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1.0 Introduction from Chair and Accountable Officer  

 

This Operational Plan sets out the ambitions of Gloucestershire Clinical Commissioning 

Group (GCCG) in the second year of the current planning round. The last year has been 

crucial to establishing the clear foundations of the “One Gloucestershire” Health and Care 

system and we intend to build on these foundations rapidly in the coming year. The 

Gloucestershire Sustainability and Transformation Plan laid out our shared vision for 

improvement and we have made significant progress on this journey during 2017/18 making 

real improvements in health and care for people in Gloucestershire. Over the coming year 

we want to go further with greater integration across our health and care system, 

accelerating our achievements and ensuring that areas that have not made so much 

progress are supported to do so. 

The financial and operational delivery context for our system remains challenging but there 

has been significant progress during this year, and the financial position has stabilised 

across the system. Going further to ensure high quality, good value care will require us to 

continue to drive system transformation across a number of care pathways. Through our 

Enabling Active Communities work people in Gloucestershire are responding to taking the 

lead on living well and we will continue to support our self-care and prevention plan as a key 

cornerstone of the future of health and care in the county. Achieving parity of esteem for 

mental and physical health remains at the centre of our aims over the coming year with 

investment in line with the Mental Health investment standard. 

Our new ways of working are continuing to evolve and locality based, integrated care has 

underpinned a number of developments this year. We will continue to build on our 

successes and learn from the progress we have made as we look to transform urgent & 

emergency care over the coming year and beyond. The Centres of Excellence programme 

will continue to review ways of ensuring we are providing the highest standards of specialist 

care putting safety first across our two acute hospitals. Here are some of the key 

achievements from 2017/18  

 All 80 GP practices have aligned to form 16 clusters around practice populations of 

30-50,000 scale. Our Integrated Community Teams have realigned to work with 

these clusters to provide integrated care at a local level and we are moving forwards 

with pilot Integrated Locality Boards in 3 clusters. 

 Delivery of social prescribing at scale across the county, having completed an £860k 

procurement for a new community wellbeing service jointly funded with the local 

authority bringing together social prescribing and village agents into a new 

community wellbeing service, which went live in October 2017. This service enables 

people to access the support and experiences that are right for them. 

 Delivery of a comprehensive primary care workforce strategy has led to the 

development of new; innovative roles in primary care including practice based clinical 

pharmacists, community frailty & dementia nurses, urgent visiting paramedics and 

mental health practitioners.  

 Primary Care Estates Strategy has delivered 3 large scale and 8 smaller scale 

refurbishment and new build projects to improve Primary Care facilities available to 

patients and staff.  
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 Improved access to appointments has been made available in a number of locations 

throughout the year and will be available within all clusters from April 2018. 

 A comprehensive self-care and prevention strategy supported by £1.9m STP 

investment and covering projects including self-management education and peer 

support, domestic abuse, persistent alcohol misuse, physical inactivity, 

breastfeeding, sexual health, child weight management and incontinence. We have 

supported over 1400 individuals to complete a Patient Activation Measure (PAM) to 

enable greater engagement in self-management of their long term condition.  

 Over 10,000 school children participated in our first Daily Mile campaign. 

 Significant recovery in performance against a number of the key NHS constitution 

standards including: the Emergency Department 4 hour standard, 6 week access 

standard for diagnostics and a marked reduction in delayed transfers of care. 

 Our clinical programmes approach to deliver pathway improvements across our 

system has had many successes, some examples are as follows: 

o extend our  primary community eye care service across the county re-

providing a range of secondary care eye services in the community 

o Reduction of around 50 strokes for our population following an award winning 

AF case finding project delivered in partnership with the AHSN  

o Transformation of cancer pathways including the development of a straight to 

test pathway for colorectal cancer and the review and relaunch of all cancer 

referral forms.  

o Development of a new care model for Musculoskeletal services including the 

implementation of a Virtual Fracture Clinic that went live in November 2017. 

 We have piloted face to face and online counselling services for young people. The 
evaluations of these pilots very positive outcomes for young people. We are now 
working to commission these services fully. 

 We have continued our commitment to funding the Mental Health Forward View; 

access to psychological therapies has improved with 80% of people currently being 

treated within 6 weeks (from 40% in 2017/18). Mental Health services for children & 

young people are also becoming more widely available with initial support available 

in an increasing number of schools. 

