in Gloucestershire. This will enable GCC
and CCG to continue with their commitment to a
central integrated brokerage function, ensuring
value for money and contributing to market
sustainability.
The MPS is a response to the Local Authority
duty for market shaping under the Care Act 2014.
It does not contravene any Health duties. As a
joint document, it also goes some way to meeting
Section 15 of the Care Act in respect of
integration and partnership working.
The MPS aims to alert the market to the services
that are needed and those which are in
oversupply. Going forwards, this will help ensure
that there is appropriate provision to meet the
care and health needs of Gloucestershire’s
population.
No anticipated adverse impact on any protected
group.
None identified.

There is no anticipated adverse impact on
patients, carers, family or the public and public
engagement was not undertaken.
The MPS is published on the GCC website.
The Committee/Governing Body is requested to:
Note the Market position Statement and support
the commissioning direction included within it.
Name Jenny Cooper/ Debbie Clark
Outcome Manager /Lead Commissioner
Kim Forey
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Agenda Item 12
Governing Body /Committee name
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1.

Introduction

1.1

Gloucestershire County Council (GCC) and NHS Gloucestershire
Clinical Commissioning Group (GCCG) Market Position Statement is
now published.

2.

Executive Summary / Purpose

2.1

This report seeks to inform the Governing Body with regard to the
publishing of the Gloucestershire Market Position Statement in line
with the 2014 Care Act.

3.

Paper detail

3.1

Section 5 of the Care Act 2014 sets out the duties placed on local
authorities to facilitate a diverse, sustainable, high-quality care
market for their whole local population, including those who pay for
their own care. One way of achieving this is to develop a local
Market Position Statement (MPS), and we have recently
commissioned the Institute of Public Care to help us produce such a
document for Gloucestershire.
Their work included robust engagement with providers as well as
consulting with commissioners and health and social care staff and
analysing data. Gloucestershire Care Providers Association (GCPA)
worked closely with us throughout the development of the MPS
however we also ensured engagement with providers who are not
members of GCPA. The work was undertaken in two phases. A
review of bed based services took place from September –
December 2017 and a review of community-based services was
undertaken from January to April 2018. The engagement took the
form of:
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Provider surveys – Surveys were circulated to all known care
home providers in 2017 and other community-based service
providers in 2018. Over 100 responses were received.
Telephone Interviews – Detailed telephone discussions were
held with managers/proprietors from ten care homes and six
community-based organisations (predominantly domiciliary care).
Commissioner and operational staff interviews – Individual
face to face meetings were held in October 2017 and March 2018
with all lead commissioners to ensure that the current situation and
future aspirations were fully understood and captured.
Provider workshops – Findings from discussions were tested
along with future intentions at provider workshops held on 23rd
January 2018 (care homes) and 19th April 2018 (community
services organisations).

The MPS sets out our future commissioning intentions within the
following themes:
1. Supporting independence – we want to support the development
of a culture of recovery and independence across the care
sector in Gloucestershire. Across the entire spectrum of adult
social care services, we want to ensure that we are doing as
much as we can to support an individual’s independence.
2. Appropriate Housing – we want people to be able to stay at
home whenever possible. This means that we need to make
sure that their homes are suitable for their needs and when they
are not, that they have access to suitable alternatives.
3. Community Support – we want people to be able to access
support from a well-organised network of resources within their
local community. Therefore, we will encourage and support
innovative approaches from service providers which expend
their role in communities to provide a broader “offer” to people
living nearby.
4. Rehabilitation, recovery and reablement – we want all
contributors to our service model to be working with people to
return them to as much independence as possible at all
times. We want to expand the number of settings in which this
approach takes place and the range of providers that are
commissioned specifically to support this approach.
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5. Flexible Long-Term Support – even with effective prevention and
rehabilitation, we know that some people will have long-term
needs. However, we still want these services to be guided by
the principles of recovery and independence. We will support
providers to be innovative and flexible, promoting independence,
and offering choice and only as much support as needed. We
recognise that long-term needs do not always increase and in
some cases can reduce over time.
6. Sustainable long-term services – when people require long-term
services, we want to support these services to be reliable,
sustainable and adhering to robust quality standards and
regulations.
The Market Position Statement (MPS) for Gloucestershire was
approved by both JCPE and JCPB in October and has now been
published on the GCC website.
The MPS gives providers a clear indication of our future direction of
travel, including the need for a place-based approach, and will be
followed by three strategies which will consider in more detail the
provision of Housing with Care, Care Homes and Care at Home.
4.

Recommendations

4.1

The Governing Body is requested to:
Note the Market Position Statement and support the commissioning
direction included within it.

5.

Appendices
Appendix 1 – Gloucestershire Market Position Statement

MPSReport1Nov_18 Final.pdf

The document can also be found here:
https://www.gloucestershire.gov.uk/media/2083902/marketposition-statement-for-older-people-2018.pdf
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1 Introduction
This Market Position Statement (MPS) signals a commitment from
Gloucestershire County Council (GCC) and NHS Gloucestershire
Clinical Commissioning Group (GCCG) to transform our model of
care and support to meet the needs of our adult population.
The current pressures on statutory
and commissioned services make
it unsustainable to continue the
existing pattern of commissioning
and it is increasingly necessary
to focus on managing demand
through supporting more people
to live independently in the
community.
It is recognised that there are
differences between the various
market sectors (care homes,
community services and housing
with care) and across the six
districts of Gloucestershire. This
MPS aims to give a broad overview
across the whole picture and to
give clear messages to the market
of our future commissioning
intentions.
The MPS will inform subsequent
commissioning strategies for every

sector, each of which will address
market pressures, strengthen
weaknesses and promote the
development of services which
enhance and extend independence
in every district.
We know that this will require a
new kind of relationship between
commissioners and providers.
Whilst we have already worked
hard to achieve this, we know that
there is more to do. In order to
develop robust partnerships which
recognise increasing demand, the
diversity of the market and the
differing pressures experienced
by all parties, we will need to
work more closely together in an
environment of openness, trust and
risk sharing. We look forward to
doing so.
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1.1 What is a Market Position Statement?
The Care Act (2014) places duties on local authorities about market
development in adult social care:
Section 5 sets out duties on local authorities to facilitate a diverse,
sustainable high quality market for their whole local population, including
those who pay for their own care and to promote efficient and effective
operation of the adult care and support market as a whole.
Sections 48 to 56 – state that local authorities must ensure that no one
goes without care if their provider’s business fails and their services cease.

Strategic commissioning involves having
a well-informed understanding of the
health and social care needs of our
communities and making sure that we
prioritise and target our resources in the
most effective way. As joint commissioners
we are committed to developing a “whole
system” approach and to developing a
single shared vision.
We recognise that service providers have
a fundamental contribution to make to
the future direction of service provision
and we are committed to working
together using the MPS as a foundation
for this approach. It has been developed
specifically to be used by current and
potential service providers so that we can:

share information and analysis of
future population needs
review what we know about the
current ‘market’ of services
describe our future approach to
commissioning services
enable providers to position
themselves to meet future demands/
needs
effectively engage and support
service providers to achieve a robust
and sustainable market
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Scope

This MPS covers social care and NHS1 commissioned services for
people aged 18 years and over in Gloucestershire. It focusses
specifically on the following services:
care homes
care at home and community based services such as day care
extra care housing
supported living
It aims to consider the market as a whole, not just commissioned
services but recognises that there is limited available information
on people who purchase their own care (“self-funders”).
This MPS is informed by providers. Engagement with users of the
care market is out of scope.

1.3

Approach

To inform the MPS, the Institute of Public Care (IPC) at Oxford Brookes University
were commissioned to undertake detailed work to consider what we already know
about the social care market in Gloucestershire. Phase 1 of this work considered
the Care Home Market and Phase 2 looked at other community based services.
An important component of this work was to undertake a range of engagement
activity with the market. This has included:
Provider surveys – surveys were circulated to all known care home providers in
2017 and other community based service providers in 2018. We received over 100
responses.
Telephone Interviews – detailed telephone discussions were undertaken with
managers/proprietors from 10 care homes and 6 community based organisations
(predominantly domiciliary care).
Provider workshops – we have tested our findings and future intentions at
provider workshops held on 23rd January 2018 (care homes) and 19th April 2018
(community services organisations).
Data analysis – data on current purchase and spend was not available in a format
that could easily be accessed, as a result the document does not have the depth of
analysis originally envisaged. Reconciling data from different sources proved difficult
at times. It is therefore not always possible to draw a direct correlation between
figures in different sections of this MPS.
Commissioner interviews – lead commissioners across all areas were interviewed
at both stages of the development process.

1

NHS commissioned services are those funded by continuing healthcare.
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2 Strategic Background
2.1

Context

In Gloucestershire it is estimated that 47,500 people over the age of 45 are living with
a long-term condition. This is projected to rise to 77,000 by 2030. The 18-64 working
adult age group is predicted to increase by only 1.4% by 2034. The numbers of over 65s
will increase by 67% in the same period
Gloucestershire County Council has a current (2018/19) net budget for adult social care
of £133 million which represents 32% of overall expenditure, approved in the Medium
Term Financial Strategy. In the last year (2017/18) the council supported approximately
25,000 people who have a disability, are vulnerable, or live with an age-related disorder,
as well as commissioning services aimed at addressing social care and health inequalities
and promoting health and well being. Of those approximately 12,000 people2 were in
receipt of a commissioned package of care for medium or longer term support.
Gloucestershire Clinical Commissioning Group works in conjunction with the council in
supporting people whose health needs impact on their daily living. It is estimated that in
2018/19 it will support 1571 adults at a cost in the region of £44m which represents 5%
of its overall expenditure.
The Care Act 2014 introduced the principle of promoting an individual’s “wellbeing”
which runs throughout the Act and applies equally to adults with support needs and
their carers. Care Act guidance states:

“
All councils have pressures on their budgets GCC is no different. We are responding to
those pressures positively and proactively. Year on year we are seeing greater demand
for adult social care services. We are focusing on doing more to prevent reduce and
delay people from developing needs for care and support and we are working with our
current users of care and support services to make sure that the services we have in
place promote wellbeing, independence and help people build good lives.
We recognise that for some people there will be a need for ongoing care and support
and we are committed to ensuring that our resources are used effectively to meet their
needs and are flexible to respond as people’s needs change.
We are developing a new service model which will underpin all aspects of the GCC adult
social care offer. It is based on a three tier conversation and aims to help people prevent,
reduce and delay their care needs. In addition to national legislation the approach has been
influenced by the local Sustainable Transformation Partnership (STP) which has recently led
to the recognition of Gloucestershire as a shadow Integrated Care System (ICS).
GCC data identifies 12000 clients with some form of Adult Social Care service (including CHC), funded in part or full and with
or without a disability This figure includes people in receipt of a long term care package and short term interventions such as
reablement, respite and hospital to home services.
2
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New Service Model

We want people to be supported to be their own best resource and we want those
with long term care needs to receive innovative, enabling support that changes
responsively as they live their life.
As an Integrated Care System we have a new approach which will mean:
an even greater focus on supporting people to keep healthy and independent and
developing active communities
local people with long term conditions – whether those are physical health, mental
health or learning disability related – should see more joined up care and support in
their own homes, GP surgery, community or in hospital
staff should find it easier to work with colleagues from other organisations to
support shared health priorities
there is greater freedom and control to make local decisions about services and use
of the Gloucestershire Pound
we have the ability to attract additional money to develop services and support

Together
we aim
to help
build:

a resilient population that aspire to live
independent lives
more inclusive and supportive communities
better connections for people to self-serve
options which can prevent, reduce and
delay needs
access to good quality care and
support when needed
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Three Tier Approach
Gloucestershire County Council has developed a “Three Tier Approach” with which
to structure all our provision. A three tier approach means that we prioritise self-care
and time limited support before we explore long term care and support services with
people. This will enable us to manage the increasing demand on our services by getting
better at ensuring as many people as possible have options other than organising
things through the council.
It signals a move towards placing more emphasis on the context of family, friends,
social networks and utilising a persons own strengths and capabilities and community
resources. It will help us deliver the broader scope of our duties under the Care Act to
help people prevent, reduce and delay their care needs.

Figure 1: Three Tier Model
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2.3 How does this relate to the market?
We want to develop a market which can support people to live as independently as
possible for as long as possible. Our future commissioning of services will therefore
seek to emphasise the following themes:

Supporting independence – We want to support the

development of a culture of recovery and independence across the care
sector in Gloucestershire. Across the entire spectrum of adult social
care services, we want to ensure that we are doing as much as we can
to support an individual’s independence.

Appropriate Housing – We want people to be able to stay at

home whenever possible. This means that we need to make sure that
their homes are suitable to their needs and when they are not they
have access to suitable alternatives.

Community Support – We want people to be able to access

support from a well organised network of resources within their local
community. Therefore, we will encourage and support innovative
approaches from service providers which expend their role in
communities to provide a broader “offer” to people living nearby.

Rehabilitation, recovery and reablement – We want all

contributors to our service model to be working with people to return
them to as much independence as possible at all times. We want to
expand the number of settings in which this approach takes place and
the range of providers that are commissioned specifically to support
this approach.

Flexible Long-Term Support – Even with effective prevention and

rehabilitation, we know that some people will have long term needs.
However, we still want these services to be guided by the principles of
recovery and independence. We will support providers to be innovative
and flexible, promoting independence, offering choice and only as
much support as needed. We recognise that long-term needs do not
always increase and in some cases can reduce over time.

Sustainable long-term services – When people require long term
services, we want to support these services to be reliable, sustainable
and adhering to robust quality standards and regulations.
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3 Market Overview
The care market in Gloucestershire
is diverse and different districts face
specific challenges. We aim to undertake
our commissioning in future at a district
level and will continue to work with
providers to develop this more detailed
understanding of the market.

Recruitment and retention are identified
as particular challenges across the care
sector and in Gloucestershire pay rates
are low with some notable variations.
Median gross pay and gross annual pay
for the lowest 10% of earners is lower in
Gloucestershire than nationally.

In this section we consider how effectively
and sustainably the social care market
is able to respond to the needs of our
population and how well positioned it is to
meet those needs in future.

Workforce supply is known to vary by
district across the county. Care workforce
data indicates factors which may
potentially destabilise the labour market.
In particular, an ageing workforce and a
significant reliance on EU nationals.

3.1

There is also recognition that, in a
changing environment, with increasing
requirements to meet ever more complex
needs, (including providing for dementia
and challenging behaviour) the skills
and expertise of some of the general
social care workforce will need further
development.

Viability of the care
market

Generally, providers that have taken part
in our consultation have characterised
the care home market as “unstable” and
“fragile”. A number of larger providers
identified that they are currently carrying
notable financial risk. Some providers
identified that they are not expecting to
be viable in five years’ time while others
recognise that they now need to adapt
and diversify to meet the needs of their
local population and to reflect the new
service model proposed by commissioners.
Challenges experienced are:

Providers report significant financial
challenges of rising costs of providing
care, affected especially by increasing
wage costs in response to the National
Minimum Wage and meeting the
requirements of new regulatory
standards such as pensions and night
time payments.

The majority of providers of care homes
for older people indicated that they
are reliant on self-funders as well as
Gloucestershire-funded residents and
this is reflected in the national picture
according to Laing and Buisson.3

3

https://www.laingbuisson.com/blog/care-home-funding-shortfall-leaves-self-funders-filling-1-billion-gap/.
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Quality of the Market

The proportion of care homes judged
to be ‘Good’ or ‘Outstanding’ is broadly
comparable to the national average.
Whilst no care homes for older people
are judged by CQC to be inadequate,
there is a mixed picture of quality across
the county. The Forest of Dean appears
to have higher quality homes with over
80% of all homes scoring good or
outstanding.

A higher percentage of care homes
for people with learning disabilities are
higher rated by CQC with all homes in
Cheltenham and Cotswold rated as good
or outstanding.
In domiciliary care provision 88% of
providers registered in Gloucestershire
are rated by CQC as good or outstanding
All extra care housing schemes
where there is commissioned care by
Gloucestershire are rated good overall.
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Structure of the Market

Care Homes
Gloucestershire has a relatively large number of providers running on average
comparatively small care homes.

129

245

There are
different providers responsible for
homes.
There are more residential care than nursing beds purchased and
more nursing beds are purchased by GCCG than GCC.
There is an increasing presence from larger, national providers.

25 care home providers operating in Gloucestershire are part of a
national group but only 10 of these have more than one home in the
county.

10

There are
providers who each oversee more than 100 beds in
the county, representing
of bed provision but only
of the homes.

42%

21%

Gloucestershire’s care home beds are more likely to be nursing home beds than is
seen nationally, 59% of care home beds are nursing, compared to 47% nationally. In
common with the rest of England, nursing home bed provision is rising and residential
care home bed provision is falling. We have seen a 16% increase in the number of
nursing home beds in the period 2012-17. Over the same period, we have seen a 5%
reduction in the number of residential care beds.
This emerging trend is in keeping with our direction of travel with regard to
commissioning fewer long term care home placements and ensuring that the placements
we do purchase are for people who have complex needs that cannot be met at home.
Whilst the average number of beds per care home is fewer than the South West and
England average, this is increasing year on year as smaller homes close and larger homes
open.
Further analysis of all types of care homes is being undertaken and will be presented in
the Care Home Strategy, anticipated in December 2018. That strategy aims to establish
the need and demand for care home beds across Gloucestershire for all adults. It will
consider the current provision in each district and across age groups and will include
district specific action plans which will indicate whether we need an increase or
reduction of beds in each area and which type of beds are needed.
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The structure of the Care Home
market can be considered in terms
of care homes for people over and
under the age of 65 years.

Older People (Over 65 years)
There are

127 care homes providing a total of 5180 beds for older

people in Gloucestershire averaging

41 beds per home in April 2018.

59

Older
(Over
65 years)
There People
are
residential
care homes averaging
beds in size.

68

30

50

There are
nursing homes averaging
beds.
The beds can be commissioned by GCC and GCCG or
purchased privately.

In the financial year 2017-18 there were 3 home closures. One was a nursing home,
one was a residential home and the third had dual registration. These three were all
in Cheltenham and resulted in a reduction of 90 beds in the market. In the 9 months
of this financial year there has been 1 residential home closure in Gloucester district
resulting in a loss of 47 beds to the market.
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Table 1: Number of care homes for older people in Gloucestershire by location, April 2018
All

Residential care

Nursing care

No of
homes

No of
beds

Ave
per
home

No of
homes

No of
beds

Ave
per
home

No of
homes

No of
beds

Ave
per
home

Cheltenham

33

1452

44

20

592

30

13

860

66

Cotswolds

17

785

46

3

80

27

14

705

50

Forest of Dean

17

559

33

8

209

26

9

350

39

Gloucester

28

1081

39

14

494

35

14

587

42

Stroud

27

1045

39

13

343

26

14

702

50

5

258

52

1

36

36

4

222

56

127

5180

41

59

1754

30

68

3426

50

Tewkesbury
Total

District level summary:
Cheltenham has highest number of care homes and care home beds. We
also place the most people there, including a large proportion of people with
continuing healthcare (CHC) needs.
Cotswolds has fewest residential beds but a high number of nursing beds
Forest of Dean has more nursing than residential but still lower than most other
districts.
Gloucester also sees high numbers of residential and nursing beds purchased.
Stroud has a high number of nursing beds and we make the most nursing
placements there but there are fewer residential beds available in that district.
Tewkesbury has the fewest residential and nursing beds.

Younger Adults (Under 65 years)

113

1143

In April 2018 there were
care homes providing
beds for younger people in Gloucestershire with an average of
beds per home.

10

110 care homes for people with a learning disability
providing 1087 beds with an average of 10 beds per care
There are

home.

3 homes specifically for people with a physical disability
providing 56 beds with an average of 19 beds per home.
There are
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Table 2: Provision of care homes for people aged 18-64 by location and capacity

Learning Disability

All

Nursing

Residential

No of
homes

No of
beds

Ave
beds
per
home

No of
homes

No of
beds

Ave
beds
per
home

13

132

10

12

107

9

2

92

46

1

4

Forest of
Dean

25

248

10

22

Gloucester

39

336

9

Stroud

22

202

9
110

Cheltenham
Cotswolds

Tewkesbury
Total

No of
homes

No of
beds

Ave
beds
per
home

1

25

25

4

1

88

88

220

10

3

28

9

37

301

8

2

35

18

9

20

185

9

2

17

9

77

9

9

77

9

0

0

n/a

1087

10

101

894

9

9

193

21

District Level Summary Learning Disabilities:
Gloucester has the most care homes and care home beds for people with LD.
Cotswolds has the fewest care homes and care home beds for LD.
Tewkesbury has no nursing homes for LD.
Cotswolds has one large nursing home which skews the average number of beds in
LD care homes in the district.
The overall average number of beds per home for the county as a whole is 10.

Physical
Disability

All

Nursing care

Residential care

Cheltenham

1

36

36

0

0

0

1

36

36

Gloucester

1

10

10

1

10

10

0

0

0

Stroud

1

10

10

1

10

10

0

0

0

113

56

19

2

20

10

1

36

36

Total

District Level Summary Physical Disabilities:
There is 1 ten bed residential care home for people with a physical disability in
Gloucester and 1 in Stroud.
There is 1 36 bed nursing home for people with a physical disability in Cheltenham.
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Care at Home (Domiciliary Care for Older People)
Gloucestershire operates separate care at home framework contracts for urban and
rural areas. The urban framework covers Cheltenham and Gloucester and has 1 lead
provider for each. The rural framework covers the other districts and has 45 providers
who bid for packages via a dynamic purchasing system.
During the period April 2016 – December 2017, Gloucestershire Council was working
with 142 care at home providers (although not all were active) During that period,
2,876 new care packages were started, and of these, 80% were allocated to 29
providers. 50% of these packages were allocated to 9 providers.

71 providers work with adults, 18-64 years
107 providers work with older adults, 65 years and over
54 providers work with all age groups
31 providers work with people with learning disabilities
10 providers work with adults with mental health needs
These statistics relate specifically to packages of care purchased by GCC and do not include
privately purchased packages.

Table 4: Care at Home Services – Provision by District
District

No of SUs

No of
SUs per
10,000 65+
population

No of hours
provided

No of
hours per
10,000 65+
population

Mean hours
per SU

Cheltenham

249

113

3813.25

1725

15.25

Cotswolds

150

68

2352.25

1074

15.00

Forest of Dean

233

113

3402.25

1652

14.25

Gloucester

319

150

5280.50

2491

16.50

Stroud

295

112

4311.75

1639

14.25

Tewkesbury

174

88

3102.25

1567

17.25

1420

107

22262.25

1683

15.50

Gloucestershire

Source: Gloucestershire4/Poppi.org.uk

4
The information is based on data extracted on 12/09/2018, looking at all packages currently valid on ContrOCC.
Postcode has been used to determine locality. The number of hours and average number of hours has been rounded
to the nearest 15 minutes.
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The differences between numbers of service users, average hours of care per person
and number of hours per head of population might be attributable to a number of
factors:
• Level of need
• Capacity of care market in the district
• Socio economic profile of district – which might affect both health and available
workforce
• Commissioning patterns
Further analysis of care at home services is being undertaken and will be presented in
the Care at Home Strategy, anticipated in Spring 2019. That strategy aims to establish
the need and demand for care at home services across Gloucestershire for all adults.
It will consider the current provision in each district and across age groups and will
include district specific action plans which will indicate which areas of service require
further development in each.

District level summary:
Cheltenham has the third highest number of service users and ranks equal second
with the Forest of Dean for the number of service users per 10,000 65+ population.
Cheltenham deliver the third highest number of hours per week and the second
highest number of hours per week per 10,000 65+ population. Cheltenham rank
third highest for the average number of hours delivered per week per service user.
Cotswolds has the lowest number of service users, the lowest number of hours
provided per week and the lowest concentration of service users and hours
per 10,000 65+ population. It has the second lowest average number of hours
delivered per service user.
The Forest of Dean has the third lowest number of service users but along
with Cheltenham ranks second for the number of service users per 10,000 65+
population. They deliver the third lowest number of hours per week but rank third
highest for number of hours per 10,000 65+ population. Along with Stroud they
deliver the lowest average number of hours per week per service user.
Gloucester has the highest number of service users, the highest number of hours
provided per week and the highest concentration of service users and hours
provided per 10,000 65+ population. It has the second highest average number of
hours delivered per service user.
Stroud has the second highest number of service users and rank second highest
for number of service users per 10,000 65+ population. They deliver the second
highest number of hours per week but rank fifth in the number of hours per week
per 10,000 65+ population. Along with the Forest of Dean they deliver the lowest
average number of hours per week per service user.
Tewkesbury has the second lowest number of service users, the third lowest
number of service users per 10,000 65+ population and the second lowest number
of hours delivered each week. They deliver the third highest number of hours per
10,000 65+ population each week and have the highest average number of hours
delivered per service user.
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Supported Living
Supported living is for people with a specialist need such as a learning disability. The
property could be an individual flat or house, clusters of flats or shared accommodation
within a larger house. The people living there have help from a care or support provider
to live as independently as possible.
There are 51 providers who offer supported living in Gloucestershire. Some of them
provide services in more than one district and some provide to more than one service
user group. Whilst 48 providers of supported living offer services to people with learning
disabilities only 20 support people with complex needs.
Number of placements per district
Supported Living
Number of
providers
Cheltenham

Number of
placements
27

128

7

48

Forest of Dean

27

187

Gloucester

38

239

Stroud

23

161

6

17

128

780

Cotswolds

Tewkesbury
Gloucestershire

Lorem ipsum dolor sit amet, consectetuer adipiscing elit, sed diam

Number of providers for each
service user group
erat volutpat. Ut wisi enim ad minim veniam, quis nostrud exerci

nonummy nibh euismod tincidunt ut laoreet dolore magna aliquam

60
50

48

40

28

30

24
20

20
10
0

Offer to LD

Offer to PD

Offer to MH

Offer Complex Needs

District Level Summary:
Gloucester has the largest number of supported living providers and the largest
number of people living in supported living.
Tewkesbury has the fewest providers and the lowest number of people living in
supported living.
The Forest of Dean, Cheltenham and Stroud have comparable numbers of homes
and people living in supported living.
Cotswolds has few providers but a supports a relatively high number of people in
supported living.
18
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Settled, Secure and Safe Lives
In 2003, the Department of Communities and Local Government (DCLG) established the
Supporting People Programme to provide housing related support to vulnerable people.
Over time this programme has evolved and GCC now commissions these services under
the auspices of the Settled, Secure and Safe Lives in Gloucestershire Policy 2016-19:
Support for People in Vulnerable Circumstances.
The wider accommodation based supported housing network consists of:

4 providers contracted to provide up to 175 bed
spaces for complex and chaotic homeless people
aged 18+.

6 providers contracted to provide up to 199 bed
spaces for vulnerable young people aged 16+
(including 33 beds spaces for young families).

3 providers contracted to provide up to 195 bed

spaces for people with mental health issues.

Supported housing is mostly in the larger urban areas of Stroud, Cheltenham and
Gloucester but can be accessed by any resident of the County through the Reconnection
Policy, which allows people with a local connection to one area move into supported
housing in another area and then return once support is completed.

19
ipcbrookes.ac.uk

Gloucestershire Joint Commissioning Partnership
Market Position Statement

October 2018

Extra Care Housing
Extra Care Housing is housing designed with the needs of frailer older people in mind
and with varying levels of care and support available on site.
There are currently 7 extra care housing schemes in
which we commission care and these provide a total of
487 units of accommodation.
Accommodation is provided by 6 different providers
in total, and care and support services provided by 5
providers.
Gloucestershire commissions care in an average of
26% of available units in these schemes.

In addition to Extra Care Housing where we commission care there is a substantial
provision of private retirement accommodation where people can buy their own
accommodation with varying levels of support available. There is also provision of
sheltered housing for older people where there is some peripatetic support provided
to residents. This model has changed over a number of years and consequently not
all provision is entirely suitable for older people and the level of support now offered
varies.
Further analysis of all types of housing with care is being undertaken and will be
presented in the Housing with Care Strategy, anticipated launch date April 2019. That
strategy aims to establish the need and demand for such provision across Gloucestershire
for all adults. It will consider the provision in each district and across age groups to
establish what is available and will include 6 district specific action plans which will
indicate what is required to enhance the accommodation offer to those who need care.
Table 6: Extra Care Housing Schemes

District

Number of
schemes

No of units
where GCC
commission
care services

No of
units per
10,000 65+
population

No of people
who use
GCC funded
service

Cheltenham

1

49

22

21

Cotswolds

1

60

27

17

Forest of Dean

2

89

10

38

Gloucester

2

214

101

42

Stroud

0

0

0

0

Tewkesbury

1

75

28

17

Gloucestershire

7

487

45

139

Source: Gloucestershire / CQC
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District Summary:
Cheltenham has one small scheme where less than half of residents receive any
care commissioned by GCC.
Cotswolds has one slightly larger scheme where significantly less than half of
residents receive care commissioned by GCC.
The Forest of Dean has two small schemes (45 and 46 bed), both have fewer
than half of the residents receiving any care commissioned by GCC.
Gloucester has one large (166) and 1 small (48) scheme. Less than 20% of
tenants receive care commissioned by GCC.
Stroud does not have any extra care schemes.
Tewkesbury has one larger scheme of 75 units but less than a third of residents
receive care commissioned by GCC.
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4 Population – Future Demand for
Adult Care and Support Services
In this section we describe what we
know about our adult population in
Gloucestershire and what we expect
it to look like in future. We also
identify how we expect to shape our
commissioning intentions to address
future trends in demand for services.
The information is taken from the
Adults and Older People section of
our “Inform Gloucestershire”5 website
(which is in turn informed by POPPI
and PANSI6 records which are based
on the last census undertaken in 2011)
and is augmented by our most recent

5
6

analysis of purchasing data as well as the
National Carers Survey for England. The
data we have provides future forecasting
of population trends and analysis
of demographics in Gloucestershire
but is currently only available at a
countywide level. We aim to undertake
our commissioning in future at a
locality level and will work to develop
our detailed understanding of future
needs in this way. We are at an early
stage in our ability to map our future
needs accurately but want to work with
providers as we develop this capacity.

https://inform.gloucestershire.gov.uk/)
Projecting Older People Population Information System (POPPI), http://www.poppi.org.uk/
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Older People

Population Trends and Future Need
1. We expect the number of older people aged 65 and over in Gloucestershire to
continue to rise at a faster pace than nationally, rising from 126,800 in 2015 to
206,300 by 2039.
2. An estimated 25,400 older people have a long-term illness or disability that limits
their day-to-day activities a lot. The number is predicted to rise to 39,000 by 2030.
3. The number of older people unable to manage at least one self-care activity such
as wash, dress and take medicines is predicted to increase from 43,000 to 64,000
between 2015 and 2030.
4. As at 31 March 2016, a total of 3,358 people aged 65 or over were receiving
council funded long-term care packages.
5. An estimated 12,700 people aged 65+ in Gloucestershire feel lonely always or often.
6. Currently an estimated 18,400 people aged 65+ are carers, most likely to be caring
for their partner/spouse or are mutual carers. This number is projected to increase to
22,300 in 2025.
7. Nearly two-thirds of carers caring for older people provide at least 35 hours of care
each week. More than six in ten carers caring for older people have a long-term
illness or disability themselves.
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What this means for Gloucestershire going forward
We want to place a stronger emphasis on rehabilitation and enablement.
We expect to place proportionately fewer people in residential care overall.
We expect to purchase more care home provision for complex needs especially
dementia.
We will place more emphasis on meeting the needs of older people in Extra Care
Housing settings.
We want to increase the availability of appropriate housing (eg. warm and
healthy homes).
We want to work together with providers on a coordinated approach to falls
prevention.
We intend to place more emphasis on the use of equipment and technology.
We want to provide options for short breaks for older people and their carers.
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Adults with Physical Disabilities

Population Trends and Future Need
1. The number of adults aged 18+ in Gloucestershire is projected to rise from 492,300
to 576,600 between 2015 and 2039, with the 18-64 age group predicted to grow by
1.8% and the over-65s by 66.6% in the same period.
2. An estimated 9,000 people aged 18-64 in Gloucestershire have a serious physical
disability, and an additional 30,000 people aged 18-64 have a moderate physical
disability. Both numbers are expected to increase moderately in the next 15 years.
3. As at 31 March 2016, 664 adults aged under 65 were receiving council funded long
term care packages for those whose primary need related to physical disability or
sensory impairment.
4. As of 31 March 2016, the 45-64 year-olds were the largest group receiving long-term
care services, accounting for 61.5% of all users. This was followed by those aged 2544 (30.0%) and those aged 25 and under (8.4%).
5. Estimates suggest that currently Gloucester, Cheltenham and Stroud districts have
the largest numbers of people of working age with a moderate or serious physical
disability in the county. This is likely to continue to be the case for the next 15 years.
6. More than half of carers caring for people with a physical disability or sensory
impairment are full time carers providing care for at least 35 hours each week.
7. Just under 60% of carers caring for people with a physical disability or sensory
impairment have a long term illness or disability themselves.

What this means for Gloucestershire going forward
We want to place more emphasis on supporting people to live independently in
their own homes.
We need to work in partnership to ensure that there is appropriate accessible
accommodation for people with disabilities.
We need to ensure that those young people with complex needs approaching
transition have appropriate housing and quality support and need to start
planning for this in a timely manner.
We want to explore innovative ways to support people with complex health and
social care needs to live in the community, for example using assistive
technology and schemes like shared lives.
We need to develop specialist capacity, particularly for
people with neurological conditions such as:
• Acquired Brain Injury
• Huntington’s
• Those with associated challenging behaviours
We want to provide options for short breaks for disabled
people and their carers.
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4.3 Adults with Learning Disabilities
Population Trends and Future Need
1. An estimated 11,400 people aged 18 and over in Gloucestershire have
a learning disability. Of these 2,400 have a moderate or severe learning
disability. There are around 3,000 people in Gloucestershire who have
received a diagnosis by local GPs as having a learning disability
2. While the overall number of adults with moderate or severe learning
disability is predicted to rise by 3.6% between 2015 and 2025, the
number is predicted to rise most steeply in the older age group, rising by
19.8% for the over-65s in the same period.
3. Data as at 31 March 2016 shows a total of 1,271 adults aged 18+
receiving long-term care packages funded by the County Council for
those whose primary need related to learning disabilities.
4. Gloucestershire County Council’s commissioning data as at August 2018
shows that individuals who were in receipt of a GCC funded service based
on having “complex needs” or “challenging behaviour” totalled 175. This
figure is broken down as 94 with profound and multiple needs and 81
with challenging behaviour.
5. Of the 175 individuals, 65 are female and 110 are male. The age
breakdown is: 61 people aged 18-25; 105 people aged 26-64; 9 people
over 65.
6. Gloucestershire has a high number of adults placed here by other
counties therefore the number of people with complex needs, including
challenging behaviour, is accordingly high.
7. Nearly three-quarters of carers caring for people with a learning
disability are full time carers providing care for at least 35
hours each week. They are also more likely to provide
100 or more hours of care per week than carers
caring for people with other health conditions.
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What this means for Gloucestershire going forward
We want to develop more supported living particularly in models which both
support personalisation and represent best value – usually where there is an
element of “shared care”.
We need to ensure that those young people with complex needs approaching
transition have appropriate housing and quality support and to start planning for
this in a timely manner.
We will meet the needs of an ageing population of adults with a learning
disability, including those who are on the dementia pathway, and will work
with providers in older persons Care Homes, Sheltered Housing and Extra Care
Schemes to diversify to include people with a learning disability.
We want to explore innovative ways to support people with complex health and
social care needs to live in the community, for example using assistive technology
and schemes like shared lives.
In line with “Transforming Care” we will work to ensure people in long stay
hospitals are returned to independent living in their own community. This
will include supporting people with learning disabilities or a forensic mental
health need in the community following discharge and close working across all
professionals to actively case manage and reduce any risk of serious harm to
themselves or others.
We want to explore more efficient ways to deliver sleeping nights and will be
approaching providers to think creatively and consider ways to work together
perhaps in geographical areas to deliver responsive support that is more aligned
to on-call.
We want to provide options for short breaks for people with learning disabilities
and their carers.
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4.4 Adults with Mental Health Needs
Population Trends and Future Need
1. The number of adults in Gloucestershire diagnosed by local GPs with depression is
increasing, from 27,000 people in 2012/13 to 34,500 people in 2014/15. Of these, just
over half (i.e. 14,500 people) were over-65s, and this number is predicted to rise to
20,400 by 2030 as the population ages.
2. A total of 191 adults aged 18+ in Gloucestershire were receiving council-funded longterm care packages for those whose primary need related to mental health as at 31
March 20167.
3. Of these nearly three-quarters were receiving community care services. The 45-64s
were the largest user group8.
4. In terms of service type, the greatest increase was for community care, by 54%, while
the number receiving residential care has increased also, by 33%. The number receiving
nursing care services was very small.
5. Over half of carers caring for people with a mental health need are full time carers
providing care for at least 35 hours each week.
6. Nearly six in ten carers caring for people with a mental health need have a long term
illness or disability. Compared to other carers, they are also more likely to experience
mental health problems themselves.

What this means for Gloucestershire going forward
We intend to place increasing emphasis on the recovery model.
We want to develop more supported living particularly in models which both support
personalisation and represent best value – usually where there is an element of
“shared care”.
We need to ensure that those young people with complex needs approaching
transition have appropriate housing and quality support and to start planning for this
in a timely manner.
We want to explore innovative ways to support people with complex health and
social care needs to live in the community, for example using assistive technology
and schemes like shared lives.
In line with “Transforming Care” we will work to ensure people in long stay hospitals
are returned to independent living in their own community. This will include
supporting people with learning disabilities or a forensic mental health need in the
community following discharge and close working across all professionals to actively
case manage and reduce any risk of serious harm to themselves/others.
We want to explore more efficient ways to deliver sleep nights and will be
approaching providers to think creatively and consider ways to work together perhaps
in geographical areas to deliver responsive support that is more aligned to on-call.
We believe we need to develop more service capacity for
people with specialist needs including:
• Challenging behaviour
• Personality disorders
• Autism
• Early onset dementia.
We want to provide options for short breaks for people with
mental health needs and their carers.
GCC Data analysis
GCC Data analysis
ipcbrookes.ac.uk
7
8
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4.5 Carers
Population Trends and Future Need
1. Across the county, a total of 62,600 people are identified as unpaid carers looking
after or giving help or support to family members, friends, neighbours or others
because of long term ill health or disability or problem related to old age. This was
equivalent to 10.5% of the County’s population at the point that the statistic was
gathered9.
2. There has been a general upward trend of carers using our services in the past two
years. There was also a significant increase in the number of young carers aged 17-25
accessing support in the same period, up by 32%10.
3. 15,600 of carers as recorded in the Census were over 65. The number is projected
to rise to 22,300 by 2025, of which just under a quarter (24.1%) are predicted to be
over80s, who may require extra support to provide care11.
4. The ageing population is also likely to lead to a substantial increase in the number of
mutual carers as older couples provide care and support to each other12.
5. An England Survey of Carers in Households indicates that 17% of carers are caring for
more than one person. This equates to 11,000 people in Gloucestershire in 201513.

What this means for Gloucestershire going forward
We expect the number of older carers to rise by
nearly 50% within the next 10 years.
We want all providers to be more careraware and will include in contracts and
specifications the need to involve carers in
discussions.
We need to support carers so that they
can maintain their caring role as well
as look after their own health and wellbeing; this includes access to short breaks
when needed for carers of people with all
kinds of needs.

Census 2011, Office for National Statistics, https://www.nomisweb.co.uk
GCC Data analysis
11
ibid
12
NHS Information Centre for Health and Social Care Survey (2010) Survey of Carers in Households 2009/10 cited in
Carers UK (2015) Facts about Carers
13
ibid
9

10
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5 Implications for Providers – Our
Future Approach to Commissioning
The Care Act vision and our three tier service model signals a shift in the way in
which we will work. They will have implications not only for us, but for our partners
in the independent sector. Section 3.3 identifies our future commissioning themes.
This section aims to identify our commissioning priorities within these:

		

5.1 Supporting independence

We will build on our success with helping people into the workplace by exploring
innovative employment links to increase the number of disabled people in paid work
We will ensure that our Telecare offer helps people to live independently using
solutions which improve service and cost less than traditional care
In order to plan and achieve effective transitions Children’s Services will ensure that
the support they provide for those with special needs is focussing on ensuring that
each child is as independent as possible. Adult’s Services will work with those people
that are assessed as being eligible for ongoing support.
Supporting independence includes people in care homes and we will support
providers to offer people as much independence as possible in their homes.
We will support care at home providers to offer people as much independence as
possible in their own homes.
We will work with District Councils and Housing Associations to both enhance the
specialist housing offer and future-proof new homes to enable everyone to live as
independently as possible
We will work with providers of care and support to develop a supported living
model for younger adults in Gloucestershire with Mental Health Needs and with
Physical Disabilities.

		

5.2 Appropriate Housing

We will expect that more people will be supported to maintain their independence
and to live well at home.
We will work with housing and planning colleagues within the district councils in
Gloucestershire to develop more appropriate housing stock to support people to live
at home.
We will support initiatives to build and develop more housing with care provision
across the county that meets identified need.
We will deliver a range of projects with statutory and voluntary sector colleagues to
support older people to maintain their independence and stay in their own homes.
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5.3 Community Support
We will work with housing and care providers to develop innovative new models
which may blur some of the traditional boundaries between existing service
providers. For example:
• Expanding the range of care/support providers (eg care homes)
• Developing an Extra Care model in geographical communities as described
above (“Geographical Patches”).
We will support care at home providers and staff to be able to offer support and
encouragement as well as respite services to family and friends undertaking a
carers role.
We will encourage care homes to play a stronger role in their local communities
offering a broader range of support and care to people living nearby. This could
include day support, short term respite, care at home as well as more informal
support and volunteering opportunities.
We will develop with care at home providers new approaches to providing
flexible care and support to a group of specified individuals within an agreed and
manageable “geographical patch”. This model would be based on the principles of
Extra Care Housing
We will work with partners to develop new opportunities for volunteering.
We want to consider options for expanding our Shared Lives14 offer to include a
wider group (older people and those with a disability) and supporting hospital
discharge, short term enablement etc.

		

5.4 Rehabilitation, recovery and reablement

We will support people to be discharged from hospital as quickly as possible when
they have no medical needs. If they cannot immediately return to their own home
we want people to be able to access short-stays in care homes while they reable
and/or rehabilitate. This should take place within an ethos of independence. Our
community health and reablement services may provide in-reach to care homes to
support short stay residents back to as much independence as possible.
We will support providers to upskill staff to deliver appropriate care, support and
encouragement to people following programmes of reablement. We would like to
work with providers employing, or sharing employment of specialist staff such as
physiotherapists.

14

https://www.gloucestershire.gov.uk/health-and-social-care/adults-and-older-people/gloucestershire-shared-lives-scheme/
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Flexible Long-Term Support

We will improve arrangements to support people in need of urgent support in the
community, facilitate timelier discharges from hospital and reduce readmissions
We expect that people who choose to live in care homes in future will make that
choice to meet increasingly complex needs. We would like to see care homes
developing creatively to provide innovative services and appropriate environments for
people of all ages with a variety of more complex needs including:
• Dementia (including early onset)
• Physical disabilities
• Neurological conditions
• Bariatric conditions
We will work with providers to develop care packages which are flexible, reducing
wherever individuals have been supported to attain greater independence, but of
course, growing to support people whose needs increase.
We will move away from task-based care packages, towards flexible services with
greater control for the individual to meet their outcomes
Where appropriate we want to support people with complex needs to stay at home
for as long as possible when they choose to do so. In particular, we want to develop
our ability to support people to stay at home for the end-stages of their lives.
We will develop approaches, possibly through increased use of technology to support
people with dementia to live independently at home.
Whilst we recognise that people living in Extra Care and Supported Living
environments require flexible levels of care and support, we will work with providers
to ensure that the residents of schemes are people who will most benefit from them.