Our plans will continue to be underpinned by the enabling work-streams ensuring that we 

are joining up digital information, maximising the use of our estate and ensuring our 

workforce is resilient and equipped for the changes that lie ahead. Our primary care 

strategy remains key to developing and maintaining outstanding services across the 

county and our plan to pilot Integrated Locality Boards in a number of areas this year is 

an exciting development. This plan demonstrates real progress over the last year and 

sets out further important improvements for the coming year and beyond; we look 

forward to continuing to do our part in supporting a healthier future for the people of 

Gloucestershire.  

  
 

Mary Hutton 
Accountable Officer, Gloucestershire Clinical 
Commissioning Group 

Andy Seymour 
Clinical Chair, Gloucestershire Clinical 
Commissioning Group  
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2.0 System Overview 

 

The Gloucestershire Clinical Commissioning Group (CCG) Operational Plan 

providers an overview of our CCG commitments for year two of our system wide 

Sustainability & Transformation Plan (STP). Delivering the Five Year Forward View 

requires system wide improvements and new ways of working. Looking ahead, we 

believe that by all working together in a joined up way as ‘One Gloucestershire’, we 

can build stronger, healthier and happier communities and transform the quality of 

care and support we provide to all local people. Moving towards an Integrated Care 

System will be the next stage of our journey, accelerating delivery of system 

objectives by embracing integrated working. 

Our One Gloucestershire STP sets out our ambitions to deliver a step change for 

health and social care in Gloucestershire. Delivery against the STP core aims is 

moving forwards at pace and there has been significant progress during 17/18. The 

transformation plan is now in implementation with delivery focussed on population 

health approach (Place Based), improving quality and outcomes and the delivery of 

more efficient services through improved pathways with an increased focus on 

prevention and self-care. There are real signs of positive change. 

Our thinking reflects the continued commitment of the local NHS organisations and 

Gloucestershire County Council (GCC) to work together collaboratively and with 

collective accountability and responsibility for improving health and care delivery and 

population outcomes within the available resource whilst ensuring system 

sustainability. Our focus is not on the structures of our organisations, rather on how 

the commissioning and delivery of care can be improved to secure better outcomes.   

The Gloucestershire system remains challenged by  

 A growing population with more complex needs – it is estimated 47,500 

people over the age of 65 are living with long term conditions, which is 

projected to rise to 77,000 by 2030. 

 Increasing demand for services and rising public expectations, coupled with 

low levels of personal responsibility in some areas regarding health. 

 Innovation in new medical technology and medicines, which has the potential 

to improve lives for many people but needs funding for implementation. 

 Considerable pressure on NHS and social care finances. Whilst we have 

done well to close the finance and efficiency gap for our system through our 

productivity programmes of work; the health and care community continues to 

face a significant gap in finances over the next three years, as demographics 

and treatment options change, requiring us to make changes to the way we 

deliver services in the future. 
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 A need to strengthen mental health care and support giving rising incidence 

and prevalence of mental health conditions. 

 Significant pressures on our NHS and Social Care workforce capacity, with 

the potential for gaps to arise in key roles unless action is taken to develop 

new roles and ways of working. 

Our long term ambition is to have a Gloucestershire population, which is: 

 Healthy and Well – taking personal responsibility for their health and care, 

reaping the personal benefits that this can bring.  

 Living in healthy, active communities and benefitting from strong networks of 

community services and support. 

 Able to access consistently high quality, safe care when needed in the right 

place, at the right time, 

The diagram below shows the scale of the system challenges for One 

Gloucestershire footprint. 

Diagram 1: One Gloucestershire System Challenges 
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2.1 Our Vision 

 

 

 

 

 

 

 

Our operational Plan sets out the delivery priorities for 2018/19 for the CCG in 

support of our wider STP. As Gloucestershire health and social care organisations 

we remain committed to delivering leadership and system level transformational 

change in four ways in line with closing the three ‘key’ gaps outlined in the Five Year 

Forward View. 

 Enabling Active Communities – building a new sense of personal 

responsibility and promoting independence for health, supporting community 

capacity and making it easier for voluntary and community agencies to work in 

partnership with us. During 2017/18 we have launched our Self-Care and 

Prevention Plan and moved forward on a wide range of initiatives including: 

the Community Well-being scheme, healthy workplace programme, a new 

Voluntary & Community Sector strategy and enhanced community activation. 

In 2018/19 Gloucestershire Moves is aiming to get 33,500 inactive people 

moving, our commissioning of weight management services will be 

refreshed and we will launch our Gloucestershire Self-Management 

Education Programme in order to close the Health and Well-being Gap. 

 

 Clinical Programme Approach – systematically redesigning pathways of 

care to help us close the Care and Quality Gap, good progress is being 

made in the Respiratory programme with the introduction of integrated 

respiratory teams across acute and community care. The Dementia 

programme has introduced Community Dementia Nurses in primary care. The 

introduction of virtual fracture clinics and a pilot to separate elective and 

emergency inpatient orthopaedic surgery has supported further success in 

musculoskeletal pathways. The Cancer programme is supporting recovery 

of key access targets through changes that streamline the patient pathway. In 

2018/19 our Centres of Excellence programme will build on this approach to 

ensure the best services possible are delivered underpinned by a sustainable 

workforce. Progress on the Mental Health Task Force will remain a priority 

with Children’s and Young People’s Mental Health being a significant 

Our STP Vision: “To improve health and wellbeing, we believe that by all working 

better together – in a more joined up way – and using the strengths of individuals, 

carers and local communities, we will transform the quality of care and support we 

provide to all local people” 

 CCG Vision: “Improved health and wellbeing through joined up care and 
communities” 



 

9 
 

focus. Specialist palliative care will be a focus for End of Life care alongside 

working with the National End of Life care board. 

 

 Reducing Clinical Variation – elevating key issues of clinical variation to the 

system level is facilitating a joined up conversation around some of the harder 

priority decisions we need to make. Our Medicines Optimisation programme 

has made substantial progress in 2017/18 delivering an in-year saving of 

£4.0m. This has been supported by success of the Living Well with Pain 

Programme in reducing analgesic spend, including the delivery of primary 

care masterclasses to over 150 GPs and the development and roll out of the 

Joint Countywide Pain Formulary. During 2018/19 our focus will extend to an 

Elective Care Programme which will focus on Outpatient Optimisation and 

Diagnostic Optimisation to ensure equity of access and evidence based 

services are offered in a consistent way. This programme will turn the dial for 

our system to close the Care and Quality Gap. 

 

 One Place, One Budget, One System – we have taken a place based 

approach to commissioning and providing services; this has led to real 

change in Primary Care with the formation of integrated community teams 

organised around 16 GP clusters based around populations 30-50,000; 

developing these into Locality Provider Alliances putting their communities 

at the heart of their delivery will be the next step. Piloting Integrated Locality 

Boards during 2018/19 will take this model further to ensure care is well 

matched to the local population. Redesigning our Urgent Care system is 

underway with the development of the clinical model across the full breadth of 

the pathway; this will supported by test and learn schemes which will be in 

place for winter 2018 and will be developed further through public 

consultation. This work is ensuring we will close the Finance and Efficiency 

Gap, and move us towards delivery of a new care model for our county. 

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 – Delivery of the Local Digital Roadmap has progressed in 

2017/18. NHS Corporate and public Wi-Fi will be delivered across the GP 

practice estate by June 2018. A new Wide Area Network has been procured 

to replace the current N3 network to GP practices and this will be 

implemented in 2018/19. During 2018/19 we will implement all referrals 

becoming electronic via the e-referral system by June 2018. Supporting 

online consultations and extended access in primary care will also be part 

of 2018/19 plans. Mental Health services are leading the way in the use of the 

single Joining Up Your Information record and the shared care record will 
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support the delivery of the urgent & emergency care model. The Whole 

System Intelligence Network is working to join up reporting and information 

requirements and is focused on the retention and best use of staff resources 

available to the system. 

 

 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. Looking to a shared 

recruitment function across STP organisations and expanding the Trainee 

Nursing Associate programme are also central priorities. Continuing to refine 

the triangulation of workforce planning and development across the system 

will be increasingly important to system-wide working. 

 

 Joint Estates Strategy – the estates strategy is moving forwards a number of 

strands of work. Significant progress in the Primary Care Infrastructure Plan 

has been made in 2017/18 with a number of primary care centres progressing 

redevelopment plans and two schemes delivering in full. During 2018/19 a 

further four schemes are planned to delivered in full. The re-provision of 

community hospital services in the Forest of Dean will remain a priority in 

2018/19 following public consultation in 2017/18. Capital requirements for the 

urgent & emergency care plan are also key to delivery in the next year. 