		

5.6 Sustainable long-term services

We will work with care providers to put in place pricing and payment mechanisms
which demonstrate best value but are realistic and support providers to remain
sustainable businesses. We will consider pricing mechanisms which include incentives
such as payment by results.
We will implement a new procurement framework for supported living services. We
will work with providers to ensure this framework supports variety, individual choice
and sustainability
We will work with providers of housing and care to develop a new approach to
supported living for people with learning disabilities (and other conditions). These
units will accommodate 6 or 7 people, have more communal space and be staffed
more flexibly moving away from the model of single, exclusive care packages and
moving towards more flexible models.
32
ipcbrookes.ac.uk

Gloucestershire Joint Commissioning Partnership
Market Position Statement

October 2018

6 Working in Partnership
In order to implement our new service model and achieve our commissioning priorities
we will actively engage with service providers to find new ways of working. We want to
promote closer, and more creative partnerships at strategic, local and individual levels.
Our consultation process identified what providers have to say about working with us and
what suggestions they have for improvement. The following table illustrates these and the
Gloucestershire offer in response to each.

Market engagement
identified the following
areas for improvement

Gloucestershire offer – what we are doing to
improve and new initiatives

Providers seek greater strategic
clarity through the production
of more detailed needs
analyses and commissioning
strategies

Greater strategic clarity – We are currently working
on three strategies:
The Care Homes Commissioning Strategy covers
all residential and nursing care commissioned on
a statutory basis across the county and will be
published in December 2018.
The Care at Home Commissioning Strategy covers
all domiciliary and community based services
commissioned for individuals across the county and
will be published in Spring 2019.
The Housing with Care Strategy covers all housing
with care provision across Gloucestershire and will
be published in April 2019.

Providers are willing to
adopt a positive risk taking
approach but advise it may
incur additional resources
and therefore needs a shared
approach to risk.

Nurturing Innovation – Our new model requires
fresh thinking and new approaches. We recognise
the expertise of our providers and wish to work with
them in partnership to develop and support targeted
and agreed pilot projects

Providers would welcome a
realistic approach to costs and
clarity around processes for
agreeing fees in order to fund
sustainable models of care.

Realistic approach to costs – We expect to work
with care providers to put in place pricing and
payment mechanisms which demonstrate best value
but are realistic and support the market within the
bounds of contracts, regulations and affordability.
We will consider pricing mechanisms which include
incentives such as payment by results.

Providers are keen to innovate
and willing to work in a way
which focusses on outcomes
rather than tasks.

Outcomes – We want to work with providers to
place outcomes for people at the heart of future
commissioning and contracting. We think that this will
support the necessary flexibility of service provision
that underpins our service model.
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Providers recognise the
opportunity to work together
in geographical patches and
welcome the concept of
“relationship managers” –
an individual with strategic
commissioning responsibility
with whom they can raise and
resolve issues and test out new
ideas.

Locality commissioning – We have centralised
our brokerage functions in order to develop more
detailed intelligence of our market and demand
patterns. The centralised team allocates district
responsibility to specific individuals thus facilitating
a local approach within the consistent principles
of a central team. Whilst we appreciate that the
nominated individual will not be a senior manager
this approach should go some way to providing
a “relationship manager” for providers. We are
increasingly focussing on working at a district level
in order to gain stronger understanding of the
needs of local communities and the opportunities
for providers to respond to these needs. The three
strategies being developed currently all take a district
focussed approach.

Providers have identified that
some of our systems (e.g.
electronic call monitoring
in care at home and our
payment mechanisms) can
be problematic and cause
additional tension which
jeopardises trust.

We recognise that there have been problems with
some of our processes and will work with providers
to ensure that our procurement, payment and
monitoring mechanisms are as simple and effective
as possible. We are currently working on a number
of improvements:

One-Stop Shop for Providers – The GCC
Brokerage Team connect to the owners and
business managers at contract level to ensure that
changes to packages/placements are appropriately
recorded and to ensure providers are paid for the
work undertaken in a timely fashion.
Provider Portal – This is the next step in the
process of providing a one stop access point. The
portal can reduce the number of emails required
to resolve issues and allows a more immediate
response.
Electronic call monitoring – Having an
electronic system enables all care at home
providers to monitor calls. We recognise that the
introduction of this system has not always been
easy for providers and are working to address
outstanding issues.
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relationships are varied; often positive,
sometimes not. The following
suggestions have been made:
A more dynamic relationship between
providers and social work staff would
be beneficial, especially at the point
of assessment and review.
Senior commissioners at Provider
Forums would result in creative and
meaningful debate.

October 2018

We know that providing more innovative, outcome
focussed and flexible support places more control
over day to day decisions with providers. We support
this and want to develop structures and personal
relationships with providers that promote trust and
co-operation.
Working together - Commissioning and social care
staff are keen to work together to find joint solutions
and to improve partnership working.
Senior commissioners at provider meetings –
We want to ensure that provider forums and other
meetings can consider strategic priorities and engage
in meaningful and creative debate and will endeavour
to ensure a senior commissioning presence whenever
possible.
Relationship managers –
Commissioning staff will be allocated on a district
basis as described above. Current resources do not
allow for this to be at a senior level.

There is a recognition of the value and
contribution of the Gloucestershire Care
Providers Association (GCPA) but not all
providers are members so there needs
to be a way of communicating with
those who are not.

Gloucestershire Care Providers Association - We
have a Memorandum of Understanding with GCPA
and are committed to working together to share key
objectives and collaborate for mutual benefit.
Provider forums – We propose to continue to use
the current arrangements for provider forums. We
recognise that not all providers are affiliated with
GCPA and we would like to work with all providers
to ensure that these are accessible to and accessed by
all.

Additional Improvements to support market viability
In addition to the above we recognise the difficulty the county is facing in terms of staffing
capacity currently. We are also aware that our new model will demand additional staff skills in
some areas as well as capacity. To this end we will help providers to recruit and upskill staff and
have the following supports in place:
1. Proud to Care – This initiative supports providers to work together to improve recruitment
and retention. A variety of elements include:
Developing a local brand/website
Online job advertising and recruitment processes
Producing short promotional films
Values based recruitment model
Proud to care ambassadors
2. Quality Team – This team works with individual providers to help them drive up the quality
of care and improve their environment.
3. Positive Behaviour Practitioners – This team works closely with providers to develop
specific care strategies with individuals.
4. Community of Practice – This approach uses peer support and action learning to develop
care and support practice.
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7 Next Steps
We are committed to the changes
outlined in this MPS. Delivering this
will require sustained focus and
continuing radical transformation
both of the services we provide and
the way we work together.
We are ambitious. We want to
develop a new approach to the
way we commission services and a
new vibrant relationship between
commissioners and providers
that promotes innovation and
sustainability.

This MPS will be followed by three
new commissioning strategies which
collectively will lay out a clear basis for
future commissioning.
The changes required are challenging.
They will only be achieved through
strong partnerships and clear
direction. We are committed to
making them.
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8. Glossary
Care Act

Government legislation that helps to improve people’s
independence and wellbeing. It makes clear that local
authorities must provide or arrange services that help prevent
people developing needs for care and support or delay people
deteriorating such that they would need ongoing care and support.

Care Package

A care package is a combination of services put together to meet
a person’s assessed needs as part of the care plan arising from an
assessment or a review. It defines exactly what that person needs
in the way of care, services or equipment to live their life in a
dignified and comfortable manner.

Care Home

A care home is a residential setting where a number of older
people live, usually in single rooms, and have access to on-site care
services. A home registered simply as a care home will provide
personal care only - help with washing, dressing and giving
medication. Some care homes are registered to meet a specific care
need, for example dementia or terminal illness.

Carers

A carer is anyone who cares, unpaid, for a friend or family member
who due to illness, disability, a mental health problem or an
addiction cannot cope without their support.

Commissioners

A person or organisation that buys services on behalf of the people
living in the area that the commissioner covers. This may be for a
population as a whole, or for individuals who need specific care,
treatment and support

Community Based Services

Providing community-based services means having high quality
services accessible to families in the least restrictive setting possible.

Decommissioning

Decommissioning is stopping provision of a service or a significant
part of a service

Extra Care Housing

Extra Care Housing is housing designed with the needs of frailer
older people in mind and with varying levels of care and support
available on site. Extra Care Housing is also known as very sheltered
housing, assisted living, or simply as ‘housing with care’.

GCC

Gloucestershire County Council - Local Authority.

GCCG

Gloucestershire Clinical Commissioning Group - NHS branch.

Integrated Care

For care to be integrated, organisations and care professionals need
to bring together all of the different elements of care that a person
needs. Delivering integrated care is essential to improving outcomes
for people who use health and social care services. Reducing
gaps and inefficiencies in care should also be able to offer some
opportunities for financial savings.

Nursing Care

In terms of care home funding, tasks identified by a nursing needs
assessment as those that need to carried out or supervised by a
qualified nurse – injections, dressings etc. Will be paid for by the
NHS. In a hospital setting often used to describe all tasks a patient
requires that are not carried out by a doctor, so could include
washing or toileting, as well as nursing procedures.
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Providers

An individual person, partnership or organisation registered with
CQC to carry on one or more regulated activities.

Reablement

Short term services for people with poor physical or mental health
to help them accommodate their illness by learning or re-learning
the skills necessary for daily living.

Recovery model

The recovery model is a holistic, person-centered approach to
mental health care. The model has quickly gained momentum over
the past decade and is the standard model of mental health care.
This model is based on two simple premises:
1.) It is possible to recover from a mental health condition and
2.) The most effective recovery is patient-directed.

Shared Lives

Shared Lives means accommodation that is lived in under an
occupancy agreement, where the premises are owned or tenanted
by another person who has been approved as a carer by a ‘Shared
Lives’ scheme that is registered to provide ‘Personal care’

Sheltered Housing

Sheltered housing (also known as retirement housing) means
having your own flat or bungalow in a block, or on a small estate,
where all the other residents are older people (usually over 55).
With a few exceptions, all developments (or ‘schemes’) provide
independent, self-contained homes with their own front doors.
Referred to in our Accommodation Directory as ‘housing with
support’.

Short Break

Short breaks are preventative, family support services traditionally
so a disabled child or young person can have a break from their
parent/carer and vice versa. However, these services are now being
commissioned for older people as well.
They can be any time frame ranging from an hour to a day,
evening, overnight or weekend, depending on the needs of the
families/individuals involved.

Strategy

A plan of action designed to achieve a long-term or overall aim.

Supported Living

Supported living we mean schemes that provide personal care to
people as part of the support that they need to live in their own
homes.

Transforming Care

Transforming Care was a response to the findings of the
Winterbourne View Enquiry in 2012. It determined that
Government and organisations across health and social care
should make plans to transform care for people with learning
disabilities, autism, mental health issues or behaviour that
challenges.
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FOREWORD
Ever since the mental health strategy for

My report sets out five mental wellbeing priorities for

I’m delighted that, at the time of writing, 29

England, No Health Without Mental Health ,

Gloucestershire’s Public Health team and our partners:

Gloucestershire organisations have signed this

was published in 2011, the subject has gained

•	Promoting good mental health and wellbeing

1

a growing profile, both within public services
and amongst the population.

from the earliest age;
•	Helping people build the Five Ways
to Wellbeing into their everyday lives;

Given that mental health problems are one of the
main causes of the overall disease burden worldwide ,
2

this is really positive.
Much of the attention and effort has, quite understandably,
focused on the provision of good quality and timely
treatment and support for people living with mental illness.
These services are critical and there is always more to be

•	Creating and sustaining the conditions
for good mental wellbeing;
• Working in partnership to prevent
self-harm and suicide;
•	Building mental health-friendly
communities and workforces.

commitment and pledged actions to support it.
My role – and the role of the public health team
– is to provide leadership to the GloW movement,
but its success will require all of us to play a part:
organisations, communities and individuals.
As such, this report celebrates not only activity led
by the county council, but by many of our partners.
Equally, delivery of its recommendations should be
considered a priority by everyone across the system.
I hope you find this report interesting and informative
but also that it inspires you to work with us to make

done to continue to improve them, but it is now time to

Although this report covers mental wellbeing for all,

Gloucestershire a county where everyone has the

put greater emphasis on the promotion of good mental

we know that some people, including those living in

opportunity, tools and support to have good

health and wellbeing and the prevention of mental illness.

areas of socioeconomic disadvantage, are more likely

mental wellbeing.

The topic of my annual report this year is mental
wellbeing. The World Health Organization defines
this as “a state where everyone is able to realise their

to have poor mental health and wellbeing than others4
and that some of our work must be more targeted to
address this.

potential, can cope with the normal stresses of life, can

This year, the Gloucestershire Health & Wellbeing

work productively and fruitfully and is able to make

Board launched GloW (Gloucestershire Wellbeing):

a contribution to their community.” Good mental

Positive actions for better mental wellbeing. At the

wellbeing can prevent self-harm, suicide and the onset

heart of GloW is a commitment: to promote good

or deterioration of mental illness and aid recovery.

mental wellbeing and prevent mental illness.

3

Sarah Scott
Director of Public Health
October 2018
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WHAT IS MENTAL
WELLBEING?
The definition of mental wellbeing can be very

You’ll find their responses throughout the report. I was

personal. I asked people to tell me about what

struck by the individuality of the responses, but also

mental wellbeing means to them.

the many similarities.

“Good relationships, a balance
achieved between what you have
to do and what you want to do,
avoiding unnecessary stress and
capacity to manage life’s challenges
and to have or know you can call
upon support when need.”
(Anonymous male, late 50s, Gloucester)

“To me, it means being happy, not
stressed, comfortable in my own
skin, at peace with myself and
others around me, being able to
stick to what is good for me and
avoiding what isn’t, accepting
what happens in life and moving
on whether it’s good or bad.”
(Anonymous male, 40s, Gloucester)

“Mental is your head or
brain and wellbeing is what
emotions inside make you
feel happy”
(Jamie, 10, Gloucester)

“Mental wellbeing to me means that
a person can think, make decisions
and be themselves on a daily basis
without feeling any type of anxiety
or depression. Living life without
any doubt or fear.”
(Ellie, 28, Self-Employed, Gloucester)

“It’s about feeling good
about yourself and being
resilient enough to cope
with the world.”
(Deborah, 30s, Administrator,
Forest of Dean)

Leading the way to wellbeing | Report of the Director of Public Health 2017/18

‘Mental wellbeing’ can seem

“Equally important for wellbeing is our functioning in

like a difficult concept to define.

the world. Experiencing positive relationships, having

5

MENTAL
HEALTH

some control over one’s life and having a sense of
I am using it in this report as distinct from – but related

purpose are all important attributes of wellbeing.”

to – ‘mental health’, which is often considered to be

Poor levels of mental wellbeing can also have

defined by the absence of a mental illness.

an impact on a range of other aspects of our

There is a lot of crossover between these concepts

lives, including our social and family relationships;

and this report touches on them all. It is important to

our achievements in school or work; and our

make this distinction because it is possible to have a

health behaviours, such as what we eat and

diagnosed mental illness and to experience mental

whether or not we exercise.

wellbeing or vice versa, as described below.

A focus on mental wellbeing is therefore a

The New Economics Foundation (NEF) 6 says:

vital component of the work our whole system

“The concept of wellbeing comprises two main
elements: feeling good and functioning well.

LANGUISHING
WITHOUT
MENTAL
ILLNESS

FLOURISHING
WITHOUT
MENTAL
ILLNESS

LANGUISHING

FLOURISHING

does to improve the health, wellbeing and
quality of life of our population.

LANGUISHING
WITH MENTAL
ILLNESS

FLOURISHING
WITH
MENTAL
ILLNESS

“Feelings of happiness, contentment, enjoyment,
curiosity and engagement are characteristic of
someone who has a positive experience of their life.

MENTAL
ILLNESS

(Adapted from Keyes’s Languishing/Flourishing Continuum 5 )
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GLOW AND THE
GLOUCESTERSHIRE COMMITMENT
Led by the Gloucestershire Health and

This is a new approach for health and social care

Wellbeing Board, we are creating a

services as historically mental wellbeing has been

countywide movement to promote good

considered only when a person feels they want to raise

mental wellbeing and prevent mental illness.

concerns with a professional or person of trust, and
then treatment may follow.

We’ve started this by launching GloW: a commitment

When we focus on the factors that affect our wellbeing

to taking positive action to improve mental wellbeing

day to day, we are in a better position to keep

for everyone in Gloucestershire.

ourselves well and less likely to hit crisis point.

The aim of the campaign is to increase focus on the

At the heart of GloW is the Gloucestershire

contributing factors of mental wellbeing – where

Commitment, signed by organisations in the public,

we live, our education and employment, our social

private and voluntary sectors who want to pledge to be

and community networks – and help organisations

a part of the movement.

and communities recognise where they can make
improvements to have a positive impact on our day to
day wellbeing.

This is based on the national Prevention Concordat for
Better Mental Health, led by Public Health England www.gov.uk/government/collections/prevention-concordat-for-better-mental-health

By looking to make a difference to these, we are able
to improve the mental wellbeing of Gloucestershire

The wide range of partners who have already signed

residents, and prevent mental illness in the future.

the Gloucestershire Commitment can be seen at
www.gloucestershire.gov.uk/glow

6
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THE GLOUCESTERSHIRE COMMITMENT
Signed-up organisations are committed to promoting good mental health and wellbeing and preventing mental illness.
This means:
1. W
 e agree that mental health and
wellbeing is everyone’s business, and
all organisations have a role to play
in promoting a prevention-focussed
approach towards improving the public’s
mental health.
2. W
 e understand that in order to make the
biggest impact on the public’s mental
health, we must commit to considering
all factors that influence wellbeing, for
all individuals, including influences that
may not traditionally be thought of
under the lens of mental health.
3. W
 e recognise the need for a shift
towards prevention-focussed leadership
and action throughout the system to
promote better mental health. The
use of more upstream interventions
will ensure that wellbeing is promoted
and protected earlier, preventing the
development of mental ill health.

4. W
 e agree that an increased focus on the
prevention of mental health problems
and the promotion of wellbeing for all
should draw on the expertise of people
with lived experience of mental health
problems, and the wider community, to
identify solutions.
5.	We will work collaboratively across
organisational boundaries, disciplines
and sectors, to continue to build and
harness the assets of local communities
which impact positively on mental
health. This will ensure that placebased initiatives and activities that
already exist, as well as newly developed
interventions, are sustainable and
continue to benefit local communities’
mental wellbeing.

6.	We will build a workforce that
understands the wider determinants
of mental health and what influences
wellbeing. Our workforce will also
understand the impact that we, as
employees as well as residents and
members of our own local communities,
can have on promoting good mental
wellbeing. We will build capacity and
capability to ensure that the workforce
demonstrates awareness of promoting
wellbeing at every opportunity through
everyday working practices.
7. W
 e are committed to supporting each
other to adopt this concordat and its
approach.
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TAKING ACTION TO
MAKE A DIFFERENCE

To sign up to the Gloucestershire

Below are a few examples of actions pledged.

Some of it is celebrated in this report. We’re starting to

Commitment, organisations are required

Each year, those who have pledged actions are

map this activity so that we can make positive connections

to pledge an action to put it into practice.

asked to give an update on their progress.

and learn and share good practice but also so that we can

We know that there is already a great deal of activity

identify any gaps where more work is needed.

This can either be within their working practice with

going on in the county that could be considered

This will inform our partnership plans for action over

clients or service users, or within their staff or volunteer

under the GloW banner.

the coming years, based on local need and evidence

team. All of the actions pledged so far can be found at

of what works.

www.gloucestershire.gov.uk/glow .

Age UK
Gloucestershire

Gloucester
City Council

Gloucestershire
Constabulary

“Age UK Gloucestershire is committed to offering older

1.	“We will provide Mental Health First Aid

“The Constabulary is committed to promoting

people an opportunity to improve and sustain mental
wellbeing through peer to peer support and activity.

training to our Members, Staff and Volunteers
2.	 In continuing our journey to becoming a dementia

and supporting the positive physical and mental
health and wellbeing of our staff and volunteers.

AUKG will further build on its Springboard Group

friendly council, we commit to ensure that 70%

We will achieve this through implementing a structured

hub model, promoting and supporting the growth

of our staff and members are ‘Dementia Friends’

programme of evidence-based activity that develops

of groups available to older people

by March 2019

supportive leaders and impacts positively on all aspects

across Gloucestershire.

3.	We will train appropriate front-line services to

that contribute to the wellness of our people.

Older people will gain opportunities to work within

recognise and respond appropriately to Adverse

Locally all activity will be co-ordinated through our

the Springboard Groups and with other local

Childhood Experiences (ACEs) by March 2019

Supportive Leadership & Wellbeing Steering Group and

community organisations to rebuild their own
resilience and offer encouragement to others.”

4.	 In designing our customer facing spaces, we will
ensure that these are physiologically informed and
meet the requirements of residents with mental
health conditions.”

nationally all of our activity will be assessed through
our MIND (mental health) action plan and through the
Emergency Services Blue Light (Oscar Kilo) Wellbeing
Framework.”
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PROMOTING GOOD MENTAL HEALTH
AND WELLBEING FROM THE EARLIEST AGE
My last annual report focused on children

This means it is imperative we focus on children and

and young people in Gloucestershire, setting

young people’s mental wellbeing and its determinants,

out ambitious plans to secure their health

not just to improve the quality of their life now,

and wellbeing.

but also to prevent the longer lasting impact on
their mental health.

This includes plans to improve their mental health and

Gloucestershire’s Online Pupil Survey (OPS) surveys

wellbeing from the earliest age, including supporting

thousands of school age children and young people

the mental health and wellbeing of parents during the

in the county every two years.

perinatal period.

Included in this survey is the Warwick-Edinburgh Mental

Over half of mental health problems in adulthood begin

Wellbeing Scale (WEMWBS), which pupils are asked to

by the age of 14 and 75% by the age of 18 7.

score themselves against, giving us an insight into selfreported levels of mental wellbeing amongst the school
aged population.

“Being happy being you.”
(Matilda, 10, Stroud)

“It’s how you are coping
with what’s going on. If you
let the stuff get you down,
how you sort your stuff.”
(Shayne, 16, Apprentice, Gloucester)

“Having a snuggle with mummy.
Or playing football. Or pasta
with cheese. Or Ninjago lego.
Or Mario racing. But not when
you have to have a shower if you
are not muddy.”
(Edward, 6, Stroud)
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Average WEMWBS Score by Year Group
and Sex (Online Pupil Survey, 2016)
Average WEMWBS Score

in the older year groups and that this decline is sharper
amongst girls, although these scores remain in the

60

‘Average emotional mental wellbeing’ category.

50

Recent activity in Gloucestershire – including a pilot
project to better link mental health services to schools

40

and an improved counselling offer for young people – has

30

highlighted anxiety as the most commonly reported issue,
increasing as children grow into their teenage years.

20

Some young people use self-harm as a coping

10
0

We can see that the average WEMWBS score declines

mechanism for emotional distress. In Gloucestershire,
Yr 1

Yr 5

Yr 8
Year Group

WEMWBS scores can be
categorised as:
SCORE

Yr 10

there is a higher rate of young people admitted to
hospital for self-harm than in England. More recently,

Boys

however, the Gloucestershire rate has improved against

Girls

the South West rate.
However, hospital admissions only tell us part of the
story; research suggests that amongst 15-17 year olds,

59-70

 igh emotional
H
and mental wellbeing

41-59

Average emotional
and mental wellbeing

33-40

Below average emotional
and mental wellbeing

there is a rate ratio for hospital-presenting self-harm to
community self-harm of 1:7 8.
The Gloucestershire Online Pupil Survey (OPS) asks
pupils in years 8 and 10 whether they have ever selfharmed or taken an overdose (the most common
reason for admission to hospital for self-harm).

0-32

Very low emotional
and mental wellbeing

10
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This graph shows that both self-harm and overdosing is

Prevalence of mental health conditions in children and

Action to support these children and young people –

more common in girls, with Year 10 girls most likely to

young people in England is based on data from 2003,

helping them to build resilience and protective factors

report doing so. This is broadly in line with national trends,

so is unlikely to accurately reflect the current situation.

to improve and maintain their wellbeing and prevent

although estimates vary significantly.

However, it suggests that 1 in 10 children between the

the onset of poor mental health and mental illness – is

ages of 5-16 years have a clinically diagnosed mental

a particular focus of our work. One aspect of this is our

disorder 9.

work on ACEs.

% of young people reporting that they have
never self-harmed or taken an overdose
(Online Pupil Survey, 2016)
100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%

Based on 2017 population estimates, this means
around 7,075 children aged 5-16 in Gloucestershire
have a diagnosed mental health condition, which
would require treatment in primary care or in specialist
mental health services.
However, there are risk factors that mean some
children and young people may be more likely to have
or go on to develop poor mental health.

Year 8

Year 10
Year Group
All

Girls

illness; having a parent with mental health or
substance misuse problems; being bereaved;

Boys

Section 7 outlines the work we have been doing with
partners to reduce and prevent self-harm and improve the
pathways to support those who do.

These could include having a long-term physical

experiencing abuse; living in poverty; experiencing
discrimination; being a young carer; or having learning
difficulties 10.
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SPOTLIGHT
ON ACES

In my last annual report, I highlighted
our early thinking on Adverse Childhood

This complements and will be aligned with the work

Experiences (ACEs): how we can prevent

outlined in the forthcoming Children, Young People

them and how we can mitigate their impact

and Families Partnership Framework to:

so that ACEs don’t have to mean poor

• Reduce sources of stress;

outcomes for the children and young people
of Gloucestershire.

• Support responsive relationships;
• Strengthen core life skills.

A study by Public Health Wales 11 found that people
who experienced 4 or more ACEs were 6.1 times more
likely to have received treatment for mental illness
and 9.5 times more likely to have self-harmed or felt
suicidal.
They also had increased likelihood of other,
interconnected outcomes, such as substance misuse,
incarceration and physical health conditions.
Since my last report, the Gloucestershire Health &
Wellbeing Board has formed an Advisory Panel on
ACEs, which has developed a local strategy, setting out
what partners intend to do to prevent, intervene early
and overcome the effects of ACEs.

The Gloucestershire
ACEs Strategy proposes to:
• raise awareness and understanding of ACEs with
communities and organisations through delivery of a
co-ordinated local campaign;
• implement training to equip communities and
organisations to respond appropriately to ACEs;
• continue to work in partnership with communities
and organisations to build resilience through
encouraging trusted relationships and developing
core life skills;
•	develop relevant resources and information for
people identified with ACEs who need signposting
to further sources of support;

• increase our understanding of the distribution of
ACEs across Gloucestershire;
• incorporate ACEs informed approaches into relevant
organisational policies, strategies and contracts (to
include safeguarding policies, referral screening
tools, etc.); and
•	
evaluate interventions and share good practice
and positive outcomes from ACEs work across
Gloucestershire, the South West and beyond.
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WHAT’S ALREADY
HAPPENING IN
GLOUCESTERSHIRE?
Future in Mind – making it easier for

To improve early intervention in the county, the CCG

children and young people to access

has also increased the availability of evidence based

help as early as possible

counselling for young people who are in emotional

Gloucestershire’s Future in Mind Transformation Plan

This is provided by the voluntary sector organisation,

has seen increased focus on children and young

TIC+, through both face-to-face provision and a new

people’s mental health and wellbeing across all levels

online counselling service (www.ticplus.org.uk).

of need.

distress for a range of reasons.

TIC+ work closely with the Children and Young People

In particular, the plan has led to additional investment

Service (CYPS) and will ensure that young people with

by Gloucestershire NHS Clinical Commissioning Group

a higher level of need are supported by the specialist

(CCG) and county council in prevention and early

mental health service. In 2017/18 TIC+ saw 1,672

intervention.

children, young people and families for counselling.

Following feedback from young people, the On Your
Mind website (www.onyourmindglos.nhs.uk) was
launched to provide information and advice about a
range of topics affecting young people’s mental health
and wellbeing, how young people can help themselves
and their friends and the local services and support
they can access.
The site is designed to be attractive and accessible to
young people and includes artwork designed by them
during a workshop with a professional illustrator.

In 2016/17, there were 8,236 page users,
rising to 18,832 in 2017/18.

www.onyourmindglos.nhs.uk

The top ten issues reported by young
people using TIC in 2017/2018

85% ANXIETY/WORRY/STRESS
RELATIONSHIP
60% FAMILY
PROBLEMS
43% ANGER
43% LOW SELF- ESTEEM
30% FRIENDSHIP PROBLEMS
28% DEPRESSION
28% SLEEP PROBLEMS
26% SCHOOL WORK
17% SUICIDAL THOUGHTS
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OUR PRIORITIES FOR
THE FUTURE AND
HOW YOU CAN HELP
There is already a great deal of work going

• Continuing to support schools to implement early

on in Gloucestershire to improve and sustain

interventions to promote good mental health using

children and young people’s mental health

whole school approaches;

and wellbeing.

• Working with the CCG and other partners to
continue to implement the Gloucestershire

Much of this is not directly described as mental health

Transformation Plan for Children & Young

and wellbeing work but will have a positive impact.

People’s Mental Health & Wellbeing. This will

However, there are some specific areas of focus for
Public Health and our partners in the near future:
• Rolling out the ACEs Strategy, so that partners and
communities across Gloucestershire can understand,
talk about and act on ACEs;
• Influencing the new Health & Wellbeing Strategy

include improving early intervention support in
school settings for young people who have mild
to moderate mental health needs and making
information and advice more easily available to
parents and carers.
Other priorities identified elsewhere in this report
apply to children and young people; where this

for Gloucestershire, ensuring the mental wellbeing

is the case, we will ensure that their needs are

needs of children and young people are well

taken into consideration and our actions tailored

understood and incorporated as appropriate;

to meet these needs.

• Supporting the actions and strategy to create a
child friendly county, ensuring children and young
people’s mental wellbeing is a key consideration;

14
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HELPING PEOPLE BUILD THE FIVE WAYS TO
WELLBEING INTO THEIR EVERYDAY LIVES
The Five Ways to Wellbeing are everyday

Although they are simple statements –

activities that anyone can do to improve and

Connect, Keep Active, Take Notice, Keep Learning,

maintain their own mental wellbeing.

Give – they can be interpreted in lots of ways
and adapted to suit the individual.

Developed by the New Economics Foundation (NEF)
in 2008 12, they were selected on the basis that they:
• Are evidence-based;
• Have universal appeal;
• Target the individual, not society;
• Are distinct and provide variety.

“Looking after yourself: taking
time out to sleep, eat good
food, recognise when you are
tired, being around people
that value you and uplift you,
exercising and having fun.”

“Regarding my volunteer work at
Cirencester Library, I can assure
you that the pleasure is all mine!
… It gives me great satisfaction
to tidy the children’s section and
join in and help them as much as
possible… It has been an absolute
pleasure, and has given me a focus
in my life which was lacking, so I
should be thanking the library.”

(Nasim, 50, mum and works, Gloucester)
(Janet, Gloucestershire Libraries Volunteer)

“It’s about making sure you
look after yourself, spending
time with your friends and
family, not working too hard
and not getting yourself into
too many stressful situations”
(William, 59, Engineer, Forest of Dean)
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CONNECT
This activity focuses on building connections to the
people around you: family, friends, colleagues or
neighbours. NEF identifies an evidence base that shows
an association between social participation and mental
wellbeing. It also identifies the importance of both the
strength and breadth of social networks.
It can be difficult to measure social connection, but we
can look at proxy measures, such as the percentage of
people who live alone.
In Gloucestershire, 13% of residents live in a household
occupied by a single person (2011), which is higher
than in England. Some people experience higher
levels of isolation because of their circumstances. For
example, 28.5% of adult carers in Gloucestershire say
they get enough social contact, which is lower than the
England rate of 35.5%.

However, rates of physical exercise are lower for those
living in areas of higher deprivation, for black and
minority ethnic groups and people with disabilities;
factors which are also associated with a higher risk of
developing poor mental health. .

TAKE NOTICE
For some, this activity means actively practicing
mindfulness or meditation but, for others, it is simply
about slowing down, being curious and noticing details
in their own feelings and the world around them, such
as the changing seasons or the taste of the food they
are eating.

KEEP ACTIVE

There is also a strong relationship between taking notice
and taking part in arts, culture and creative pursuits.
NEF identifies a number of intervention studies that
show that even 8-12 week programmes of behaviour
change training that help people to be more aware of
sensations and thoughts can have lasting impacts on
wellbeing and the ability to choose positive behaviours.

This is not just about taking part in organised sport but
about finding a physical activity that you enjoy and suits
your level of mobility, e.g. walking, running or cycling,
playing a game or gardening.

There are no obvious measures to show how
Gloucestershire residents are taking notice. However,
we know that mindfulness is being practiced in a range
of settings.

NEF highlights a broad evidence base for the
relationship between physical activity and mental
wellbeing. Gloucestershire residents are more active
than the England average, with 69.2% of adults in
the county doing enough physical activity to meet
or exceed Chief Medical Officer recommendations,
compared with 66% for England.

KEEP LEARNING
This activity is about learning throughout our whole
lives, not just when we are at school, and through
formal and informal learning.NEF highlights the positive
impact of ongoing learning on self-esteem, social
interaction and feelings of self-efficacy, life satisfaction
and optimism.

16

In 2017/18, the Gloucestershire Adult Education Service
reached over 2,500 adult learners, with an emphasis on
delivering learning in the most deprived communities
and for people with moderate learning disabilities
and difficulties, and/or very low levels of literacy and
numeracy.
In the last year the service has worked with increasing
numbers of adults with mental ill-health ranging
from anxiety and depression to more complex and
serious conditions in partnership with 2gether Trust,
Independence Trust, Recovery College and community
partners. The service also provides community and
family learning, to encourage parents and carers to
re-engage with learning and promote confidence and
raise aspirations for the whole family.

GIVE
Doing something nice for a friend or stranger – even
giving them a smile or a kind word – or giving back to
and participating in your community, including through
formal volunteering, is good for your wellbeing.
NEF refers to studies that indicate that social
cooperation is intrinsically rewarding. It is particularly
important to note the connection between the
individual’s wellbeing and the wellbeing of the wider
community, so that inward-looking activities are less
beneficial. There is no recent data on volunteering
levels in Gloucestershire but there are many
opportunities to volunteer in formal roles, such as
school governors or parish councillors; in voluntary and
community sector organisations; or for public services,
such as local libraries:
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WHAT’S ALREADY HAPPENING
IN GLOUCESTERSHIRE?

In Gloucestershire, the county council and

Some schools have issued a task to complete each of

partners are developing ways to help people

the Five Ways to Wellbeing as alternative homework,

build these activities in to their everyday lives,

called the OAKS challenge (One Act of Kindness

so that they can take control of their own
wellbeing, making it a normal part of their life.

Shared), which has resulted in increased self-reported
happiness in pupils.
Other schools have created colourful signage
to display in the school playground, which has

Gloucestershire Healthy Living &
Learning – building the FIVE WAYS
into the school environment
Gloucestershire Healthy Living and Learning (GHLL) is

been accompanied with an innovative ‘Positive
Playground Practice’ initiative that sets up pupils to
bring the Five Ways to Wellbeing to life during their
break and lunch times.

an umbrella organisation for Gloucestershire Healthy

A video showing these activities

Schools and Gloucestershire Healthy FE (Further

was recently produced:

Education).

To date, 19 Primary Schools, 6 secondary schools,

Supported by funding from the county council and the

3 independent and 3 special schools have achieved

Clinical Commissioning Group, GHLL has been working

the Mental Health Champions award.

with schools to develop a Mental Health Champions
schools award, which can be achieved if the school
demonstrates that it is implementing interventions to
promote staff or pupil mental wellbeing.
One of the ways schools have been promoting mental
wellbeing is by bringing the Five Ways to Wellbeing into
the school day.

17
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WHAT’S ALREADY HAPPENING
IN GLOUCESTERSHIRE?

Active Gloucestershire –
helping people KEEP ACTIVE
Research shows that short-term standalone sport and
physical activity programmes don’t deliver long-term

This research was funded by Gloucestershire

Active Gloucestershire, together with the Mental Health,

NHS Clinical Commissioning Group and

Sport and Physical Activity Forum, will continue to

identified key learning:

explore these issues and feed into GloW ways in which

•	
Being active where you want to be: moving away

benefit. Gloucestershire Moves is a “whole system

from traditional views and perceptions that physical

approach” to raise physical activity levels across the

activity has to be done in a gym or on a sports field.

county and get everyone in Gloucestershire moving.

Everyone can be active wherever they are, and a lot

Supported by all statutory partners,

of people prefer to be active in their own home

Gloucestershire Moves will use behaviour change

• Behavioural insight: focusing on motivation and

theory to create a culture of daily physical activity,

using behavioural diagnosis to identify different

through interventions at individual, community and

interventions

population levels, as part of a cycle of planning,

• Marketing and communication: getting the right

implementation and evaluation.

content at the right time to the right person to

The impact of physical activity on mental wellbeing is

increase motivation to be active. Using a mixture

being embedded across Gloucestershire Moves and has

of ‘word of mouth’ and social media is essential to

been informed by research that Active Gloucestershire

getting this right

undertook to understand the relationship

•	
Whole system approach – co-ordinated approach

between physical activity and mental wellbeing in

needed - all partners should work together to share

Gloucestershire.

consistent messages from policy to grassroots levels.

physical activity can promote wellbeing.
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WHAT’S ALREADY HAPPENING
IN GLOUCESTERSHIRE?

Support at the Cavern –
an opportunity to CONNECT
Funded by Gloucestershire NHS Clinical Commissioning
Group, Support at the Cavern (run by Kingfisher Treasure
Seekers) is an out of hours mental health support drop in,
open every night of the year in a local café and tearoom

Support at The Cavern has recorded a wide range of

We will also continue to work with organisations who

positive outcomes, including visitors reporting that

can help Gloucestershire residents to practice one or

attendance helped prevent over 200 instances of

more of the Five Ways so that these are promoted and

suicide attempts.

taken up, particularly in areas where people may be at

It has an average service user rating of 9.11 out of 10
with 86% of service users rating it 8 out of 10 or higher.

in Gloucester City Centre. It offers a safe and supportive
space as an alternative to isolation.
The drop in is a non-clinical offer, but instead focuses
on social connections and listening support.
Through activities, such as board games and adult

OUR PRIORITIES FOR
THE FUTURE AND HOW
YOU CAN HELP

colouring and inclusive activities such as quiz nights, it

The GHLL example outlined above shows that

helps people feel less isolated, cope with anxiety, meet

the Five Ways to Wellbeing can be adapted

new people and provide support at a time of day when

and embedded in different settings, helping

little low level or early intervention support is available

individuals to practice them as a normal part

from the statutory services.

of their day to day routine.

You can see a video about the support that was recently
produced by the South West Zero Suicide Collaborative
Since it opened in July 2016, Support at the Cavern has
seen 724 individuals walk through its doors, totalling
21,510 visits

.

As part of the GloW campaign, we want to encourage
workplaces, community groups and other settings –
as well as individuals – to take up this challenge and
share with us stories of how they’ve lived the Five Ways
everyday.

higher risk of developing poor mental health.
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CREATING AND SUSTAINING THE
CONDITIONS FOR GOOD MENTAL WELLBEING
In the last chapter, I referred to the actions
that an individual can take to improve or
maintain their own mental wellbeing.
However, there are other social, economic and
environmental factors that can affect our mental health
and wellbeing both positively and negatively.
Many will be familiar with the concept of these wider
determinants of health, described in the well-known
model by Dahlgren and Whitehead, but importantly,
these factors are just as relevant to our mental health
and wellbeing as our physical health.

“It’s about feeling safe and
secure where you live, and
feeling at peace with life
and yourself.”
(Marie, 50s, Teaching Assistant,
Forest of Dean)

K: I think it’s being happy with
yourself, in yourself and happy
with your environment.
B: I don’t know, I was thinking
more along the lines of being
able to cope, you know…
K: That goes with being happy
with your environment…
work/life balance…
B: Yeah, yeah I believe mental
wellbeing is the ability to cope…
to cope with everyday life, to fit in,
to be a part of society… to not be
struggling.
(Both male, 40s, Cheltenham)
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CORE DETERMINANTS
OF HEALTH

There is a range of different determinants,

A 2014 review of evidence on the social determinants

including our:

of mental health 18 identifies that the following factors

•	education and attainment - increased levels of
education are strongly and significantly related to
improved health 13;
•	employment and working conditions – having a
job is generally good for our health but working in a
stressful environment can have a detrimental effect

can be associated specifically with a higher frequency
of mental health conditions:
• Low educational attainment
• Material disadvantage • Unemployment
• Debt • For older people, social isolation.

IN GLOUCESTERSHIRE

on our mental health 14;
•	financial and social status - socio-economic status
is a major determinant of both life expectancy and
healthy life expectancy 15;
•	housing - home owners have better mental health
and higher self-esteem (but can be at risk of stress
due to financial pressures) but poor housing quality,

61.4%
5 or more A*-C GCSE grades (including English and
Maths) are achieved by 61.4% of pupils, compared with
57.8% in England;

e.g. cold or damp, also has an impact 16;
•	the physical environment in which we live - there
is strong evidence that access to green spaces
improves mental health and wellbeing 17;
•	social networks – as described in the previous
chapter, strong and broad social networks can
enhance mental wellbeing.

80.8%
The percentage of people aged 16-64 who are in
employment (80.8%) is higher than in England (74.4%)

THERE IS SOME VARIANCE IN THESE
DATA WHEN WE LOOK AT THEM AT
DISTRICT LEVEL:

53%
In Gloucester City, 53% and in Forest of Dean,
51% of pupils achieve 5 or more GCSEs at grades
A*-C (including English and Maths), which is worse
thanin England;

10.7%
10.7% of the population live in income deprived
households reliant on means-tested benefit, which is
better than in England. 12.4% of children in the county
(13,080) live in low income families, which is also better
than in England (16.8%);

73.9%
In Forest of Dean, 73.9% of people aged 16-64 are
in employment, which is similar to England.
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There is also variance at a much smaller

The Local Government Association (LGA) publication,

geographical level, with 13 areas of the county

Being Mindful of Mental Health 20, sets out the ways in

(10 in Gloucester and 3 in Cheltenham) in the

which local authorities can influence mental health

10% most deprived nationally for the Indices
of Multiple Deprivation.

and wellbeing.
This includes district councils’ housing and
homelessness responsibilities, planning, economic

These 13 areas account for 20,946 people

development, community safety, parks and green

(3.4% of the county’s population).

spaces and culture and leisure.

From this, we can see there are likely to be mental

Whilst this publication is aimed at local

health inequalities in Gloucestershire; poorer mental

authorities, it is clear that other partners have

health outcomes which result from the factors that

a role to play in these areas, e.g. housing

make up multiple deprivation.

associations, the police, the Local Enterprise

The 2014 review referred to above emphasises the
importance of long-term approaches to addressing
these determinants; building mental health into all
policies; and taking mental health into account in a
wide variety of sectors, including not just health, but
also education, criminal justice, economy and welfare,
transport and housing sectors 19.

Partnership (LEP) and local businesses and
voluntary sector partners such as arts and
natural environment organisations.

22
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WHAT’S ALREADY HAPPENING
IN GLOUCESTERSHIRE?
Making the most of Gloucestershire’s natural environment to improve mental wellbeing

Gloucestershire Wildlife
Trust’s Natural Health Service

Our Bright Future

Brighter Futures

One of 31 Big Lottery funded projects in the UK,

Funded by the Police & Crime Commissioner in six

Gloucestershire Wildlife Trust recognises the wellbeing

Our Bright Future gives young people aged 11-24

locations across Gloucestershire, Brighter Futures is

benefits of volunteering in conservation 21 and has

the opportunity to engage with the natural world in

a six week course in a green space, open to all ages,

run weekly conservation groups on its nature

Cheltenham, Tewkesbury and Gloucester either in

which aims to:

reserves for many years.

school or at community sites.