 

 Primary Care Strategy – the Primary Care Strategy works alongside One 

Place, One Budget, One System to ensure we are leading the pack in our 

primary care provision. Priorities for the coming year include: launch of 

improved access in all clusters from April 2018 and increasing the number of 

practices offering online consultations. Continuing the workforce programme 

will include development of Workforce Health Inequalities Fellowship, 

evaluation of the Newly Qualified GP scheme and the continuation of new 

primary care workforce roles. Improving access to information in 

conjunction with the Joining Up Your Information programme is also central to 

supporting primary care. 
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2.2 Progress on National Priorities 

  

Delivery against the constitutional targets has been a central focus across the 

system in 17/18 and our success has been greatly enhanced by our partnership 

working. Gloucestershire has seen significant recovery in the four hour Emergency 

Department (ED) standard and is now moving towards a blueprint for urgent care 

pathways that will fundamentally shift the mode in which emergency and urgent care 

is delivered to patients across our county.  

Some of our successes from joint working in 2017/18 are listed below  

 ED performance of 91.07% over the winter period (November 2017 to 

February 2018).  This performance exceeds Gloucestershire’s commitment to 

the national team of achieving 90% sustained over the winter period and is a 

significant improvement on the performance for the equivalent period last year 

which was 78.21%.  ED performance in March 2018 was 86.9%, surpassing 

the STP target of 83.5%.  Year to date achievement was 86.7%, matching the 

STP target. The system has routinely outperformed the region throughout the 

winter period.  

 Achievement of 6 week diagnostic standard in between October 17 and 

February 18 for the first time in 13 months.  

 Ambulance handover delays over 30 minutes down from 587 Q4 2016/17 to 

244 Q3 2017/18, including 18 delays between 1 and 2 hours 

 Upper decile nationally for Delayed Transfers of Care in Q3, and 

improvement and maintenance of percentage achievement against national 

expectations throughout January and February 18. 

 Performance against the 2-week wait cancer standard (for referral to first 

appointment) improved from 76.4% in November 2017 to 90.63% in February 

2018, with trajectory to return to standard from Quarter 1 18/19. Performance 

against the 62 day cancer standard (from referral to start of treatment) has 

improved in February to 81.6% for Gloucestershire CCG. 

 Referral to Treatment recovery is ongoing with the action plan to address the 

Trakcare recording issues at GHNHSFT (in relation to the recovery of the 18 

week RTT and recovery of an accurate reporting position GHNHSFT have 

undertaken a deep dive exercise via NHS Digital; and shadow monitoring is in 

place to provide local system assurance) 

 A new hot / cold site split for Musculoskeletal services at GHNHSFT piloted 

for winter 17/18, releasing significant elective capacity that is now being 

targeted at waiting list recovery 
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 Further work on Improving Access to Psychological Therapies (IAPT) is 

ongoing with a review of the current pathway. Cumulative year to date (at Jan 

18) IAPT performance is 11.4% against a trajectory of 12.5%. IAPT Recovery 

is 51% for year to date (at Jan 18) above the target of 50%. 

 The discharge to assess pathway has delivered 100% of continuing 

healthcare assessments being completed in a non-acute setting since August 

2017 with the year to date achievement at 99.0% (at Feb 18) 

Our areas for focus in 2018/19 

 Urgent & Emergency Care – continuation of  the excellent work done to date 

on the 4 hour access standard, maintain superb ambulance handover times 

and move towards public consultation on our plans for urgent and emergency 

care as part of the One Place, One Budget, One System programme of work 

 

 Cancer – continue to support the action plans in place to improve cancer 

pathways supporting straight to test and GP access to diagnostics where 

appropriate and ensuring the best interface possible between primary and 

secondary care. Continue the ongoing work with Cancer Alliance on 

streamlining patient pathways. 