Since 2014, two volunteer groups operating in

Participants over 16 often have anxiety or behavioural

Stroud District have been promoted as part of

issues and can be socially isolated. Activities include

Gloucestershire’s social prescribing system.

learning practical skills to make bird boxes and insect

• increase participants’ sense of place;

houses, growing and selling plants and gardening tasks

• reduce social isolation;

Not everyone who joins the group does so to improve
their health and wellbeing but for some it is the primary
reason for joining. The approach has been effective
in reaching people who seldom engage with regular
healthcare pathways, particularly men aged 55-75.
The participants undertake moderate physical activity,
benefitting from spending time in natural green spaces.
The social networks they form, support to manage their
own health conditions such as type-2 diabetes and

such as digging and raking, with a strong emphasis on
team work and peer support. There is an opportunity to

• increase engagement with a local green space;
• improve employability skills;

• improve participants’ wellbeing; and

gain AQA accreditation, giving them a sense of purpose

• increase volunteering.

and achievement. Mental wellbeing is measured at

At the end of Year 1, there was an 81% improvement

regular intervals.

in participants’ wellbeing, 89% of participants felt

A video, made by one of the Our Bright

less socially isolated and 70% started volunteering

Future young people, is available here:

with Gloucestershire Wildlife Trust or with other

https:www.youtube.com/watch?v=eLQ7NyQuo7o

organisations.

the positive experience motivates them to continue

A video about Brighter Futures is available here:

participation.

https://www.youtube.com/watch?v=5n-_Vxg_znU
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OUR PRIORITIES FOR
THE FUTURE AND HOW
YOU CAN HELP
We want to continue to build on the progress

Some of our key areas of focus for the wider

of the GloW campaign by engaging with

determinants over the coming months will be:

partners who have a role related to one or

•	
Reviewing the impact of and learning from the

more of the wider determinants.
This includes private sector employers, housing
providers and district council planning and leisure
teams. We will work with these partners to raise
awareness of how mental wellbeing is related to their
responsibilities and to help them to mitigate negative
impacts and promote positive ones.
You can help us by engaging with the GloW campaign,
pledging an action and raising the profile of this
important shift in focus.

Stroud Money Advice for Mental Health project;
• Supporting the Active Design workstream of
Gloucestershire Moves, including the promotion of
Gloucestershire Wildlife Trust’s Building with Nature
benchmark;
•	Influencing planning policy and supporting planners
to ensure the built environment enables good
wellbeing;
• Ensuring that, while our mental wellbeing work will
seek to reach the whole Gloucestershire population,
we focus our efforts in areas where people may
experience mental health inequalities.

24
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WORKING IN PARTNERSHIP TO
PREVENT SELF-HARM AND SUICIDE
Partners in Gloucestershire have been
working hard to reduce self-harm and suicide.

Our audit of deaths by suicide in Gloucestershire between 2013 and 2015
was published in 2017 and identified some key demographic trends:

Gloucestershire residents have a lower prevalence of
common mental health disorders (e.g. depression) than
across England, but rates of people in the county being
admitted to hospital having self-harmed or dying by
suicide have been higher than the England rate for a
number of years.

4 out of 5 were men

35% were living alone

63% were single or
separated/divorced

The ‘Other White’ ethnicity group
was over-represented

Forest of Dean was the only district
where the rate had increased

5.4% were known to
identify as LGBT

10% were recently bereaved

A quarter had a long term
condition or disability

21% were employed
in the skilled trade
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The audit also identified some important information about the way in which people
who died by suicide accessed services in the months and years before their death:

10% had been a psychiatric inpatient at some point in the six
months before their death

34% had been seen by
secondary mental health
services in the 12 months
before their death

2/5 had attended A&E in the
12 months before their death

61% had visited their GP or Practice
Nurse in the 12 months before their
death; 31% had visited in the month
before their death; and 12% had
visited in the week before their death

1/5 had been seen by their GP,
mental health services and A&E
in the year before their death

2 out of 3 had known
mental health issue

2 out of 3 Suicides occurred
in private address

A quarter had a known
history of self-harm or
suicide attempt

22% had alcohol present at
time of death; 1/3 of these
people had a known alcohol
problem
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Suicide is preventable but, importantly,

It is also a signal that an individual is in emotional

There is a strong association between the highest

this is not the responsibility of any single

distress, even if they do not have a diagnosable mental

rates of self-harm admissions and areas of highest

organisation or individual, rather all of us

illness, so early intervention and effective support when

deprivation in Gloucester and Cheltenham but this

someone is self-harming can prevent worsening mental

association is not found overall in the county.

working together.

health and wellbeing.

However, as described earlier in this report, admissions

In Gloucestershire, we have a long-established Suicide

As with the Gloucestershire suicide rate, the rate

to hospital do not tell us the whole story about self-

Prevention Partnership, which brings together a wide

of admissions to hospital for self-harm is higher in

harm in the county. In 2017, the Gloucestershire Health

range of partners, including statutory organisations,

Gloucestershire than in England, although it is lower

& Wellbeing Board asked public health to work with

voluntary sector groups and individuals with lived

than the South West rate and is declining. The majority

local partners to better understand the drivers for this

experience of suicidality or bereavement by suicide.

of admissions are of young women, in part because

issue and where improvements could be made to

they are more likely to be admitted repeatedly.

prevent self-harm and make it easier to get help.

Led by public health, the partnership works
collectively to implement the Gloucestershire

Emergency Hospital Admissions for
Intentional Self Harm: directly age-sex
standardised rate per 100,000

Suicide Prevention Strategy –
www.gloucestershire.gov.uk/suicide-prevention
– through its shared action plan.

300

informed by the findings of the suicide audit, so that
we are focusing our efforts where they will have the
greatest impact.
Preventing self-harm is an important aspect of suicide
prevention because, although many people self-harm
without the intention of taking their own life, self-harm
is the biggest single indicator of suicide risk .
22
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SPOTLIGHT ON
SELF-HARM

During 2017/18, the public health team led

This action plan is now being implemented by

A strong message from the review and from studies

an extensive review of the help and support

partners and is already leading to some tangible

elsewhere is that admissions to hospital can often be

people get when they self-harm or are

improvements, including:

driven by the way in which services are configured and

thinking about self-harm.

•	
Better information, advice and signposting for

The review involved gathering data and information
about what is happening locally and talking to a wide
range of people, including people with lived experience,
about what works in Gloucestershire and what could be
improved: in prevention and early intervention; access
to help in the community, primary and secondary
care; the quality of treatment and care; and recovery
from and prevention of future self-harm. This informed
a stakeholder workshop and a resulting action plan,
which has been agreed by the Gloucestershire Mental
Health & Wellbeing Partnership Board.

pathways designed.

parents and carers of young people who are self-

Commissioners are working together with providers to

harming;

put in place small but impactful changes that should

• Training sessions for GPs and Practice Nurses on
the basics of self-harm – prevalence, why people
do it, myth busting – and local data, advice on how
to respond (e.g. alternative strategies and harm
reduction) and where to signpost or refer;
•	
Clearer pathways for primary care and minor injuries
units;
• Training for a range of professionals, such as
teachers, school nurses, minor injuries unit staff and
paramedics;
• A new local online tool for front-line professionals to
help them talk to young people about self-harm and
get them the right level of help;
•	
Additional group support for vulnerable women,
provided by Rethink Mental Illness at the Nelson
Trust’s Women’s Centre.

improve this pathway in the future.
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WHAT’S ALREADY
HAPPENING IN
GLOUCESTERSHIRE?
Raising awareness on
World Suicide Prevention Day
To mark World Suicide Prevention Day 2017, Public
Health worked with the Gloucester branch of Survivors
of Bereavement by Suicide (SOBS) and Gloucester
Cathedral to hold a service to celebrate the lives of
those lost to suicide; the support received by those
bereaved; and those who work to prevent suicide.
The service included readings from those bereaved
and a piece of music composed by a local young
man who died by suicide. Two choirs from 2gether
NHS Foundation Trust and Gloucestershire Police led
hymns and local mental health charity, Lifting the Blues,
supported performances by blues singer, Kyla Brox.
A memorial wall allowed people to display photographs
and memories of their loved ones and volunteers from

The service was an important part of the

organisations including Samaritans and Cruse formed a

Gloucestershire Suicide Prevention Partnership’s work

‘support team’ on hand for those who needed it.

to improve ‘postvention’ support (a term used to

Alongside the service, the Cathedral also launched a

describe support for people bereaved by suicide) in

display of artwork by students of Creative Connections,

the county and, alongside the art project, opened up

a project by Gloucester Cathedral and the County

the Cathedral as a place of solace and acceptance for

Council’s Adult Education Service, supporting adults in

people affected by mental illness and suicide.

recovery and managing mental illness.

29
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OUR PRIORITIES FOR THE
FUTURE AND HOW YOU
CAN HELP
Local partners have worked hard to develop

•	
To roll out the Suicide Prevention Partnership’s

and deliver a strategy to prevent suicide and

communications and engagement plan, targeting

self-harm but there is still work to do.

key groups identified in the suicide audit and

Our partnership priorities for the coming years are:
•	
To improve the availability of ‘postvention’ support
(timely support for people bereaved or affected
by suicide). This will build on and join up existing
services, such as peer support groups delivered by
Survivors of Bereavement by Suicide (SOBS) and

including a toolkit of resources and key messages for
use by partners;
•	
To engage ‘non-traditional’ partners, who have
responsibility for public places where people attempt
or complete suicide, to increase the use of evidencebased preventative measures;
• To continue to raise awareness of the importance of

information packs provided through the Coroner’s

sensitive media reporting of suicide to reduce risk to

Office by local charity, Sunflowers Suicide Support,

those who are vulnerable, balanced with the need to

which also runs a range of events, activities and

tackle stigma;

training;
•	
To appoint a lead GP for suicide prevention, who will

•	
To deliver the agreed action plan to reduce self-harm
in the county.

work with other GPs and people working in primary

None of these actions can be achieved by a single

care to share learning from deaths by suicide and

organisation but the Suicide Prevention Partnership

increase training and development in identifying

makes it possible for anyone who has a role to play –

suicide risk and providing effective support / making

however small – to join and contribute.

appropriate referrals;

If you would like to sign up to the Partnership’s bulletins
and receive invitations to attend future events, email
suicideprevention@gloucestershire.gov.uk.

30
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BUILDING MENTAL HEALTH-FRIENDLY
COMMUNITIES AND WORKFORCES
The social stigma that is still attached to

This was based on a national survey, enabling

mental ill health – and the discrimination

comparison with national attitudes.

that often occurs as a result – is an important

The Gloucestershire responses showed local residents

consideration.

hold more supportive or positive views on mental

residents 23 identified attitudes relating to:

“Mental wellbeing is one half of
my overall health. It is essential
to lead a healthy life and should
be cared for just as much as our
physical health. However, it is
something we often overlook as it
is not something we can see and
it’s not always clear to us what is
wrong when we don’t feel right.”

• Fear and exclusion of people with

(Tim, 24, Actor, Gloucester)

illness (although the report acknowledges that the
Not only can it prevent a person from seeking

sample potentially had some bias as they had greater

help when they need it, preventing the opportunity

contact with people with a mental illness).

for early intervention, but it can also limit access to
positive determinants of good mental wellbeing,
such as a job or strong social relationships.
In 2008, a survey of Gloucestershire

mental health problems
• Understanding and tolerance of mental illness
•	
Integrating people with mental illness
into the community
•	
Causes of mental illness and the need
for specialist services.

Since this survey, significant work has taken place in
Gloucestershire to improve attitudes and tackle stigma
and discrimination, although we are currently unable to
measure the impact that this has had.
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SPOTLIGHT ON
TACKLING STIGMA

Co-chaired by an Expert by Experience and

The group has established a recognisable ‘speech

a Director from 2gether NHS Foundation

bubble’ brand – Gloucestershire Tackles Stigma – Talk

Trust, the Gloucestershire Tackling Mental

Mental Health – to help communicate its message to

Health Stigma Group brings together
statutory and voluntary sector partners to
coordinate activity to reduce the stigma and
discrimination experienced by people with
poor mental health or a mental illness.

targeted groups, including:
•	
New parents, including both new mums and their
partners
• Men, who the group reach through branded
stickers and signs, e.g. ‘Kick stigma into touch’,
at sports clubs and matches
•	
Farmers and vets, primarily through events
for agricultural students
•	
Children and young people, working with SkillZone,
the Girl Guides and local Youth Councils.
Alongside this targeted work, the group has been
increasing its social media presence, with a dedicated
Twitter identity (@GTacklesStigma) and hashtag
(#glostacklestigma) to raise awareness, promote
events and activities and signpost to support.

32
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WHAT’S ALREADY
HAPPENING IN
GLOUCESTERSHIRE?
We also know that equipping people with
the skills to spot the signs of poor mental
health and the confidence and knowledge
to provide access to the right support can
make a significant difference.

•	
83 people completed one of six full two day
MHFA courses
• 285 people completed one of 13 full two day
ASIST courses.
99% of people who attended a full MHFA course said it
improved or refreshed their knowledge and awareness

PABBS enables attendees to recognise that supporting
those bereaved by suicide is a key component of
suicide prevention and increases attendees’ knowledge
and skillset.
Originally designed for health professionals, it is also
relevant to a much wider audience.

regarding brief mental health interventions and advice

Sixteen delegates from Gloucestershire (including

Training our workforce

and 96% said it improved their confidence.

representatives from Winston’s Wish, Sunflowers Suicide

Gloucestershire County Council currently commissions

86% of people who attended a full ASIST course said

two internationally recognised training programmes

their learning had a practical use in their work life and

– Mental Health First Aid (MHFA) and Applied Suicide

67% said it also had a practical use in their personal life.

Intervention Skills Training (ASIST) – so that people
working in public or voluntary sector organisations can
access them free of charge.

In addition to this, we fund Gloucestershire Healthy
Living & Learning (GHLL) to provide MHFA training to
teachers and other staff working in primary, secondary

During 2017/18, our courses equipped 449 people

and special schools and further education settings

with important knowledge to help them spot the signs

across the county.

of poor mental health or suicide risk and the skills and
confidence to provide an immediate response:
• 81 people completed one of four half day MHFA Lite
courses (now known as Mental Health Aware)

We are also developing other types of training and have
recently trialled Postvention: Assisting those Bereaved
by Suicide (PABBS) training, developed by Suicide
Bereavement UK.

Support, 2gether Trust, Gloucestershire Counselling
Services, Cruse Bereavement Care, Relate, Suicide
Crisis, the Good Grief Project and Gloucestershire
Hospitals Trust) attended the course.
All the feedback received has been positive,
demonstrating an improved knowledge of suicide
bereavement and improved skills and confidence in
supporting those bereaved by suicide.
“For me, something I know from experience, but came
over loud and clear was - don’t underestimate the
power of kindness and being a supportive listener.”
“All in all a very beneficial day for me with information
that I will incorporate into my work.”
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OUR PRIORITIES FOR THE
FUTURE AND HOW YOU
CAN HELP
The Tackling Mental Health Stigma group

Partners can help with this by promoting the training

plans to continue its work, with a new focus

to their workforce and releasing their staff to attend.

on Patient Participation Groups (PPGs) to

They can also help by encouraging staff who attend the

broaden their reach across the county.

courses to share their learning in the workplace.
To find out more about either MHFA or ASIST courses,

They have also been working with the national Time to
Change campaign, which emphasises involvement of
people with lived experience.

contact info@hlsglos.org.
We are also thinking about how we can extend this
training to Gloucestershire communities, who may

In Gloucestershire County Council, we want to

be able to use these skills with friends, family and

continue offering training that contributes to a

colleagues.

Gloucestershire workforce that is mental healthaware and skilled to support people with mental
health problems, to intervene early and prevent crisis,
including suicide. In particular, we are using the findings
of our recent Suicide Audit to help target ASIST courses
to those professions that we believe could have the
biggest impact.

We know many of our partners work closely with
communities, as do elected members at county, district
and parish level, and could help us to achieve this.

34
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GLOSSARY
Are you new to public health? Some of the

Healthcare pathway

Self-harm

terms we use explained.

The different health and care services that people might

When someone intentionally injures themselves,

come into contact with through a particular experience.

usually as a way of coping with emotional

We may talk about pathways for certain conditions or

distress. Many people commonly think of cutting,

overall.

but self-harm can include other behaviours,

ACEs
Or Adverse Childhood Experiences, can have an
impact on people’s health and wellbeing through their

such as poisoning, punching or hitting or

lives. For more information on ACEs, see the Public

Indices of multiple deprivation (IMD)

excessive exercise.

Health Wales pages.

The English Indices of Deprivation or IMD measure

The NHS has more information here.

Public Health Wales pages

relative levels of deprivation in 32,844 small areas or

Concordat

neighbourhoods, called Lower Super Output Areas,

Socioeconomic

in England. These areas are usually smaller than ward

The combination of social and economic factors, such

An agreement establishing consensus, for example

areas and larger than postcode areas. The information

as education, income levels and employment status,

Public Health England’s Prevention Concordat for

helps the government and local authorities target and

which can affect an individual’s health and quality of life.

Better Mental Health.

evaluate support.

Prevention Concordat for Better Mental Health

The English Indices of Deprivation

Determinants

Intervention

Meaning a factor that has an affect. Usually in the

We use intervention to mean a service, support or

Put simply, this means we work across all the

context of the wider determinants of health, meaning

action taken to improve health or health prospects.

different organisations and people involved and

the social, environmental and economic factors that
affect people’s health. This video will tell you more

Whole system
We often talk about taking a ‘whole systems approach’
to tackling complex and multifaceted problems.

consider the causes and influences of the problem

Postvention
This describes the support provided to people who
have been bereaved or affected by suicide. Using this
term reminds us that this is suicide prevention
activity in itself.

and how they interact.
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Gloucestershire’s Integrated Care System
Progress Update to Trust Boards
November 2018

Progress on Delivery Programmes
Enabling Active
Communities

The Enabling Active Communities programme is building a sense of personal
responsibility and improved independence for health, supporting community
capacity and working with the voluntary and community sector. The
development of the Gloucestershire Prevention and Shared Care Plan, led by
Public Health, aims to reduce the health and wellbeing gap and recognises that
more systematic prevention is critical in order to reduce the overall burden of
disease in the population and maintain financial sustainability in our system.
Update on progress over the last two months:

Supporting Pathways
•
There have been a total of 2,700 referrals to the National Diabetes Prevention Programme (NDPP) since
August 2017 with an uptake rate of 49%; this is slightly higher than the national average. 3 localities are
currently referring to the service with expansion to the remaining 4 localities from January 2019
•
The Tier 2 Child weight management service pathway has been developed and is going to the healthy
weight steering group in December, with plans to implement improved services in the new year
•
The Diploma training schedule for specialist midwives has been updated and confirmed, with the final
locally delivered postpartum contraception training session scheduled for the first week in November.
Supporting Places & Communities
•
Active Gloucestershire continue to deliver the Gloucestershire Moves Programme, with a successful beat
the street initiative running over the summer
•
The latest results from the Active Lives survey are now available covering the period of May 2017 - May
2018. The results show that the percentage of people who are inactive is 22.9% in Gloucestershire which
is better than the England level (25.2%)

Supporting People
•
Since the start of the early identification of domestic abuse, there has been a 206% increase in health
referrals to the Gloucestershire Domestic Abuse Support Service with 70% of these not being known to
the service beforehand.
•
There have been 60 workshops delivered to 1257 primary care health professionals to increase
confidence in handling domestic abuse disclosure. The project has now trained 49 Domestic Abuse
champions in GP practices across Gloucestershire.
•
Patient Activation Measures (PAM) have been adopted as business as usual across a range of services in
our county, with a total of 2,364 being completed in the last year. The patient activation measure helps
patients and clinicians focus on how a patients can actively manage their health condition themselves.
Supporting Workforce
•
A number of new medium to large businesses have been engaged on the Workplace Health and
Wellbeing project, developing approaches in our county to improving employee health and wellbeing.
•
Better Conversations: the project team are working with the Institute of Employment Studies to further
develop the evaluation for the Berkeley Vale cluster site (who are working with staff to develop their skills)
Delivery of training in this area continues with the courses being well attended and well received.

Clinical Programme
Approach

The Clinical Programme Approach has been adopted across our local health care
system to ensure a collaborative approach to systematically redesign the way
care is delivered in our system, by reorganising care pathways and delivery
systems to deliver right care, in the right place, at the right time.
Progress so far in 18/19….

Respiratory

The Integrated Respiratory Team commenced during September with the Integration lead role
being developed to also include responsibilities as operational lead for the Integrated
Respiratory service. Team engagement events are being organised to inspire, engage and
provide clarity to the team members for how the changes will affect their roles and maximise the
opportunities created by integration.

Musculoskeletal

Providers continue to report that the MSK Specialised Triage is working well, with the new
service live across all MSK pathways across the county. An Integrated MSK educational event
is planned for November 28th. There is a plan to change the triage service from a Clinical
Assessment Service (CAS) to a Referral Assessment Service (RAS) on eRS as this will improve
the process for primary care are administration staff.

Circulatory

Cancer

Plans to implement the Community Stroke Rehabilitation services are progressing well in line
with the plan make the changes in January 2019. The Blood Pressure Award bid to British Heart
Foundation successful and will secure £100k over 2 years from April 2019 to support practices
to identify and take action to reduce blood pressure
The next programme of GP Masterclasses have commenced from 9th October 2018 with
Colorectal as a focus. The Early and Faster Diagnosis Programme is focusing on the actions
needed to achieve the national objective of 62% cancers diagnosed at Stage 1 or 2. New
pathways have been developed this year to enable patients to progress ‘straight to test’ for
colorectal and lung cancers. Macmillan Next Steps Community based rehabilitation programme
for cancer continues to develop, with referrals increasing steadily from secondary care

Clinical Programmes Continued - Progress so far in 18/19….

Eye
Health

The Eye Health programme continues to make progress with rolling out the community eye
pathways. Eye Care Liaison Officer (ECLO) capacity is to be expanded, This will increase support
to patients who have been diagnosed with deteriorating sight and will be available following
attendance at outpatient appointments. It provides advice and support tailored to the needs and
experience of the individual and supports transition between health and community services.

Referrals to the diabetes self management programme continue to increase. The new Multidisciplinary footcare outpatient clinics continue at GRH and CGH with consistent input from
Diabetes
Diabetologists, Podiatry, Vascular and Orthopaedic consultants. As expected, we are starting to
observe a downwards trend in major amputations.
Year to date we have delivered increased support for 30 people on the Transforming Care
Learning Programme and the Positive Behaviour Support services. Work continues to provide an improved
Disability and timely service for the special schools in Gloucestershire for disabled children and young
people. Staff training is in place to align closely to the clinical pathways that staff are working on.
Current focus is on achieving 6 week referral to treatment times for the Memory Assessment
Dementia Service and increasing the caseload for the Dementia Advisors from the service. This will ensure
people with Dementia receive longer-term support, with a focus on prevention and living well.
The Social Care & Youth Support day staff for the Integrated Recovery and Intervention Service
Children (IRIS) are in place. As part of the Prevention - Better Births scheme, a healthy lifestyle programme
is being developed and implemented with an expected launch date scheduled for later this year.
&
Young Gloucestershire have been commissioned to facilitate person centred planning and
Maternity management of the personal budgets for the children and young people which should increase the
number of people able to personalise their support.

Focus on Mental Health Clinical Programme
The Mental Health Clinical Programme Group (MH CPG) was reformed in early 2018 under the clinical
leadership of Dr Lawrence Fielder (CCG Clinical Lead for Mental Health). The following priority areas have
been agreed by the group:
•
•

•

•

Personality Disorders: Development of a business case for specialist personality disorder service
building on the work undertaken in Gloucestershire over the past 4 years and incorporating more recent
initiatives (e.g. Kingfisher TreasureSeekers Enablement Pilot, Serenity Integrated Mentoring pilot).
Primary Care Mental Health: Over the past year 2gNHSFT have been working with commissioners to
review the Psychiatric Nursing Element of the MH Intermediate Care Team. In parallel 2gNHSFT have
been working with a small number of GP practices in Gloucester city to pilot an Advanced Mental Health
Practitioner role in Primary Care.
Physical Health and Serious Mental Illnesses (SMI): Requirement for 60% of people on GP SMI
registers to have an annual physical health check and appropriate NICE recommended interventions.
2gNHSFT via a CQUIN have been working on improving access to physical health checks for individuals
known to their services. We have recently undertaken an audit of GP practices to determine the uptake of
physical health checks for all SMI patients. The results of the audit will be discussed at the next MH CPG.
Attention Deficit Hyperactivity Disorder (ADHD) Pathways: In 2018 we introduced an additional
element to the existing diagnostic service provided by 2gNHSFT. The intention was to provide additional
support to primary care for diagnosed individuals in terms of access to specialist review if required and
advice/guidance. Following discussions at the MH CPG a G-Care pathway group was established to
review the existing ADHD pathway against the current model.

Mental Health Crisis Care
The Crisis Care Concordat is an multi-agency agreement to improve services for people experiencing
a crisis and has the following main components.
The Crisis Care Concordat Action plan has been reviewed through the Mental Health and Wellbeing
Partnership Board and the Crisis Care Concordat Steering Group. Proposed Priorities are as follows:

Development of a new Gloucestershire Intensive Recovery
and Intervention Service (IRIS) for Children and Young People
The joint initiative with the Clinical Commissioning Group, NHS England and Gloucestershire County Council
focusses on a different approach to working with children and young people with mental health issues.
It
comprises of different strands including residential, independent supported living, Foster Care, Casework
team, intensive family and young person support, therapeutic day provision and emergency and crisis
responses.
Mental health crisis café (The Cavern)
Kingfisher Treasure Seekers Ltd are a local voluntary and community sector organisation who provide a crisis
café for adults in Gloucestershire aged 18+. The Cavern supports people experiencing acute emotional
distress associated with a mental health problem (whether diagnosed formally or not). They provide a safe,
welcoming and comfortable place for people who feel they are at risk of reaching crisis or need some support
in the evenings. The aim of the service is to provide earlier intervention for those at risk of crisis, improve
people’s coping skills and resilience and prevent the need for admission to an inpatient setting or attending the
emergency department.

Crisis Care Concordat Workforce Development
The Mental Health Crisis Care Workforce Development Group was set up to oversee the implementation of
the agreed multi-agency multi-professional workforce development strategy (3-5 years) for Gloucestershire
that addresses the workforce needs of the Mental Health Crisis Care Concordat to enable earlier intervention
and responsive crisis services. Following a successful year two STP bid, £30,000 2018/19 funding has been
secured from Health Education England for workforce development. The agreed priority areas being delivered
in 18/19 are to police, ambulance, fire & rescue and housing staff alongside a personality disorder awareness
training day.
Suicide Prevention
The strategy was developed by the Gloucestershire Suicide Prevention Partnership Forum (GSPPF), with
input from partners across the public and voluntary sectors. Its objectives reflect the national suicide
prevention strategy and local context to ensure that all action plans are aligned to ensure duplication is
minimised and priorities are addressed through the most appropriate route.
Mental Health Acute Response System (MHARS)
The new holistic Crisis model which reflects the partnership working across the County was commissioned in
April 2017 in line with new Police guidance and legislation. This provides a single point of access and clear,
concise pathway of care.
The Contact Centre has been co-located with the Police at Waterwells where they receive referrals from GPs,
Police and Ambulance as well as providing advice to the police. The Urgent Response Team has also been
co-located with the Police. Additional helpline support is now being provided by ‘Mental Health Matters’.

In addition, a Street Triage Pilot was launched in June 2017 with a mental health clinician attending incidents
with police offers. The service has been extended to 4 days from 2pm to midnight. This pilot has seen a
significant reduction in the number of Section 136 detentions.
The Mental Health Liaison Team provide support to Gloucestershire Hospitals NHS Foundation Trust through
emergency departments in addition to liaison with the Older People’s Service; Change, Grow, Live (alcohol)
and Community Hospitals.

Place of Safety (PoS)
Following the changes brought in by the Police & Crime Act 2018, the waiting room in the Maxwell Suite had
subsequently been identified as a Place of Safety if required. In addition the Police have agreed to remain as
a chaperone throughout the process if a child is being detained. Since the introduction of the changes we
have had no occurrences whereby a child or young person was unable to access a Place of Safety or any
breaches of the revised 24 hour detention period. We are therefore currently confident that we have sufficient
capacity within our Place of Safety to meet demand for Children & Young People/Adults.
Approved Mental Health Professional (AMHPS)
Gloucestershire County Council has a statutory duty to ensure that there are sufficient numbers of competent
AMHPs available 24 hours a day to consider requests for assessments under the mental health Act
1983/2007. An extended hours (9AM-11pm) Hub and Spoke AMHP model was introduced in July 2018 and it
is the intention of the Council to commission a standalone 24/7 AMHP service (currently 11pm-9am is provided
by Glos EDT).
Self Harm
A review of the self-harm pathway was undertaken and key recommendations included:
–
–
–
–
–

Improve what happens when people who are self-harming or in extreme emotional distress present
themselves to ED
Strengthen prevention
Make it easier for children and young people to get help
Join up the services that we already have
Specific needs, e.g. personality disorder, children and young people with physical health conditions

A multi-agency plan has been developed and is currently being implemented.

Reducing Clinical
Variation

The Reducing Clinical Variation programme looks at key issues of unwarranted
clinical variation and aims to have a new joined up conversation with the public
around some of the harder priority decisions we will need to make. This includes
building on the variation approach with primary care, promoting ‘Choosing
Wisely’ and Medicines Optimisation and undertaking a diagnostics review.

What we’ve achieved so far:
•
Advice and Guidance (A&G) services, where GPs can get advice and support from specialist services
without referring a patient, continues to increase month on month with a total of 6792 requested made in
the first six months of 2018/19, significantly above the year to date target level of 4589. The service rollout
continues as planned with 16 specialties now live and two further due to go live in the coming months.
•
Work continues to progress the approach to referral management in the key target specialties of
Dermatology, ENT, Gynaecology, and Urology
•
G-care site (a website containing information for GPs and other healthcare professionals) views have
increased by 7.3% since April, and a range of new content has been published. G-care search function
has been redesigned to improve usability and this is currently being tested before changes are made to
the live version.
•
The social media videos for the Did Not Attend campaign are currently being developed and are expected
to be finalised within the next few weeks, with the aim of launching the campaign in November to reduce
the number of wasted appointments.
•
The 2018/19 Savings Plan supports a saving opportunity of £5m across a range of treatments. The
Prescribing Improvement Plan (PIP) continues within practices.
•
Use of Prescription Ordering Line (POL) to manage continence and stoma prescription requests is
developing. Practices have expressed interest in making use of this service for these prescription groups.
Staffing is being increased to ensure capacity to manage the planned increase in demand and the extra
staffing will be fully in place by the end of November 20118

One Place, One
Budget, One System

New Models of Care & Place Based Model
The One Place, One Budget, One System programme takes a place based
approach to resources and ensures we deliver best value. Our community care
redesign will ensure responsive community based care is delivered through a
transformative system approach to health and social care.

The intention is to enable people in Gloucestershire to be more self-supporting and less dependent on health
and social care services, living in healthy communities, benefitting from strong networks of community support
and being able to access high quality care when needed. New locality led ‘Models of Care’ pilots commenced
in 2016/17 to ‘test and learn’ from their implementation and outcomes, working across organisational
boundaries, and leading to the formation of 16 locality clusters across the county.
What we’ve achieved so far:
•
Developed a model of primary care networks, localities and integrated locality boards for all GP practices
in our county
•
60 staff across Berkeley Vale have attended a 2 day Health Coaching training “Better Conversations” to
support MDT way of working. Attendees included GPs, Practice Nursing, 2g staff and all staff in the ICT.
•
4 Practices from Stroud Central and Berkeley Vale completed the Releasing Time for Care programme,
focusing on care navigation & clinical correspondence.
•
Design of a frailty model for the Forest which will be based on the Complex Care at Home Model is
completed.
•
Literature/promotional tools being finalised for use on the information bus, including a ‘frailty wheel’ that
gives guidance on improving health and wellbeing and a survey to capture public’s current understanding
of frailty.
•
My Goals and Me At My Best care plans have been templated for System 1 and EMIS

One Place, One
Budget, One System

Urgent Care
Our vision for Urgent Care will deliver the right care for patients, when they need
it. In order to make this vision a reality and provide safe and sustainable
services in to the future, we need to consider how to make best use our
resources, facilities and beds in hospitals and in the community.

We want to improve arrangements for patients to access timely and senior clinical decision making about their
treatment and ensure specialist support is accessed as soon as possible. We propose potentially changing the
way some care and support is organised in Gloucestershire to meet changing demands, make best use of our
staff, their skills and the money we have. These proposals will be brought for public consultation next year.

The scope, co-production approach, governance and timeline for this programme will be finalised shortly. In the
meantime it is proposed that, in addition to the Trauma & Orthopaedic and Gastroenterology pilots already
agreed it is proposed that we develop a further General Surgery pilot to enable our system to be resilient for
Winter 2019/20.
Alongside this programme we will progress the commissioning of a new NHS 111, Clinical Advice and
Assessment Service. This will be informed by learning from the current ‘test and learn’ initiatives and ensuring
the critical links with other parts of the urgent care system are maintained. An Urgent Treatment Centre test and
learn project has been running this year to ensure we are achieving compliance with the NHS England national
standards for Urgent Treatment Centres and agreeing priorities for implementation before Winter 2018/19.

Enabling
Programmes

Our vision is underpinned by our enabling programmes which are working to
ensure that the system has the right capacity and capability to deliver on the
clinical priorities.

Joint IT Strategy – Local Digital Roadmap Governance has been established and will be managed by the
Countywide IM&T Group with Project Boards and work streams established for the key IM&T Enablers. 75 out
of the 76 GP practices are all live on the wifi project. Patient Online has been rolled out to 96% of
Gloucestershire practices, and currently Gloucestershire has 22% of patients with an online account.
eConsultation procurements are complete for a patient triage application which will begin in 5 pilot practices.
Joining Up Your Information go-live has been successfully achieved for first set of users at 2g (30/08/2018) with
go-live support activities underway. New version 4.0 Gloucestershire Information Sharing Partnership Agreement
(GISPA) is now available and published to website
Joint Workforce Strategy – the Workforce and Organisational development Strategy has been refined and
updated; the strategy focuses on three themes: capacity, capability and culture. Developing 7 day working
across urgent care services is a priority for the coming year. Planning to develop a shared recruitment function
across ICS organisations and expanding the Trainee Nursing Associate programme are also central priorities.
Continuing to improve workforce planning and development across the system will be increasingly important to
system-wide working. Bids for Health Education England discretionary funding have been approved with a total
of £322k being allocated. A further allocation of £252k has also been made to support the Community Education
Provider Network working with primary and community care. The bid to expand the current ICS-wide “5
elements for successful leadership” programme was submitted to South West Leadership Academy for the
£100,000 leadership development funding. This has now been approved and will support 2 further cohorts of
development.

Enabling
Programmes

Our vision is underpinned by our enabling programmes which are working to
ensure that the system has the right capacity and capability to deliver on the
clinical priorities.

Joint Estates Strategy – the estates strategy is moving forwards with a number of strands of work. Significant
progress in the Primary Care Infrastructure Plan with a further 4 schemes are planned to deliver in full. The reprovision of community hospital services in the Forest of Dean will remain a priority following public consultation
in 2017/18. Initial meetings have been held with Lydney and Severnbank Practices to set out way forward for
potential development of a new primary and community facility aligned to wider Forest of Dean Community
Infrastructure Programme Agreement at ICS health estates group that organisational Estates Strategies to be
updated and subsequent ICS strategy to be completed for March 2019 with 2031 as the planning timeline;
Primary Care Strategy – the Primary Care Strategy works alongside One Place, One Budget, One System to
ensure we have really high quality primary care provision. Improved access has been successfully rolled out
across all seven localities within Gloucestershire and in addition to improved access, clusters have been able to
utilise funding to support additional workforce innovations across the ICS. All seven localities now have the
benefit of additional hours and appointments; over 42,400 additional appointments have been offered so far in
2018/19. The CCG, in partnership with the Community Education Providers Network, has agreed to develop a
Health Inequalities Tutor who will support roles which have been persistently difficult to recruit to in order that
staff are supported and successful; this post has been appointed. The scheme will start in January 2019 to
match with GP colleagues requirements and three of the four spaces on the scheme have been filled.
Currently, a two-tiered approach for online consultations to test the benefits for patients and practices, is being
looked into, whilst also focusing on future developments with 111 online and the NHS App.

Integrated Care
System Development

A national announcement was made by NHS England in June 2018 to confirm
that Gloucestershire is to become one of only 14 Integrated Care Systems
(ICS) across the country; we will be one of 4 new systems to join the other 10
systems who have been working in this way during 2017/18.

Our System Development programme is focussed on developing the ways we work together as Health and
Social Care organisations to support our shared system transformation objectives. This includes working on
our shared Governance approaches for decision making, considering how we further pool our budgets and
resources, and how we share responsibility for achieving key system targets. A national Memorandum of
Understanding (MOU) between ICS systems and NHS England has been developed and will be publicly
available once finalised. This describes how ICS’ will develop their relationship with NHS England in the
future to take on more delegated local responsibility for delivery.

Being a new ICS includes receiving a range of development support offers. There was an excellent visit to
the system by Don Berwick, President of the Institute for Healthcare Improvement (USA) and Sir Professor
Chris Ham, Chief Executive of the King’s Fund on the 29th October 2018. The visit included a workshop on
supporting the continuous quality improvement approach and it was a chance to celebrate some of the
great progress being made, and involve staff and stakeholders from across the system. Alongside this we
are currently engaging in support for the Gloucestershire Strategic Forum to undertake a review of systemlevel priorities which will be the first steps towards developing a refreshed 5 year plan for One
Gloucestershire in line with the national timeline of Summer 2019.

Agenda Item
Governing Body
Meeting Date
Title

29th November 2018
Commissioning Policy for Wet AgeRelated Macular Degeneration

Executive Summary

Primary and Secondary Care clinicians
working together through the clinical
programme group have developed a
proposed new policy for extending the
range of treatment options for Wet Agerelated Macular Degeneration (Wet AMD)

Key Issues

The treatment options for Wet AMD will
be extended to include Avastin
(Bevacizumab) as an option in the
treatment pathway. The new NICE
Clinical Guideline NG82 Age –Related
Macular Degeneration
https://www.nice.org.uk/guidance/ng82
and the recent High Court judgment on a
policy adopted by the Northern CCGs for
treatment with the same has provided
new evidence supporting the rationality of
the CCG taking this decision.

Risk Issues:
Original Risk
Residual Risk

The key risks associated with adopting
this policy that relate to the use of the
drug in question and the fact that it is
used off label for this indication. Legal
advice has been taken to ensure that
these risks are minimised. The recent
High Court judgement provides for some
aspects previously untested in UK courts.

Financial Impact

The policy is expected to deliver
considerable cost savings that can be
reinvested in patient care.

Legal Issues
(including NHS
Constitution)

The policy presents some legal issues
relating to the use of the drug in question
as described above in the risks and
issues section.

Impact on Health
Inequalities

This policy should have a positive impact
on reducing health inequalities, as
resources will be released where this
drug is used that will be utilised to
increase overall health gain delivered by
each Gloucestershire Pound. A link exists
between low income, deprivation and
those living with sight loss. Three
quarters of blind and partially sighted
people live beyond or near the poverty
line. Blindness can often lead to social
exclusion. Deprivation can be both a
cause and an outcome of blindness.

Impact on Equality
and Diversity

There is no specific impact on equality
and diversity, although the condition
being treated is directly associated with
ageing.

Impact on
Sustainable
Development
Patient and Public
Involvement

No specific impact on sustainable
development

Recommendation

The Governing Body is recommended to
support the introduction of the new policy
for Wet Macular Degeneration

Author
Designation

Ellen Rule
Director of Transformation and Service
Redesign

The approach has been developed and
confirmed by the Eye Health Clinical
Programme Group which includes Lay
representation. Local patient
representatives linked to hospital services
have been engaged and their views taken
into account.
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Agenda Item
Governing Body
November 2018
Implementing a New treatment Pathway for Wet Age-Related
Macular Degeneration
1

Introduction

1.1

Primary and Secondary Care clinicians working together
through the Eye Health Clinical Programme Group (CPG)
have developed a clinical proposal to include the treatment
with Avastin (Bevacizumab) as an option in the local
treatment pathway for Wet Age Related Macular
Degeneration (Wet AMD). Use of this treatment option will be
determined on a case by case basis by the treating clinician
and patients will be required to give their consent to this
treatment option, as they are for any treatment of this nature.
The Governing Body is asked to support this policy to include
Avastin (Bevacizumab) as a treatment option in the local Wet
AMD pathway.

2.

The Case for Change

2.1

Anti-vascular endothelial growth factor (anti-VEGF) injections
have delivered improved vision for millions of patients with
macular degeneration across the world. This was a condition
poorly served by the previously available treatment options.
Prevalence is high, and with an ageing population incidence
is rising. Anti VEGF offers a real option for treatment,
ensuring a wide cohort of people can retain their sight into old
age – a positive benefit for them and for society which does
not have to support the wider social costs of people living with
poor vision and blindness.

2.2

The costs of medicines for wet AMD consume considerable
resources in health systems around the world. These costs
have had to be absorbed as a relatively recent phenomenon
due to the lack of availability of effective treatment options (9)
3

prior to 2006. By 2016/17, the main treatment options for this
condition, Lucentis and Eylea between them consumed
2.74% of the £17.4bn total drugs budget for the English NHS
(including both primary and secondary care prescriptions) (10)
and both these drugs featured in the top 5 highest total spend
pharmaceutical items in that year.
2.3

Different health systems around the world have taken
different approaches to manage the tangled regulatory and
legal issues that have arisen in the situation where a
company has an effective and cost effective product that it
has an active commercial disincentive to license. The
envisaged regulation of prices through global market forces
has not been a driver given the lack of competition in the field
and the conflicts of interest of the manufacturers involved. In
the NHS context the situation is further complicated by the
position taken by NICE and the original Technology Appraisal
guidance, which now, following the new economic model
described in the publication of NICE clinical guideline NG82,
is evidentially based on flawed modelling but still perpetuates.

2.4

The NHS has felt compelled to continue to offer Lucentis and
Eylea in preference to Avastin (Bevacizumab) despite the
health benefit lost. It is evident that the complexities of the UK
regulatory system, designed with the laudable aim of
protecting patient safety, have resulted in a position where the
NHS has now spent many millions of pounds on the licensed
products for wet macular degeneration despite an
increasingly overwhelming body of evidence that Avastin
(Bevacizumab) is equally as safe and efficacious (7, 17) . This
situation has perpetuated for over ten years and the costs are
continuing to increase steeply year on year with demographic
growth and the increasing prevalence of the disease, this
excess cost represents a huge lost opportunity cost for the
NHS in England. Put a different way, over the lifetime of
spending on these products it is estimated more than £2
billion pounds of patient benefit has been lost given the same
outcomes for people with wet AMD could have been achieved
if the NHS had used Avastin (Bevacizumab), allowing this
money to be spent instead on other NHS services.

2.5

Over the last 10 years of use of anti-VEGF injections,
significant aspects of the legal and regulatory framework in
4

relation to these products have evolved. The decision to
include Avastin (Bevacizumab) in the NICE guideline NG82
published earlier this year was bold and provides a step
forward in terms of the evidence available to decision makers
in the NHS. The GMC position has been updated to offer
reassurance for clinicians who act appropriately in light of
reasonable evidence and the Royal College of
Ophthalmologists have continued to voice their support. The
range of legal action taken across Europe and now in the UK
with the recent case involving Darlington CCG now offers a
more substantial body of understanding of the legal
interpretations of the complex interface between the
legislation that governs marketing and supply of medicines,
and the prerogative of individual prescribers and health
systems to make their own decisions about which products
they wish to use in clinical practice.
2.6

It remains the case that a decision to change NHS practice
will not, it seems, come from universal action taken at a
national level in the UK as it has done in other jurisdictions in
Europe and beyond. Given it is the statutory responsibility of
CCGs to make informed decision about the best course of
action to take to make most appropriate use of their resources
in the best interests of the populations they serve, it cannot
continue to be overlooked at the local level that Avastin
(Bevacizumab) has demonstrated equivalent safety and
efficacy, coupled with significantly better cost effectiveness at
all treatment intervals, in both eyes and at visual acuities
better than 6/12. The potential for patients in Gloucestershire
to benefit from a change in approach is significant.

3

The Proposal

3.1

Primary and Secondary Care clinicians working together
through the Gloucestershire Eye Health Clinical Programme
Group propose an enhancement to the existing Wet AMD
service, providing an additional option for local patients by
commissioning treatment with Avastin (Bevacizumab) for
patients where this is a clinically appropriate treatment option
for them.

3.2

This approach will provide a third treatment option in the
formulary of medicines available for the treatment of Wet
5

AMD in Gloucestershire within the NICE eligibility criteria for
treatment (see bullet points below). Alongside this policy,
Gloucestershire residents will continue to benefit from our
local treatment pathway which supports the use of Avastin
(Bevacizumab) at the first point where any level of disease is
detected where this level of disease does not meet the NICE
eligibility criteria for treatment with Eylea or Lucentis.
3.3

NICE Eligibility Criteria from TA155 and TA294:
• Diagnosed with neovascular (wet) age related macular
degeneration
• Best visual acuity in the affected eye (6/12 to 6/96). The
use of Snellen values to define visual acuity limits is
imprecise compared to using “ETDRS letter scores” and
could be interpreted as either 23-70 ETDRS letters or 2374 letters.
• No permanent damage to the fovea
• Lesion size is less than or equal to 12 disc areas in
greatest linear dimension
• Signs that the condition has been getting worse

3.4

The new policy provides a local response to the recent
publication of the NICE clinical guidelines for treatment of Wet
AMD, which provides sound evidence that treatment with
Avastin (Bevacizumab) is a rational treatment option within
this pathway, and the recent High Court Judgements that
confirms that CCGs have competence to make policy
decisions based on reasonable evidence.

3.5

The NICE clinical guideline takes extensive clinical trial
evidence of use of the three available medications and
through the use of extensive meta-analyses and ‘do novo’
economic modelling determines that the use of Avastin
(Bevacizumab) can be considered to be safe, provide
equivalent outcomes for patients and offer a significant cost
efficiency improvement on the existing treatment options
available in the NHS.

3.6

The study of current practice across the world in the treatment
of Wet AMD indicates that Avastin (Bevacizumab) is the
primary drug used to treat this condition across much of the
rest of the world, including in the USA and France. The Court
6

Judgement has confirmed that given the evidence available, it
is reasonable for treating clinicians working in the NHS to
lawfully choose to offer Avastin (Bevacizumab) for ophthalmic
use on grounds of cost.
3.7

This proposal at a commissioning level to adopt the use of an
medicine used off-label in place of a MHRA licensed
medication is based upon the unique set of circumstances
associated with these products for this condition and as
outlined in this paper. It does not undermine the legislative
requirements or the need for continued investment by the
pharmaceutical industry into research and development to
ensure that medicines used are well evidence in terms of
safety, and therapeutic benefit.

4

Benefits and Outcomes

4.1

By implementing this policy a further treatment option will be
available in the pathway for Wet AMD. Where this option is
selected there will be financial savings with no detriment to
patient outcomes. It is not possible to predict the level of
savings that will be realised, as prescribing decisions will be
made on a case by case basis, based on the decision of the
prescribing clinician and the suitability and given consent of
the patient.

4.2

Proposals regarding any financial savings realised will be
developed by the Eye Clinical Programme group, with any
proposals expected to provide benefits for patients in
Gloucestershire. The following areas are indicative of those
that would be under for consideration for further investment:

4.3

1) Additional investment in cataract pathways to reduce
waiting times for patients and improve vision faster
2) Additional investment in nursing staff in the pathway for
wet AMD to improve the patient experience of care
3) Additional investment in Eye Care Liaison Officer time
provided by the voluntary sector, who provide holistic
support for patients affected by low vision
4) Contribution to the wider system savings challenge which
will enable investments beyond eye health in areas such
as additional community nursing staff to support the frail
elderly living in our county
7

5

Risks and Issues

5.1

Legal Risk:

5.2

There is a risk is associated with any potential legal challenge
received regarding the proposal to introduce Avastin
(Bevacizumab) into the treatment pathway. The recent
publications from NICE and the judgement of the High Court,
plus the recent supportive statements of various bodies such
as the GMC and the Royal College of Ophthalmologists offer
considerable additional comfort that a policy decision by the
CCG to add this drug to the local formulary as a reasonable
treatment option for Wet AMD is a rational one, and one
which is likely to be supported in any legal challenge.

5.3

There is considerable evidence of the enthusiasm of the
companies who supply the licensed products to use litigation
to challenge similar policy decisions made by other CCGs. If
this does occur, the resulting legal exchanges will consume
NHS resources that could be better spent on patient care. It is
likely that this impact would be outweighed by the potential
benefits for our population that could be associated with
implementing the policy, however if a challenge is received
the position will need to be assessed and a decision taken at
that point whether or not to proceed with the policy in light of
any challenge that has been received and the potential
associated impact on resources.

5.4

Implementation Risk:

5.5

With any new policy or change to a clinical pathway there is a
risks associated with the requirement to do something new
and different. The Eye Health CPG is leading the plans to
implement this treatment option safely in the new pathway
and will ensure that there are sufficient resources in place to
deliver the change required. The CCG Governance and
Quality Committee will oversee implementation and audit of
results. The identified issues the group is working through are
as follows:
• Supply - Ensuring there is sufficient and appropriate supply
of Avastin (Bevacizumab) to meet patient needs. To date
8

there is not widespread adoption of similar policies across
the NHS but this may change, placing a greater new
demand on appropriately prepared supplies of Avastin
• Safety - Ensuring a source of correctly prepared product
that is contaminant free and prepared in a registered,
externally inspected aseptic environment to avoid risk of
infection into the eye. Local preparation is being explored.
6.

Recommendation(s)

6.1

The Governing Body is asked to support this policy for use in
Gloucestershire, noting the associated benefits, risks and
mitigations in place.
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Commissioning Policy for Wet AMD
Commissioning The CCG will provide funding for the treatment of
Decision:
neovascular (wet) age related macular
degeneration (Wet AMD) with Avastin
(Bevacizumab) for patients for whom this
represents a clinically appropriate treatment
option, within the existing NICE treatment
guidelines for Wet AMD
Policy Statement:
Primary and Secondary Care clinicians working together through the
Gloucestershire Eye Health Clinical Programme Group propose an
enhancement to the existing Wet AMD service, providing an additional
option for local patients by commissioning treatment with Avastin
(Bevacizumab) for patients where this is a clinically appropriate treatment
option for them.
This provides a third treatment option in the formulary of medicines
available for the treatment of Wet AMD in Gloucestershire within the
NICE eligibility criteria for treatment (see bullet points below). Alongside
this policy, Gloucestershire residents will continue to benefit from our
local treatment pathway which supports the use of Avastin
(Bevacizumab) at the first point where any level of disease is detected
where this level of disease does not meet the NICE eligibility criteria for
treatment with Eylea or Lucentis.
NICE Eligibility Criteria from TA155 and TA294:
• Diagnosed with neovascular (wet) age related macular degeneration
• Best visual acuity in the affected eye (6/12 to 6/96). The use of
Snellen values to define visual acuity limits is imprecise compared to
using “ETDRS letter scores” and could be interpreted as either 23-70
ETDRS letters or 23-74 letters.
• No permanent damage to the fovea
• Lesion size is less than or equal to 12 disc areas in greatest linear
dimension
• Signs that the condition has been getting worse
This policy responds to the recent publication of the NICE clinical
guidelines for treatment of Wet AMD, which provides sound evidence that
treatment with Avastin (Bevacizumab) is a rational treatment option within
this pathway, and the recent High Court Judgements that confirms that
12

CCGs have competence to make policy decisions based on reasonable
evidence.
The NICE clinical guideline takes extensive clinical trial evidence of use
of the three available medications and through the use of extensive metaanalyses and ‘do novo’ economic modelling determines that the use of
Avastin can be considered to be safe, provide equivalent outcomes for
patients and offer a significant cost efficiency improvement on the
existing treatment options available in the NHS.
The study of current practice across the world in the treatment of Wet
AMD indicates that Avastin (Bevacizumab) is the primary drug used to
treat this condition across much of the rest of the world, including in the
USA and France. The Court Judgement has confirmed that given the
evidence available, it is reasonable for treating clinicians working in the
NHS to lawfully choose to offer Avastin for ophthalmic use on grounds of
cost.
Rationale:
The benefits of this approach are considered to be the potential for
improved health outcomes for people of Gloucestershire within available
resources.
Plain English Summary:
NHS Gloucestershire CCG is committed to improving the health of the
people of Gloucestershire within available resources. The
Gloucestershire Eye Health Clinical Programme Group is the forum
where clinicians, managers and patients work together with a shared
vision - to reduce avoidable sight loss within available resources.
The group has agreed that it is clinically appropriate to offer treatment
with Avastin (Bevacizumab) to patients diagnosed with neovascular agerelated macular degeneration (AMD). The Groups’ decision follows the
publication of the NICE clinical guideline for Wet AMD. Avastin
(Bevacizumab) is a licensed drug used primarily to treat cancer, but has
a well-established track record in the UK and abroad of being used ‘off
label’ to treat Wet AMD. This offer of treatment will be in addition to the
existing funded options of treatment with Lucentis (Ranibizumab) and
Eylea (Aflibercept) for Wet AMD.
The NICE Clinical Guideline NG82 published in January 2018 put the
outcomes of all the clinical trials that have been reported that were
13

relevant to this treatment pathway alongside each other, and by
analysing all of the evidence have concluded that the treatment
outcomes for Avastin (Bevacizumab) when used to treat this condition
are equivalent, safe and offer a more cost effective option for the NHS
compared to using the licensed products. Any money saved by offering
this treatment option would be reinvested for the benefit of local patients
living in Gloucestershire.
Not every patient will be suitable for this drug and prescribing will always
be the decision of your clinician based on your clinical presentation .Your
eye specialist will discuss with you the potential advantages and
disadvantages of using Avastin (Bevacizumab) if this is an option for you.
They will always ask for your consent to this treatment option, as they will
for any other treatment options that you may be offered.
Evidence base:
• NICE Guideline NG82 Age –Related Macular Degeneration
https://www.nice.org.uk/guidance/ng82
• Recent High Court Judgement regarding use of Avastin in the NHS:
https://www.judiciary.uk/wp-content/uploads/2018/09/bayer-andnovartis-v-nhs-darlington-ccg-judgement.pdf
• NICE Technology Appraisal Guidance 155 (June ‘12), 294 (Jul ‘13)
• Royal College of Ophthalmology statement published September
2018 https://www.rcophth.ac.uk/2018/09/the-royal-college-ofophthalmologists-is-delighted-that-the-high-court-has-found-in-favourof-the-use-of-avastin-for-wet-amd/
• National Institute for Health Research, Page 9 of their annual report
highlights their large scale research programme of Avastin vs Lucentis
and the subsequent decision of the World health Organisation to
include Avastin on their list of essential medicines for the treatment of
wet age related macular degeneration:
http://www.nihr.ac.uk/documents/about-NIHR/NIHRPublications/NIHR-AnnualReports/NIHR%20Annual%20Report%202014-2015.pdf
Policy Approval Route:
Approved by:
1. Eye Health Clinical Programme Group
2. NHS Gloucestershire Clinical Commissioning
Group Governing Body
Date of publication:
November 2018
Policy review date:
November 2019
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Market Management and Dispute Resolution
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introduction of the European Union Public
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and generic services. Further changes which
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Introduction

1.1

An updated strategy for the procurement of clinical health
care services has been drafted by the Head of Procurement
for review by Governing Body members.

1.2

The strategy now includes updated conflicts of interest
guidance, revised EU tendering thresholds and revisions
resulting from the introduction of the European Union Public
Contracts regulations 2015.

1.3

The procurement strategy was approved by the CCG’s Core
Leadership Team on 30 October 2018 for ratification by the
Governing Body

2

Recommendation(s)

2.1

Governing Body members are asked to review this document
and approve its content and publication to the GCCG’s
external website.
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Executive Summary:
This document incorporates reference to legislative changes resulting from the introduction
of the European Union Public Contracts Regulations 2015. These came into force on 1 April
2015 for the provision of goods and generic services. Further changes which apply to
certain reserved categories of service (including the provision of healthcare and social
services and referred to as the Light Touch Regime) became effective on 18 April 2016 are
also referenced.
The strategy takes account of the latest Conflicts of Interest (COI) guidance, issued by NHS
England, and provides advice on the requirement to ensure that organisations bidding for
GCCG contract opportunities (including the commissioning of services from GP practices in
which GPs have a financial interest) declare COI’s as part of the market testing processes.
The document will be updated as required to take account of case law arising from the
introduction of the Public Contracts Regulations 2015, changes which may result from the
UK’s decision to leave the European Union or GCCG’s transition to any new organisational
form driven by its Sustainability and Transformation Partnership model.
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Section 1: Procurement Strategy
1.

Purpose / Introduction:

1.1

NHS Gloucestershire’s Clinical Commissioning Group (GCCG) is responsible for the
commissioning of high quality, value for money health care services to the patients of
Gloucestershire. The GCCG procurement strategy sets out its approach to achieving
its delivery objectives through the application of good procurement practice.

1.2

The objective of this policy is to provide a framework to ensure that all procurement
activity is transparent; evidence based and delivers key business objectives. Clinical
services procured should be innovative, affordable, viable, clinically safe and
effective. Clinical service specification documents should set stretched targets to
improve health outcomes and the quality of patient experience.

1.3

This procurement strategy does not offer detailed advice for specific health care
groups or activity but sets out guidance for the GCCG on how to decide on the
appropriate activity to be undertaken whilst ensuring compliance with current EU
procurement regulation, UK Government legislation and Department of Health
procurement best practice guidance.

1.4

GCCG aims to provide patients with greater choice and focusses on the quality of
clinical outcomes, rather than targets and seeks to empower clinicians and other
healthcare professionals to use their judgement to innovate. To achieve these aims,
GCCG will:
1.4.1
1.4.2
1.4.3

1.4.4
1.4.5
1.4.6
1.4.7
1.4.8
2.

Continuously review current health care services provision arrangements from
a broad clinical and contractual perspective.
Obtain quality information data to inform transparent and fair decision making
processes.
Ascertain whether it is mandatory, desirable or appropriate to invite
competition in accordance / compliance with EU Public Contract Regulations
2015 and the National Health Service (Procurement, Patient Choice and
Competition) (No.2) Regulations 2013.
Actively manage the provider market, creating greater patient choice whilst
maintaining quality outcomes
Engage and work closely with the local community and a range of health care
providers to deliver collaborative and integrated services
Apply robust, fair and proportionate procurement processes that follow all
mandated and ‘good practice’ requirements.
Apply award criteria that takes account of whole life costs and overall service
quality (Most Economically Advantageous Tender)
Put in place robust contractual arrangements to ensure service delivery.

Procurement policy:
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2.1

GCCG procurement staff will work in accordance with UK, European Union
legislation and local organisational guidelines which will include, but not be limited to,
the following policy / guidance documents:

Body:

Publication:
Equality Act 2010
Health and Social Care Act 2012
Managing Conflicts of Interest – Guidance for CCG’s
(Jun 2017)
NHS Act 2006

European Union and UK
Government Legislation

Operating Framework (Annual)
Operational Guidance to the NHS: Extending Patient
Choice of Provider (2011)
Procurement,
Patient
Regulations (Dec 2013)

Choice

and

Competition

Public Contracts Regulations 2015
Public Services (Social Value) Act 2012
Equality Strategy
Gloucestershire Joint Health & Wellbeing Strategy
Integrated Annual Operating Plan
NHS Gloucestershire Clinical
Commissioning Group

NHS Gloucestershire CCG Constitution
Public and Patient Engagement Strategy
Quality Strategy
Prime Financial Policies
Strategic Commissioning Intentions

3.

Overarching procurement principles:

3.1

GCCG will work to secure the needs of patients who use services and to improve the
quality and efficiency of those services, including through providing them in an
integrated way. It will act transparently and proportionately, and treat providers in a
non-discriminatory manner.
Services required will be procured from providers that are most capable of delivering
the overall objective and that provide best value for money. GCCG will continually
consider ways of improving services (including through services being provided in a
more integrated way, enabling providers to compete and allowing patients to choose
their provider).

3.2

The GCCG will adhere to the principles of public procurement whilst undertaking all
procurement activity as follows:
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Principle:

GCCG Undertaking:
State Commissioning Strategies and Intentions:
Publish short / medium procurement intentions on the GCCG external
web site
State outcomes of service reviews and whether a competitive tender,
AQP or other procurement process is to be used.
Pricing tariffs and other payment regimes will be fair and transparent.

Transparency:

Advertise suitable procurement opportunities and contract awards via
Contracts Finder, the Official Journal of the European Union and the
GCCG website as applicable.
Maintain an auditable tender documentation trail (including any
decisions not to tender), providing clear accountability.
Publish details of all contracts awarded on its external website,
including contractor names, addresses, contract type, value, duration
and procurement process utilised.
Commissioner resources to be proportionate to the value, complexity
and risk of the service being procured.
Contract duration
commissioned.

Proportionality:

to

be

proportionate

to

service

type

being

Whilst maintaining quality standards / patient safety, additional award
criteria (including financials) to be proportionate to the value, complexity
and risk of the service being procured and will not discriminate against
smaller organisations such as voluntary sector / social enterprises etc.
The GCCG will seek to minimise bidder tender costs by avoiding
timetable delays and significant changes to scope

NonDiscrimination:

The GCCG will ensure that the entire procurement process and
associated documentation will not contain bias towards any particular
bidder
All evaluations criteria and associated weightings will be fully disclosed
All relevant information will be disclosed equally and in good time to all
prospective bidders

Equality of
Treatment:

The GCCG will not favour a particular market sector i.e. public over
private. Award decisions will always be taken based on a bidders
ability to deliver the service rather than on the organisational type.
Finance and quality assurance checks will be applied equally to all
bidders

4.

Procurement intentions:

4.1

Procurement schemes undertaken are determined by the GCCG and are dependent
on its annual Commissioning Intentions.

5.

When to procure:
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5.1

The GCCG as a Central Government Public Sector Contracting Authority is governed
under the EU Procurement Directive and the following thresholds apply from 1
January 2016* (changes biennially):

Thresholds
(Excl. VAT)
Sub Central Body

Supplies

Services

Light Touch
Regime
Services*

Works

£181,302

£181,302

£615,278

£4,551,413

Total
aggregated
contract
value**

Total
aggregated
contract
value**

Total
aggregated
contract value**

Total
aggregated
contract
value**

*Light Touch Regime (LTR) threshold of £615,278 used for the provision of Health and Social
Care Services.
**Total duration of the proposed contract including any agreed extension options.

6.

Triggers for contesting a service:

6.1

The GCCG will consider contesting services in the following circumstances:
6.1.1

New service requirement: Where GCCG commissions a new service contract
(a service not previously provided).

6.1.2

Contract expiration: Where an existing contract is coming to the end of its
agreed term, or can reasonably be considered to be likely to come to an end
for other reasons (for example a provider notifying commissioners that it is
considering withdrawing service provision).

6.1.3

Failure to achieve quality standards: Where an existing provider is failing to
achieve (or make sufficient progress on achieving) local or national quality
standards or targets, or is not meeting the reasonable expectations of service
users.

6.1.4

Value for money: Where an existing service offers poor value for money when
compared to other relevant local or national benchmarking information

6.1.5

Service redesign: Where a new type of service differs significantly from that
currently in place (in terms of service model, volumes or types of activity, or
financial value) such that a new range of service providers or partnerships
might offer advantages in terms of patient care or cost compared to that
currently in place.

7

Contestability decision:

7.1

The GCCG, in reaching a contestability decision will consider the anticipated benefit
versus risk assessment which will cover, as a minimum, information in response to
the following risk assessment checklist:
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7.2

7.1.1

Has the Commissioner considered the whole life costs of the proposed
contract? Does this value exceed the Light Touch Regime threshold (see
paragraph 5 – above)?

7.1.2

Has the Commissioner clearly identified the reason(s) for contesting the
service (see triggers for contesting a service, paragraph 6 above)?

7.1.3

Is the Commissioner clear on the service specification and quality
standards that are required in the contested service(s) (or is at least clear
on the specific benefits that will be achieved by procuring a new service, if
the detailed specification is to be developed at a later stage)?

7.1.4

Has the Commissioner identified any linked services which are highly likely
to become clinically, operationally or financially unviable for
Gloucestershire residents if not contested in parallel with the main
service(s) under consideration?

7.1.5

Has the Commissioner considered the timescales and costs involved in
contesting a service, such that they are able to fairly represent the benefits
that could be achieved over and above an approach working with the
existing provider(s)?

7.1.6

Is there evidence of a sufficient market of providers, or potential providers,
to minimise the risk of significant gaps in the service(s) concerned and to
ensure that patient choice is maintained or expanded?

7.1.7

Have current service costs been benchmarked, and an assessment of
current and future demand and capacity been undertaken, such that the
risk of increased costs is minimised and there is explicit information on
affordability as part of the tendering decision?

7.1.8

Has the proposer ensured that other key co-commissioners have been
informed of the GCCG’s proposals, and that explicit agreement is being
secured where a service is jointly commissioned for Gloucestershire
residents?

Where a decision is taken by the GCCG to contest a service, consideration should
also be given to the means by which the service might best be contested. There are
a number of broad options:
7.2.1

A traditional tendering process, resulting in the award of a time limited
contract to a single provider, multiple providers (by LOT) partnership of
providers or consortia with lead bidder / subcontractor arrangements.
Procurement staff will follow one of a range of EU mandated procurement
processes (or at their discretion a bespoke process where the process
conducted under the Light Touch Regime). The competitive tender and
the resulting outcome will be published on the Contracts Finder web portal,
in the Official Journal of the European Union and the GCCG external web
site.

7.2.2.

Use of the ‘Any Qualified Provider’ procurement process which allows for
the contested service to be offered to, and provided by, a range of
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providers, as long as they can demonstrate they fulfil key requirements.
These include:









Fulfilling any obligatory registration requirement.
Ability to meet the GCCG’s service specification in full.
Accepting the national or local tariff price (where applicable) as
specified by the GCCG.
Accepting a standard DH contract with the GCCG, without any
guarantees of volumes of activity or levels of funding.
Ensuring potential conflicts of interest are acknowledged and
minimised (for example where a referral is made into a service run or
associated with the original referrer, and who may therefore gain
financially from that referral).
Ensuring adequate choice is provided on treatment options, and in any
onward referral to another commissioned service.
Providing a service that is sufficiently flexible to respond to and meet
individual needs.

An AQP model may be more appropriate to higher volume services with
less complex interfaces with other services.
7.2.3

Establishment of a framework contract or Dynamic Purchasing System to
accredit a number of suitably qualified providers.

7.3

All suitable procurement processes will be advertised in accordance with EU
PCR2015.
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Decision not to tender:

8.1

If, after a risk assessment and consideration of the principles contained within this
strategy, the GCCG determines that a competitive tender process is not required or is
inappropriate, the reasons shall be clearly recorded on the Decision Not to Tender
Form (see Appendix 2).

8.2

The GCCG Governing Body must approve any decision not to tender where the total
aggregated contract value exceeds the Light Touch Regime threshold (see
paragraph 5 for threshold value)
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Procurement processes:

9.1

The procurement process starts from identification of need, the decision to market
test through to the conclusion of a services contract and its on-going management.
The development and management of provider markets to ensure capacity and
capability is essential.

9.2

Once a decision has been made to procure, there are a range of procurement
procedures available to the GCCG. These include the Open, Restricted, Negotiated
and Competitive Dialogue procedures.

9.3

Under the Light Touch Regime, GCCG is permitted to modify established
procurement procedures or design its own process provided that it complies with the
mandatory requirements as shown in paragraph 19.2.

9.4

Advice should be sought from GCCG procurement staffs on the most appropriate
route for each service tender.
9
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10

Market analysis:

10.1

GCCG procurement and contracts staff will utilise service specification detail to
benchmark comparable contracts to determine a range of fair and appropriate service
costs. This activity will be conducted routinely for all high value health care services
and prior to determining whether formal procurement is undertaken.

10.2

Market analysis is carried out to determine if commercial sources exist and to
establish whether a preferred contract option will result in fair and reasonable service
costs. The GCCG should seek to determine:
 Likely (whole service) costs
 The types of organisations in the market place capable of delivering the required
services
 Whether existing or new organisations have sufficient capacity to deliver the
services solutions sought
 The most appropriate / proportionate procurement route

10.3

Market analysis should allow the GCCG to recognise local SME’s and voluntary
sector organisations operating in the area and help the GCCG to develop a capacity
building plan for these organisations where required. This is useful when making
service commissioning and procurement decisions by identifying market trends,
market stability and performance profile of key prospective bidders.

10.4

Capacity building is an opportunity to identify areas of strength in supplying
organisations to the GCCG and setting out opportunities for their development. To
achieve this, GCCG staffs should work with potential service providers, as requested,
to offer support, advice, training appertaining to the competitive tender process. This
should enable SME’s to compete more fairly with larger organisations.

11

Provider engagement:

11.1

Engagement with potential providers of health care services is an important element
of effective commissioning. It is essential that both incumbent providers (where
applicable) and prospective providers are included equally in the engagement
process.

11.2

GCCG Commissioners may, and in accordance with Department of Health
guidelines, use provider engagement to:








Consider provider willingness / capability to deliver a service
Establish / understand current provider landscape
Lessons learnt from previous procurement schemes
Assessing barriers to entry
Development and testing of service specifications
Determine most appropriate procurement routes
Establish provider approaches to cost, risk, innovation, capacity, service locations
and staffing requirements.

11.3

Resulting specifications will focus on service outcomes and not specific bidder
technologies to ensure that any procurement process is without prejudice.

11.4

The GCCG may engender pre-procurement engagement through the following
means:
10
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 Placement of a Contracts Finder advertisement (and relevant specific journal
advertisements as applicable)
 Prior Information Notice in the Official Journal of the European Union
 Public / Private Reference Groups
 Website notifications
12

Public and patient engagement:

12.1

In accordance with s14Z2 of the Health and Social Care Act 2012, Clinical
Commissioning Groups are required to involve and consult patients and the public:
 In their planning of commissioning arrangements;
 In the development and consideration of proposals for changes in the
commissioning arrangements where the implementation of the proposals would
have an impact on the manner in which services are delivered to the individuals or
the range of health services available to them;
 In decisions affecting the operation of commissioning arrangements where the
implementation of the decisions would (if made) have such an impact.

12.2

GCCG’s patient and public engagement will be conducted in accordance with its
engagement strategy: An Open Culture: A Strategy for Engagement and Experience.
The strategy will use The Engagement Cycle to inform its engagement activities.
GCCG will actively engage and support patients and other members of the public in
procurement processes to ensure:






Their views inform the development of service specifications
Identification of service providers who better meet the needs of patients
Innovative approaches to service development are considered
Potential service providers are identified and able to bid for contract opportunities
Active participation in decision making panels including clarity about patient
representation on panels, their role, terms of reference, support and training.

The benefits of this approach include increasing public confidence and better
relationships with providers of services. It also paves the way to improved monitoring
and performance management, particularly if patients are also part of those
monitoring processes.
12.3

In addition, GCCG will keep the wider public informed, hold briefing events so that
the public find out what is going on and about proposals being developed and ensure
that Healthwatch Gloucestershire and locally elected representatives such as local
MPs and HCOSC members receive early briefings regarding planned procurement
activities.

13

Procurement of goods and generic services:

13.1

Procurement for the supply of all goods and non-clinical services is the responsibility
of the South, Central & West Commissioning Support Unit (SCWCSU). The GCCG
Commissioning Implementation Directorate shall be responsible for monitoring the
quality of the service provided by the SCWCSU.

13.2

The service level agreement between GCCG and SCWCSU will contain key
performance indicators to assist with the monitoring of the procurement service
provided.
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14

e-Tendering:

14.1

In accordance with PCR2015, GCCG procurement staff will conduct procurement
processes (including AQP and other framework processes) via an e-tendering
information technology system wherever practically possible. An automated system
provides a secure and clear management audit trail.

15

Collaborative procurement:

15.1

GCCG Procurement staffs will design procurement work plans in accordance with
year-on-year GCCG Governing Body commissioning intentions and any ad hoc inyear requirements as may arise from time-to-time. While it is envisaged that most
procurement will be conducted in-house, GCCG procurement staffs will actively
engage with South Central & West Commissioning Support Unit (SCWCSU) staff,
other Clinical Commissioning Group procurement staffs or nationally designated
procurement teams to deliver complex / cross-boundary procurements where
required.
The SCWCSU will provide transactional and generic services procurement to GCCG
in-line with their service level agreement.

16

Contract duration:

16.1

Whilst the 3-year NHS Standard Contract will be applied for the majority of health
care services procurements, the GCCG will take account of the following factors
before finally determining contract duration (and prior to procurement advertisement):
 Overall contract value
 Complexity of the procurement process (i.e. nature of health care service to be
commissioned and its interaction with other services and service providers)
 Number of potential providers in the market place.

16.2

Contract durations in excess of 3-years may be advertised, procured and awarded
subject to GCCG Core Leadership Team or Governing Body approval.

17

Contract management:

17.1

GCCG Contract Team staff will work with GCCG procurement staff from project
inception (or a pre-determined key stage) to ensure that robust contracts are
developed, implemented and monitored on an on-going basis.

17.2

The GCCG’s Commissioning Implementation Manager will lead and actively
participate in high value / complex procurement projects to ensure that smooth
transition from procurement contract award to service delivery commencement is
managed in a proactive and timely manner ensuring key deadlines are achieved.

18

Social value legislation:

18.1

The Public Service (Social Value) Act 2012 came into force in January 2013. Under
this legislation, public sector organisations are required to consider how the services
that they commission and procure might improve the economic, social and
environmental well-being of the area that they serve.
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18.2

Social value is a broad term and can be interpreted in a number of ways but could
mean; a local person for a local job, an NHS Trust commissioning local patient
groups (at cost) to run consultation events or a public body contracting with a private
firm who employs local / long-term unemployed to service its contract requirements.

18.3

GCCG will consider the social value implications of all prospective procurement
processes and incorporate its responsibilities under the Act in key procurement
documentation. GCCG will ensure that positive health, social and environmental
outcomes are captured and assessed during the commissioning process at ITT stage
and ensure that these added benefits are measured and linked to the performance of
the contact.

19

Public contracts regulations 2015:

19.1

The European Union Public Contracts Regulations 2015 (PCR2015) came into force
on 1 April 2015. These regulations contained a specific set of rules entitled the Light
Touch Regime (LTR) which would apply to certain service contracts types including
Health, Social Care and Education. Implementation of the LTR element was delayed
until 18 April 2016 and only applies to contracts where the total aggregated contract
value exceeded €750,000 (approximately £615,278).

19.2

The LTR allows contracting authorities such as GCCG flexibility to conduct its
procurement processes as it chooses i.e. GCCG is not limited to the standard EU
procedures which include, among others, Open, Restricted, Competitive Dialogue,
Negotiated etc. However, GCCG is now bound by a small number of mandatory
requirements as follows:
19.2.1

OJEU Advertising. GCCG is now required to publish a contract notice or a
prior information notice except where the grounds for using the negotiated
procedure without a call for competition could have been used. For
examples, where there is only one provider capable of supplying the
service required.

19.2.2

The publication of a contract award notice following procurement or if
preferred, collate such notices and publish on a quarterly basis.

19.2.3

Compliance with EU treaty principles of transparency and equal treatment.

19.2.4

Conduct the procurement in accordance with the information provided in
any OJEU advertisement (contract notice or prior information notice)
regarding; any conditions for participation, time limits for contracting /
responding to GCCG; and the award procedure to be applied.

19.2.5

Time limited imposed by GCCG on suppliers must be reasonable and
proportionate. There are no stipulated minimum time periods in the LTR
rules, so GCCG may use its discretion and judgement on a case by case
basis.

20

Conflicts of interest:

20.1

GCCG manages potential conflicts of interest in accordance with NHS England
statutory guidance (updated June 2017) and the Procurement, Patient Choice and
Competition Regulations (No.2) 2013. The latter places a requirement on the GCCG
to ensure that it adheres to good practice in relation to procurement, does not engage
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in anti-competitive behaviour that is against the interests of patients and protects the
rights of patients to make choices about their healthcare.
20.2

GCCG will take the following steps to manage potential conflicts of interest:
20.2.1
20.2.2
20.2.3
20.2.4
20.2.5
20.2.6
20.2.7
20.2.8
20.2.9
20.2.10

20.3

Doing business appropriately;
Being proactive, not reactive;
Being balanced and proportionate;
Conduct its business openly and transparently;
Secure expert advice;
Engaging appropriately with providers;
Creating clear and transparent commissioning specifications;
Follow proper procurement process and legal arrangement;
Ensure sound record keeping, including up-to-date registers of interests;
and
Adopt a clear, recognised and easily enacted system for dispute resolution

Specifically, GCCG procurement staff will:
20.3.1

20.3.2
20.3.3

20.3.4

20.3.5

Issue a conflicts of interest template when commissioning from GP
practices, including provider consortia or organisations in which GP’s have
a financial interest.
Issue a conflicts of Interest template for bidder / contractor completion and
return in all Invitation to Tender processes
Maintain a record of all declarations of interest associated with
procurement processes undertaken and develop a process for assessing
identified COI’s and determining whether bidders should be excluded from
bidding opportunities.
Issue a conflicts of interest declaration form to prospective project team
members at the outset of the procurement to ensure that any potential
conflicts are identified and addressed.
Maintain a record of all procurement decisions which will be subject to
routine Audit Committee scrutiny. This record will be published on NHS
Gloucestershire CCGs external website.

21

Quality and sustainability impact assessments:

21.1

It is essential that services delivered improve quality and enhance patient experience.
GCCG has developed a Quality and Sustainability Impact Assessment which is used
when there is any change to the way services are commissioned and delivered. The
Impact Assessment includes:







Duty of quality
Patient experience
Patient safety
Clinical effectiveness
Prevention
Productivity and innovation
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Section 2: Market Management Strategy
1

Introduction:

1.1

This strategy sets out the way in which the NHS Gloucestershire Clinical
Commissioning Group (GCCG) will work to develop a health care market which
supports delivery of its strategic commissioning plan. The strategy will identify the
principles by which the organisation will enable the development of an appropriate
provider market to meet local needs and improve patient experience. This strategy
should be read in conjunction with the GCCG’s Procurement Strategy (Section 1).

1.2

Our understanding of what constitutes an effective market management strategy in
the NHS continually evolves. However, the dual functions of market analysis
(understanding the current and potential market) and market development
(supporting the development of innovation, quality and a diverse health care market)
are central to developing a competitive provider environment and informed decision
making about procurement routes.

1.3

This strategy will support the commissioning organisation to understand the steps to
good market management that enables the delivery of the strategic commissioning
plan and helps describe the market development needs at each stage in the
commissioning cycle.

1.4

The GCCG is keen to ensure that the benefits of a competitive environment and new
providers are harnessed. The ultimate aim in applying any system or market
management techniques is to ensure that it results in an improvement in patient
experience, outcomes and value for money.

2

Market management in the NHS:

2.1

As leaders of the local health system the GCCG has a responsibility to lead and
manage the NHS system. Market Management is a pivotal element of effective
system management.
Step:

Description:

Ensuring Local
Strategic Coherence



Building and Working
the Market



Engaging with the population around the strategy for the
system (including formal consultation)
Ensuring that all system tools and techniques including
market management result in a cohesive local system






Design of local incentives and local choice offer
Market development
Procurement
Contracting



Information for, and communication to the Patients, Public
and the Market
15

NHS Gloucestershire Clinical Commissioning Group

Maintaining Market
Effectiveness




Managing service change through the market
Managing the market by:
-



2.2

Managing service / provider failure
Managing disputes
Driving quality in provision

Managing local political interface on market decisions

The ultimate aim in applying any system or market management techniques is to
ensure that it results in an improvement in patient experience, outcomes and value
for money.
One of the best ways we can achieve this is to construct excellent provider
relationships based on a common understanding of the service requirements through
clear specifications for services based on good care pathways and models of care;
effective contract performance monitoring and management systems, and to build up
strong relationships with providers over time.
In some cases it is necessary and appropriate to have competition for services in
order to secure improved outcomes, maintain complex service integration and patient
experience. In other cases it is possible and desirable to maintain existing suppliers,
whilst continuing to drive quality improvements.

3

NHS Gloucestershire CCG’s approach to market management:

3.1

The GCCG’s approach to market management will focus on three clear activities;
contract management; market analysis (including robust procurement processes)
and market development. Market analysis and market development activities need to
be undertaken in a planned and prioritised way in order to maximise the benefits to
be derived through any procurements offered to the market.

3.2

The vision for the future provider landscape for the GCCG is to provide greater
diversity where this is appropriate underpinned by two key principles:
 Increasing choice for users of services
 Provider development or contestability to drive up the quality of services and
reduce costs
This will be achieved through a considered use of competition to improve quality.

3.3

It is not always possible or appropriate to increase the number of providers in the
market; there are other levers which need to be utilised to improve and shape the
market and drive up quality. These include using contract performance levers, patient
user participation in service reviews and analysis of data in respect of quality of
services.

3.4

Contract management:
The first stage of Market Management will be to consider the appropriateness of
contestability as a system lever. In some cases, as described in section 5, robust
contract management and effective supplier management, i.e. working with our
current providers of patient care will improve outcomes; patient experience; quality
16
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and reduce failings. There are some circumstances where it is immediately apparent
that contesting the service is not feasible or beneficial to improving outcomes and
value for money:

3.5



The service is a specialised service where provider designation has already
taken place at a national or regional level



Where the service to be procured has such strong service alliances with an
existing service that an extension to an existing agreement is appropriate
(complex service integration).



Where the cost of undertaking a contested approach cannot be justified in light of
the contract value (proportionality)



Where the GCCG wishes to encourage provision from within a sector that might
otherwise not prevail through a contested approach



Where failing to award a contract to a preferred provider would put other core
services at risk i.e. recognising the need to safe guard against unintended
consequences relating to service viability and tipping points.

The GCCG will also ensure it demonstrates how as many of the possible benefits
associated with a contested approach are realised through strong commissioning and
specification of services.
Where it is not absolutely apparent that competition would not be beneficial then the
GCCG will use the contestability framework to support the making of a decision about
contestability. The GCCG will ensure that when a decision not to contest a service is
reached, this will formally be documented and made available to interested parties.
Only after deciding that contestability is needed to improve outcomes will the GCCG
progress to market analysis:

3.6

Market analysis:
The GCCG will adopt an eight step approach to market analysis as shown in the
table below.
Delivering outputs for each of these steps will require joint working across the GCCG.
The GCCG’s procurement team will support lead commissioners in understanding
the tasks required to undertake market analysis.
Step:

Description:
 Identify and clarify market segment area to be addressed:

Agree Scope:






Geography
Specific pathway
Providers
Competition and choice for patients

 Agree which part of the overall system for that market segment
will be reviewed:
 Prevention
 Assessment
17
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 Diagnostics
 Intervention
 Post-acute

Assess Market
Needs &
Demand:

Assess Current
Market
Performance:






What services are required
How can these be delivered
Where are services required
How will needs/demands change or grow

 Comparative analysis of existing providers
 Articulate performance issues

 Map providers:
 What capacity sits where
 What is the balance of spend/activity
 What access is there for the patient group
Provider
Analysis:

 Provider performance:





Do they meet GCCG requirements
Do they meet patient needs
Why over or under performing
What plans to improve

Competitive
Environment:







Is there competition in the market
What is the basis for competition
Review barriers to entry or exit
Who are the potential providers who could enter the market
Are there examples of good practice elsewhere

Map out a
Preferred Future
Landscape:






What provision does the GCCG want to see where
What will the basis for performance measurement be
Should it be contestable
Should integration be encouraged at certain points of the system

 What can the GCCG do to change the provider landscape:
Assessment of
Market
Intervention
Levers:

Implementation
Plan:

3.7







Competitive tendering
Contracting
Talk to Providers
Incentives
Penalties

 What levers should be used by when
 How does the GCCG want to monitor market performance
 What information does the GCCG need to do this better in the
future

Market development:
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The aim of market development activity is to encourage a range of providers, willing
and capable of responding to GCCG contracting opportunities and hence facilitating
the commissioning of services of a high quality and which demonstrate effective use
of NHS resources.
As services are reviewed and potentially redesigned and as commissioners gain a
greater understanding of the needs of their patients, the provider(s) best placed to
deliver the needs of the patient may well be different from the current service
provider(s), this will only be possible if there are effective and willing providers in the
market capable of responding to GCCG contracting opportunities.
GCCG Procurement and Contracting staffs will undertake a number of activities to
support the development of existing and potential providers.
 Develop and manage its relationship with existing and potential providers,
including all sectors (NHS, Private and Voluntary / Third Sector organisations)
 Advertise for new and potential providers using both traditional procurement
processes and the “Any Qualified Provider” procurement routes (where
appropriate)
 Provide advice to potential providers on the qualification and assurance process
required to become a local provider of NHS Services
 Proactively shape the market through dialogue and procurement
 Qualify providers who are interested in providing services to support the GCCG’s
commissioning intentions. This will include an assessment of the providers
capacity and capability to meet the minimum standards required to deliver NHS
care
 Ensure that appropriate support is available to providers to facilitate their
involvement in the procurement process.
4

Developing provider competence and capability:
Where provider options are limited and the preferred procurement approach requires
the development of providers to ensure that appropriate services can be secured; the
GCCG will identify and support the development of providers to enable market entry.
Support may take the form of advice, signposting to education, training and business
development opportunities. Any offer of support in this way must be transparent,
proportionate, non-discriminatory and adhere to NHS rules of competition and
contestability.

5

Market management support to the commissioning cycle:

5.1

Assess needs / Review of provision:
 Produce an updated map of current service providers relevant to the
commissioning programme
 Identify providers that could be involved in helping define the needs assessment
 Provide market intelligence on the current provider market and any future trends
 Identify provider market gaps and any failing providers
 Are the current services delivering key national and local targets
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 Do current providers offer services that are consistent with best practice and local
and national strategy
 Determine the impact on the current and future provider market (will the
introduction of new providers have a detrimental impact on the provision of
services to patients)
 Where required begin a search for alternative providers
5.2

Decide priorities and investment:





5.3

Identify and qualify potential providers
Gain decision whether to invest in developing providers
Engage potential providers in the commissioning process
Is the effort of developing the supply market justified by the benefits for patients

Define the service:
 Ensure clear service specifications are developed
 Identify the implications on the provider market of the proposed service
 Support providers in bidding for services

5.4

Shape structure of supply:
 Provide assurance on the selection process of providers
 Ensure provider requirement documents are robust
 Oversee the commissioner selection process

5.5

Formalise and communicate :
 Clear awards process with feedback to unsuccessful providers which may help
them develop for the future
 Clear implementation plan for delivery of new services

6

Contract and performance management frameworks:
Market management is underpinned by effective contract, performance management
(including quality) and procurement frameworks.