 

 Referral to Treatment – continue to support the recovery programme at 

GHNHSFT to re-establish access reporting and ensuring that maximum 

waiting times are reduced alongside stabilisation in the size of waiting list. 
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2.3 Moving Towards Integrated Care 

 

We believe moving towards an Integrated Care System (ICS) is the next logical step 

in our journey. It will enable us to accelerate our progress by supporting greater 

integration and removing as many barriers and disincentives from the system as 

possible. Ultimately, the aim of our Integrated Care System will be to deliver: 

 Clinical Quality and Excellence  

 Integrated Care Pathways  

 Cost Containment  

We expect that the ICS transformation priorities for the first 3-5 years would be 

focused on delivering the direction of travel set out in the One Gloucestershire STP 

high level plan. We know we must collectively focus on driving service transformation 

through new ways of working and promoting service integration building on a strong 

place based model. There will be early focus on further development of our 

population health management capabilities to maximise opportunities for prevention, 

supported self-management and enhanced community activation. 

Development of an Integrated Care System working is driving our thinking for the 

commissioning and contracting strategy for new integrated urgent care services in 

our county. Our plans for 18/19 are focussed on continuing to deliver across all of 

our priority programmes. Of particular note, will be the next stage in the development 

of our Locality Provider Alliances and our One Place Programme. Our Locality 

Provider Alliances are working to transform out of hospital care so that primary care 

is provided at scale by groups of practices working in resilient “clusters” with wrap 

around community health, social and voluntary sector care. The localities will be 

supported by specialists in managing complex frail patients, and those with complex 

long term conditions creating a “channel shift” from hospital based to community 

based care.  

The appointment of the new Joint Director of Integration between Local Government 

and the CCG in 2017 has further promoted joint working across a number of 

programmes and we intend to build on the well-established joint commissioning 

arrangements we already have in place; taking a population health focus to set the 

strategic outcomes and priorities that the ICS would work to deliver within the 

available resources. We would look to build on the integrated commissioning that 

has been established between GCCG and GCC social care and public health 

(commissioning functions), with delegated budgets and responsibility from NHS 

England for services commissioned for the Gloucestershire population (primary care, 

public health and specialised services).  



 

14 
 

Through our work on the One Place programme we have significantly developed our 

thinking for how our system can be organised to deliver better health outcomes and 

more efficient care pathways for our population, through a fully integrated urgent 

care system and the delivery of ‘centres of excellence’ for elective care. We have 

developed a capital proposal to enhance our hospital sites to support our services 

vision, and we are now developing the full Business Case to secure this funding. The 

outcome of the assurance process will influence the timelines and priorities for 

delivery of the one place programme.  

Our System Development Programme is working to support the delivery of these 

changes through ensuring that the system has the capacity and capability to manage 

significant transformational programmes running in parallel. System leaders are 

investing in shared resources that can be deployed to deliver against the Integrated 

Care priorities. The system is working to develop an Improvement Academy 

delivering common training across all organisations and a common approach to 

programme management for delivery supported by a system-wide software package. 

One Gloucestershire is investing in a Leadership Network to help bring leaders 

together to co-produce the next steps in our delivery and to facilitate a shared culture 

across partners. Increasingly resource allocation is being co-ordinated across the 

community. These are early steps and coming together as an ICS will promote and 

accelerate this approach.  
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2.4 Sustainable Finances  

 

The health community is facing increasing demands including demographic 

pressure, rising public expectation and technological change which all contribute to 

the financial challenge to fund and deliver health and care across our system. The 

financial cost of the demand on the system exceeds the funding available. 

The initial forecast overall gap for the health community for the period 2017/18 to 

2020/21 was forecast to be circa £226m.  This gap included the main 

Gloucestershire providers, specialist commissioning, social care as well the CCG.  

The CCG component of the gap was estimated to be circa £72m with £31m falling 

into the first two years. 

The table below shows the allocations for the three funding streams for 

Gloucestershire CCG for the first two years covered in the five year financial plan, 

2017/18 and 2018/19 along with the baseline growth received in each of the financial 

years.   Gloucestershire CCG, under the national funding formulas for both 

programme and primary care allocations, is deemed to be at its target funding levels; 

therefore the growth received in both years for programme and primary care 

represents the minimum growth uplift.   