6.1

Contract management:
 Regular discussions with all key providers. Formal Contract Boards and
appropriate subgroups in place for all major contracts
 Clear issue resolution / escalation processes
 Consistent and rigorous negotiation processes
 Use of the standard NHS Contract (unless bespoke contract documentation is
appropriate)

6.2

Performance management:
 Predictive modelling, analysis and performance management
 Clear Key Performance Indicators (KPIs) and defined performance improvement
targets
 Regular and timely performance data analysed by efficiency, quality, outcomes,
comparative benchmarks and patient experience
 Achievement of national targets and local KPIs.
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6.3

Service quality:
Understanding the quality of services provided is a key element of market
management. The following indicators will all be considered as part of a provider
review i.e.







7

Measurement of success:





8

Mortality rates
Readmission rates
Length of stay
First to follow up ratio’s - outpatients
Conversion rates
DNA rates

Clear articulation of current and future provider market
Robust contracts negotiated with clear outcome measures
Robust contract/performance management processes in place
Capability is improved within the organisation

Conclusion:
This strategy sets out the GCCG’s approach to market management and, together
with the GCCG procurement strategy, forms an integral part of the GCCG’s approach
to system management. It explains the way in which the dual functions of market
analysis and market development will support delivery of the GCCG’s commissioning
intentions.
Market management is an evolving concept for the NHS and this strategy will require
regular review to ensure that it is consistent with patient experience, national policy
and local requirements.
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Section 3: Dispute Resolution Policy:
1.

Introduction:

1.1

The GCCG will work to reach resolution of any dispute arising from contracting and
commissioning decisions. Disputes, not resolved by access to any contractual terms
that may exist between them, may arise over decisions about contractual sanctions
and termination, remuneration, practice area and ‘opt-outs.’

1.2

Contractors have the right of appeal in some circumstances against contracting /
commissioning decisions.
The Procurement, Patient Choice and Competition
Regulations apply alongside the EU Public Contracts Regulations 2015. The former
regulations, however, are a bespoke set of rules for the health care sector and provide
a mechanism for NHS Improvement, as sector regulator, to investigate complaints and
take enforcement action. The regulations are designed as an accessible and effective
alternative to challenging decisions in the courts.

1.3

For the avoidance of doubt this Dispute Resolution Process is a non-contractual
process and is intended for use in situations where the prospective parties have
decided not to follow other resolution solutions that may be available to them
including formal contract dispute resolution or action under statutory or legal
provision available in UK law.

1.4

In the event that a provider or potential provider of services wishes to dispute the
procurement / contracting / commissioning or related decision-making decisions by
use of this Dispute Resolution Process, the following process will be followed:

1.5

2.

1.4.1

The GCCG will seek to resolve any disputes by local resolution.
conciliation process will be proposed in all cases.

A

1.4.2

If the dispute is not successfully resolved at local level, the complainant or the
GCCG can refer the dispute to NHS England.

1.4.3

If the dispute is not successfully resolved by NHS England, it may be referred
to NHS Improvement for investigation / review.

The appellant may withdraw the appeal at any time during the process. If for any
reason an appeal is withdrawn, the GCCG will not accept a future appeal on the
same grounds.
Objectives of the dispute resolution process:

2.1

The GCCG’s objectives of this process are as follows:


To resolve competition disputes transparently, fairly and consistently and to
mitigate risks and protect the reputation of the NHS.



To be compliant with NHS Improvement’s (formerly Monitor) acceptance criteria



To prevent where possible legal challenge and external referral processes.



To provide confidence to parties that the process is fair and transparent, enhancing
willingness to participate in the market.
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3.

Acceptance criteria:

3.1

The CGG will only accept appeals that meet the following criteria:
 The content of the dispute is covered by NHS Improvement’s complaints
procedure and no legal proceedings have commenced.
 There is complete disclosure of all relevant and applicable information. Any
individuals connected to the complaint are available to provide further evidence or
testimony and the GCCG is not precluded from requesting more detailed
information to make an informed decision.
 To provide confidence to parties that the process is fair and transparent,
enhancing willingness to participate in the market.
 That the GCCG is the commissioner or lead commissioner for the service in
question.
 The dispute is not trivial or vexatious
 The dispute is raised within 3 months of the disputed event occurring.

4.

NHS Gloucestershire CCG process:

4.1

Stage 1: The complaint:
The GCCG will acknowledge the appeal within two working (business) days of
receipt.
The first stage is to gather information (see attached form – Appendix 3) and
complete an initial assessment. A nominated officer will be appointed to carry out the
assessment.
Following the initial assessment, the GCCG may instigate an informal investigation to
add further detail. This stage is to be completed within 14 days. Following this
assessment there will be an opportunity for conciliation between the parties. A
timescale will be set and notified to each party.
If the criteria for dispute are met and conciliation has not resolved the issue, the
nominated officer will complete a report for the GCCG Panel.

4.2

Stage 2: GCCG panel:
Membership – the Panel has three core members:
 Lay Member (Chair)
 Executive Director
 Head of Procurement
The nominated officer will attend to present their investigation.
The Panel will formally meet and review the case. This stage is to be completed
within 20 working days. Both parties will have had the opportunity to submit written
material in advance of the hearing. Both parties may be offered the opportunity to
attend the Panel.
23

NHS Gloucestershire Clinical Commissioning Group

4.3

Stage 3: The decision:
The GCCG Panel has 4 potential outcomes:
 Complaint upheld
 Further investigation needed – to be completed within a maximum 20 working
days
 Complaint rejected
 Complaint judged to be beyond the scope of the Panel so will be referred to
NHSCB Regional Panel (NHS England) or to the National Co-Operation and
Competition Panel.
The GCCG will write to the complainant(s) notifying them of its decision, explaining
the rationale and any course of action required.
If the complainant does not believe the case has been satisfactorily resolved an
appeal can be lodged with NHS England.
All results of the process will be presented to the GCCG Governing Body on an
annual basis for information. Reports will include summaries of complaints and
outcomes, as well as performance against target timescales.

24

NHS Gloucestershire Clinical Commissioning Group

Appendix 1
Form of Declaration of Conflict of Interest for Bidders / Contractors
Name of Organisation:
Details of interests held:
Type of Interest:

Details:

Provision of services or other work for
the CCG or NHS England
Provision of services or other work for
any other potential bidder in respect of
this project or procurement process
Any other connection with the CCG or
NHS England, whether personal or
professional, which the public could
perceive may impair or otherwise
influence the CCG’s or any of its
members
employees
judgements,
decisions or actions
Name of Relevant Person
(complete for all Relevant Persons)
Details of interests held:
Type of Interest:

Details:

Personal interest or that of a
family member, close friend
or other acquaintance?

Provision of services or other work for
CCG or NHS England
Provision of services or other work for
any other potential bidder in respect of
this project or procurement process
Any other connection with the CCG or
NHS England, whether personal or
professional, which the public could
perceive may impair or otherwise
influence the CCG or any of its
members
employees
judgements,
decisions or actions

To the best of my knowledge and belief, the above information is complete and correct. I
undertake to update as necessary the information.
Signed:
On behalf of:
Date:
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Appendix 2
Decision Not to Tender
Project Manager:
(Name)
Project Director:
(Name)
Date:
Reference Number:

1. Project Title and Background:
(Include summary of proposed service and cross reference to annual operating plan)

2. Proposed Contract:
(Include proposed provider, contract duration and proposed commencement date)

3. Market Assessment:
(Summary of outcome of market assessment supporting the proposal)

4. Financial Assessment:
(Anticipated total aggregated contract value)

5. Reasons for Not Tendering::
MUST ensure that reasons are permitted in accordance with the National Health Service
(Procurement, Patient Choice and Competition) (No.2) Regulations 2013. See Annex 1 for
summary of Regulations.
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6. Risk Assessment:
(Identify risks to patients if proposal is rejected / Identify risks to GCCG if proposal is accepted)

7. Due Diligence:
(Basic financial and quality assurance checks must be undertaken in respect of proposed service
provider. This will include: financial viability, economic standing, clinical capacity & capability,
governance, affordability / value for money)

8. Stakeholder Engagement:
(Is the proposal acceptable to patients? Include findings of any patient engagement)

9. Procurement Comments:
(Confirmation that the narrative provided in 5 (above) complies with current legislative requirements as
summarised in Annex1 1)

Approved / Rejected by GCCG Governing
Body / Core Leadership Team in accordance
with Prime Financial Policy:
(Signature)
Date:

Comments:
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Annex 1
Summary of the National Health Service (Procurement, Patient Choice and
Competition (No.2) Regulations 1 April 2013
Reg No.

Narrative:

Two

Objective
When procuring health care services for the purposes of the NHS, a relevant body must
act with a view to:
(a) Securing the needs of the people who use the services,
(b) Improving the quality of the services, and
(c) Improving efficiency in the provision of the services,
Including through the services being provided in an integrated way including with other
healthcare services, health-related services, or social care services.

Three

Procurement - General Requirements:
When procuring health care services for the purposes of the NHS, a relevant body must
comply with paragraphs 2 to 4:
(2) The relevant body must:
(a) Act in a transparent and proportionate way, and
(b) Treat providers equally and in a non-discriminatory way, including by not treating a
provider, or type of provider, more favourably than any other provider, in particular on the
basis of ownership.
(3) The relevant body must procure the services from one or more providers that:
(a) Are most capable of delivering the objective referred to in regulation 2 in relation to
the services, and
(b) Provide best value for money in doing so.
(4) In acting with a view to improving quality and efficiency in the provision of the
services the relevant body must consider appropriate means of making such
improvements, including through:
(a) The services being provided in a more integrated way including with other health care
services, health-related services, or social care services),
(b) Enabling providers to compete to provide the services, and
(c) Allowing patients a choice of provider of the services.
(5) A relevant body must, in relation to each contract awarded by it for the provision of
healthcare services for the purposes of the NHS, maintain a record of:
(a) In the case of a contract awarded by the Board, details of how in awarding the
contract it complies with its duties as to effectiveness, efficiency etc, improvement in
quality of services and promoting integration;
(b) In the case of a contract awarded by a CCG, details of how in awarding the contract it
complies with its duties as to effectiveness, efficiency etc, improvement in quality of
services and promoting integration.
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Five

Award of a new contract without a competition:
A relevant body may award a new contract for the provision of health care services for
the purposes of the NHS to a single provider without advertising an intention to seek
offers from providers in relation to that contract where the relevant body is satisfied that
the services to which the contract relates are capable of being provided only by that
provider.
For the purposes of paragraph 1, a relevant body is not to be treated as having awarded
a new contract:
(a) Where the rights and liabilities under a contract have been transferred to the relevant
body from the Secretary of State, a Strategic Health Authority or a Primary Care Trust; or
(b) Where there is a change in the terms and conditions of a contract as a result of:
(i) A change in the terms and conditions drafted by the Board under regulation 17 of the
2012 Regulations (terms and conditions to be drafted by the Board for inclusion in
commissioning contracts), or
(ii) New terms and conditions drafted by the Board under that regulation.

Six

Conflicts of Interest in purchasing health care services and supplying such
services
A relevant body must not award a contract for the provision of health care services for
the purposes of the NHS where conflicts, or potential conflicts, between the interests
involved in commissioning such services and the interests involved in providing them
affect, or appear to affect, the integrity of the award of that contract.
In relation to each contract that it has entered into for the provision of healthcare
services for the purposes of the NHS, a relevant body must maintain a record of how it
managed any conflict that arose between the interests in commissioning the services
and the interests involved in providing them.
An interest referred to in paragraph 1 includes an interest of:
(a) A member of the relevant body,
(b) A member of its governing body,
(c) A member of its committees or sub-committees or committees or sub-committees of
its governing body, or
(d) An employee.

Ten

Anti-Competitive Behaviour:
When commissioning health care services for the purposes of the NHS, a relevant body
must not engage in anti-competitive behaviour(a), unless to do so is in the interests of
people who use health care services for the purposes of the NHS which may include:
(a) By the services being provided in an integrated way (including with other health care
services, health-related services, or social care services); or
(b) By co-operation between the persons who provide the services in order to improve
the quality of the services.
(2) An arrangement for the provision of health care services for the purposes of the NHS
must not include any term or condition restricting competition which is not necessary for
the attainment of:
(a) Intended outcomes which are beneficial for people who use such services; or
(b) The objective referred to in regulation 2.
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Appendix 3
Dispute Resolution Form
1.

Complainant contact details:

Name:
Address:

Telephone Number:
Email Address:
Date:
Name and title of the person(s)
authorised to represent the
complainant:

2.

Acceptance criteria:

Evidence that each of the acceptance criteria has been met:
Acceptance Criteria 1:
The content of the dispute is covered by NHS Improvement’s complaints procedure and that no legal
proceedings have commenced.
Evidence 1:

Acceptance Criteria 2:
There is complete disclosure of all relevant and applicable information. Any individuals connected to
the complaint are available to provide further evidence or testimony and the GCCG is not precluded
from requesting more detailed information to make an informed decision.
Evidence 2:

Acceptance Criteria 3:
To provide confidence to parties that the process is fair and transparent, enhancing willingness to
participate in the market.
Evidence 3:
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Acceptance Criteria 4:
The GCCG is the commissioner or lead commissioner for the service in question.
Evidence 4:

Acceptance Criteria 5:
The dispute is not trivial or vexatious
Evidence 5:

Acceptance Criteria 6:
The dispute is raised within 3 months of the disputed event occurring.
Evidence 6:

3.

Basis of complaint:

Details of the basis of the dispute and which principles are breached:

4.

Evidence:

Any supporting evidence available:

5.

Summary statement:

A statement as to the desired outcome or resolution:
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This form should be completed and forwarded by email or post to:
Procurement Team
NHS Gloucestershire Clinical Commissioning Group
Sanger House
5220 Valiant Court
Delta Way
Gloucester Business Park
Brockworth
Gloucester
GL3 4FE
Email: david.porter6@nhs.net or paul.wilkinson2@nhs.net
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Agenda Item 17
Governing Body
Meeting Date

29th November 2018

Report Title

NHS England Emergency Preparedness,
Response and Resilience
Annual Assurance 2018/19

Executive Summary

The CCG has recently completed its assurance
of the main NHS funded healthcare providers in
the county (GHT, GCS, 2g, Care UK and Arriva)
using the NHS England Core Standard process.
Good progress has been made by all of the
commissioned services that are required to
complete the EPRR Assurance process.
Confirm and challenge meetings were held in
September. There are no significant gaps
identified in compliance against the Core
standards during these meetings.
NHS England South West North have declared
themselves as being assured, believing that the
Commissioner and Providers are resilient and
would be able to respond adequately to an
incident.
The overall assessment of Emergency
Preparedness, Resilience and Response within
the NHS in the local area is: substantial / partial.
With the CCG being graded as fully assured by
NHSE.

Key Issues

The following areas have had a particular focus
this year:
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Influenza Pandemic
Mass Casualties
ICT Failure
The local health community has tested our plans
in these areas through system wide exercises.
Risk Issues:
Original Risk (CxL)
Residual Risk (CxL)

An Influenza Pandemic is considered to be the
most significant risk across the Country.
Significant work has been undertaken across the
LHRP to develop and produce a robust
response plan to an outbreak which has been
tested in a Multi-Agency environment with
subject matter experts from Central Government
and PHE.
County-wide ICT resilience is an area where
further work is planned to enhance resilience. In
addition a cyber security exercise to test all our
plans is taking place later this year.

Management of
Conflicts of Interest

N/A

Financial Impact

N/A

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

N/A

Recommendation

For information

N/A
No
N/A

N/A
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Author
Designation
Sponsoring Director
(if not author)

Andy Ewens
CCG EPRR & BC officer
Dr Marion Andrews-Evans (Executive Nurse and
Accountable EPRR officer)
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Health Emergency Preparedness, Resilience and Response (EPRR)
Annual assurance 2018/19 report.

1. Introduction
It is a requirement of NHSE that all health care systems are assessed annually to
provide assurance that they are prepared and able to respond to emergency
situations. The assessment process involves completion of the NHSE template
providing evidence of compliance and actions to be taken if further work is required.
In addition during September, the CCG undertook assurance meetings with GHT,
GCS, 2g, Arriva and Care UK. We met with their accountable officers for emergency
planning and their EPRR officers to confirm and challenge the providers response as
set out in their submissions.
The CCG also had an assurance meeting with the Director of Operations and EPRR
lead for NHSE to consider the CCG submission.
It should be noted that time to complete this process was limited by the late
publication of the assurance process this year. Despite these time constraints, no
provider asked for an extension. This has resulted in a more concentrated workload
for the providers NHS E are taking this into account in the preparation for the
2019/20 process.
2. Assessment process
The assessment was undertaken using the NHS England Core Standards process.
This includes 55 core standards, with specialist annexes for CBRNe and HazMat
arrangements for the Acute Hospital Trusts. This is an increase of seventeen
measures on the previous year. In addition there were 8 standards for this year’s
deep dive assessment in respect of incident command and control.
Good progress has been made by all of the local NHS commissioned services that
are required to complete the EPRR Assurance process. Due to the increase and
change in standards this year compared with last year, it is not possible to do a
direct comparison between the two years. This change in assessment process has
led to two of our organisations moving from substantially compliant to partially
compliant. Both 2g and GHT have clear plans in place to address the areas that
require action. The CCG is satisfied that the majority of standards will be met next
year by all our commissioned organisations that we assessed. The key area of
challenge for all organisations is delivering the training requirements and maintaining
staff competency due to the frequent turn-over of staff.

It should be noted that the overall assessment of CBRNe/Hazmat readiness is
Fully compliant with the exception of NHS EPRR Core Standards 2015 Clause 56 –
Rotas are planned to ensure that there is adequate and appropriate decontamination
capability available 24/7. This is tested twice a year and has had satisfactory
outcomes but staffing rotas are a challenge at present and therefore partial
assurance
was
given.

The CCG submitted information that demonstrated full compliance with the
standards relevant to a Clinical Commissioning Group.

3. Outcome of Assessments
Listed below are the assessment outcomes for all local organisations agreed by
NHSE:
Gloucestershire CCG

Full

Gloucestershire Hospitals NHS FT

Partial

Gloucestershire Care Services NHST

Substantial

2Gether NHSFT

Partial

Arriva

Substantial

Care UK

Partial

A more detailed summary of the assurance outcomes and the Local Health
Resilience Partnership Report is included in Appendix 1.
At Appendix 2 is the letter from the Director of Operations at NHSE confirming the
outcome of the assessment process. The final paragraph of the letter states:
‘It is evident that Gloucestershire CCG works very closely with local partners to
ensure a more resilient healthcare system and this has been evidenced not only in
the assurance process, but also during the response and recovery of events with
snow and a number of water outages.’
4. Conclusion
Overall this year’s assurance process has been successful, with good cooperation
from all our partners. It has identified areas for further action which together as a
health resilience system, we will be taking forward in this coming year.
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1 EPRR Assurance 2018-19: NHS England LHRP to Regional Team Review – Gloucestershire Local Health Resilience Partnership
Number of LHRP
executive meetings in
last 12 months
1 meeting

Co-chair name (number
of meetings attended in
last 12 months)
NHSE Co-Chair x 1
DPH Co-Chair x 1

Membership – narrative
on the breadth of
representation
 Co-Chair arrangements
in place with
Gloucestershire County
Council (Public Health)
at an executive and
business management
level.
 Consistent
representation from
provider and
commissioner
organisations,
overcoming the
challenge of being a
small LHRP with a big
agenda but limited
capacity.

Number of LRF Ex meetings in past
12 months

Co-chair name (number of meetings attended in last
12 months)

2 meetings

NHSE Co-Chair x 1
DPH Co-Chair x 1

How is the LHRP
working?

Who represents the NHS on the
LRF?

How is the LHRP working with the LRF?

 Changes to Executive
Leads have meant
LHRP Executive
meetings haven’t been
as frequent as desired
however this hasn’t
detracted from business
being maintained.
 Quarterly Business
Management Meetings
were set with additional
task and finish groups
set in between to
progress actions on the
work plan.
 Gloucestershire CCG
maintains a supportive
assurance role to
ensure the delivery of
LHRP objectives.

Ambulance Trust attends all
meetings in their own right.



LRF Strategic Group NHSE Co-Chair
and or DPH Co-Chair. CCG Ex lead
also attends
LRF Working on Thursdays
(Tactical)
Louise Cadle, Operations and Delivery
Manager, NHS England

The LRF Manager is a regular attendee at the LHRP
Business Management Group and Executive Group.
This ensures effective engagement, communications
and expectations.
Links with the LRF & LHRP have been strengthened
with regular attendance at LRF WOT, BMG and
Executive meetings from LHRP members.
LRF and LHRP work in close partnership with relevant
plans such as mass casualty and communicable
disease being jointly badged and approved by both
groups thus reducing duplication.

LRF Working on Thursdays
(Operational monthly meeting) Jill
Oxley, Operations and Delivery
Coordinator, NHS England.

Following national events a key piece of work to
support victims has been developed by the LHRP and
is being adopted under the umbrella of the LRF
Humanitarian Assistance Group.

Sub Groups
Humanitarian Assistance Group:
Jill Oxley NHS England and John
Hudson 2Gether
Community Resilience: John Hudson
2Gether
Media and Warning Informing: NHSE
Comms and CCG

Joint training is undertaken at operational and tactical
level to develop an awareness of multi-agency
response and JESIP principles.

Training and Exercises
Julia Doyle and Rachel Minett are LRF
deputy training leads.

Top Three Risks identified by the LHRP:
(list here in order of priority the top three risks
raised by the LHRP)
1 Influenza Pandemic
2 Mass Casualties
3 ICT Failure
Top Three Risks identified by the LRF:
(list here in order of priority the top three risks
from the community risk register)
1 Influenza Pandemic
2 Total failure of GB’s National Electricity
Transmission Network
3 Flooding

It should be noted that the threat of cyber crime is high and work is underway to mitigate
this.
An LRF plan is now in place covering a range
of cyber scenarios and an LRF/LHRP exercise
also took place Dec 2017.

Joint exercises in particular – influenza pandemic,
cyber-crime and testing IT failures have also forged
stronger links.
Multi-agency response has been tested on a number of
occasions this year as a result of severe weather and
water outages.

South West CBRNe forum: Rachel
Minett, EPRR Manager,
Gloucestershire Hospitals NHS
Foundation Trust.
LHRP (including interface between LHRP, NHS Improvement, Sustainability and Transformation Partnerships (STPs) and A&E Delivery Boards)
Interface with the LHRP and the A&E Delivery Boards (Gloucestershire) is coordinated by the LHRP Co-Chair Director of Assurance and Delivery to ensure continuity and the exchanging of key
messages when appropriate. Key EPRR issues/LHRP/LRF issues are shared with the STPs and AEDB where appropriate and vice versa. A good example of this working has been winter preparations
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from flu to severe weather planning.
Interaction with the Health Protection Assurance Board and also Health & Well Being Board is carried out by the LHRP co-chair from Gloucestershire County Council.
Overall Compliance Statement
The NHS England local team has agreed that the overall LHRP assessment of compliance is:
There are no major gaps in compliance against the core standards identified through the ‘confirm and challenge’ meetings.
There are gaps identified as a result of the updated and increased core standards (some providers almost doubling) but none are major gaps. The delay in sending out the revised core standards (30th
July 2018) and the expectation for confirm and challenge meetings and assessments to have been made by end of September in time for the LHRP sign off, has resulted in providers not being as
compliant as they would have liked.
NHS England South West North has been assured and believes that the Commissioner and Providers are resilient and would be able to respond adequately to an incident.
The overall assessment of the NHS in the local area is: partial / substantial.
The overall assessment of CBRNe/Hazmat readiness is: Fully compliant with the exception of NHS EPRR Core Standards 2015 Clause 56 – rotas are planned to ensure that there is adequate and
appropriate decontamination capability available 24/7
There is a reliance on CBRN trained staff returning to duty once called out and concern remains that they cannot guarantee a response using this model. This is tested bi-annually and the response has
been positive but is not guaranteed.
Issues identified and plans to rectify (including organisations identified as partially compliant or non-compliant)
 Review of the LHRP Terms of Reference and membership including organisational and appropriate level of representation, highlighting the importance of the LHRP Executive as pivotal to supporting
systems in emergency planning and response.
 Review of the LHRP Strategic Intention in line with LRF and LHRP organisational changes and executive changes.
 Agree the LHRP work programme 2019/20 taking into account findings of the assurance process and in particular work with providers to improve to substantial / full compliance.
 County ICT resilience with a shared provider / network is known to be a weakness across both the LRF and LHRP. Further work is planned to enhance resilience and also additional cyber security
exercises to test the local area network for health providers.
 Agree training and exercising regime for the LHRP linked with the LRF work programme and findings of the annual assurance programme.
 Implementation of lessons learnt from recent water outages and snow.
 Further training of loggists and also ensuring that on call are carrying out logging to the agreed standard.
 Refinement of business continuity plans to ensure that a collective response is made rather than individual organisations in times of disruption.
 Prepare for the merger of 2Gether and Gloucestershire Care Services as well as working towards a single ICS model.
Good practice identified
 Good collaborative LHRP / LRF working both in planning and response this is evident as a
small LHRP with 1 of everything yet achieving the same work agenda in planning, response
and recovery as many neighbouring larger LHRPs.
 Strong mutual aid arrangements in place across CCG and providers – covering for
sickness, leave and operational pressures.
 Training Needs Analysis has been developed with a common understanding of training
needs ‘essential to role’ linked to the National Occupational Standards. A similar training
needs analysis has been developed for LRF colleagues.
 Three EPRR practitioners from the LHRP attended the BTEC in Education and Training and
this has enabled a number of quality training packages to be organised and delivered to
health and the wider LRF – loggist training, strategic leadership in a crisis, and
Emergencies on Trial.
 A county wide influenza pandemic exercise was held in June led by the local authority
public health and CCG. Attendees came from across the LRF and LHRP including primary
care colleagues and government department leads.

Findings of ‘deep dive’ into command and control
 Lack of national guidance from NHSE for Resilience Communications however organisations have
implemented what is required and practicable.
 Concern has been raised that the guidance may not be proportionate to what is required locally to test
ICCs.
 Gloucestershire CCG and NHSE did carry out a live exercise to test setting up a joint ICC in support of
an LRF exercise ‘Exercise Parrot) out of hours and also simulated a health gold meeting.
 Bi-annual testing of single points of contacts has not been simulated as there have been a number of
tests for real during and out of office hours which have stood up the health community in its entirety.
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Issues to raise regionally (including EPRR Assurance feedback)
 A number of reports have been issued following events in London and Manchester,
workshops organised lessons learnt and guidance prepared but still not shared. This is
causing increasing frustration from a local perspective with a number of key guidance
documents still outstanding. It’s unclear whether guidance has been produced, is imminent
or being delayed as a result of Gateway.
 Influenza Pandemic is the biggest risk for the UK yet there appears to be a disconnect
between local and national planning including cross government departments (PHE / DHSC
/ NHSE / MHCLG). Greater clarity needs to be given to this so that local areas can prepare
plans and not focus on national and urban conurbation areas.
 The revised core standards templates are welcomed and in the main felt to be useful with
the action plan being prepared as evidence and items are noted.
 However the considerable delay in sending out the documentation and increase in
questions has meant that not all providers have been able to comply as well as in previous
years. This has resulted in a more concentrated workload for providers and the return time
should have been extended to allow providers time to complete and where appropriate
ensure compliance.
 Many providers cover more than one LHRP and experience has shown that the assurance
process is managed differently by LHRPs. A more consistent approach should be detailed
to ensure accurate reporting.
Summary position for the Region

Status

2017/18*
Number of
Organisations

%

2018/19
Number of
Organisations

%

Fully Compliant
Substantially Compliant
Partially Compliant
Non-Compliant
*not directly comparable due to changes in the standards

2 Organisational Assurance Summary

Gloucestershire Hospitals NHS Foundation Trust
Gloucestershire Care Services
2Gether NHS Foundation Trust
Arriva
Care UK

Compliance achieved:
Full / Substantial /
Partial / Non
NHS
England

Other NHS funded
organisations

Primary care
(GP, community
pharmacy)

CCGs

Mental health
providers

Community
services providers

NHS 111

Patient Transport
Providers

NHS Ambulance
services

Organisation
Gloucestershire Clinical Commissioning Group

Specialist providers

Acute providers

Services provided or organisational type (X those which apply)

2017/
2018

X

↓
↔

X
X

↓
↔

X
X
X

2018/
2019

Change
↔
↑
↓
↑

OOH

N/A
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Marion Andrews-Evan
marion.andrews-evans@nhs.net

South West
1 Floor, Jenner House
Avon Way
Langley Park
Chippenham
Wiltshire
SN15 4GG
st

Andy Ewens
andy.ewens1@nhs.net
Julia Doyle
Julia.Doyle@glos-care.nhs.uk

By email

Tel: 01138 251 500
23rd October 2018

Dear Marion, Andy & Julia
EPRR Assurance Confirm and Challenge Meeting 1st October 2018
This letter summarises our EPRR assurance confirm and challenge meeting held at Sanger House on
Monday 1st October. In our meeting we considered the assurance self-assessment completed by
Gloucestershire CCG which included the deep dive on command and control arrangements.
As well as the return for the CCG, we discussed and agreed the compliance positions for your provider
organisations:
•
•
•
•
•

Gloucestershire Hospitals NHS Foundation Trust
Gloucestershire Care Services NHS Trust
2Gether NHS Foundation Trust
Arriva
Care UK

The following table summarises our agreement of compliancy. A more detailed summary will be
included in the Local Health Resilience Partnership Report.
Gloucestershire CCG
Gloucestershire Hospitals NHS Foundation Trust
Gloucestershire Care Services NHS Trust
2Gether NHS Foundation Trust
Arriva
Care UK

Full
Partial
Substantial
Partial
Substantial
Partial

We would like to take this opportunity to thank you for supporting this year’s EPRR assurance
process, particularly with the lengthy delay in NHS England providing the revised core standards, for
which we apologise unreservedly.
It is evident that Gloucestershire CCG works very closely with local partners to ensure a more resilient
healthcare system and this has been evidenced not only in the assurance process, but also during the
response and recovery of events with snow and a number of water outages.
Yours sincerely

Mark Shepperd
Director of Assurance & Delivery
NHS England South West (North)

High quality care for all, now and for future generations

Agenda Item 18
Governing Body
Meeting Date

Thursday 29 November 2018

Title

Governing Body Assurance Framework

Executive Summary

Overall risk management responsibility rests
with the Governing Body. The Audit and Risk
Committee has an assurance role with regard to
risk management.
The Governing Body Assurance Framework
(GBAF) details those high level risks rated as 12
(Amber) or more and are linked to the corporate
objectives. The GBAF is underpinned by the
corporate risk register (CRR) and directorate
risk registers. The Audit and Risk Committee
(A&R) is responsible for scrutinising and
challenging risks that are input into the CRR and
GBAF. The A&R Committee has oversight of
risk management systems, processes, policy
and training. The Quality and Governance
Committee is responsible for overseeing clinical
risks and escalating up to the A&R Committee
any areas of concern.

Key Issues

Management

The key issues identified in this report are that
 the majority of risks have been reviewed
 a number of risks would be recommended
for closure to the A&R Committee at its
next meeting to be held 11 December
 a number of new risks will be
recommended for inclusion in the CRR
and GBAF to the A&R Committee
 some risks have been reduced below 12
and will therefore appear on the CRR, but
not on the GBAF.
of None identified
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Conflicts of Interest
Risk Issues:

The absence of a fit for purpose GBAF and
could result in risks not being identified, acted
upon and reported and gaps in control /
assurances not being identified and addressed.

Original Risk
Residual Risk
Financial Impact

12 (3x4)
4 (1x4)
Not applicable

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

Not applicable

Author

Christina Gradowski

Designation

Associate Director of Corporate Governance

Sponsoring Director
(if not author)

Cath Leech
Chief Finance Officer

None
None
None
Not applicable
The Governing Body is asked to discuss
and note the Assurance Framework.
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Agenda Items 18
Governing Body
Thursday 29 November 2018
1.

Introduction

1.1

The Governing Body Assurance Framework (GBAF) reflects all
high level risks scoring 12 or more that are reported on the
Corporate Risk Register. Each directorate has a risk register that
is updated on a monthly basis and should be used as part of
directorate meetings to shape discussions on emerging and
current risks that need to be effectively managed / mitigated. The
risk registers also include guidance on how to succinctly identify
and describe risk, how to score risks and the trend arrow to be
included (indicating an upward / downward / same trajectory).

1.2

The Corporate Risk Register is reported to the Quality and
Governance Committee with a particular focus on quality risks
while the Audit and Risk Committee has taken on the assurance
role for risk. The Governing Body is ultimately responsible for
managing risk and ensuring that there is a pro-active risk culture
within the CCG.

2.

Corporate Objectives
In April this year the Governing Body discussed revising and
updating the corporate objectives to reflect current business
priorities. The corporate objectives 2018/19 agreed by the
Governing Body have been inserted within the corporate risk
register (CRR) and GBAF and organisational risks have been
mapped against those objectives. The CRR and GBAF were
submitted to the Audit & Risk Committee in September for
consideration.

2.1

The Audit and Risk Committee reviewed both the Corporate Risk
Register and the Assurance Framework at its September
meeting. The Assurance Framework was then submitted to the
Governing Body for its meeting held on 4 October. Since that
time each Directorate has reviewed its risk register and returned
a copy to the Governance Team in the second / third week of
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November. The Assurance Framework has been updated with
changes to those risks. The next Audit and Risk Committee takes
place on 11 December and will scrutinise the risks on the CRR
and GBAF; feedback will then be provided to the directorate risk
leads to take forward the suggestions for improvement.
3.

Risk Management Internal Audit Review – risk maturity

Internal Audit had conducted a risk management review of the CCG
focusing on risk maturity. The purpose of the risk maturity assessment
is to help ensure an effective risk management culture becomes
embedded across the CCG, by highlighting areas where processes
could be improved. .
As primarily an advisory piece of work, the assessment will not
generate an assurance opinion. The completed report was reviewed by
the Associate Director of Corporate Governance and the Chief
Financial Officer. In response to the audit findings a set of
management comments were made and are included in the final
report. The report will be considered by the Audit and Risk Committee
at its meeting in December.
Reduced risks
Since the last report, the following risks have been reduced and will be
removed from the Assurance Framework but will remain on the
Corporate Risks Register.
 L9 There is a risk that clinical tasks are missed in Improved
Access pilots where pilots are using Information systems to send
clinical tasks. The risk has been reduced from 12 (Amber) to 8
(Amber) as all practices have been visited and system
configurations have been checked. The internal governance
meetings continue, and there have been no new serious
incidents reported.
 EXT 1 One Place Project a risk of judicial review of the project
plans, which involve changes to urgent care. The original risk
was 12 (Amber) but this has been reduced to 8 (Amber) as the
project is being phased and the consultation is planned for
autumn 2019. The project risks will be continually reviewed
through its implementation.
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Recommendation to close risks
Risk(s) that have been reduced to their target risk will be
recommended for closure. The recommendations will be made to the
Audit and Risk committee and thereafter reported to the Governing
Body in January 2019.
The Transformation and Service Redesign Directorate have requested
that T12 risk be closed.
 T12 Insufficient clinical and operational capacity and leadership
across the system. Leading to lack of delivery within the Clinical
Programme Groups. This risk has been reduced from 12 (Amber)
to 4 (Yellow) as the actions have been completed.

Recommendation to include risks
A number of risks have been identified and will be recommended for
inclusion in the CRR / GBAF at the next Audit and Risk Committee.
The Integration Directorate has requested the inclusion of K9 risk.
 K9 Risk that the CCG is unable to meet the national target for
CHC. Due to: Currently there are 42 CHC funded individuals with
a Learning Disability a review conducted showed that there are
28 individuals who have not had a review. Resulting in missed
target and poor patient experience for the actual patient and their
family.
The Transformation and Service Redesign Directorate has requested
the inclusion of T18.
 T18 Lack of a detailed plan for specialist services transfer. CCG
commissioners monitoring the situation. NHSE recommissioned
diabetic eye screening for April 2019 onwards.
The Finance Directorate has requested the inclusion of F29
 F29 Overall financial risk of the CCG not delivering the financial
position resulting in the CCG not achieving its statutory duty.
Risks on CRR
Highest risks RED
There are no current red rated risks
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Amber risks
Objective 1: Commission high quality, innovative services
 L5 (including L8) Clusters unable to deliver Improved Access Pilots
sustainably). L5 there is a potential risk about the roll out of the
Improved Access Pilots across the clusters. Resulting in the
GCCG’s inability to commission Improved Access and patients
unable to access a National requirement for urgent and routine
appointments 6.30pm and 8pm and at weekends. The action plan
has been updated and the risk remains the same as the previous
report 12 (Amber).
 K1 / K2 Impact on discharges re-enablement. The April report
showed that the risk had originally increased from 6 (Yellow) to 12
(Amber) and has remained unchanged. It should be noted that K1
and K2 Impact on discharges have been amalgamated as they are
essentially the same risk around discharges. However the delays
are caused by the re-enablement service (K1) and the availability of
independent sector domiciliary care (K2). For this report the risk
rating remains the same at 12 (Amber).
 T15 Risk around the lack of a detailed plan for specialised services
transfer resulting in uncertainty in relation to future plans. This risk
was identified in January 2018 and originally rated as 12 (Amber) it
then increased to 16 (Red) in February and for the June report was
reduced to 12 (Amber). This has been split into two risks, one solely
around the role in PMO to have specialised commissioning liaison
incorporated rated as 12 (Amber), the other around Diabetes see
(T18) above.
Objective 3. Transform services to meet the future needs of the
population, through the most effective use of resources
 C27 Non-emergency patient transport. Actions and assurances
have been updated, risk remains unchanged at 12 (Amber) since
the last report but has decreased from an original risk score of 16
(RED).
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 C5 Discharge. This risk has been updated and the risk score
remains unchanged at 12 (Amber) down from an original risk rating
of 16 (Red).
 C6 A&E target 4 hour wait. This risk has been updated and the risk
score remains unchanged for most of the year, at 12 (Amber). The
original risk was 16 the risk target is 8 (Amber).
 C15 Constitution targets - cancer. Risk has been reviewed and
actions updated. The risk remains unchanged at 12 (Amber)
 C8 (including C28). Risk of failure to reduce demand and prevent
unnecessary acute attendances has been updated. The risk
remains unchanged at 12 (Amber).
Objective 4: Secure continuous improvement in the quality of
services, tackling health inequalities and ensuring parity of
esteem in mental health
 Q20 Mortality review. Risk remains unchanged at 12 (Amber). This
risk has remained unchanged for this report.
Objective 6: Deliver strong leadership as commissioners ensuring
good governance and financial sustainability
 C3 Procurement – risk of legal challenge. This risk has been rearticulated with clearer details on the impact of the risk. The risk
rating has been reviewed and is unchanged at 12 (Amber).
 C16 & F11 There is a risk that activity will be at variance with plan at
Gloucestershire NHS FT and other providers including AQP
contracts. This risk has been reviewed; this risk continues to be
rated 12 (Amber). F11 has been amalgamated with C16 Rising
demand above planned levels as they are duplicates.
 T10 (including F12) Risk that delayed implementation of STP
Solutions and/or failure of projects to deliver anticipated benefits,
this risk remains unchanged at 12 (Amber).
 F16 Potential transfers of commissioning responsibilities and
service lines from/to CCG may lead to cost pressures. The risk
rating remains unchanged at 12 (Amber)
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 F24 Implementation of the electronic patient record system now
incorporates K7 (Maternity Data). This risk has decreased to 12
(Amber) from 16 (RED). For this report the actions have been
updated and the risk has been reviewed and remains unchanged.
 F26 Local Digital Roadmap. Resources may not be available to
deliver the programme. Actions have been updated and the risk
remains unchanged at 12 (Amber).
 F27 Risk of Cyber Attack. The risk remains unchanged at 12
(Amber).
 F28 Overall financial risk of the CCG not delivering the financial
position resulting in the CCG not achieving its statutory duty. This
risk remains unchanged at 12 (Amber).
Objective 7: Develop plans for proactive care with partners that
focus on early intervention, prevention and detection of physical
and mental health conditions
 Q19 Health needs of children in care. This has been reviewed and
the risk remains unchanged at 12 (Amber).

3.

Recommendation

3.1

The Governing Body is asked to discuss and note the Assurance
Framework.

4.

Appendix
Appendix 1: Governing Body Assurance Framework
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Governing Body Assurance Framework

Agenda Item 9.3

Risk details

Risk Description

Strategic Objective

Objective 1: Commision high quality, innovative services

Date added
23.11.17
Directorate
L5 now Inclu L8 Primary
Care
Executive Sponsor
Helen Goodey
Lead Manager
Helen Edwards / Jeanette
Giles
Lead Committee
Audit & Risk Committee
Review date
31.03.19
Date added
01.04.2018

There is a risk that the CCG may not be able to
commission improved access pilots from all
cluster. Due to: Choice+ ceasing on 31.3.2018
and issues relating to OOH.
Resulting in: GCCG inability to commission
Improved Access pilots from all clusters by
1.10.2018 and patients unable to access a
National requirement for urgent and routine
appointments between 6.30pm and 8pm and at
weekends.

Monthly Improved Access
meetings between clusters
and CCG in place. Weekly
Directorate meeting. Weekly
phone calls between
commissioner and clusters
where rota fill remains
problematic. GP Improved
Access cluster leads in place
in each cluster. Each cluster
has a working group which
includes GPs and Practice
Managers.

Risk around lack of detailed plan for
specialised services transfer. Resulting in:
uncertainty in relation to future plans

1.CCG specialised
commissioning lead to
monitor the situation.

19.01.18
Directorate
T 15- Transformation
Executive Sponsor
Ellen Rule
Lead Manager
Kathryn Hall
Lead Committee
Audit & Risk Committee
Review date
Date added
01.04.18
Directorate
K1 including K2
Integration
Executive Sponsor
Kim Forey
Lead Manager
Donna Miles
Lead Committee
Audit & Risk Committee
Rev date: 30.09.18

Date added
01.04.2018
L9 (new Risk) Primary
Care
Executive Sponsor

Controls

Gaps in
Controls Assurance

None

None

Weekly CCG IA Meetings in
place. Monthly cluster IA
meetings led by cluster lead GP.
Monthly report to ICS Delivery
Board and bi-monthly to NMOC
Board. Primary Care
Operational Group and the Risk
and Issues log.

Gaps in
Assurance

Original
Risk
Current
rating risk rating Trend Progress with actions
LxS
LxS

None

Letter received from provider 15.1.2018 stating support for 17/18 and response sent 16.1.2018. All clusters
have finalised their models and all have completed Due Diligence. All clusters have plans in place. Two
clusters returned their contracts to the CCG. CCG has commissioned "shared provision" from GDoC for these
clusters. Extension to contracts sought from PCCC for 2019/20 for cluster delivery and delivery of weekend
and bank holiday appointments.

2x4=8

Assurance from NHS England's None
Area Team

It is the intention for a member of the CPG team to take on specialised commissioning on their return from
maternity leave in early 2019

4x4=16

Risk that discharges are being delayed in the
acute sector. Due to delays with the reenablement service and delay with sourcing
independent sector domicillary care. This leads
to a disruption of patient flow and pressures
placed on urgent care and meeting the 4 hour
target, increased length of stay and poor
patient experience.

There is a risk that clincial tasks are missed in
Improved Access pilots where pilots are using
Information systems to send clincial tasks.
Due to: Insufficient cluster governance of
Information systems. Resulting in: patient
harm.

Helen Goodey
Lead Manager
Helen Edwards
Lead Committee
Audit & Risk Committee
Rev date:30.09.18

JCPE
QIPP Board Reports
GCCG Board Reports
USC Briefing Report
Performance reports and
action plans monitored
through contract quality
monitoring groups.