Table 1: Programme Allocations 

 Allocation  2017/18    £'000 2018/19    £'000 

Programme Allocation 
(pays for the purchasing of acute, mental health, community 
health care services plus primary care drugs expenditure) 

744,942 

 

 

766,071 

 

 

Total change in allocation from previous 
year 14,626 21,129 

Delegated Primary Care Allocation 
(pays for GP services excluding drugs and some local 

services) 

79,968 

 

81,511 

 

Total change in allocation from previous 

year 1,445 1,543 

Running Costs 

(pays for the CCG’s administration costs) 

13,558 

 

13,553 

 

Total change in allocation from previous 

year -5 -5 

Total Baseline Allocation 838,468 861,135 

Total change in allocation from previous 

year 16,066 22,667 
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The aim of the CCG’s financial plan is to ensure financial balance and stability 

through the effective management of available resources and financial risks to 

ensure statutory duties are met each year.  Planning assumptions include the 

following: 

 

 Population growth of 0.7%. 

 The recurrent impact of over performance including increases in continuing 

healthcare (CHC) and learning disability (LD) placements.  

 The impact of new drugs and technologies. 

 The additional requirements outlined in the NHS Mandate.  

 A planned in year breakeven position in 2018/19 following access to historic 

drawdown of £0.3m from the CCG’s cumulative surplus.  This is possible as 

the CCG has in previous year’s delivered a surplus greater than the required 

1%, from 2017/18 plans includes this phased draw down over a four year 

period of the surplus above 1%. 

 A contingency reserve of at least 0.5%. 

 In line with national planning assumptions, no non-recurrent reserve (also 

known as headroom) has been allowed for within the plan. 

 Increases in prices for both acute and non-acute services in line with the 

national tariff. 

 The ongoing recurrent impact of the change to the tariff base in moving to 

HRG4.1 which, combined with the introduction of new specialist 

commissioning identification rules (IR) in 2017/18 has led to a net cost 

pressure for the CCG 

 Forecast changes in LD placements relating to the Transforming Care 

Partnership (TCP) agenda are included as is the £175k pa per individual 

“bursary” allowance from NHSE. 

 All potential changes to cross border commissioning arrangements (yet to be 

announced) have been assumed to be undertaken on a financially neutral 

basis. 

 Growth in mental health services in line with the Mental Health Investment 

Standard. 

 Changes in the cost base relating to the development of primary care 

premises within the county have been reflected. 

 

Savings within the community for 2017/18 and 2018/19 were estimated to be a 

minimum of £47m in each of the two years.  These figures include provider cost 

improvement programmes, specialist commissioning savings and social care 

savings.    For the CCG, in order to meet these planning assumptions, savings of 

almost £22m were realised in 2017/18 and a further £18.6m is estimated to be 
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required in 2018/19, this represents just over 2% of the CCG’s allocation.  These 

savings are represented in table 2. 

Table 2: CCG high level savings by programme (STP Solutions) 

Solution Area 

2017/18 2018/19 

Plan 
£m 

Actual 
£m 

2017/18 
Variance to 

Plan 
£m 

Plan 
£m 

Enabling Active Communities 0.0 0.0 0.0 0.4 

Clinical Programme Approach 4.4 3.9 -0.5 5.5 

Reducing Clinical Variation 5.4 4.2 -1.2 5.3 

One Place, One Budget, One 
System 

4.9 4.3 -0.6 4.9 

Other 5.8 5.6 -0.2 2.5 

Other additional savings 4.7 4.7 0.0 0.0 

Total 25.2 22.7 -2.5 18.6 

NB: Planned Care schemes are within Clinical Programme Approach and Urgent 

care schemes are within One Place, One Budget, One System. 

 

There is an established planning approach across the STP footprint where shared 

STP financial solutions have been developed to identify opportunities on a pathway 

basis across the system that can deliver the savings we need to make to meet our 

financial challenge. This planning approach drives savings development in a bottom 

up approach ensuring ownership across our programmes. The approach ensures an 

agreed planning timetable across organisations and alignment of operational plans 

facilitated by the joint STP Programme Management Office leads and owned by the 

Joint Resources Steering Group and the STP Programme Development Group. To 

underpin delivery of STP solutions a set of financial principles have been agreed by 

the STP Delivery Board and are within Gloucestershire to help shape the business 

cases for service change that will incentivise delivery of the agreed clinical models.  