None

Fortnightly CCG IA
None
Governance meeting. GP
Improved Access cluster
leads in place. Each cluster
has a working group
comprising GPs and
Practice Managers and
risks reviewed monthly.
Standard Operating
Procedure for each cluster
in place.

3x4=12

Performance Reports to
Governing Body

3x4=12

None

Fortnightly CCG, CSU, GDOC None
IA Governance meeting. Letters
to Practices and responses
logged. Quality Alert to
Practices. Primary Care
Operational Group and Primary
Care Commissioning
Committee

3x4 = 12

3x4=12

3x4=12

2x4=8

Ongoing work to maximise available capacity within the finite reablement resource as part of the Enhanced
Independence offer within the GCC Adult Single programme. Due to the success of the Hospital to Home
Service, reablement previously dealt with 95% referrals from acute within 2 hour period - this has reduced
significantly to <40% with the majority of reablement capacity within GCS supporting step up from GP
practices and admission prevention. Strategic direction 'paused' pending OT Review outcomes. Letterbox
Project for discharge being piloted Q1 where reablement capacity will be directed for therapy and complex
needs. Particular issues being experienced within Cotswolds in general. Working with H2H provider during
Q1.
Demand and capacity monitored to understand underlying issues of dom care new contracting
arrangements. Rural framework currently has 35 providers across 4 zones. The Urban providers (Human
Support Group in Gloucester and Comfort Call in Cheltenham) - both have struggled to pick up new
packages of care or deliver H2H services. Alternative providers have been delivered H2H since May 2017
(Radis - Countywide, Crossroads - FoD in-reach). Pressures in the dom care market are continuing with
demand outstripping capacity, however, this is an improving position despite a recent large provider failure.
Requests from acute hospitals remain at high levels - due to these requests being prioritised this blocks
available capacity to meet the wider system needs across the county. IBCF funding confirmed to increase
H2H offer across acute and community hospitals. In Q2 - Bridging Services, Dementia H2H and Complex
Live In care provision commenced. However, demand continues to outstrip available capacity
Work
underway in Q3 to support extended operating hours of Brokerage and interface with Rapid Response for
night sitting .
Three urgent IA tasks were missed although one due to internal Practice procedures rather than IA task
back.. Clusters to use phone or fax in the short term if they are not confident of their information system
arrangement. Standard Operating Procedure (SOP) for task backs where further clinical action is required
drafted by CSU with input from senior GPs. CSU visiting each Practice to ensure information systems
configured correctly. All Practices visited and system configurations checked. IA governance meetings
continue. No new serious incidents reported. Hence reduction in risk score.

Objective 2: Engage and involve patients, carers, staff and the public in shaping service
Date added
18.07.18
Directorate
EX1 Executive Team
Executive Sponsor
Mary Hutton
Lead Manager
Ruth Hallet
Lead Committee
Audit and Risk
Committee
Review date

One Place Project Risk: There is a risk of
One Place Project Board;
judicial review Due to: not all members of the ICS Delivery Board
public and their representatives supporting
some of the options which may be included in
the public consultation document. Leading to:
potential delays with the implementation of One
Place

None

ICS Delivery Board / GSF /
CCG Governing Body

None

Mitigation is patient and public engagement in the development of the model and Chief Executives to provide
briefings to ensure stakeholders and their representatives are informed of the model as it is developing.
Plans to engage patients and the public in changes to urgent care will be developed during 2019 with the
aim of going out to consult the public and stakeholders in Autumn 2019. Therefore the risk has been
reduced, until nearer the launch of the plans, when the risk will be reviewed.

3x4=12

2x4=8

31.03.2018
Objective 3. Transform services to meet the future needs of the population, through the most effective use of resources
31.03.18
Risk date
01/04/2017
Directorate
T12 Transformation
Executive Sponsor
Ellen Rule
Lead Manager
Emma Savage
Lead Committee
Audit & Risk Committee
Review date
31/03/2019
Date added
01.02.14
Directorate
C27 Commissioning
Implementation
Executive Sponsor
Mark Walkingshaw

Insufficient clinical capacity and leadership
across the system. Leading to: a lack of
delivery required within the CPG.
RECOMMENDATION TO CLOSE THIS RISK
TO BE MADE TO A&R COMMITTEE

Cinical programme
approach, locality structure
and meetings. Terms of
reference for CPG, Use of
CPG Board.

None

Governing Body / performance
reports

None

1.a Terms of Reference developed with clinicians included and expectation of attendance at meetings. CPG
Minutes monitored for attendance of clinicians.
1.b Job roles for CPG members that have been drafted and shared with Clinical leads via Governing Body.

3x4=12

1x4=4

2.Clinical Programmes Board established as part of the STP, Terms of Reference Agreed. Clinical capacity
risk escalated from CPGs to the board.
3. Development session with CPG clinical leads and Governing Body members held on 2nd March 2017 to
develop roles and identify development.
4. Clinical change management leads recruited to support respiratory integration to start 1st February 2018.

Risk to Non Emergency Patient Transport KPI
delivery and Patient experience.
Due to: Operational issues, financial
sustainability of the Non-Emergency Patient
Transport contract and procurement risks for
new contract due to commence June
2019.Resulting in: Poor patient experience.

Risk to be managed
consistently across
Gloucestershire, Swindon,
Wiltshire and BaNES CCG

None

Monthly Contract Board
Meetings and ad hoc meetings
with ATSL and other
commissioners.
Ad hoc performance reports to
Governing Body and HCOSC

5. Accountable Officer has met with the Chief Exec of GCS/2G.
Monthly Contract Board Meetings and ad hoc meetings with ATSL and other commissioners. 6 month contract
extension agreed to allow time for development of a revised service specification, procurement and
mobilisation (avoiding winter implementation of new service).
Procurement process nearing completion.
.

None

4x4=16

3x4=12

Lead Manager
Gill Brigland
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Risk to Non Emergency Patient Transport KPI
delivery and Patient experience.
GBAF Agenda item August 2018Due to: Operational issues, financial
sustainability of the Non-Emergency Patient
Transport contract and procurement risks for
new contract due to commence June
2019.Resulting in: Poor patient experience.

Risk to be managed
consistently across
Gloucestershire, Swindon,
Wiltshire and BaNES CCG

None

Monthly Contract Board
Meetings and ad hoc meetings
with ATSL and other
commissioners.
Ad hoc performance reports to
Governing Body and HCOSC

None

Monthly Contract Board Meetings and ad hoc meetings with ATSL and other commissioners. 6 month contract
extension agreed to allow time for development of a revised service specification, procurement and
mobilisation (avoiding winter implementation of new service).
Procurement process nearing completion.
.

4x4=16

Risk details
Lead Committee
Audit & Risk Committee
Review date
30.11.17
Date added
01/04/2018
Directorate
C5 Commissioning
Implementation
Executive Sponsor
Mark Walkingshaw
Lead Manager
Maria Meatherall
Lead Committee
Audit & Risk Committee
Revi ew Date: 31.03.19
Date added
01/01/2017
Directorate
C6 Commissioning
Implementation
Executive Sponsor
Mark Walkingshaw
Lead Manager
Maria Meatherall

Risk Description

Controls

Gaps in
Controls Assurance

Risk that system partners will be unable to
A&EDB, weekly partnership
effectively deliver a timely and coordinated
meeting & bi-weekly
approach to patient flow and discharge
oversight meeting
ensuring a reduction of patients who remain in
the acute trust when medically stable and with
a LOS greater than 14 days. Due to:
Operational pressures. Resulting in: Poor
patient experience.

None

Non-delivery of the Constitution standard for
maximum wait of 4 hours within the
emergency department. Due to: Operational
pressures. Resulting in: Negative patient
experience.

None

A&EDB & Attendance
Avoidance sub-group

Gaps in
Assurance

3x4=12

Original
Risk
Current
rating risk rating Trend Progress with actions

None

4x4=16

Reports to GB at Business
Sessions; GB meetings

3x4=12

None

3x4=12

3x4=12

3x4=12

3x4=12

Lead Committee
Audit
& Risk
Review
dateCommittee
Date added
01.04.2017
Directorate
C15 Commissioning
Implementation
Executive Sponsor
Mark Walkingshaw
Lead Manager
Christian Hamilton
Lead Committee
Audit & Risk Committee
Review date
31.03.18

Failure to fully comply with all NHS constitution Acute provider contracts,
standards.
including AQP.
Due to: Delivery of changes required to
recover performance and address issues
related to capacity and demand.
Resulting in: Potential delays to patient care

(Signposting & Admission Avoidance ) High
Impact Action 2: Risk of failure to reduce
demand and prevent unnecessary acute
01.04.17
attendances and emergency admissions.
Directorate
C8 & C28 Commissioning (Signposting & Admission Avoidance ) High
Impact Action 2: Risk of failure to reduce
Executive Sponsor
demand and prevent unnecessary acute
Mark Walkingshaw
attendances and emergency admissions. Due
Lead Manager
to: Failure to implement agreed plans to reduce
Maria Meatherall
unnecessary ED attendances and emergency
Lead Committee
admissions.
Resulting in: ED attendances
and emergency admissions above planned
Audit Committee
levels.
Haydn Jones

Date added

A&EDB, Attendance &
Admission Avoidance Task &
Finish Group, Urgent Care
Strategy Group

None

None

Reports to GB at Business
Sessions; GB meetings

Performance Reports to
Governing Body, weekly
situation report, project status
updates

None

None

3x4=12

3x4=12

Lead Committee
Audit & Risk Committee
Review date
30.09.17

1. Weekly partnership meeting reviewing all stranded and super-stranded patients. Meeting representatives
are senior operational staff able to unpick complex cases.
2. System wide review of existing bed base including acceptance criteria and outcomes.
3. Review of letterbox pilot with aim to roll out wider for winter.
4. Further development of sub acute skills across Community based services to allow additional patients to be
supported safely within the Community.
5. Review existing D2A provision with development of processes,pathways and therapy provision.
6. Develop Community based IV provision to support early patient discharge and admission avoidance.
7. Review of transport offer to ensure robust provision to support appropriate hospital discharge.
8. Development of system wide escalation measures to ensure timely response to extremis with actions to
address any discharge delays.
9. Identification of additional Nursing Homes that can support patients with higher acuity needs.
10. Extending roles to cover 7 day working including Adult Social Care and Onward Care Team.

1. Roll out of Cinapsis to support admission avoidance and ensure patients progress through the most
appropriate pathway in a timely manner.
2. Further devlopment of admission avoidance pathways including Ambulatory Emergency Care, Surgical
Assessment unit and Acute Medical Initial Assessment service.
3. Roll out of Frailty Assessment service supporting early discharge from hospital and support within the
Community.
4. Development of Communications strategy to support people in identifying the most appropriate service to
meet their needs.
5. Roll out of NHS111 on line
6. New ways of working being developed within the Emergency Department with GP led streaming to increase
number of patients appropriately streamed to primary care
7. Working with Acute and Ambulance Trust to reduce handover delays.
8. NHS111 undertaking validation of 999 and ED dispositions with positive impact upon demand management.
9. Work underway to identify system wide high intensity users to provide support packages to reduce demand
on services and improve outcome for patients.
Progress with actions
1. Significant improvement in performance continues – including delivery of ED 4 hours standard, diagnostics,
cancer 2 ww and DTOCs.
2. Further concentrated work on delivering recovery plan for cancer 62 day standard, to reduce number of
over 52 ww breaches and to recommence national RTT reporting later in the year.
3. Service re-design led by Clinical Programme Groups continues – including focus on demand management
initiatives.
4. Sharing of information with GP Localities.
5. Clinical validation undertaken at 52weeks and >62 days which includes harm review.
7. Good progress made on joint STP elective care programme aimed at reducing demand, managing follow
ups and improving efficiency.

1.Roll out of Cinapsis to support admission avoidance and ensure patients progress through the most
appropriate pathway in a timely manner.
2. Further devlopment of admission avoidance pathways including Ambulatory Emergency Care, Surgical
Assessment unit and Acute Medical Initial Assessment service.
3. Roll out of Frailty Assessment service supporting early discharge from hospital and support within the
Community.
4. Development of Communications strategy to support people in identifying the most appropriate service to
meet their needs.
5. Roll out of NHS111 on line to support people in identifying alternatives to attending ED.
6. New ways of working being developed within the Emergency Department with GP led streaming to increase
number of patients appropriately streamed to primary care.
7. Work to further develop falls pathways to avoid patients being unneccessarily conveyed to ED.
10.Ongoing work with the Directory of Service to ensure all alternative services are clearly mapped to support
ED attendance avoidance.
11. Work within Out of Hours to enhance staffing skill mix to assure robust cover

Objective 4. Secure continuous improvement, in the quality of services, tackling health inequalities and ensuring parity of esteem in mental health
There could be a risk of high mortality rates at

Monthly mortality briefings

None

Reviewed by IGQC on behalf of

None

the GHFT. Due to: The HSMR (Hospital
provided by Dr Foster.
the Governing Body
Date added
Standardised
Mortality
Ratio)
and
SMR
Trustwide
mortality
strategy
01.04.18
(Standardised Mortality Ratio) are statistically
reviewed at CQRG.
Directorate
significantly
higher
than
expected
within
Q20 Quality
GHNHSFT overall and individually at both acute
Executive Sponsor
sites. Resulting in: potential higher mortality
Marion Evans Andrews
rates
Lead Manager
Julie Symonds
Lead Committee
Audit & Risk Committee
Review date: 31.03.2019
Objective 6. Deliver strong leadership as commissioners ensuring good governance and financial sustainability

Date added
24.05.13
Directorate
C3 Commissioning
Implementation
Executive Sponsor
Mark Walkingshaw
Lead Manager
David Porter
Lead Committee
Audit & Risk Committee
Review date: 31.03.2019
Date added
01.04.2018
Directorate
C16 combined with F11
Commissioning
Implementation
Executive Sponsor
Mark Walkingshaw / Cath
Leech
Lead Manager
Christian Hamilton /
Andrew Beard
Lead Committee
Audit Committee
Review date
31.03.19
Date added
01.04.2018

Increased risk of CCG receiving legal challenge.
Due to: competitive tendering following the
introduction of the EU Remedies Act, the
National Health Service (Procurement, Patient
Choice and Competition) (No 2) Regulations 1
April 2013 and the Public Procurement (The
Public Contracts Regulations 2015). Resulting
in: Could result in any contract that has been
negotiated / signed being 'set-aside' by the
courts and / or a fine being levied against the
CCG which may be equivilent to the loss of
profits for the challenging organisation.

Ensure that EU procurement
process is followed for all
procurement exercises
(above and below) the EU
threshold in accordance with
DoH, Cabinet Office and
Government Procurement
Service Guidelines.
Continued risk which applies
to all procurement process
but particularly those which
exceed the Light Touch
Regime threshold
(£615,278.00 total
aggregated contract value)
There is a risk that activity will be at variance
Robust financial plan aligned
with plan at Gloucestershire NHS FT and other to commissioning strategy.
providers including AQP. Resulting in the failure QIPP plans developed with
to deliver financial targets.R
appropriate governance
Due to: Providers taking up activity under AQP processes including
contracts where previously they had not. Also monitoring. CCG constitution
driven by long waits at GHFT.
including Standing Orders,
Results in: contract over-performance creating Prime Financial Policies and
a financial pressure for the CCG.
Scheme of Delegation
approved. Monthly contract
monitoring in place

None

Risk that delayed implementation of ICS
Robust project
Projects and/or failure of projects to deliver
management planning and
anticipated benefits Due to:
reporting to the PMO.
Resulting in: under-delivery on planned care
QIPP savings target. Therefore transformation
projects may not deliver the expected
outcomes.

None

Project reports to Core
Executive Team and Governing
Body

The SHMI is being driven by out of hospital deaths within 30 days of discharge. A decision was made to
undertake a joint provider, morality review on a a number of these deaths. Data on the detail of these is not
easily accessible and it is being explored how this data can be obtained. This review will report to STP clinical
reference group.

3x4=12

Reports to GB at Business
Sessions; GB meetings,
specifically around savings
plans and updates on contracts

None

Work on the new strategy document is well advanced and will be informed by further discussions with the
Governing Body scheduled for 11 October 2018

3x4=12

None

1. Acute provider contract monitoring
2. To review activity associated with all AQP contract on a monthly basis.
3. Develop care pathway approach to demand management. Communication with Primary Care and
acceleration of advice & guidance for key specialties.
4. Focus on IFR/CBA policy compliance to minimise low value activity
5. Evaluation of the impact of introducing direct access diagnostics
6. Development of more detailed service specifications where possible

3x4=12

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

MI position improved. Establishment of STP mortality group to align mortality review policies. Multi-agency
reviews have commenced
The LeDeR mortality review is driving the systemwide process and as such GCCG is producing information for
primary care. To date the LeDeR mortality review process has not identified significant concerns

3x4=12

None

3x4=12

3x4=12

None

1. KPIs developed and uploaded to Verto performance management system.
2. Ongoing.
3. QIPP Portal developed to inform and report on QIPP schemes along with soft measures & intelligence.

3x4=12

3x4=12

4. Triangulation of information data and finance for year to date position and improved QIPP scheme
forecasts.
5. Regular monthly meetings with service leads for scheme reviews.
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6. Regular discussion regarding delivery with Core Team with a focus on escalation of risk and issues.
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Risk details
Directorate
T10 including F12 All
Directorates
Executive Sponsor
Cath Leech
Lead Manager
Haydn Jones
Lead Committee
Audit & Risk Committee

Risk that delayed implementation of ICS
Robust project
None
Projects and/or failure of projects to deliver
management planning and Gaps in
anticipated
benefits Due to:
reporting
Risk Description
Controlsto the PMO.
Controls
Resulting in: under-delivery on planned care
QIPP savings target. Therefore transformation
projects may not deliver the expected
outcomes.

Budgets approved by the
None
Governing Body. Monthly
Gaps in
performance
Assurance reporting to CCG Assurance
Governing Body.

Original
1. KPIs developed and uploaded to Verto performance management system.
Risk
Current
Ongoing.with actions
rating risk rating Trend 2.
Progress
3. QIPP Portal developed to inform and report on QIPP schemes along with soft measures & intelligence.

3x4=12

3x4=12

4. Triangulation of information data and finance for year to date position and improved QIPP scheme
forecasts.
5. Regular monthly meetings with service leads for scheme reviews.
6. Regular discussion regarding delivery with Core Team with a focus on escalation of risk and issues.

Review date
31.03.2019
Date added
01.04.2018
Directorate
F16 Finance
Executive Sponsor
Cath Leech
Lead Manager
Andrew Beard
Lead Committee
Audit & Risk Committee
Review date
31.03.2019
Date added
01.04.2018
Directorate
F24 Finance / K7
Maternity
Executive Sponsor
Cath Leech
Lead Manager
Andrew Beard
Lead Committee
Audit & Risk Committee
Review date

Potential transfers of commissioning
Assess all transfers and
responsibilities between organisations from/to compare with current
CCG may lead to cost pressures.
position to validate any
proposed financial and
workload impact.

Implementation of Electronic Patient Record
system within our main acute provider There
is also a risk that there is no reportable data for
maternity services.
This is due to the implementation of the
electronic patient record system within
GHNHSFT. Resulting in: reporting issues for
clinical correspondence, national performance
reporting and contractual management.

Development of a remedial
action plan supported by
CCG/CSU staff to mitigate
risks of adverse clinical
communication and
incomplete reporting

Local Digital Roadmap - Resources (financial
and workforce) may not be available to deliver
the programme or projects within the STP which
will Resulting in an impact on delivery and
benefits.

County Wide IM&T Steering
Group and associated sub
groups in place reporting to
Delivery Board and each
organisation

None

None

Monthly performance
dashboard for larger contracts
with robust out of county
contract monitoring reflected
within performance reports.
Monthly prescribing & CHC
information including trends
Internal audit reports and
recommendations to be
reported to Audit Committee.

None

Governing Body Business
Session through performance
and finance reports to the
Governing Body discussion of
risk at IGQC.

None

3x4=12

3x4=12

All provider monitoring is being reviewed to spot anomalies within activity data that may have been
potentially transacted on a different basis to which the funding was transferred from NHSE. Any material
issues are being raised with the Specialist Commissioning Team which has resulted in some correction to
the original allocation transfers. These transfers have been actioned recurrently in 2018/19 opening RL
Transfers under the TCP programme being followed through and financial implications discussed with
NHSE and guidance being worked through with joint GCC/CCG commissionerson an ongoing basis. These
will have a significant financial impact on the CCG.
Initial deep dive report to F & P development session in July with increased monitoring during the year. TCP
impact being actively managed with LD commissioners to minimise financial risk
Future likely impact of transfers being modelled using nationally available modelling tool.on CCG activity.

1. Comprehensive recovery programme in place.
2. Key work streams are focussed upon data quality, people and process, clinical safety and finance.
3. The Trust has put in place strengthened project infrastructure which includes support from the CCG.
4. The quality and comprehensiveness of activity and financial reporting continues to improve
5. Majority of the contract is block therefore mitigating some of the financial issue however elective
performance monitoring and establishing a baseline for next financial year will be challenging
6. Deeper dive into identification of coding changes underway by Information Team
4x4=16

3x4=12

31.03.2019
Date added
30.03.17
Directorate
F26 Finance
Executive Sponsor
Cath Leech
Lead Manager
Fiona Robertson
Lead Committee
Audit & Risk Committee
Review date
on-going
Date added
07.06.17
Directorate
F27 Finance
Executive Sponsor
Cath Leech
Lead Manager
Fiona Robertson
Lead Committee
Audit & Risk Committee
Review date

None

There is an increased risk of a cyber attack Due
to: cyber threats continuing and become more
sophisticated which, if successful, would Result
in: the CCG's systems and information are at
greater risk of being compromised.

The CCG has policies in
place to reduce the
probability and contracts
with the CSU and CITs which
include cyber security advice
and services.

Month End reviews of
financial performance

None

None

Date added
01.04.18
Deep dive of NHSE
Directorate
F28 Finance
Executive Sponsor
Cath Leech
Lead Manager
Andrew Beard
Lead Committee
Audit Committee
Review date
31.03.2018
Objective 7 Develop plans for proactive care with partners that focs on early intervention

Review date

None

On going dialogue within the Countywide IM&T Group on resourcing and potential risk to delivery.
Bidding to national funds in progress. Risks regarding capital vs revenue funding model highlighted to NHSE.
Strategy refresh commenced to review resourcing requirements over the next few years.

3x4=12

Overall financial risk of the CCG not delivering
the financial position resulting in the CCG not
achieving it's statutory duty

Date added
06.01.17
Directorate
Q19 Quality
Executive Sponsor
Marion Evans Andrews
Lead Manager
Julie Symonds
Lead Committee
Audit & Risk Committee

ICS Delivery Board and each
organisation's Board /
Governing Body

There is a risk that children and young people in
care do not get a review of their health needs,
or that the healthcare plan is not implemented
effectively. Due to: The number of CiC has
grown significantly, meaning that the services
providing RHAs are struggling to manage the
increased demand. The CCG has a statutory
duty to ensure that the health needs of Children
in Care (CiC) are met and this includes the
provision of RHAs whilst a child remains in care
– every 12 months for those over 5 and every 6
months for those under 5. The main service that
provides RHAs (public health nursing) is the
responsibility of the county council, making the
situation and its resolution more complicated.
Resulting in: This is known to have a negative
impact on subsequent longer term health and

Analysis of the impact of the
increased numbers and the
effectiveness of the current
service arrangements has
been undertaken, with
proposals developed for a
new model of provision. This
is being overseen by the CiC
Health Coordination Group,
and decision making on next
steps will be made by JCPE
due to the multi-agency
nature of the issue.

The CCG has policies in place
to reduce the probability and
contracts with the CSU and CITs
which include cyber security
advice and services. County
Wide IM&T Steering Group and
associated sub groups in place
reporting to Delivery Board and
each organisation

None

Updates given to the Governing
Body and Core on a monthly
basis on the financial position

None

3x4=12

3x4=12

3x4=12

1. action plan following testing in progress, dependency on the implementation of new WAN/LAN timescale
2.response action plans reviewed and being updated
3. staff comms started, training plan to be developed
4.initial review of potential network improvements carried out, costed plans developed and being reviewed by
the LDR Infrastructure Group.
5. business cases development and delivery programme started. Some countywide solutions will be progress
once funding from NHSE is approved.
6. Follow up cyber exercise planned for December 18.

Reporting achievement of control total @ Month 2
Additional savings schemes being progressed

Monthly returns to NHS England
on our financial position

3x4=12

None

Performance reports to the
Governing Body

3x4=12

None

The CCG and GCC have agreed to fund additional dedicated CIC nurses and additional nurses are in the
process of being recruited to the team

4x3=12

4x3=12
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Primary Care Commissioning Committee - public
Minutes of the meeting held at 2.30pm on 28th June
Boardroom, Sanger House
Present:
Joanna Davies (Chair)

JD

Mary Hutton
Julie Clatworthy
Marion Andrews-Evans
Colin Greaves
Andrew Beard

MH
JC
MA-E
CG
AB

In Attendance:
Andy Seymour
Katy Hopgood

AS
KH

Hein Le Roux
Mark Walkinghaw

HLR
MW

Cherri Webb
Helen Goodey

CW
HG

Helen Edwards

HE

Peter Mariner
Christina Gradowski

PM
CGi

Sophie Atkins
Debbie Matadier

SA
DM

Andy Hayes
Dr Sanjay Shyamapant

AH
S

Lay Member Patient and Public
Engagement
–Deputising for Alan Elkin
Accountable Officer
Registered Nurse
Executive Nurse & Quality Lead
Lay Member Governance
Deputy Chief Finance Officer
- Deputising for Cath Leech

Clinical Chair
Public Health Consultant
- Deputising for Dr Sarah Scott
Deputy Clinical Chair
Deputy Accountable Officer & Director
of Commissioning
Primary Care Development Manager
Director of Locality Development and
Primary Care
Associate Director of Locality
Development and Primary Care
Lay Member Business
Associate Director of Corporate
Governance
Governance Manager
Business Manager at Springbank
Surgery
Hesters Way Partnership
GP at Springbank Surgery

1.

Apologies

1.1

Apologies were received from Alan Elkin (AE) and Cath
Leech (CL).
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1.2

The meeting was confirmed as quorate.

2.

Declarations of Interest

2.1

No declarations of interest were declared.

3.

St Catherine’s Surgery – application to close their
branch surgery at the Healthy Living Centre,
Cheltenham

3.1

HE highlighted the service provided at St Catherine’s
Surgery and described the main reasons for the
application to close:
 there have been considerable workforce pressures
 it was a relatively inexperienced GP team who
required input from more experienced GPs
 there have been IM&T concerns raised with staff
unable to carry out daily tasks. They were
prevented using things such as letter dictation and
Docman
 there was no internet access
 there have been difficulties complying with CQC
requirements as St Catherine’s Surgery only
operated two rooms in the building and they had no
control over the other areas of the premises, like
the reception area
 there were lone working issues on Thursdays

3.2

HE confirmed that an engagement process was
undertaken in accordance with the Standard Operating
Procedures.

3.3

HE informed the group that the Primary Care Operational
Group (PCOG) reviewed this application and were happy
that there had been sufficient and proportionate
engagement with patients in relation to this proposed
branch closure. All areas of the quality impact
sustainability assessment were rated positive. The fact
that there was an alternative provider heavily influenced
this. The IT issues were raised as needing to be
resolved by any new provider. The PCOG unanimously
supported the closure of the branch surgery provided
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there was an alternative service provider.
3.4

HE confirmed that the Local Medical Committee (LMC)
did not have any objections in theory, as long as there
was a transition plan in place, to the new provider and
that this needed to be seamless. The committee noted
that there was a detailed implementation plan in place
already.

3.5

JC asked if reasonable adjustment, like home visits, have
been made by the incoming provider, regarding patients
who would need to walk to the main surgery. As it is 39
minutes’ walk between the two sites which was quite a
way if pushing a buggy or if the person was disabled. HE
responded that there would be a service at both sites.
She confirmed that if a patient moved to the main site it is
24 minutes journey, including a 9 minute walk between
sites. AS added that this had been discussed at PCOG
and the key was that there would be a service provided at
both sites. HG agreed and clarified that a key part of
implementation plan was addressing the needs of
vulnerable patients, so they understood their choices and
were not left without an appropriate service.

3.6

CG asked what the timescale would be if the proposal
was approved. HG confirmed that if the branch closure
was approved, then there would be a joint meeting with
the outgoing and incoming providers, to agree a joint
transition plan to ensure a seamless transition. The
expectation was to achieve this in a couple of months.

3.7

CG requested clarification about communication plans as
timescales were short. HG agreed that communications
would need to start straight away and that it needed to be
tailored to patients and staff. HG agreed to bring the
transition plan back to next meeting. ACTION HG.

3.8

RESOLUTION: The committee unanimously approved
the recommendation from the extraordinary Primary
Care Operational Group meeting to close St
Catherine’s Surgery branch at Hesters Way Healthy
Living Centre.
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4.

Springbank Surgery – provision of general medical
services from Hesters Way Living Centre

4.1

HE presented the papers and asked the committee to
approve:
 Springbank’s proposal to make Hesters Way its main
location and maintain their existing premises as a
branch location
 Springbank’s application to extend their practice
boundary
 the extension of Springbank’s Alternative Provider
Medical Services (APMS) contract until 30th November
2023

4.2

HE confirmed that there were a number of reasons for the
proposed relocation. The main points were that Springbank
Practice would like to:

be renamed West Cheltenham Medical

have their main practice at Hester Way Living Centre

maintain a branch surgery at Springbank Community
Resource Centre

increase the service offered over both sites

increase their use of Allied Health Professionals,
particularly Mental Health practitioners and support
workers, as well as the musculoskeletal provision.

4.3

HE clarified that the proposal enabled Springbank to
overcome the current accommodation constraints and
allowed future expansion to support the anticipated surge
in patient numbers, due to the planned housing
developments in the area.

4.4

HE highlighted that engagement had been undertaken
with public and partners and positive responses were
received from their patient participation group, Hesters
Way Project and the Neighbourhood Partnership and
Cheltenham Pharmacy.
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4.5

HE stated that a confirmed extension of the AMPS
contract at this stage will give greater certainty of
employment for staff.

4.6

HE clarified that the Primary Care Operational Group
(PCOG) discussed these proposals and the three
recommendations were approved for recommendation to
the PCCC. A proviso was added to the AMPS extension
recommending that finance and contracting ensured a
sufficient financial envelope to support this.

4.7

DM added that the service provided going forward would
not be a piecemeal one that had previously been
provided, but a full surgery service. The timescale for
delivering the new service over a number of months,
allowed for a short implementation period, but issues like
IT could add delays. AH agreed and explained that the
timescale was indicative, but achievable. The requested
to change the name to West Cheltenham demonstrated
their commitment to the area over the longer term.

4.8

CG asked whether the extension to the practice boundary
was likely to destabilise any of the other practices by
taking patients away. HG clarified that the practice could
register patients without extending their boundary but by
doing so this made a commitment to the area. Practices
have been moving eastwards but their boundaries have
remained the same. If the proposal was agreed then the
practice boundary should be extended to cover the
population it is meant to serve. This would provide
patients with a location choice; however HG commented
that this was not without risk. HE added that all the
Cheltenham practices had been written to about the
opportunity to provide the service from Hesters Way, and
only one responded.

4.9

CG noted that the pharmacy provision at Springbank was
only available once a month and stated it would be good
if there could be more support in the future depending on
the patient list and requirements. CG expanded on this
by asking if there was potential to grow Springbank from
a branch surgery in the future. SS confirmed that the
Cheltenham practices actually covered all of Cheltenham.
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He did not consider that losing patients would be an issue
and the pharmacy was very close to Springbank; allowing
patients ease of access to pharmacy services.
4.10

JC asked if there would be an impact on staffing if the
extension to the AMPS contract to 2023 was approved.
SS confirmed that the original AMPS contract was half
way through its agreed term. A number of experienced
GPs had already been recruited; however, the extension
would provide stability whilst taking on this change to
increase practices.

4.11

MA-E stated that the service offer was very
comprehensive. It provided new services like sexual
health clinics which was really exciting; particularly in an
area in significant health need. MA-E asked how the
transition would work so there was no break in service.
HG confirmed that GP continuity would be maintained
during the transition period as the CCG was working very
closely with St Catherines to provide effective support.
HG raised the issue that St Catherines has worked
tirelessly to provide high quality of care and they have
been the main stay practice within the West. She
commented that it was recognised that they have not
taken this decision lightly, it was essential to ensure the
sustainability and resilience of primary care in the area.
MH agreed and confirmed that the quality of care at
Springbank had been recognised. MH requested an
update in 6 months, after the transition plans were
complete. This would allow further consideration of how
the CCG could encourage and promote community
wellbeing, with a greater presence in the area, potentially
working with the district council.
ACTION: HE to provide an update to PCCC in 6
months.

4.12

RECOMMENDATION 1: the committee unanimously
approved Springbank’s proposal to make Hesters
Way Living Centre its main location and their existing
premises a branch location.

4.13

RECOMMENDATION 2: the committee unanimously
approved Springbank’s application to extend its
Page 6 of 7

practice boundary.
4.14

RECOMMENDATION 3: The committee unanimously
approved the extension of Springbank’s APMS
contract to 30th November 2023.
The meeting closed at 15:05
Date and time of next meeting:
The next meeting will be held at 9.45am on Thursday 26
July 2018, Boardroom, Sanger House.
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Primary Care Commissioning Committee
Minutes of the meeting held at 9.45am on 26th July
Boardroom, Sanger House
Present:
Alan Elkin (Chair)

AE

Mark Walkingshaw

MW

Julie Clatworthy
Joanna Davies

JC
JD

Marion Andrews-Evans
Colin Greaves
Cath Leech

MAE
CG
CL

In Attendance:
Becky Parish

BP

Jeanette Giles
Andrew Hughes
Helen Edwards

JG
AH
HE

Christina Gradowski

CGi

Teresa Middleton
(from Item 8)
Andrew Hamilton
(Agenda Item 7)
Zaheera Nanabawa
(Agenda Item 7)
Sophie Atkins
Gerald Nyamhondoro

TM

Associate Director Engagement and
Experience
Primary Care Transformation
Associate Director of Commissioning
Associate Director of Primary Care
Locality Development
Associate Director of Corporate
Governance
Deputy Director of Quality

AHa

GP Trainee, Churchdown Surgery

ZN

Locality Development Manager & CCG
Liaison Manager
Governance Manager
Corporate Governance Administrator

SA
GN

Lay Member Patient and Public
Engagement
Deputy Accountable Officer & Director
of Commissioning
– Deputising for Mary Hutton
Registered Nurse
Lay Member Patient and Public
Engagement
Executive Nurse & Quality Lead
Lay Member – Governance
Chief Finance Officer

1.

Apologies

1.1

Apologies were received from Andy Seymour (AS) and
Helen Goodey (HG).
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2.

Declarations of Interest

2.1

Alan Elkin declared an interest in item 5 as he was
patient at one of the practices involved in the merger.

3.

Minutes of the extraordinary meeting held on 31 May
2018

3.1

The minutes of the meeting held on Thursday 31 May
2018 were approved as an accurate record subject to the
following amendments:
 CG clarified that HG was not a member of the
committee so had been in attendance.
 The final sentence of Section 6.3 to be reworded to:
“The completion of building the surgery and
opening was planned for summer/autumn 2020”.
 Section 7.14 to be reworded to: “HG noted that the
workforce to deliver 8 until 8 services existed in
Gloucestershire however further work was needed
in terms of continuing to deliver this at a sustainable
level.”
 In section 10.2 “20k patients” was to be amended to
“25k patients”.
 Section 10.4 to be reworded to: “AH reported that
he had shared intelligence with the District
Valuations Service, and was working closely with
the practice advisor and the local MPs have been
fully updated.”

4.

Matters Arising

4.1

25/01/2017, Item 6.10, Learning Disabilities
Preliminary Report - Item to remain open.

4.2

31/05/2018, Item 3.2, Minutes 29/03/2018 – Clinical
Pharmacists funding – Agenda item 9.
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DES

4.3

31/05/2018, Item 6.6, Gloucester City Primary Care Hub
- Item to remain open.

4.4

31/05/2018, Item 7.12, Improved Access Pilot-Quality
assurance - Item to remain open.

4.5

Springbank/Hesters Way Transition Plan
HE confirmed that the Springbank/Hesters Way
Transition was on target with an operational service being
provided by West Cheltenham Practice from 6th August
2018.

4.5.1 AE queried why the plan showed 0% completion against
all headings. HE clarified that this was the Surgery’s
plan but confirmed that regular meetings were being held
and the plan was on track.
4.5.2 JC felt that the plan represented a really good template
and asked if it should be adopted as a standard template
for this kind of activity. Some additions might be
necessary to ensure it covered everything needed. HE
confirmed that there was a merger framework that was
provided to practices already. AE requested that any
useful additional information and learning from the
Springbank Surgery Transition Plan be incorporated into
the CCG framework. HE ACTION.
4.5.3 CG requested a Transition Plan update after 6th August to
review any outstanding issues. HE ACTION.
5.0

Merger Application from St Peter’s Road and The
Avenue Surgery

5.1

AE confirmed he would not participate in the discussion.

5.2

HE explained that an application for merger had been
received from two South Cotswold practices that had
been considering it for some time particularly in relation
to work/life balance and to assure their sustainability.
The committee were asked to:
 Note the recommendation from the Primary Care
Operational Group meeting on 17th July 2018.
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 Make a decision regarding this request to merge
contracts from the Avenue Surgery and St Peter’s
Road Surgery.
5.3

HE confirmed that there had been regular consultation
with the PPGs and the plan would be to extend services
across both sites.

5.4

JG presented the paper. The main points were:
 both practices were of a similar size and were
closely located;
 they had been working closely together for a long
time;
 they were both training practices with a similar
ethos and emphasis on education and training;
 the practice boundaries were similar; and
 looking ahead to the future and in the light of
potential resilience problems the practices had
decided that now was the appropriate time to
merge.

5.5

JG highlighted that the practices were on different
contracts; one was a GMS and the other was a PMS.
The plan would be to merge onto the GMS contract and
the current phasing of MPIG and PMS premium would
roll over to the new merged practice.

5.6

JG clarified that in relation to the merger it was
anticipated there would be a minimal increase in costs
based on GMS global sum funding in funding but the
exact amount would not be known until the practices’ IT
systems merge.

5.7

JG confirmed that the practices had engaged with their
patients through drop in sessions and there was an FAQ
list available at both practices. Both PPGs understood
the reasons for merging and supported it. JG added that
there was a communication plan ready to put in place if
the committee agreed to the merger today.

5.8

JG reported that the clinical system would merge from 8th
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October and there would be wider access to GPs with
broader skill mix and some benefits of increased opening
hours with phone access across both sites.
5.9

JG confirmed that PCOG considered the proposed
merger and had recommended approval.

5.10

JC expressed a number of concerns about the paper.
Although both surgeries were now rated ‘good’ by the
CQC, their reports illustrated different cultures and ways
of working. In 2016 St Peters Surgery had been rated
‘good’ overall but ‘required improvement’ in relation to the
‘are services safe?’ question. Following submission of an
action plan and a follow up visit, they were subsequently
rated ‘good’ in this area. The Avenue Surgery was seen
as a centre of excellence. The Practice Nurses at St
Peters were part time, this would have an impact on their
ability to maintain skills and competencies which the
merger could exacerbate, working over two sites. No
reduction in the number of nursing hours per week was
planned but no plans were included to increase the use
of nurses or doctors. Due diligence relating to skills and
services how they would be used was not included, there
was a focus on premises.

5.11

JG agreed that the proposal was written to promote
benefits to the joint practice and that it was likely patients
would see little difference following the merger.
However, these were two small practices and the merger
would support them working better together and providing
different services across both sites. There are plans to
review the skill mix in the future but this was not
articulated in the proposal.

5.12

AH clarified that with regards to the infrastructure plan
work was being undertaken to ensure both business
plans were aligned. The idea of a single centre for
Cirencester was also being exhausted prior to any other
plans being progressed.

5.13

JC added that the model suggested with part time nurses
was expensive to run and in addition the working hours of
some individuals were identified as 17 hours/week which
Page 5 of 15

was very close to the minimum number of hours needed
to maintain competency. The opportunity to review
working practices should be taken. JG responded that
the practices had demonstrated their ability to work
collectively as they participated fully in the Improved
Access Pilot.
5.14

MW requested further information on the patient
feedback from PPGs. BP responded that the main
concerns raised were around resilience and so they
supported the merger plan as it would assure services
going forward.

5.15

CG observed that the boundary of one of the practices
extended into North Wiltshire but only Gloucestershire
practices had been written to with regards to the
proposed changes. JG clarified that NHS England had
also been written to but the CCG could have been
contacted as well in order that they could write to their
practices so this will be considered in future. JG added
that the Wiltshire practice were unlikely to be affected by
the merger.

5.16

AH stated that there would be a financial benefit to the
CCG due to the space requirement being reduced as a
result of the merger by approximately £25-£30k/year.

5.17

HE suggested that consultation across borders, where
applicable, be added to the SOP. JG ACTION.

5.18

RESOLUTION:
The
committee
noted
the
recommendation from the Primary Care Operational
Group meeting on 17th July 2018 and agreed the
request to merge contracts from the Avenue Surgery
and St Peter’s Road Surgery.
AE moved item 7 up the agenda as ZN had not yet joined
the meeting

7.0

Premises Development Report July 2018

7.1

The report was taken as read. AH presented the reports
highlighting:
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 Proposed opening date for Cleevelands Medical
Centre, Bishops Cleeve of 29th October 2018.
 Proposed opening date for Kingsway of 5th
November 2018.
 A capital bid for £6.8 million has been submitted for
The Beeches Green Surgery, Stroud Valleys Family
Practice and Locking Hill Surgery. This was one of
the top ICS priorities. In parallel, conversations had
also been held with the new owners of Merrywalks
Shopping Centre, Stroud regarding this as a
potential alternative site for the three practices to be
relocated to.
 The design, financial model and business case for
the Gloucestershire City Primary Care Hub was
being worked on. The County Council cabinet
would see the overall business case in October and
the Health business case would come to PCCC in
November.
7.2

CG observed that some of the information provided might
have started to stray into what should not be in the public
forum. AE requested further clarification. CG stated that
overall plans were acceptable but identifying names and
financial issues were details that should more properly be
included in confidential papers. The committee discussed
the issue and agreed that papers should be reviewed in
that respect prior to being included on the public meeting
agenda. AH ACTION.

7.3

AE requested an update on the overall progress of
delivering the infrastructure plan. AH confirmed that the
plan was ambitious and delivery of it was subject to
practices changing their minds and by the impact of other
organisations being involved. AE requested a summary
RAG rating. AH responded that he had done a pipeline
rather than a RAG and would bring that summary pipeline
to the confidential PCCC. AH ACTION.

7.4

AE raised that Hucclecote was going to be very
expensive and queried how high the risk was on not
being able to afford to drive this forward. CL confirmed
that there will be a tight financial position over the next 3
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years and that the current assumptions and overall
priorities would need to be reviewed and refreshed going
forward.
7.5

RESOLUTION: The committee noted the premises
report which was provided for information.

6.0

Primary Care
Fellowship

6.1

ZN and AHa presented the “Gloucestershire City Health
Inequalities Fellowship – update July 2018” presentation.

6.2

AE queried what had been learnt from Glasgow and
Wales with regards to the achieved outcomes. AHa
explained that both those schemes were run by the
respective governments over a much broader area but
the outcomes had been bringing people in to deprived
areas and the development of a cohort of people
interested in those areas and wanting to remain.

6.3

CGi asked if the local medical schools had been
approached to host the trainees providing support and
mentorship as they had done for a similar scheme in
London. ZN clarified that NHS Leadership Academy and
another faculty of Healthcare Leadership were involved in
the scheme as well as Teressa Curtin, who was the
Fellowship Tutor. In addition lead GPs provided support
to the trainees but the model identified by CGi could be
explored in the future.

6.4

JC noted that the scheme could be run for nurses as well.
AHa agreed and explained that the principles could be
rolled out across different staff groups or localities where
difficulties were being experienced. ZN added that other
opportunities were already being investigated and
updates could be brought to a future meeting.
ZN ACTION.

8.0

Primary Care Quality Report

8.1

MAE presented the quality report which provided the
committee with assurance that quality and patient safety

Workforce

Health
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Inequalities

issues were given appropriate priority and actions were in
place to address those issues. The report was taken as
read.
8.2

MAE advised that the Serious Incident reporting
remained low at 5 in quarter 1. If the same rate
continued then the end of year outcome would be similar
to the previous year when 21 incidents were reported.

8.3

MAE reported that the safeguarding session with dentists
held in June was well attended and lively. Of particular
interest was the session on people with learning
difficulties and their access to dentistry. This sought to
raise awareness amongst general dentistry practices of
the issues around the dental hygiene of children with mild
and moderate learning difficulties.

8.4

MAE confirmed that there was a new Working Together
document around Safeguarding Children that made
healthcare an equal partner with social care. Also to note
was that GPs have been given a statutory duty to be
involved in safeguarding. NHS England were reviewing
the GP contract to reflect the changes.

8.5

BP highlighted that the GP Patient Survey results would
be published on 9th August. The CCG results would be
compared to last year’s results and a communication
would be sent out in the ‘What’s new this week’ to inform
practices. BP noted that the questions had changed this
year so there would be no capacity to identify trends.
There would be a full update at the next meeting. BP
ACTION.

8.6

AE queried the current position regarding the two
practices without a PPG. BP clarified that the practice in
the Cotswolds would make direct contact with patients
who they think would like to join the patient group and an
offer had been made by BP to speak to the patients
about the PPG. JG added that they had a list of
interested patients. BP reported that once the Cotswold
practice PPG had been set up, full support would be
offered to the remaining practice.
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8.7

MAE reported that the Prescription Ordering Line was
growing and had 20 practices waiting to join the scheme.

8.8

MAE confirmed that the dressing formularies were being
reviewed and highlighted the Dysphagia guidelines that
are to be implemented.

8.9

MAE explained that there was no prescribing data
available so this would be brought to a future meeting.
MAE ACTION.

8.10

BP highlighted that historically it had been difficult to
obtain information regarding complaints that are raised
with NHS England, however, following the introduction of
GDPR, a new process would be implemented. The plan
would be to compare the information received against the
PALS information. There had been 280 contacts received
in PALS and the main themes were communications,
appointments and a few regarding the change to over the
counter medicines. More outreach work was being done
with patients and practices to support both parties
involved in complaints to resolve the issue.

8.11

MAE reported there had been a further 18 cases of
E.coli. If this rate of infection were to continue the
threshold would be breached. Many of the infections
were associated with UTIs and catheters. MAE confirmed
that there had been a focus on reducing the incidence of
UTIs by promoting hydration during the hot weather of
the summer. To deal with the catheter issue the catheter
passport was being promoted.

8.12

MAE explained that through audits it had been found that
80% of patients who had C.Diff had been in hospital in
the previous 4 weeks and had received specific
antibiotics and 100% of patients had been in hospital
within the previous year and had received specific
antibiotics. AE queried what was being done in the light
of the results. MAE clarified that discussions were being
held with the Trust to reduce the antibiotics used, to
improve the cleanliness of the hospital and to improve
communications with patients and GP practices. The
Trust was going through a programme of deep cleaning
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and had responded positively to reducing the antibiotics.
8.13

TM highlighted that the childhood vaccination uptake had
exceeded targets. MAE added that the focus was on
children about to start school. MAE queried the position
with the catch up of MMR for 16-25 year olds. TH
confirmed that the work was continuing and in addition a
measles toolkit has been formulated for GP practices to
utilise. 16 year olds are being written to as this has
proved effective in increasing uptake in that group.

8.14

MAE confirmed that the Practice Nurse Facilitators had
been promoting protected learning time for Practice
Nurses which has been adopted everywhere apart from
Stroud and Berkley Vale. Every area also has a Practice
Nurse forum for education and peer support. AE asked
how effective that was. Were the practices releasing the
nurses to attend? MAE clarified that a lot of the meetings
were in the evenings although TM added that the
preference would be to not have them in the evening. JC
felt strongly that the ideal would be for practice nurses to
receive the same protected education time as GPs but
that was a long way off. MAE noted that NHS England
would soon be publishing practice nurse guidelines.

8.15

MAE highlighted the orange folder scheme that was in
use for frail patients. The folder stays with the patient
and contains details about what the patient was like
normally at home when fit. The committee discussed the
benefits of this scheme.

8.16

CG queried on what basis the prescription on line service
was being progressed as an evaluation was supposed to
be completed before it was expanded. MAE confirmed
that the evidence to date was that there has been at least
a 3% reduction of items being dispensed as a result of
this service. Practices have fed back that their workload
has reduced. The scheme had also stopped pharmacies
dispensing repeat prescriptions that were no longer
required. The committee discussed the benefits of the
scheme and agreed that it was a positive step but that
there should be data to support the expansion. It was
agreed that this should be reviewed further at a Business
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session. MAE ACTION.
8.17

RESOLUTION: The committee noted the quality
report which was provided for information.

9.0

GCCG Pharmacy Team Update

9.1

TM presented the paper requesting additional resource
for the GCCG Pharmacy Team. The recommendations
that the committee were asked to consider were:
 To note the current establishment of the Clinical
Pharmacist team, noting the intention to move
towards practice employed staff over the next 5
years.
 To note the current establishment of the Prescribing
Support Pharmacist/Prescribing Support Technician
resource and approve the move to fully employed
PSP/PST staff from April 2019.
 To approve the substantive increase in
establishment for the Parachuting Pharmacy team
to 7.5 WTE noting the requested skill mix. Funding
for this increase to be available from Primary Care
investments.

9.2

TM described the different pharmacist roles:
 Clinical Pharmacists (CP) - hold an additional
independent prescribing qualification and see patients;
 Prescribing Support Pharmacists (PSP) – work in
practices and support the GPs with prescribing for
between half a day and 2 days depending on the
practice size; and
 Prescribing Support Technicians (PST) - work in
practices.

9.3

TM confirmed that had the establishment of PSPs in the
Prescribing Support Team were in post, however, some
were being pulled out of this team to support the
parachuting team.

9.4

TM explained that the parachuting team were a rescue
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resource placed in practices that were at risk. This team
was under resourced. TM requested support for an
additional PSP and an additional PST to be funded from
the Primary Care delegated budget.
9.5

AE requested assurance around the funding situation as
the pharmacists programme was for 5 years and we need
to ensure that we are not creating a non-sustainable
situation. TM clarified that the pharmacist integration
funding was for 5 years, however, the pharmacists
transformation funding was on going. CL confirmed this.
MAE added that PSPs had always been employed and
this would continue.

9.6

CG reported that the Priorities Committee had reviewed
the posts and proposal but had not identified the funding
due to a difference of opinion on the source. CG added
that the current request was for recurrent funding,
however, the funding source mentioned was from nonrecurrent underspend in the Primary Care budget. The
committee
discussed
the
funding
issues.
Pharmacy/prescribing update paper to be brought to
December meeting. CL/MAE ACTION.

9.7

MW suggested that this would be a case study regarding
the blurring of boundaries. CGi added that ICS funding
raised a similar debate and suggested that some
governance development sessions for the governing
body should be added to the meeting forward planner.
Committee agreed. CGi ACTION.

9.7

RESOLUTION: The committee approved the 3
recommendations below while noting the funding
arrangements:
 To note the current establishment of the Clinical
Pharmacist team, noting the intention to move
towards practice employed staff over the next 5
years.
 To note the current establishment of the
Prescribing Support Pharmacist/Prescribing
Support Technician resource and approve the
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move to fully employed PSP/PST staff from
April 2019.
 To approve the substantive increase in
establishment for the Parachuting Pharmacy
team to 7.5 WTE noting the requested skill mix.
Funding for this increase to be available from
Primary Care investments.
10.0

Delegated Primary Care Financial report

10.1

CL presented the report highlighting the financial position at
30th June 2018. This was an underspend against profile of
£184k. The end year forecast was break even. The report was
taken as read.

10.2

CL noted the underspent areas:
 Business rate savings.
 Dispensing costs maintained at a lower level of spend.
 Maternity and sickness budgets as the budget were
based on previous year’s costs which were high.
 The AMPS GHAC contract commenced 5th May but the
budget was set from 1st April.

10.3

CL reported the overspent areas:
 Enhanced Services (DES) budget based on previous
years spend which was low.
 Higher than planned temporary support pharmacists
which was likely to continue.
 New surgery development stamp duty costs.

10.4

CL highlighted that due to changed NHS England guidance,
the previously ring fenced £349,550 indemnity costs were
reallocated to a range of GPFV schemes.

10.5

RESOLUTION: The committee noted the Delegated
Primary Care Financial report which was provided for
information.
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11.0

Primary care Operational Group minutes and Improved
Access presentation

11.1

The minutes were taken as read.

11.2

RESOLUTION: The committee noted the Primary care
Operational Group minutes which were provided for
information.

12.

Any other business

12.1

JG stated that the CCG were required to commission services
to respond to Public Health England alerts for localised
community outbreaks of influenza. JG reported that the
Enhanced Services group had agreed an enhanced service
for Prophylaxis with antiviral drugs for influenza like illnesses
in the out of season period for care home residents
considered ‘at risk’. This had been offered out to practices.
The meeting closed at 11:56
Date and time of next meeting:
The next meeting will be held at 9.45am on Thursday 4
October 2018, Boardroom, Sanger House.
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Integrated Governance and Quality Committee (IGQC)
Minutes of the meeting held on Thursday 23rd August 2018 at 9am,
in the Boardroom, Sanger House
Present:
Julie Clatworthy (Chair)
Colin Greaves
Peter Marriner
Mark Walkingshaw

Marion Andrews-Evans
Andy Seymour
Lesley Jordan
Caroline Bennett
Cath Leech

Registered Nurse
Lay Member - Governance
Lay Member – Business
Director of Commissioning / Deputy
Accountable Officer
AE
Lay Member Patient and Public
Engagement
MAE Executive Nurse & Quality Lead
AS
Clinical Chair
LJ
Secondary Care Doctor
CB
Governing Body GP
CL
Director of Finance and Information

In Attendance:
Julie Simmons
Becky Parish

JS
BP

Christina Gradowski

CGi

Robert Mauler
Imelda Bennett
(Agenda Item 9 and 5.3)
Pauline Edwards
(Item 9)
Teresa Middleton
Sophie Atkins
Gerald Nyamhondoro
Penny Page
(Agenda Item 14)

RM
IB

Deputy Director of Nursing
Associate Director of Experience and
Engagement
Associate Director of Corporate
Governance
Senior Quality and Safety Manager
Consultant Community Paediatrician, GHFT

PE

Designated Nurse for Children in Care

TM
SA
GN
PP

Deputy Director of Quality
Governance Manager
Corporate Governance Administrator
HR Manager, ConsultHR

Alan Elkin

JC
CG
PM
MW

1.

Apologies

1.1

Apologies were received from Dr Sheena Yerburgh (SY), Alan Gwynn
(AG), Dave McConalogue (DM) and Jo Davies (JD).
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1.2

The meeting was confirmed as quorate.

2.

Declarations of Interest

2.1

JC requested declarations of interest in relation to any agenda item.

2.2

AS declared an interest in item 6 Dietary Advice for people with
diabetes.

3.

Minutes of the Meeting held on Thursday 21 June 2018

3.1

The minutes of the meeting held on Thursday 21 June 2018 were
approved as an accurate record subject to the following amendments:
 Christina Gradowski’s initials were different throughout the
minutes; CG, CGw and CGr. It was agreed that CGi would be
used in future.

4.

Matters Arising

4.1

IGQC 260 – Any Qualified Provider Quality Report – MAE confirmed
that the Winfield Hospital still ‘requires improvement’ but the Winfield
disagreed as they thought it should have been ‘good’. The CQC felt
issues were being addressed but a bit more was required before ‘good’
would be achieved. This was discussed at the NHS Quality
Surveillance Group with CQC and assurance was provided that we can
still use them. Agenda item 5.1 – item closed.

4.2

IGQC 273 – Prescription Ordering Line (POL) – BP updated that
there had been a delay in starting the survey work. Appropriate IG
requirements were being rigorously applied, which meant that
individual patients who have accessed the POL cannot be contacted
direct by the CCG engagement team. A solution had been designed
and survey work had commenced. Further update to be presented in
August. Agenda item 5.1 – item closed.

4.3

IGQC 274 – GP Dashboard –It was noted that dashboard would be
presented to the Primary Care Commissioning Committee in the first
instance in July and subject to agreement it would then be reported to
the October IGQC. Item to remain open for an update in October.

4.4

IGQC 275 – Mortality Policy – update provided in the Quality Report.
Full update would be reported to the October IGQC. Item to remain
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open for an update in October.
4.5
4.6

IGQC 279 – IGQC TOR – for discussion in meeting. Agenda item 10 –
item closed.
IGQC 285 – Research and Development - DM provided an update on
R&D being undertaken by the Public Health team in relation to
healthcare provided to homeless people. Survey work of 28 sheltered
housing residents or rough sleepers had been undertaken to ascertain
the views and opinions of service users in relation to healthcare. DM
noted there had been a delay in obtaining ethical committee agreement
to obtain provider input, which had now been resolved. DM would
update the Committee at its August meeting. PM questioned how the
CCG engaged with minority groups to ensure their views were captured
in relation to services. BP explained that ‘Your Circle’ was the
frequently accessed resource to identify suitable engagement groups.
23.08.18 update - deferred to October. Item to remain open for
update in October.

4.7

IGQC 286 – GP Patient Survey – BP updated the committee that the
GP Survey data was due for publication in August and would be
presented to the IGQC October meeting. Item to remain open for an
update in October.

4.8

IGQC 278 – Policies – CGi advised that HR legacy policies would be
brought to a future IGQC meeting. Item to remain open for an update
in December.

4.9

IGQC 280 – IGQC Self-Assessment – TOR for discussion later in
meeting. Agenda item 10 – item closed.

4.10

IGQC 281 – Information Governance Crown Storage – CL
recommended that this would need to be tackled in bitesize chunks.
CGi added that this had been added onto the local risk register. CL
suggested that a visit and a risk assessment was carried out.
23.08.18 update – Corporate Governance team was currently depleted
and CGi given the role of DPO so was prioritising GDPR. Records
management work delayed. Item to remain open.

4.11

IGQC 289 – GHFT Serious Incident Risk Register – update included
for discussion later in meeting.

4.12

IGQC 290 – IFR Policy - PM noted the timescales for appeal of IFR
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decision were limited under the policy, CGi to check and confirm.
23.08.18 update – MW confirmed that the changes to the policy had
been made. Item closed.
4.13

IGQC 291 – Patient Transport policy - CGi to check the policy for the
changes made in relation to the new eligibility criteria and report back
to IGQC in October.
23.08.18 update – CG reported that the Transport Policy would likely
be reviewed in October and that the procurement would be in
November, therefore, the policy may have to be extended again. Item
to remain open for update in October.

4.14

IGQC 295 – Quality Report Patient experience/complaints – Agenda
item 10 – item closed.

4.15

IGQC 296 – Quality Report ECCP minutes – CGi confirmed that she
had received the ECCP minutes and would circulate them. Item
closed.

4.16

IGQC 297 – Quality Report Learning from Deaths – LJ noted some
inaccuracies in the data provided in the newsletter with regard to Sign
up Safety. LJ commented that the data on sepsis cases was
inaccurate. HW to check the data and contact Hein Le Roux, newsletter
author and feedback at the next August meeting.
23.08.18 update – MW confirmed that the inaccuracies had been
amended. Item closed.

4.17

IGQC 298 – Quality Report Zero Suicide Policy - due to the high
number of suicides and attempted suicides queried whether Zero
Tolerance approach had been adopted and how it had been
embedded, particularly in the crisis response team. A verbal update
would be provided on the Zero Suicide Policy at the August meeting.
23.08.18 update - MAE explained that there was a county wide Suicide
Prevention Group that reviewed every case of suicide. There were
activities to reduce suicide. 2Gether was not out of line compared to
the rest of the SW but the SW rate was higher than the national rate.
Item closed.

4.18

IGQC 299 – Quality Report Safety Thermometer – an update on the
Safety Thermometer would be given to an IGQC meeting. Item to
remain open for update in October.

4.19

IGQC 300 – Quality Report School Nursing – DM to update IGQC on
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School Nursing including an Equality Impact Assessment of the
changes made to the service. Item to remain open for update in
October.
4.20

IGQC 301 – Quality Report The Dean CQC report – JC noted the latest
CQC inspection report for The Dean was pending. TM confirmed that
the Commissioning Manager and Care Home Support Team meet
regularly to discuss this provider. A full update report would be
included in the quality report for the October meeting. Item to remain
open for update in October.

4.21

IGQC 302 – Quality Report LeDeR – Update on the progress of the
LeDeR (Learning from Deaths) Programme within Learning Disabilities
Cheryl Hampson to provide an overview of key findings for a future
meeting. Item to remain open for update in December.

4.22

IGQC 303 – Gosport Independent Review – JC requested a full briefing
in response to the Gosport Independent Review highlighting learning
and any impact for GCCG be brought to future meeting. MAE to ensure
that a report detailing the implications for the CCG of the Gosport
Independent Review be bought to a future meeting.
23.08.18 update – MAE confirmed that a review of opiates was being
undertaken within Primary Care, GCS was reviewing them in
community hospitals but confirmation from GHFT around what they
would do was outstanding. It would be raised at GHFT’s next Quality
meeting and MAE would feedback at future meeting. Item to remain
open for update in October.

5.

Quality Governance

5.1.1

Quality Report
MAE presented the Quality Report which provided assurance that
quality and patient safety issues were given the appropriate priority.
The report included County-wide updates on:









National Institute for Health and Care Excellence (NICE);
Clinical Effectiveness;
Research and Development;
Safeguarding;
Mortality Review Group;
Patient Experience and Engagement;
Infection Control; and
Immunisation and Vaccination.
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The report was taken as read, and TM presented the highlights.
5.1.2

MAE highlighted that the ‘Evidenced Based Interventions’ consultation
from NHS England was out. 17 interventions had been identified and
Christian Hamilton would attend a future meeting to present where the
CCG stood to the committee. MW confirmed that following an initial
review most were covered by policies already. ACTION Christian
Hamilton. JC stated that the Consultation ends 20th September so
likely to come into force in December and confirmed that there was
nothing on the list that had not already been considered. MAE added
that the team had previously collated a full list of what was not
supported by NICE which was more comprehensive than this list.

5.1.3

MAE reported that the approach to Excess Treatment Costs (ETCs)
within R&D was changing. TM explained that currently ETCs were paid
for through the CCG but from 1st October they would all be paid for by
the National Institute of Health Research National Research Network.
RM joined the meeting at 9.15am.
JC queried how much would be lost. CL responded that £32k per year
was received for these payments so this would be removed. MAE
added that the county was not research active and due to the lack of
research undertaken in Primary Care £20k to support research was lost
this year.
AS clarified that research was normally undertaken by interested GPs
but they have retired. The committee discussed the problems around
funding research, attracting interested individuals and the reduction in
patients participating in trials.

5.1.4

MAE presented the safeguarding section of the report. The committee
noted the briefing on the new ‘Working Together’ publication in Agenda
Item 15. MAE informed the committee that October’s meeting would
contain a lot of Safeguarding including the annual Adult and Children’s
Safeguarding Reports, a fuller briefing on ‘Working Together’ and new
policies on safeguarding strategies that were being developed.
Confidential section
MAE reported that the Acorne report was still going through court
proceedings. There was a media blackout but it was believed that
there would be sentencing in the next two weeks of two of the
perpetrators and that may be in the media. Many more children were
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being uncovered creating a pressure on the health visiting services.
The Council had agreed to fund a Band 6 Health Visitor for 6 months to
oversee the work on this.
There were 2 domestic homicide reviews.
5.1.5

MAE introduced Julie Simmons, Deputy Director of Nursing, who would
take over the Mortality Review Group.

5.1.6

BP presented the Patient Experience and Engagement section of the
quality report. BP explained that the main issue around NHS England
and complaints was consent; however, a new member of staff had
been appointed and would be based at Sanger House which would
facilitate closer liaison and case discussion. BP noted that there had
been a significant increase in complaints through the PALS team
compared to Q1 last year. It had nearly doubled and the main things
were around advice on services around the county where people have
tried other PALS first with no outcome. No change in themes just a lot
of them. BP explained that lots of complaints were around the Patient
Transport Advice Centre, mainly regarding the application of the patient
application of eligibility criteria. CCG was involved where patients
challenge these decisions but have not received complaints about
transport ourselves. BP added that there had been a number of time
consuming cases between practices and patients that either got
resolved or the patient moved practices. CG stated that GHFT were
getting complaints about transport and it had been raised. RM
explained that patients were booking directly with Arriva and they were
booking them even if the patient not eligible. MW added that there was
better engagement with the Trust as have set up a transport working
group.

5.1.7

In relation to engagement activity BP confirmed that both the Forest of
Dean and Stroke engagements had taken place. The Governing Body
and Gloucestershire Care Services would be meeting to review the
decisions that were required. CGi confirmed that the full engagement
papers would be circulated that day.

5.1.8

BP had not seen the National Cancer Patient Survey results but the
CCG and GHFT had organised a joint meeting with both of their patient
groups to review the results when published and draw up action plans.

5.1.9

MAE provided the highlights of the infection control element of the
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Quality Report. MAE highlighted that the Cdiff rates had been going up
causing concerns particularly around the cleanliness of the hospital
and reported that TM had been meeting with the new infection control
nurse and would be doing a walk about. Deep cleaning was being
undertaken but feedback from staff was that it was still quite dirty. A
working group had been set up and an action plan was in place.
June's figures fell but they went back up in July. TM added that a CDI
assurance panel had been set up including a PH Consultant and Dave
McConalogue. The main focus was to reduce the numbers of cases,
not to apportion blame. JC asked how that fitted in with the county
wide group. TM clarified that it was only a short term panel for a
concentrated time to focus on reducing Cdiff as the county wide group
discusses all the infections and flu was taking up a lot of the time. CG
stated that he gets reports from the GHFT Quality meeting and it
showed they were working hard internally and they have an action
plan. TM added that GHFT invited a country wide expert, Mark Wilcox,
to come so waiting to get a copy of the report. AE queried if there was
a correlation with bed occupancy. MAE confirmed there was. PM
added that maintenance cut backs would affect it too. MAE agreed
and gave an example of a chair with a ripped cover and not being able
to clean it.
5.1.10

With regards to E.Coli MAE reported that there was a plan to reduce
urinary tract infection. TM added that the CCG were involved in the
NHS Improvement Urinary Tract Infection Collaborative that focused on
hydration especially in the hot weather.
This work had been
highlighted through the bus. MAE explained that catheter cleaning had
also been a focus with the Care Home Support teams.

5.1.11

MAE outlined the childhood vaccination summary. AE asked what
proportion of people needed to be vaccinated to provide heard
immunity. TM confirmed 95% required.
JC brought forward Item 5.2 GHFT Serious Incident report in order for
RM to be present as he had to leave the meeting early

5.2.1

GHFT Serious Incidents
JC explained that this review was in response to a spike in serious
incidents at GHFT. A letter had been sent to the Trust and they had
responded.

5.2.2

RM confirmed that the end recommendation was to pause for 6 months
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and review properly at the end of that period. When the correlations
between the different timings were reviewed, the main concern was a
delay between the incident happening and it being reported. The
incident could be reported through a Datex incident, a member of staff
reporting it, the Coroner’s Court, a claim or complaint but the delay
needed to be reduced. The main factor that drove the amount of time
up between the incident happening and being reported were two
serious incidents; one incident took 206 days to be reported as the
person needed further surgery.
RM reported that the average for GHFT in 2017/18 was 80 days, GCS
was 26, 2G was 11 and Primary Care was taking the longest on
average with 86 days. The longest delay last year was 659 days, the
shortest 4 days and an average overall of 23 days. There was an
action plan in place to address this with lots of positive steps being
made to encourage staff to report incidents and quickly. A full review
would be completed after 6 months and the feedback from that review
would be brought to this meeting. ACTION RM
5.2.3

JC stated that another concern had been that there was no ownership
of the issues and the internal review system was weak. Steve Hams’
letter described the strengthening of that system which was reassuring
but the feedback loop was still not fully working so assurance regarding
that aspect was still required. RM agreed that it was split between the
Nursing and Medical Director but confirmed that it was under the
Medical Director’s remit now. CB suggested it would be useful to look
at where it was working better with different mechanisms in place and
where issues reported and fed back very quickly to see if any could be
implemented. JC asked if they monitor the number of changes
implemented following an incident. RM replied that they develop
services from an action plan but do not monitor in terms of changes
made. MAE added that 2G produce a specific lessons learnt report
alongside their serious incident report. The committee discussed
options to communicate issues and response to staff quickly. RM
agreed to ask at the GHFT Surge meeting as to how they document
changes made. ACTION RM/JS

5.2.4

JC confirmed that she was reassured by the work being undertaken.
This was a good outcome that the committee can take credit for as the
review was requested by the committee and changes have been made
as a result, especially around reporting incidents. MAE asked if the
committee was content that it does not go on the risk register. The
committee discussed keeping a watching brief and agreed not to put it
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on the risk register but to review after 6 months.
5.2.5

RESOLUTION: the Committee noted the serious incident review.
JC moved to 5.1 Appendix 6 in order that RM could be present

5.1.12

5.1 Appendix 6 The Winfield Hospital 0 Care quality Commission
Inspection
RM described the high level report of the CQC visit to the Winfield. JC
confirmed the report was appendix 6 under Item 5 and added that the
part to focus on was the outcome which was that they required
improvement for safety, responsiveness and well led. RM explained
that a team of 4 inspectors arrived in February and left early due to the
snow. PM described the targeted inspection that was undertaken
around safety and well led. There have been a number of changes in
management since the inspection and, after initially arguing with the
CQC outcome, they have accepted they require improvements. JC
clarified that the main concern was around patient safety and whether
they should still be being used. MW confirmed that the patient safety
issues had been picked up through the contract. RM added that he
was the quality lead and can give assurance that it was safe to
continue sending patients there.
RM left the meeting at 9.58am.
JC returned to Item 5.1 Quality Reports – Appendices

5.1.13

5.1 Appendix 1.1 Draft Minutes of the Clinical Effectiveness Group
19th July 2018
The draft minutes were noted with the following concern taken into
consideration:
 CG raised a concern with the last statement of item 5 of the
minutes that stated ‘The governance arrangement was good and
working much better.’ CG queried if the Committee was
comfortable with the statement considering the issues around
‘low carb’. The Committee discussed this and agreed that their
concern around that statement should be minuted.

5.1.14

5.1 Appendix 1.2 Minutes of the Effective Clinical Commissioning
Policies Working Party 3rd May 2018
The minutes were noted.
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5.1.15

5.1 Appendix 1.3 Minutes of the Effective Clinical Commissioning
Policies Working Party 21st June 2018
The minutes were noted.

5.1.16

5.1 Appendix 2 Gloucestershire Hospitals NHS Foundation Trust
Quality Report
MAE presented the report highlighting the following main points:
 In relation to Safe Staffing MAE reported that there were still lots
of wards below requirements. There should be a new group of
nurses coming out of training over the next few months and they
were proactive in recruiting students to stay with the Trust. A
new rostering system was being introduced that should be
beneficial in allocating staff out appropriately. There was a
recruitment action plan and there was a big focus on retention
which was a national drive as well to consider why staff chose to
leave. AS had heard that they had increased the bank rates
which could make a difference as well.
 They were within the limits for the Harm Free care indicators.
 JS and LJ met with the Deteriorating Patient group and talked
about the new scoring system that had been rolled out across the
Trust. The effectiveness of the roll out was challenged as it was
completed very quickly for the size of the Trust.
Recommendations were made to complete an audit to assess the
understanding of the new scoring system. Also wanted to know
how sepsis was being linked in to the new NEWS scoring so
recommendations made to consider using a screening tool within
the new chart which they were keen to review. Monthly audits in
wards would be undertaken.
Next meeting would be in
September and would keep this Committee updated with how the
new scoring was going. CB thanked LJ for the work undertaken
on this as she picked up on CQRG and used her expertise to
input into the meetings. JS added that the learning from
implementation across the Trust would support when rolled out to
Primary Care towards the end of the calendar year. AS noted that
it was an agenda item at the Locum event in October. JS
confirmed it would be to raise awareness and incorporate details
of out of hours requirements.
 There had been a review of the theatres in relation to the number
of never events and a report had been shared with JS and LJ.
JS reported that there was a new Theatre Manager in post who
she would meet and organise some theatre visits with to review
the use of the theatre checklist. JC added that this had been an
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area of serious concern around the safety failings where the
checklist was being used in an ad hoc way rather than
systemised to optimise patient safety and lack of leadership.
 Fortnightly calls were being held around the cancer 62 day and
the 104 day position. The need to address some of the longer
waiting cases had led to a dip in performance but there was a
detailed plan in place that was reviewed by CCG and NHS
England clinical leads. MAE queried the issue of GP referrals not
being received in less than 2 weeks. MW replied that there had
been some spikes in Dermatology but the biggest ongoing issue
was in Urology due to staff sickness. JC asked if the review panel
for the longest waiting patients was in place. MW confirmed it
was and all patients had treatment plans. CG requested
clarification that the long waits had been cleared. MW responded
that the longest waiting patients had been cleared.
 There had been a requirement for a few years to implement a
new IT link between Emergency Departments and Minor Injury
Units into the local authority safeguarding ensuring a quick
transfer of information about any child deemed to be at risk when
coming into ED. GCS implemented the system straight away but
the link had not yet been implemented in GHFT in ED. Originally
it was because of TracKare issues. The link had now been made
but the system was not being utilised. It had been raised at
GHFT’s safeguarding meeting and they have had a formal letter
from MAE regarding this but no response had yet been received.
MAE to escalate this to MH. ACTION MAE. JC requested that
CL raised with the county wide group as well. ACTION CL.
 GHFT had been counting the patients going into the Assessment
Units within their mixed sex accommodation figures. As the
Assessment Unit was mixed bedded, like ED, these all counted
as breaches; however, they should not have been counted. This
had been amended and the figures had dropped significantly.
GHFT were amending their historical figures retrospectively.
EB and PE joined the meeting at 10.19am
 GHFT were due a CQC inspection imminently. CG reported that
there were two stages; a set review and a no notice review. The
Trust was trying to get some of their previous assessments from
‘good’ to ‘outstanding’ which raised the number of areas CQC
needed to review above a level where they can do a no notice
inspection. If CQC accepted GHFT’s request then the no notice
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review would need to become a planned visit.
JC moved to item 9 as IB and PE had arrived to present.
9

Annual Health Report for Children in Care

9.1

The report was taken as read. IB highlighted that lots of work had
been undertaken in the previous year by the new nursing team and
they had been a fantastic addition but capacity was being reached due
to the following reasons:
 When the funding allocation for the nursing team was undertaken
there were 400 children in care and now there were 693
representing a 35% increase.
 Identifying the number of children coming into county had been
an issue with a 33-35% difference in numbers between
Gloucestershire County Council and Care services. There were
64 children without IHAs as had not had the information about
them. Children from Gloucestershire going out of county needed
to be tracked as well. This raised the issue of whether there
should focus on the numbers or quality of care. The feedback
from children regarding the nursing care was good. MAE added
that the OFSTED on children services that put them into special
measures also impacted on healthcare. The issue of not
providing the healthcare team with the children’s details in a
timely manner and preventing the Independent Medical Reviews
being undertaken had been raised and acknowledged by the
Director of Children’s Services.
 When the funding for the nursing team was implemented, it was
based only on undertaking health assessments but that does not
improve the child’s health. Feedback from the nurses had been
that they had to spend a lot of time reviewing the assessments
and chasing things up that they thought would have already been
in place. An audit would be undertaken in the next six months to
review how many actions had been undertaken between seeing
the children. This would provide quality data as if the actions
were not completed situation and outcome would not be
improved.

9.2

AE queried why 98 children were being placed out of county and 300
were being placed in county. Pauline clarified that GCC oversaw this
but part of the issue was not having the capacity for in house fostering.
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There was a sufficiency strategy underway and Helen Ford was
working on with fostering service and SIPS in 2G in place. Another
factor was that Gloucestershire was an attractive place to place
children because of the education opportunities and its surroundings.
There were likely to be a lot of foster parents who work for independent
fostering agencies because of this. The children come with complex
issues which puts pressure on the healthcare team as need to
commission service for all children. IB raised that the CCG could claim
back for the incoming children’s assessments and suggested that if the
healthcare team had some administrative support that could be
undertaken.
9.3

PM queried if more administrative support would help the team by
reducing the administration undertaken by the nurses freeing up their
time to do more nursing tasks. PE responded that they did have some
administrative support within GCC but they were at capacity. The
process needed to be reviewed across the system and changed to
improve it but PE and IB agreed that until that was possible additional
administrative support would prove helpful and be the cheapest option.
MAE stated that a business case for administrative support within the
CCG could be completed. ACTION MAE.

9.4

JC asked about the assurance around the risks that had been raised
and where they were being signed off. IB confirmed that there was a
quarterly commissioning meeting where they were raised. MAE added
that she was on the Children Services Improvement Board so there
was an opportunity to raise serious risks there at a senior level.

9.5

IB requested support regarding gaining access to the GCC’s system,
Liquid Logic, as that would provide direct access to information that at
the moment was taking a lot of time to find out and health plans could
be uploaded immediately into the system. PE added that staff had
already been trained but remote access had not yet been organised.
JC asked who was responsible for helping unblock this and ensuring
that it happened. PE confirmed that Jill who was the strategic lead in
the Council was escalating it. MAE confirmed that it had been
discussed at the Improvement Implementation Board so was on the
agenda. PE informed the Committee that the report would go to
Corporate Partners in September and Helen Ford had offered
someone to review the system wide process options. The Committee
discussed options to resolve the current issues as well as longer term
plan. It was agreed that CL would raise through the IT group and MAE
would monitor progress and raise through the County wide Group.
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ACTION CL and MAE.
9.6

PM queried if there was a feeling that the situation was improving
overall despite the issues highlighted in the report. PE explained that
there had been a warning that things would get worse before they got
better and it was in that getting worse phase. MAE explained that the
Children Services had been buddied up with Essex who were held up
as a good example to act as mentors so there was a lot of work going
on. The main issue was staffing, to recruit the right calibre of staff and
to train them. There was a particular shortage at Senior Practitioner
level and they were running on 50% agency social workers. MAE gave
an example of one child who had had 20 social workers in 18 months.
The next OFSTED due would review front end services. JC confirmed
that the Committee would keep it on the agenda to monitor progress
and thanked the team for the impact they were having.
JC moved to Item 5.3 in order that IB could be present as she had to
leave the meeting early

5.3

Safeguarding Partnership Arrangements Working Together 2018
MAE explained that the new Working Together document came out
earlier in the year and IB had summarised what that would mean in this
report which was taken as read.

5.3.1

IB reported that the Gloucestershire Safeguarding Children Board as it
stood would no longer exist. Health, social care and police would take
the lead and hold everyone else to account with regards to
safeguarding children. A meeting had been held between the CCG,
police and social care to start the debate on how to progress going
forward. In terms of health, there was already a Health Strategic
Forum and propose that the other Trusts support that that was where
people would be held to account. Alongside that looking to share data
to improve outcomes for children and that would be the conduit in in
terms of holding people to account. Trusts would be asked to sign up
to the new model.

5.3.2

IB explained that the child death process may also change.
Gloucestershire had always had good or outstanding when inspected
and the guidance mirrors our process so that was unlikely to change
but the child death overview panel may alter. They review trends
across a wider geography and the guidance suggests that should have
a minimum of 60 deaths. Gloucestershire was about 40 so need to
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review if stay as we were or merge potentially across the South West
CEDOP and have themed reviews.
5.3.3

JC asked if this was good news. IB described how health was
complicated and that people thought that if they had told the health
visitor something then the CCG, GP and obstetrician all know as well.
In future if needs a strategic input then it should come in through the
CCG via designated roles and the Forum would decide who needs to
be involved in the various groups. The CCG would have more power
to hold their providers to account.

5.3.4

JC queried if the Child Safeguarding Review Panel would be going
national. IB explained that it was for serious case reviews and would
still have to undertake local reviews that feed up to the national
oversight to review themes that should be reviewed at a national level.
IB hoped that it would provide more freedom of how cases were
reviewed as often spend funding on reviewing the cases but not
implementing the action plan outcomes.

5.3.5

JC asked when this had to be implemented. IB confirmed that a
decision had to be made as to how going to go forward by July 2019
then there would be 3 months to implement it.

5.3.6

MAE clarified that IB was the designated doctor and Helen Crystal had
been the designated nurse, however, Helen was on secondment to
NHS England and was retiring. Annette Blackstock was appointed as
the designated nurse.
IB left the meeting at 10.55am
Meeting break 10.55 - 11.05am. Penny (HR) joined the meeting
JC returned to Item 5.1 Quality Reports - Appendices

5.1.17

5.1 Appendix 3 2G NHS Foundation Trust Quality Report
MAE presented the report highlighting the following main points:
 The Trust was within safer staffing levels.
 They were participating in Cohort 3 of NHSI Retention
Programme to reduce overall agency spend. They were
predicting reduced Thornbury usage for RMNs, however, agency
spend on IAPT would rise significantly due to meeting national
targets.
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 There were 4 Serious Incidents that were actively managed
through an SI Action Plan.
 There was a recovery plan to reduce the backlog waiting list for
IAPT. May’s performance for IAPT access was ahead of target,
however, reported as red as not yet met national target of 19%.
Recovery rates were above the national target and met for the
waiting time thresholds.
 Warrington Safeguarding Adults Board was leading a SAR into
the death of an out of county 2G patient from Arbury Court that
should be completed by February 2019. The CCG was also in
the process of commissioning an independent review.
 The Alders Clinic had their CQC review and was rated ‘good’.
There was a discussion around the impact for registered patients
with GPs.
5.1.18

5.1 Appendix 4 Gloucestershire Care Services Quality Report
MAE highlighted the following main points from the report:
 CQC rated them ‘good’. They identified some particular areas
around the Safety Thermometer especially falls for which there
was an action plan in place to improve the safety of patients.
 They introduced centralised referrals which had highlighted the
number of calls received. AE stated that 9.1% for abandoned
calls was unacceptable. MAE confirmed that this was being dealt
with.
 There have been some issues around obtaining their vacancy
figures. Of particular concern were specialist nurses. Looking at
an integrated neurological nurse specialist post to increase
capacity by covering a wider range of patients.
 There had been an independent review of the IV therapy service
and a report would be going to the next core team meeting.

5.1.19

5.1 Appendix 5 Arriva Quality Report
The Arriva Quality Report was noted by the Committee. JC requested
clarification on the dip in performance even though there had been
reduced activity. MW explained that the reduction was not significant
enough to impact on performance yet but should impact in the longer
term.

5.1.20.1 5.1 Appendix 7 Primary Care Quality Report
BP reported that the annual patient survey had been published on 9th
August. The main points highlighted were:
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 It was at practice level specific and CCG wide scores.
 20,000 surveys were sent out and the response rate was 44%
which was good.
 There was a slide pack available so the link would be circulated.
ACTION BP.
 There was no quantitative data and the purpose of the survey
was for it to be triangulated with other data like participation
groups.
 The survey had changed this year to reflect the changes in the 5
year forward view. There was much more focus around long
term conditions and multidisciplinary team so cannot compare
against previous years but can compare against other practices
and national averages.
 Overall for the county for ‘how would you describe your
experience of your GP practice’ 89% responded ‘very good/good’
compared to the national 84%. There was variation lowest 71%99% on that score.
 There was a Patient Participation Network meeting on 14th
September where this would be the main agenda item.
 The report had already been sent to practices.
5.1.20.2 AS added that the practices were ranked across the country 1-7180.
The lowest ranked practice in Gloucestershire was 6,500 and the
highest was 48. Nearly all the lower ranked practices were larger
practices including a few smaller urban practices.
5.1.20.3 JC queried when there would be an update on the prescription ordering
line. BP confirmed it would come to the next meeting as well as an
update from the staff survey. ACTION BP.
5.1.21

5.1 Appendix 8.1 Minutes of the Care Home Clinical Quality
Review Group 13th March 2018
The minutes were noted. MAE highlighted that CCG was working with
GCS to appoint a dietician in the team to support hydration, nutrition
and new guidance around dysphagia.

5.1.22

RESOLUTION: the Committee noted the quality report.

6.

Dietary advice for people with diabetes

6.1

JC stated that this had come to a previous meeting and was referred
on to the Governing Body Development Session as it involved some
Page 18 of 28
Minutes from Integrated Governance and Quality Committee (IGQC) – 21 June 2018

wider risks. CB added that it had been agreed that it would be taken
outside of the Governing Body and reviewed going forward by a group
chaired by Ellen Rule. This would be set up to involve reps from
CPGs, quality, Primary Care and diabetes experts. The first meeting
was scheduled for 22nd September.
BP left the meeting at 11.31am
7.

Corporate Risk Management

7.1

CG provided an overview of the risk management report. The
Committee noted that following the Governing Body agreeing the
corporate objectives 2018/19 they had been inserted in the corporate
risk register and the governing body assurance framework. The CRR
and GBAF were reviewed by the Audit & Risk Committee in July and
their feedback to risk leads was that:
 Risk identification should be pithy and concise; clearly
demonstrating the impact / consequences of the risk:
 There should be improved articulation of assurances:
 Action plans should ideally only include contemporary actions
over the past 12 months rather than long lists: and
 Where risks have achieved their target risk consider
recommending closure of the risk.
CG reported that there would be an internal audit of CCG risk
management focusing on risk maturity to help ensure an effective risk
management culture becomes embedded across the CCG.

7.2

7.3

CG confirmed that there were a number of risks that were
recommended for closure by the Audit & Risk Committee.

7.4

Risks for closure

7.4.1

 L10 There was a risk that the contract for GMS provided by St.
Catherine' surgery was handed back to the CCG. There was a
recommendation to remove this risk as it no longer exists. There
was a new provider of service now in place.
 C12 Risk that CCG staff may be inappropriately holding patient
identifiable information had been reduced to a risk rating of 6.
Further training on GDPR had been organised for staff together
with specific training for information asset owners.
 T14 Risk that there may be insufficient project management
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resource and skills within the organisation. This was due to a lack
of trained staff, leading to the potential poor delivery of the
transformation programme/QIPP across all organisations. This
risk had been significantly reduced from 12 (Amber) to 4 (yellow)
and was recommended for closure as all mitigating actions have
been completed.
 F15 Failure to manage cash. The actions have been updated and
the risk remains unchanged at 4 (Yellow). The recommendation
was to close this risk.
 K5 Lack of provision of Neuro-rehab. This risk was rated as 8
(Amber) reduced from its original risk rating of 12 (Amber). The
risk had been reviewed and actions updated for this report. K5
and K8 Re-enablement and Rehabilitation have been
amalgamated as they essentially the same risk. There was a
recommendation to close this risk as all the actions have been
implemented.
7.5

New Risks

7.5.1

 T17 The risk was that members of the public and their
representatives may not support some of the options which may
be included in the public consultation document. The risk was
initially rated at 12 (Amber).
 L9 There was a risk that clinical tasks were missed in Improved
Access pilots where pilots were using Information systems to
send clinical tasks due to insufficient cluster governance of
Information systems and therefore leading to patient harm. This
was a new risk with a risk score of 12 (Amber).