 

The delivery of individual STP Solutions schemes during the year will be reported to 

and monitored by the relevant STP Programme Boards as well as to the CCG 

Governing Body. 
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The CCG will monitor and review provider cost improvement and service change 

programmes through the use of Quality and Equality Impact Assessments. Further 

assurance regarding service quality and safety will be undertaken via the 

CCG/provider Clinical Quality Review Group (CQRG) and the CGG Governance & 

Quality Committee.  
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3.0  Managing Demand  

 

 

3.1 System Approach to Managing Demand 

The system is committed to ensuring that our population is able to access the right 

level of care and support when they need it most and that this offer is accessible in 

an equitable way. It is also essential that we live within our means and that we all 

work to maximise best value for every Gloucestershire pound and minimise 

duplication.  

Workforce finance and activity submissions are being triangulated across the system 

to ensure that there is an agreed approach to growth rates, bed modelling and 

workforce requirements going forwards. This is being influenced by the winter 

planning alongside the One Place, One Budget, One System and Centres of 

Excellence programmes of work. 

The need to manage a year-on-year increase in demand on services and ensure that 

services are provided in the most appropriate settings is central to the CCG’s plans 

within both the STP and this Operational Plan. The approach taken is based on 

evidence from a number of sources including the use of benchmarking data and 

evidence of what has worked well in other areas, allied to needs assessment at a 

locality level. The combination of different evidence sources has resulted in the 

implementation of a package of initiatives, managed by STP Programmes, that the 

CCG expect will deliver the planned management of demand.  

Our overall approach is, firstly, to help people to stay well to reduce their need to 

access health and care services. Secondly, where care is required, we aim to 

provide services in the most appropriate settings with an emphasis on providing high 

quality, safe care close to home. Finally, where we identify instances where access 

to services is inefficient or unnecessary (either through referrals or by patients 

presenting directly) the CCG will look to make best use of available resources whilst 

ensuring patients receive the care they require. 

The key themes within our demand management approach are as follows: 

 Reducing morbidity through the promotion of healthy lifestyles and support for 

self-management. Clearly, the best way to manage demand is to invest in 

prevention so that people can live healthy, active lives. Building on this 

approach the CCG is then looking to support patients to manage their own 

health by providing the necessary information and peer support. 

 Managing elective demand by supporting GPs to refer appropriately into 

secondary care. For example, G-care is a website which has been developed 
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locally to collate a range of useful local and national information including care 

pathways, clinical guidance, referral forms, clinical commissioning policies and 

patient information. Another initiative involves monitoring practice variation (as 

part of the primary care offer) and supporting localities to review, interpret and 

encourage a consistent approach to referrals to secondary care. 

 Managing demand for urgent care through improved signposting, integrated 

community teams, ‘front door’ initiatives and the development of new place 

based approaches and integrated urgent care service models. The aims are 

to remove any confusion regarding how to access appropriate urgent care 

services, to intervene early in a community setting to prevent patients from 

requiring an emergency admission or emergency department (ED) 

attendance, to provide effective triage at ED (e.g. to redirect patients to more 

appropriate primary care or mental health services) and to develop new ways 

of working to improve integration between different providers. 

 Identifying and reducing low value interventions and clinical variation. The 

CCG’s focus includes reviewing variations in the number of outpatient follow-

ups across a range of specialities compared to best practice, facilitating early 

access to diagnostics to support early intervention, commissioning a wider 

review of diagnostics, and medicines optimisation. Evidence suggests that 

greater consistency, based on best practice, will reduce demand, maximise 

the quality of care and patient experience, and improve health outcomes. 

 Managing demand for GP services by signposting patients to accessible, 

equivalent alternatives. For example, the CCG promotes Pharmacy First for 

patients that need advice regarding minor, common ailments but don’t need to 

see a GP and may benefit from specialist pharmacist advice. In addition, the 

CCG has introduced social prescribing (with most referrals from GPs) to 

signpost patients to a wide range of health and services which will more 

effectively provide the support they need. 

 Joint decision-making between clinicians and patients about the best 

treatment approach not only ensures that the right care is provided to meet 

the needs and wishes of the patient but has also been shown to reduce 

variability and demand for services. The rollout of Personal Health Budgets 

and Integrated Personal Commissioning are examples of greater joint 

decision-making and control for patients. 
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3.2 Sustainability of Performance 

 

Planned Care 

As part of the modelling work to support the operational plan the CCG have been in 

discussion with our providers regarding the key aims for 2018/19.  As described 

within the NHS planning guidance for 2018/19 the CCG aims to: 

 Reduce the number of over 52 week waiters 

 Ensure sustainability of the RTT waiting list 

Due to ongoing reporting issues against the RTT target for the CCGs main provider 

GHNHSFT (due to the implementation of a clinical information system TrakCare) 

there has been no robust RTT reporting since November 2016.  As part of the CCGs 

planning assumptions for elective activity is 7.1% for day case and 1.8% for 

inpatients. Part of this growth is driven by underutilisation in 2017/18 from 

GHNHSFT, for 2018/19 the CCG has committed to a contract position in line with 

capacity at 2016/17 levels. 