7.5.2

The Committee noted that there were no red risks and progress had
been made with reviewing and updating risks. JC commented that
IGQC’s responsibility was to review the clinical risks on the CRR and
escalate any issues of concern to the Governing Body.

7.6

RESOLUTION: the Committee noted the risk management report.

8.

Policies for approval
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8.1

CGi presented the paper requesting three policy extensions.

8.2

CGi explained that PP had reviewed the CCG’s HR policies to assess if
they needed to be updated or amended. The following policies have
been reformatted to flow more intuitively. There were no fundamental
changes to these policies, which would be uploaded onto the
ConsultHR portal for staff to access.
 Appeals Policy;
 Capability policy;
 Capability User Guide;
 Disciplinary Policy;
 Disciplinary User Policy; and
 Grievance Policy.

8.3.1

CGi highlighted the following changes to HR policies:
 The Sickness Absence Policy and User Guide had been updated
to ensure that they reflected current policy and practice. The
Committee noted that the Sickness Absence Policy had been
updated to include the following:
o Clearer definition of sickness;
o Sickness principles;
o Sickness triggers; and
o Redeployment following a period of sickness absence.
 The Flexible Working Policy had been updated to clarify the
arrangements regarding TOIL and flexible working. The changes
have been made in accordance with the AFC Handbook and
ensuring that the policy complies with the Working Time
Directive.

8.3.2

PM expressed concern that point 1.7 of the Sickness Absence Policy
suggested that unlawful discrimination occurred and suggested
amending the wording. CGi responded that the wording was from
national documentation but would review the wording. ACTION CGi.

8.4

CGi confirmed that all the HR policies had been reviewed from a GDPR
perspective and on advice from the CSU Solicitors an over-arching
statement would apply to all human resources policies. This was
included as a footnote on all front pages of policies and uploaded onto
the ConsultHR portal for staff to access along with an HR Privacy
Notice.
CGi explained that the following changes had been made to the Minor

8.5
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Ailments Scheme Briefing, the Data Protection Regulations and the
over-arching GDPR statement:
 They had been updated to refer to the new General Data
Protection Regulation (GDPR) and Data Protection Act 2018;
 The term ‘Information Governance’ had been changed to ‘Data
Security and Protection’, except where the generic term or formal
names are used by other organisations; and
 There were some formatting changes.
8.6

CL added that the Data Security and Protection Policy and the
Confidentiality and Safe Haven Policy now replace the previous Data
Protection Policy and Information Governance Policy. The Data
Security and Protection Staff Handbook had also been updated.

8.6.1

JC queried who had responsibility to complete the data privacy
assessments. CL confirmed that each manager was responsible for
completing this in Virto and training was being rolled out. JC asked if
the Safe Haven Policy covered Primary care. CL clarified that it did not.
PM added that ‘large’ should be removed from page 5 of the Safe
Haven Policy. ACTION CL.

8.6.2

PM pointed out that there were lots of acronyms so suggested an
appendix with definitions as well as adding a useful contact numbers
list to the guides. ACTION CL.
TM left meeting at 12.02pm
PM queried whether data should be encrypted all the time rather than
‘where necessary’ as stated on page 5 of the Data Security and
Protection Staff Handbook. CL clarified that there were times when
information did not require encryption like NHS mail to NHS mail. CL
confirmed she would take advice from Tony Ware on this. ACTION CL.
JC raised that the documents should refer to health and social care
records, not just health. ACTION CGi to inform Tony Ware.

8.7

RESOLUTION: The Committee approved the extension of the
following policies:
 Dispute Resolution Policy for NHS CHC and NHS Funded
Nursing Care – until February 2019;
 Section 117 Aftercare (Mental Act 1983) Policy – until
February 2019;
 Sustainability Policy and Plan – until December 2018; and
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 Mental Capacity Policy – until February 2019.
8.8

RESOLUTION: subjects to the requested actions
amendments, the Committee noted and approved
amendments to the following policies:
 Sickness Absence Policy / User Guide;
 Flexible Working Policy;
 Minor Ailments Scheme arrangements;
 Data Security and Protection Policy;
 Confidentiality and Safe Haven Policy;
 Data Protection Handbook; and
 MAS (see agenda item 8i).

and
the

10

Quality & Governance Terms of Reference

10.1

JC described the main amendments to the Quality and Governance
Terms of Reference:
 The purpose of the Committee had been clarified;
 The services that the Committee review were clarified;
 The difference between the Primary Care Commissioning
Committee and the Quality and Governance Committee was
defined for the Primary Care quality monitoring and assurance.
 Linkages around governance have been clarified within the
Committee membership;
 The number of GPs on the Committee reduced from 4 to 3; and
 Clarification was provided around attendance of deputies with the
understanding that they would be briefed.

10.2

JC requested feedback on the Committee membership explaining that
the aim was to increase the links with CQRGs. There was a gap
around a GP lead for LD and MH and for the GCS CQRGs and it was
not clear who the lead was. MAE queried if it was Hein Le Roux. JC
asked AS to confirm who the lead was and advise the Committee.
ACTION AS. AS added that Sheena Yerburgh was currently a
Committee member but Thursdays were particularly difficult in terms of
attending the meetings so if Lawrence Fielder could attend instead that
would be a good solution. ACTION AS to liaise with SY and LF.
JC added that Lesley Jordan had requested to join the Committee in
her role as Sepsis Lead which would be very helpful and proposed CGi
becomes a member as the HR lead. The Committee discussed
whether this would be a difficult if taking the minutes at the same time.
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Agreed could do both roles if required as a member.
10.3

AS stated that he was happy to remain a non-quorate member of the
Committee and attend when available.

10.4

PM raised that IGQC was spelt incorrectly in 2.1 and requested that the
wording in 5.2 be reviewed as it stated that ‘written notice of the date’
would be circulated not less than 5 days prior to the meeting, however,
dates were normally set well in advance and it was the papers that
were circulated 5 days prior. JC clarified that in the case of
extraordinary meetings no less than 5 days notice would be given.
ACTION JC.

10.5

PM queried whether 5.4 should be amended to ensure enough time for
actions to be completed. CGi confirmed that the actions were
circulated soon after the meeting but the minutes could be circulated as
late as with the papers. PM added that as changed from Quality &
Governance to Audit should the policy go to Audit Committee to be
approved. JC confirmed that it would go to the Governing Body for
approval. The Committee discussed the mechanism to update the
Governing Body of key issues from the meeting as referred to on page
8 of the Terms of Reference as this was not a formal process and
minutes are out of date by the time they are seen by the Governing
Body. CGi would discuss the options with CG and advice the
Committee. ACTION CGi. Also to be discussed at Core as wider
issue. ACTION CGi.

10.6

AE highlighted the wording in section 1.1 regarding ensuring services
are ‘clinically effective and safe, within available resources’ and queried
if it should be reworded as clinically effective and safe services should
not be affected by resources. JC explained that the wording was from
national quality board. Committee discussed this and agreed that JC
and CGi would review the wording. ACTION JC/CGi. AE added that in
relation to the sub Committees in section 12.1, there were no minutes
from the IFR, decisions were recorded. JC added that should add
ECCP to the sub group list. ACTION JC.

10.7

JC queried if service planning had been covered within the roles and
responsibilities section with regards to newly commissioned services or
decommissioned services. MW responded that he would draft an
addition and advice JC. ACTION MW
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10.8

RESOLUTION: subject to the requested reviews, additions and
amendments the Committee accepted the updated Terms of
Reference for onward approval by the Governing Body.

11

Update on Effective Clinical Commissioning Policies

11.1

MW presented the paper.
JC queried whether GHFT were doing the ventral mesh rectopexy
procedure or sending patients to Bristol. MW confirmed that the
infrastructure was in place for GHFT to undertake the procedure and
around 30 were completed a year. CB followed up asking if the
required MDT was in place and suggested MW check with Zoe
Hamilton who was reviewing gynaecology. ACTION MW. JC to share
relevant NICE guidance with MW. ACTION JC.

11.2

JC asked why paraumbilical hernia repair was excluded. AS explained
that the surgeon had written providing evidence that it was less than it
had been so it was low risk. MW to check received the evidence
ACTION MW.

11.3

CB queried if assurance had been received from the lead
Ophthalmologist that they were now comfortable with the decision to
remove amblyopia from the policy. MW confirmed that it was not clear
how the Consultant’s concerns were addressed but they had been at a
meeting held with them.

11.4

RESOLUTION: Subject to the two actions requested, the
Committee:
 Endorsed the decisions of the ECCP;
 Ratified the updated ECCP list; and
 Endorsed the next steps set out I section 6.
AS and MW left the meeting at 12.39pm

12.

Accountable Officer – Statement on Emergency Preparedness,
Resilience & Response (EPRR)

12.1

The report was taken as read and MAE discussed the key issues. JC
queried whether ‘Accountable Officer’ should be ‘Accountable
Emergency Officer’ to differentiate between this role and CCG
Accountable Officer role. MAE agreed it could be changed. ACTION
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MAE. CG requested that MAE be identified as the Accountable
Emergency Officer in paragraph 2 of the document. In the same
paragraph ‘non-executive director’ to be amended to ‘lay member’ and
identify who that was. ACTION MAE.
12.2

RESOLUTION: Subject to the amendments requested, the
Committee approved the EPRR Statement.

13.

Data Security and Information Governance Update

13.1

The report was taken as read.

13.2

MAE clarified that the Data Security & Assurance Working Group was
the renamed Information Governance Working Group. There was also
a Gloucestershire Information Group. CG requested further information
regarding the incident reported in section 12 of the Data Security &
Assurance Working Group meeting notes. CGi clarified that this was a
random event that sometimes occurs. CG asked if a log was kept of
these incidents. MAE confirmed that there was already a log kept and
agreed that an analysis of incidents, trends and learning from the last
12 months could be brought to a future meeting. CGi would liaise with
TW. ACTION CGi. CB queried if self-acknowledged incidents were
received from Primary Care. MAE stated only if they are reported or
brought to CCG attention through a different route.

13.3

RESOLUTION: the Committee noted:
 the notes from the Information Governance Steering Group;
 the minutes from the Gloucestershire Information
Governance Group held 16th May 2018; and
 the notes from the Data Security & Assurance Working
Group meeting held on 17th July 2018.

14.

HR Dashboard

14.1

PP presented the HR Monthly Dashboard.

14.2

Staff turnover rate was noted at 13.0% for May and June which was
below the national average of 15.31%.

14.3

It was highlighted that the CCG headcount had increased to 347 in
June and had increased again in July to 349 with 6 new starters in May
and 8 in June.
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14.4

The sickness absence rate was reported as 2.15% in May and
increased to 3.44% in June. Anxiety, stress and depression remain the
main reason for sickness absence at a total of 48% of the overall total.
This was high and work was being done with managers to reduce this
including return to work interview on every occasion and promotion of
staff support. MAE confirmed that the staff away day will focus on staff
health and wellbeing.

14.5

RESOLUTION: the Committee noted the HR dashboard report for
May and June 2018.
PP left the meeting at 12.49pm

15.

Health and Safety Report

15.1

MAE presented the report.
JC raised concern that the annual inspection on fire extinguishers had
not taken place. CGi confirmed that Linnet Hooper had raised the
issue but it took a while to receive a response. CGi agreed to establish
why it had taken a walk about to identify the issue rather than it being
undertaken automatically and establish who to escalate issue to.
ACTION CGi.

15.2

PM flagged that RIDDOR was spelt incorrectly in section 3.1 of the
report. ACTION MAE.

15.3

RESOLUTION: subject to the amendment, the Committee noted
the report which was provided for information.

16.

Any Other Business

16.1

JC stated that she was on leave for the next meeting, 18th October, so
unable to chair. CB away too. CGi queried if a GP would be at the
meeting to ensure Committee quorate. AE agreed to chair the
meeting.
The meeting closed at 12:56 pm.
Date of Next Meeting: Thursday 18 October 2018, 9am in the
Boardroom, Sanger House.
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Audit Committee
Minutes of the meeting held on Tuesday 10 July 2018
Board Room, Sanger House
Members Present:
Colin Greaves (Chair)
Alan Elkin
Jo Davies
Peter Marriner

CG
AE
JD
PM

Lay Member, Governance
Lay Member, Patient and Public Experience
Lay Member, Patient and Public Experience
Lay Member, Business

In Attendance:
Andrew Beard
David Johnson
Cath Leech
Haydn Jones (Item 10)

AB
DJ
CL
HJ
CGi
AS
JT
DP

Deputy Chief Finance Officer
External Audit Manager, Grant Thornton
Chief Finance Officer
Associate Director of Finance (Business
Intelligence)
Associate Director of Corporate Governance
Internal Audit Manager, BDO
Internal Audit Manager, BDO
Head of Procurement

LS
RK

Head of Counter Fraud
Counter Fraud Manager

Christina Gradowski
Adam Spires
Justine Turner
David Porter (Items 12 &
18)
Lee Sheridan
Ryna Kibble
1.

Apologies

1.1

Apologies were noted from Dr Hein Le Roux and Dr Will Hayes

1.2

CG welcomed Adam Spires and Justine Turner. CG informed the
meeting that as David Porter was due at the Core Leadership team
that morning to present, his papers items 12 and 18 would be taken
first.

1.3

The meeting was confirmed as quorate.

2.

Declarations of Interests

2.1

Noting the absence of HLR and WH, there were no declarations of
interests made in relation to the meeting.
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3.

Minutes of the meetings held 13 March 2018

3.1

A correction was made to the minutes, page 7, item 6.3 the word
should read ‘over-ride’

3.2

Subject to the above amendment the minutes from the meeting held
on 13 March were approved as an accurate record.

3.2.1

The Chair noted the following points that related to the minutes:
 P.6 item 5.5.5 HR audit would be addressed as part of the
Internal Audit update
 P.9 item 7.7 special payments would be addressed as part of
Counter Fraud update
 P.10 item 7.10 that the additional 10 days required by Counter
Fraud in relation to crown court proceedings had not been
utilised, and this would be addressed in the Counter Fraud
work plan.
 P.14 item 12.9 that the threshold limits on waivers would be
reviewed during the summer and a proposal put forward to the
September Audit Committee meeting.

3.3

Minutes of the Extraordinary Audit Committee meeting held on 8
May 2018

3.3.1
A correction was made to the minutes, p.5 item 3.1.2 which should
read “CG noted that the Governing Body was ultimately responsible
for the governance of the CCG, rather than the Audit Committee
Chair”.
3.3.2

Subject to the above amendment the minutes from the meeting held
on 8 May 2018 were approved as an accurate record.

3.4

Minutes of the Extraordinary Audit Committee meeting held on
22 May 2018

3.4.1

A correction was made to the minutes p.3 item 3.1.1.9 the last
sentence in the paragraph should read “The IGQC would become
the Quality and Governance Committee in line with peer
organisations”.

3.4.2

Subject to the above amendment the minutes from the meeting held
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on 22 May 2018 were approved as an accurate record.
3.4.3

The committee noted that in relation to p.7 item 5.7 the review of the
Sustainability and Transformation Partnership would take place in
December rather than July as stated. CL explained that the review of
governance arrangements pertaining to the Integrated Care System
(previously STP) would conclude later in the year, once the
Memorandum of Understanding had been finalised and agreed.

3.4.4

ACTION: to include on the December Audit Committee agenda.

4.

Matters Arising

4.1

13.03.18, item 4.1 Charging of overseas patients. A report had been
included on the agenda. This item was closed

4.2

12.09.17, item 10.2 Lead Provider Framework (LPF) procurement.
CL had confirmed that the contract agreement for LPF procurement
had been brought forward to the Governing Body meeting
(confidential section) that took place on 29 March 2018. This item
was closed.

4.3

13.03.18 item 5.7 Internal Audit reports. The issue relating to the
previous auditors PwC, regarding the reporting of the
recommendation tracker and prompt delivery of internal audit reports
was considered obsolete, as the CCG had changed auditors. This
item was closed.

4.4

13.03.18 item 6.6 External Audit report. The introduction page of the
report had been updated to reflect that the Governing Body was
responsible for the governance of the CCG. This item was closed.

4.5

13.03.18 item 12.2. Procurement Waiver of Standing Orders. The
waiver 262/02/2018 has been circulated electronically. This item
was closed.

5.

Summaries of Procurement Decisions

5.1

DP provided a brief overview of the four decisions relating to recent
procurements that had been included within the paper.

5.2

The Community Urology service contract had been awarded to GP
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Care UK Ltd for a three year period. A challenge to that decision had
been made by Independent Health Group (IHG). In view of the
challenge made, the standstill period had been extended by a further
10 days. The extended standstill period ended at midnight on
Thursday 12 July. Panel members had reviewed their scoring and
concluded that the original scores were robust and did not warrant
changing. Currently the CCG was waiting for a response from IHG.
5.3

JD enquired about the basis for the objection from IHG. DP
responded that the IHG complaint was broad in nature. DP
commented that it was important to respond robustly to the
complaint. It was noted that there was a marginal difference in the
scores between the two bidders of less than 1% in the overall scores
obtained over 9 evaluation criteria. IHG had asked for a significant
amount of information from the winning bid which was not
permissible. DP confirmed that he would update the committee if the
complaint became legal.

5.4

ACTION: DP to report back to the September meeting on the
procurement challenge and outcome

5.5

The next two procurements were relatively small and well within the
delegated limits of executives. The two procurement schemes were:
 Provision of a Peer Support and Befriending Service which had
been approved by the Core Leadership Team on 6 March. It
was a three year contract with a possible contract extension of
up to two years, total contract value £120k.
 Provision of Dad’s Anti-Stigma Social Media Campaign which
had involved a local quotation process. The project value was
£5,000.

5.6

The Provision of Improved Access to Primary Care Services in
Gloucestershire involved placing a Prior Information Notice (PIN),
which had been approved by the Primary Care Commissioning
Committee on 15 June 2018. The PIN advertisements (OJEU and
Contracts Finder) would close at midnight, 23 July 2018.

5.7

DP informed the meeting that there had been two expressions of
interest to date in the PIN. There had been some concerns
expressed by Primary Care with regard to IM&T capability and
capacity within the county related to the prospective service. There
were also issues with the changes made by NHS England to the
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service description, which could invalidate the PIN. DP stated that
there were further meetings planned to discuss the issue and he
would know on 24 July if he was able to proceed with the PIN. AE
commented that the changes made by NHSE appeared to be
fundamental particularly around accounting for non-GP time.
5.8

CG considered that the Audit Committee would take a view in the
fullness of time. He thanked DP for his report.

5.9

RESOLUTION: the committee noted the Summary of Procurement
Decisions.

6.

Register of Waiver of Standing Orders – Waivers

6.1

CG commented that he was slightly dismayed by the number of
waivers; a considerable number were IT waivers. CG hoped that the
number of waivers would diminish and return to normal levels by the
next committee.

6.2

CL responded that the problem was that there were a limited number
of IT suppliers that could meet the requirements for information
sharing and bookings.

6.3

AE commented that it was possible to view this from a positive
perspective, indicating a more sustainable general practice in
Gloucestershire. The committee was also used to ensure that the
procurement process and administration was appropriate and robust.
AE considered that the committee was being used to drive
improvement.

6.4

PM noted that a number of IT schemes had been procured by CITS
and he questioned if they had sufficient capacity. CL responded that
CITS as the county provider of IT had sufficient capacity and
capability to deliver the required IT solutions.

6.5

RESOLUTION: the committee noted the register of waivers and
individual waivers.

7.

Internal Audit

7.1

Progress Report
AS introduced the Internal Audit (IA) Progress Report. The purpose
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of the report was to inform the Audit Committee of progress made
against the 2018/19 internal audit plan. It summarised the work
undertaken, together with IA assessment of the systems reviewed
and the recommendations made.
7.2

AS informed the committee that BDO complied with the Public Sector
Internal Audit Standards. As part of their audit approach, terms of
reference (ToRs) for each piece of work had been agreed with the
risk owner, identifying the headline and sub-risks, which have been
covered as part of the assignment. This approach was designed to
enable the auditors to give assurance on the risk management and
internal control processes, which were in place to mitigate the risks
identified.

7.3

AS explained that BDO operated a different methodology to PwC for
internal audit reviews and reports. The methodology was based on 4
assurance levels (‘substantial’, ‘moderate’, ‘limited’ or ‘no’ assurance)
in respect of their overall conclusion. This was in respect of the
design and operational effectiveness of controls within the system
that had been reviewed. The assurance levels had been designed to
ensure that the opinion did not gravitate to the middle of the band
grading i.e. satisfactory. AS pointed out that more information about
the methodology deployed could be found in section 2 of the report.

7.4

AS noted that the committee and staff members might need time to
get used to the new format and design of the reports. However, he
was open to feedback and comments on how the audit reports could
be adjusted and improved.

7.5

AS informed the meeting that a sector update had been included in
the papers, as well as the briefing on Candid Conversations on Elder
Care.

7.6

JT confirmed that all the work on the Safeguarding Audit had been
concluded. The audit covered adults and did not include children.
Key areas for review included governance processes and
arrangements, policies, procedures and protocols, training and
lessons learnt. JT asked that her appreciation to the Safeguarding
Team was passed on. They had been very helpful and enthusiastic.
The report would come out in September.

7.7

The committee noted that the risk management review focused on
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risk maturity. The purpose of the risk maturity assessment was to
help ensure that there was an effective risk management culture that
was embedded across the CCG. The assessment would focus on
areas for improvement. As an advisory piece of work, the
assessment would not generate an assurance opinion. AS informed
the meeting that the risk maturity was graded into 5 categories, at the
low end was ‘naïve’, followed by ‘aware’, ‘defined’, and ‘managed’. At
the high end the grading was ‘enabled’.
7.8

JT confirmed that the auditors would review the current Risk
Management policy and processes as well directorate risk registers
the corporate risk register and Governing Body Assurance
Framework. This would be alongside the training given to staff and
governing body members on risk management. AS commented that
the Risk Management workshop held in June targeted at governing
body members and senior managers was well attended. CGi
confirmed that it had been positively received by staff.

7.9

CG commented that the way that BDO assessed an organisation
was what he was familiar with and was pleased with the approach
being taken.

7.10

CG considered that the majority of the audits had been scheduled for
the latter part of the year, which could be problematic in terms of
sufficient staff capacity to respond to the audits. It also meant that
Internal Audit reports were scheduled for Audit Committee meetings
taking place in January and March 2019.

7.11

AS responded by acknowledging the concerns. He stated that it was
unavoidable as BDO had only recently taken over from PwC and
required time to produce an agreed audit plan and commence the
audits. This would improve in 2019/20.

7.12

CG enquired why HR had not been included within the Audit Plan for
2018/19. CL considered that this could be reviewed and she would
work with Internal Audit to see if there was sufficient days to
undertaken a HR audit during 2018/19.

7.13

ACTION: CL to work with AS and possibly find 3-4 unallocated days
for a HR audit. CL to report back to the September Audit Committee.
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8.

Internal Audit Follow-up report

8.1

JT provided a summary of the status of implementation of the
recommendations arising from reports issued in 2016/17 and
2017/18 that were due for follow up, since the last Audit Committee
meeting in May 2018.
2016/17 and 2017/18 recommendations:
• 2 recommendations were in progress;
• 1 recommendation was overdue on the Constitution. This was
outside control of the CCG but as further amendments had
been identified, a revised date for completion would be
provided.

8.2

RESOLUTION: the committee noted the Internal Audit Follow-up
report

8.3

AS provide a brief overview of the sector updates. The following was
noted:
 CG confirmed that he had booked his place at the Breakfast
Briefing in Birmingham.
 Kings Fund Innovative Models for General Practice. CL
confirmed she would circulate the link to the primary care team.
 Transformational Guidance for Audit Committees. It was noted
that the guide covered set-up: including vision, strategy and
governance architecture; delivery: covering change and
implementation, service and performance management and
live-running and benefits realisation: looking at people, process
and technology.

8.4

CG commented that Rob Graves, Audit Committee Chair,
Gloucestershire Hospitals NHS Foundation Trust (GHFT) had
organised a meeting with Audit Committee Chairs across the ICS to
discuss the system changes, and the implications for governance
and finance.
CG informed the committee that he would be
discussing the meeting between Audit Committee Chairs with Mary
Hutton. CL confirmed that she was having similar meetings with her
finance counterparts across the ICS.

8.5

PM considered the updates and briefings were useful and asked that
further briefings were included in the Audit Committee papers. The
Elderly Care Study brochure was rather US centric but contained
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useful information. AS commented that this brochure had been
produced by the BDO US branch. He informed the meeting that from
time to time auditors from the US office came to the UK, and he
could in future, ask if they would provide a face to face briefing
session.
8.6

RESOLUTION: the committee noted the sector update and
brochure.

9.

External Audit Progress Report

9.1.1

DJ provided a summary of 2017/18 work programme that had been
completed. The External Audit Findings Report was discussed with
the Audit Committee on 22 May 2018 and the Audit Opinion was
signed on 24 May 2018.
DJ stated for completeness he reiterated that their conclusion could
be summarised as follows:
 Unqualified opinion on the financial statements.
 Unqualified regulatory opinion.
 Unqualified value for money opinion.
DJ considered that in terms of VFM they did not identify any risks
and the CCG delivered a surplus year on year.

9.1.2

DJ provided an overview of the work which would shortly commence
for the financial year 2018/19. This would mean a continuation of
discussion and meetings to inform their risk assessment for 2018/19
financial and value for money audits. Continuation with the review of
board papers and finance and performance reports. At this point in
the financial year there were few financial risks that had been
identified.

9.1.3

In terms of fees, External Audit had issued fees in line with the plan
agreed with the CCG. The fees had been reduced from the previous
year. DJ stated that he was unable to attend the May Audit
Committee meeting. However, he wished to reiterate the words that
Alex Walling had made in relation to the CCG finance staff, who had
been very helpful and efficient, which made it easy to conduct and
conclude the audit.
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9.2.

Annual Audit Letter

9.2.1

DJ advised that he had also included within the papers the Annual
Audit Letter.
RESOLUTION: the committee noted the External Audit Progress
Report and Annual Audit Letter.

10.

Counter Fraud

10.1

Progress Report

10.1.2

LS provided an overview of the Counter Fraud work plan and
progress to date. He stated that he had not amended the original
plan. However, the plan would be amended to show a reduction of
10 days counter fraud work. The 10 days were now unallocated due
to the unexpected completion of the court case involving Sandra
Reynolds (SR). CG stated that the 2018/19 Counter Fraud plan that
had been agreed by the Audit Committee included 50 days of work.
There were no changes other than the reduction of 10 days relating
to the SR case, which should be included in the updated plan.

10.1.3

LS highlighted some of the key activities the team had been involved
in:
 A Counter Fraud newsletter had been issued and cascaded to
CCG staff via Team Brief and to the GP community through
What’s New This Week.
 Counter Fraud drop in sessions takes place at Sanger House
on several occasions during the month.
 Counter Fraud attended the countywide Practice Managers
Conference and engaged with practice staff raising their overall
awareness.
 At the same event Counter Fraud delivered a joint presentation
with the Overseas Department from GHFT. Over 100 practice
staff attended. The event focused on the vital role played by
practice staff in preventing and detecting fraud and identifying
overseas patients.
 Counter Fraud participated in the CCG’s annual staff
engagement survey.
 On 3 May Jayson Gall, South West Quality Inspector for NHS
CFA, provided two half day workshops on procurement and
conflicts of interests for all four Gloucestershire organisations.
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The Lay Member for Governance and Corporate Governance
Officer for the CCG attended the second half day workshop.
10.1.4

10.1.5

LS advised that he had attended a national event specifically for
CCGs focusing on counter fraud; where there was a discussion
about work taking place on benchmarking data across organisations.
.
LS informed the meeting that NHS England had recently taken
counter fraud services back in-house. Stuart Francis, Counter Fraud
Lead for NHS England launched the NHS England’s draft Economic
Crime Strategy. The strategy identified the various investigative
roles within primary care. The strategy identified that “patient” fraud
would be the responsibility of the Local Counter Fraud Specialist.
This would have no impact on how the Counter Fraud (CF) team
work in Gloucestershire, as the CF team already undertake these
types of investigations. LS stated that the team anticipated a
continuing joint relationship with NHS England fraud service.

10.1.6

LS gave an overview of the Sandra Reynolds case. Ms Reynolds
had a very disabled daughter and she had employed her other
daughter, who was a solicitor, as a full time carer. She was in receipt
of individually managed payments (Personal Health Budget, PHB) for
her disabled daughter.

10.1.7

Having previously pleaded not guilty, Sandra Reynolds was due to
face a 10 day trial at Gloucester Crown Court commencing 14 May
2018. However, on the morning of the trial, Sandra Reynolds
entered a guilty plea of False Accounting. She received a conditional
discharge and was ordered to pay compensation of £17,000 to
GCCG within 14 days (to be split with Gloucestershire County
Council). This work exemplified good joint working between health
and the local authority.

10.1. 8

The Counter Fraud investigation identified a number of system
weaknesses within Direct Payments/ Personal Health Budgets. A
meeting was held consisting of the Chief Finance Officer (CFO),
Counter Fraud and GCCG staff to address the weaknesses
identified, and ensure that improvements to the system were made.

10.1.9

CG asked if the Crown Prosecution Service (CPS) accepted the
guilty plea on a lesser charge. LS confirmed that the plea had been
accepted; her daughter had been referred to the Law Society. CL
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advised that Kim Forey and Margaret Willcox had spent considerable
time reviewing the recommendations that had come out of this case
and how PHB operated. Improvements were being made to the PHB
system and processes. CG considered that the Audit Committee
should be updated on the improvements that were being made to
PHB.
10.1.10

ACTION: KF to attend the December Audit Committee with an
update on PHB.

10.1.11

LS informed the meeting that there were a number of on-going
counter fraud investigations including an investigation involving
historic prescribing forms.

10.2

Specials Report

10.2.1

Ryna Kibble gave an update on the two pieces of proactive work that
she was currently involved in. She was working collaboratively with
Nikki Holmes regarding prescribing and Gill Brigland focusing on the
healthcare travel cost scheme. With regard to the latter the work had
been largely educative and housekeeping, ensuring that appropriate
payment and invoice audit systems were in place. The committee
noted that it was important that vulnerable patients were not
criminalised for innocent mistakes regarding reimbursement of travel
costs.

10.3
10.3.1

DRAFT Annual Report
LS provided a summary of the key elements of the Annual Report.
The Audit Committee noted the report.

10.4
10.4.1

GCCG Self Review Tool
LS informed the meeting that the self-review tool contained national
standards for counter fraud. A risk assessment was completed on
the CCG’s governance, leadership, system and processes for
counter fraud. The CCG was rated as ‘green’ in all areas. The
assessment was completed in March this year.

10.4.2

RESOLUTION: the committee noted:
 Counter Fraud Progress report
 Specials Report
 Draft Annual Report
 GCCG Self-Review Tool.
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11.

Gifts and Hospitality
Commercial Sponsorship and rebates

11.1

CGi provided a brief summary of the two registers. The registers
were previously reviewed at the December meeting of the Audit
Committee. Two new declarations had been added within the
Hospitality and Gifts Register for 2018/19 and there had been no
changes to the sponsorship register. CCG staff were regularly
reminded to complete relevant declarations through internal
communication channels and through governance training sessions.
At the corporate staff induction held on a quarterly basis, staff were
informed about conflicts of interests, declaring gifts and hospitality.

11.2

RESOLUTION: the committee noted the Gifts and Hospitality,
Commercial Sponsorship and Rebates registers.

12.

Risk Management
Corporate Risk Register and Governing Body Assurance
Framework

12.1

CGi informed the meeting that following on from the Governing Body
Business Session the risks included in the corporate risk register and
governing body assurance framework had been realigned to the new
agreed corporate objectives.

12.2

CGi asked the Audit Committee to consider the recommendation to
close the following risks:
 L3 APMS procurement actions and dates had been updated. The
risk rating had significantly reduced from 12 (Amber) to 6 (Yellow)
due to the mitigating actions that had been taken.
 L4 Risk that the APMS contract for a Primary Care registered list
at Eastgate House and Matson Lane and the Urgent Primary Care
Centre would be handed back. The original risk rating was 12
(Amber), and had decreased to 4 (yellow).
 F17 Risk around the CCG using the lead provider framework for
the procurement of commissioning support services. The actions
have been updated this risk was reduced to 4 (Yellow) from 12
(Amber) in December 2017.
 F21 Shared Record Project - GPs may decline to share data due
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to concerns about the implications of information sharing. The risk
has been further reduced to 3 (Green) as actions have been taken
to mitigate risks.
 C36 Inability to report on constitutional standards. This was a
duplicate of C15 and a request had been made to close this risk.
 C35 Risk that the transfer in providers of the OOH service from
SWAST to CareUK leads to an inability to deliver an effective
service during transition. This risk had been reviewed and was
considered to be irrelevant.
12.3

CGi asked the Audit Committee to consider and approve the
following new risks to be included on the CRR / GBAF.
 L7 there was a potential risk to the delivery of an Out of Hours
GP service across the county.
 L8 there was a risk that clusters cannot deliver Improved
Access pilots sustainably. Due to an inability to fill all the
rostered shifts regularly and there were system issues.
 L10 there was a risk that the contract for GMS provided by St.
Catherine' surgery was handed back to the CCG.

12.4

CG considered that there had been clear improvements made to the
corporate risk register and Governing Body Assurance Framework.
However he was disappointed that further work had not been
undertaken to address the following:
 A clear articulation of the actual risk and its impact, rather than
an essay long description of the risk.
 A clear identification and clarity of assurances, as distinct from
controls.
 Updated pithy and succinct action plans indicating
contemporary actions were required.

12.5

CGi confirmed that she would provide this feedback to directorate
risk leads and offer further training, if required.

12.6

ACTION: CGi to provide risk leads with feedback from the Audit
Committee Chair.
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12.7

RESOLUTION: the committee approved the
 Closure of risks L3, L4, F17, F21, C36 and C35.
 Inclusion of new risks L7, L8 and L10.

13.
13.1

STP / ICS Savings Solutions Report
HJ introduced the STP / ICS Savings Solutions report. Overall the
financial forecast at month 12 was £22.704m out of a total savings
target of £25.154m (90.26%). The savings plan of £25.154m was
included in the financial plan for 2017/18. Slippage in the savings
plan had been included in the financial forecast for the year.

13.2

The report reflected the difference between what had been delivered
and what had been included as a risk share. The savings associated
with urgent care had largely been mitigated through negotiating a
block contract for urgent care at 100% in 2017/18 with GHFT.
Additionally, elective inpatients/day cases and outpatients also had a
risk share of 50%.

13.3

The committee noted that an end of year improvement was made
following a review of the Mental Health Frequent Attender scheme.
This was also helped by other key schemes such as the MSK
pathway, GP in ED, length of stay and medicines optimisation.

13.4

There was a discussion about the mental health frequent attenders
and the role of the Cavern – Crisis Café in diverting patients away
from ED. It was noted that it was difficult to quantify the effect of the
Crisis Café and further evaluation was required. However it looked
promising.

13.5

HJ informed the meeting that further savings had been derived from
Lucentis, with a price reduction negotiated, accompanied by the
NICE response to professional prescribers of the drug. However,
significant clinical behaviour change was needed to change
prescribing habits and ensure that savings were achieved.

13.6

HJ considered that other key pieces of work such as recoding
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chemotherapy drugs to NHSE under specialised commissioning
rather than the CCG would improve the savings picture, as well.
13.7

CG thanked HJ for an easily accessible and well-presented report.

13.8

RESOLUTION: the committee noted the STP / ICS Savings
Solutions report.

14.
14.1

Briefing on Overseas Visitors Recovery
AB introduced his report stating that it was concise and to the point.

14.2

The original guidance issued in 2015 had been updated in January
2018 and supported the legal framework for cost recovery of
chargeable overseas patients, which came into force on 23 October
2017.

14.3

AB described how the system worked, as follows:
 It was mandatory to collect payment upfront for any chargeable
patients that were not in need of urgent or emergency care.
 For immediately necessary or urgent treatment (as defined by
a responsible clinician), upfront payment was not required and
could not be withheld pending payment.
 The guidance coverage was extended to all providers of NHS
funded care (except primary care and some palliative care).
 All chargeable patients would be charged a proportion of tariff
for the services they received. This would be at the national
tariff rate or, where there was no national price, at a local rate,
o within the European Economic Area (EEA) this would be
charged 100% of tariff (as per 2015 guidance)
o outside of the EEA, this would now be charged at 150%
which recognised that there was a significant additional
workload for providers when identifying and recovering cost
from these patients.
AB stated that further information was provided in the paper on the
risk sharing arrangements.

14.5

AB commented that 2G had produced a helpful handbook on cost
recovery which could be circulated to governing body members.
However, cost recovery by 2G was very small around £20-30k per
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annum and even smaller by GCS. GHFT was larger and amounted
to around £185k of which the CCG paid £92k upfront and £62k was
uncollectable, as patients were from a non EEA area.
14.6

AE considered that the guidance fell short. It was obvious that this
was a complicated area with 17 classifications as to whether the
patient was required to pay or not pay. AE considered that it made it
difficult for health organisations to recover their costs. AB suggested
sending AE the full report.

14.7

ACTION: AB to send AE the full report via email.

14.8

CG stated that a presentation had been made to the GHFT
Governors about overseas visitor’s costs recovery. He considered
that GHFT did not have such a difficult problem with obtaining the
information required from patients, in order to assess if they should
or should not pay. CG commented that Counter Fraud worked well
with Gloucestershire health partners and the Home Office to detect
and deter fraud. CG thanked AB for the report.

14.9

RESOLUTION: the committee noted the report.

15

CCG Financial Control, Planning and Governance SelfAssessment

15.1

CL introduced the report. She informed the committee that NHS
England had asked all CCGs to complete a CCG Financial Control,
Planning and Governance Self-Assessment template on a quarterly
basis.

15.2

CL explained that the purpose of the template was to provide ‘early
warning signs’ of CCGs in financial distress and to provide
assurance that there were adequately-designed and effective
financial controls and governance processes in place to manage risk.
The template had been completed with an extra column, which
provided the CCG with additional narrative, where required to help
explain the reason behind the assessment. CL was keen to highlight
that the template only allowed responses of Yes, No, Partial or not
applicable that were then feed through to an overall dashboard which
NHSE Rag rated. The template required submission to NHSE
following the meeting.
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15.3

CL drew attention to the following key issues and the responses
given:
 There was formal budget sign off process in place.
 All staff including committee staff would be trained on financial
governance, with additional training organised for later in the
financial year. This would be organised shortly.
 The investment process would now include an
implementation review stage; the PMO had set up
appropriate arrangements for evaluation and review.
 All contracts for 2018-19 including; any MOUs, BCF, pool
agreements etc. and any contract variations required for
2018-19 had been signed off, with the exception of North
Bristol Trust. The latter was currently being progressed.
 A Finance and Investment Briefing was established and
functioning through the Governing Body Business
Sessions with plans to strengthen the arrangements.
 The CCG staff turnover % based on the previous 12
months should be 5% or less. The current turnover rate
was in line with previous years, and showed no indication
of an upward trend.
 CSU commissioning arrangements and contracts would
be in place, within the next two weeks.

15.4

There was some discussion about strengthening the Finance and
Performance part of the GB Business Sessions. Further discussion
would take place with governing body members on how this would
work.

15.5

RESOLUTION: the committee approved the submission of the CCG
Financial Control, Planning and Governance Self-Assessment to
NHSE

16.

Aged Debtors Report

16.1

AB introduced the report commented that at the previous Audit
Committee there was a request for more information. He hoped this
report provided the committee with sufficient detail.

16.2

At the time of the report the outstanding debt as per the Sales
Ledger was £1,374,505.62 of which £875,763.97 was NHS and
£498,741.65 was Non NHS. AB stated that it was worth noting that
86% of the monies were, not yet, due for payment.
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16.3

AB went through the key reasons for the NHS debtors to date and
followed this up with pointing out that around £498k was non-NHS
and the vast majority of that sum belonged to GCC. Approximately
£293k, was not yet due, and related to regular County Council
recharges, mainly FP10 Public Health Services.

16.4

AB considered that the recovery of debts sometimes took time where
responsibilities were not clearly articulated, such as where monies
were owed by GCC. For example domiciliary care which does not go
through the GCC’s Brokerage Team but through the Continuing
Health Care Team. In this instance and others the Integration Team
had been very helpful. AB stated that the finance team was mindful
of maintaining a close eye on debtors and were bearing down on
cost pressures.

16.5

CG considered that the aged debtors list was slightly higher than the
previous year, but not by much.

16.6

RESOLUTION: the committee noted the Aged Debtor Report

17.

Losses and Special Payments Register

17.1

AB reported that there were no losses or special payments to report.

17.2

RESOLUTION: the committee noted the verbal update

18

Debts Proposed for Write-Off

18.1

AB reported that there were no debts proposed for write off.

18.2

RESOLUTION: the committee noted the verbal update.

19

Off Payroll Payments – IR35

19.1

AB explained the new process that had been introduced in relation to
Off Payroll Payments IR35.

19.2

In 2017 HMRC introduced revised regulations for the way public
sector organisations manage off payroll appointments, commonly
referred to as IR35 appointments. The new regulations transferred
responsibility for the correct treatment of these individuals from
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themselves to the public sector bodies commissioning them, along
with the fines and penalties for the incorrect treatment. Hence, the
liability for paying what HMRC considered to unpaid taxes fell to
public sector bodies such as the CCG.
19.3

The CCG introduced a new process to review all the payments made
to individuals, PSCs and employment agencies to identify if those
who provided the services contained a labour element that required
full assessment. In total 55 assessments had been made.

19.4

The outcome was:
 34 were treated as self-employed and the process was to pay
the supplier on invoice. It was deemed that the legislation did
not apply.
 13 were treated via a payroll process and deductions made of
the appropriate Tax and NI, at source. It was deemed that the
intermediary legislation applied.
 8 were treated via a payroll process and deductions of
appropriate Pension, Tax and NI, were made at source. As
they were deemed to be employees. These people were mainly
GPs and efforts were made to get them onto the payroll.

19.5

AB considered that the main issue was that under the legislation, the
key factor was that the GPs were under the supervision and
management of the CCG for example the GP in ED. In that case the
trial of the GP in ED had ended.

19.6

PM commended AB on this work, which was necessary and
important. CG thanked AB for the report.

19.7

RESOLUTION: the committee noted the report.

20.

Terms of Reference

20.1

CGi explained that the Audit Committee Terms of Reference had
been updated to reflect the changing responsibilities of the
committee. The chairs of CCG committees met in March 2018 to
discuss and agree improvements to the committee structure,
processes and functioning. As a result the following changes to the
Audit Committee ToR were recommended:
 Change of title to the Audit and Risk Committee to reflect the
committees responsibility for risk management.
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 Inclusion in the ToR of the assurance role that the Audit & Risk
Committee would carry out in relation to risk management.
 Clear demarcation between IGQC’s role for reviewing and
scrutinising clinical risks and escalating up and A&R’s role of
assuring the Governing Body of risk management system and
processes. As well as the identification of risks, mitigation and
escalation to the Governing Body.
CG commented that the ToR required an overhaul to reflect the
current business environment. However, at this stage it was
important for the committee to agree the changes and recommend to
the Governing Body, so that A&R took responsibility for risk
management across the CCG.
20.2

RESOLUTION: the committee recommended for approval by the
Governing Body the Audit and Risk Committee ToR.

21.

Any other business
CG informed the meeting that the Audit Committee assessment
template contained with the HFMA’s AC Handbook would be used
for the annual assessment which would take place in September.

22.

Date and time of the next meeting
The next meeting would be held at 9.00am on Tuesday 11
September 2018, in the Prout Room, Sanger House.
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