All pathway modelling has been undertaken to ensure the flow can be seen across 

the outpatient, day-case and inpatient elements of the pathway. 

Demand for outpatient services within 2017/18 has been fairly static with projected 

2018/19 referral growth in 2ww referrals of 1.1% and overall recurrent demand 

growth for outpatients of 0.8% for GP referrals.  When compared to the national 

assumption of 4.6% this shows that Gloucestershire is in line with GP referral growth 

(0.8%), but other referrals are showing a lower growth level than assumed nationally. 

Activity modelling has shown that the level of non-recurrent growth for outpatients is 

1.2% and recurrent growth of 1.4%. As indicated above underutilisation in 2017/18 

equates to the remainder of the growth detailed within table 3. 

There has been a focus relating to over 52 week waits for both in county and out of 

county providers and a separate reporting system has been adopted at GHNHSFT 

such that every patient over 45 weeks are contacted by the trust to confirm they still 

require their appointment/procedure and if they do then an appropriate date is 

negotiated with them at that time.  Root cause analysis is undertaken on all patients 

over 52 weeks to identify themes and to develop trust-wide and specialty level 

improvement plans.   

The system has not completed an RTT trajectory as part of the planning round as 

GHNHSFT have confirmed that they will not be submitting an RTT trajectory due to 

the Trust’s recovery programme for its electronic patient record, Trakcare. An RTT 

waiting list for patients as at quarter 1 will be submitted on the 20th July 2018. The 
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Trust has made the commitment that the number of patients on an incomplete 

pathway in March 2019 will be no higher than this quarter 1 submission. 

GHNHSFT continues to monitor and address the data quality issues following the 

migration to TrakCare. Internally the Trust has started reporting the RTT position in 

shadow form and will continue to suspend national reporting of this target whilst data 

quality remains an issue. Following NHS Digital recommendations the recovery 

programme is now fully operational. The data quality work-stream of the recovery 

programme consists of three cycles of data validation which will iterate an “analyse, 

fix, track” methodology. Wide-scale validation is a key component of each cycle.  

 Cycle 1: Referrals, waiting list, outcomes - in progress indicators trending 

down overall 

 Cycle 2: Waiting lists & RTT reporting, scheduled May to Oct 18 

 Cycle 3: Remaining issues, scheduled July to Dec 18 

Given this schedule return to shadow national reporting is anticipated during Quarter 

3 of 18/19. 

The cancer performance trajectory includes the plan to achieve the national 2 week 

wait cancer standards from April 2018 and the 62 day cancer standard from end of 

June 2018. The performance trajectory for Improving Access to Psychological 

Therapies (IAPT) access shows planned recovery to a position of 19.5% at March 

2019. 

Table 3: Growth Planning Assumptions, Gloucestershire vs. National Planning 

Guidance 

 Gloucestershire 
National Planning 

Guidance 

Referrals 0.8% 4.6% 

1st Outpatient appointments 6.5% 6.4% 

Follow-up Outpatient 8.4% 4.1% 

Day case 7.1% 4.2% 

Elective Inpatient 1.8% 0.3% 

A&E attendances 1.4% 1.1% 

Non elective 2.3% 2.3% 
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Unscheduled Care 

Growth figures for ED activity have been factored into the activity modelling based 

on 1.4%; this is below the levels of growth seen in Gloucestershire for previous years 

due to system reform (see section 4.4).  Within 2018/19 it is expected that GP 

streaming will have change the place of setting for these patients (seeing a primary 

care clinician in a secondary care setting) which improve flow within the system.  The 

Gloucestershire growth rate of 1.4% is slightly higher than national assumptions of 

1.1%. 

The Non Elective activity growth position is 2.3% in line with national planning 

guidance. During 17/18 the system has seen an increase in admissions with short a 

short length of stay and the introduction of the new assessment services. During 

2018/19 further re-design will take place and therefore we have agreed a block 

contract for urgent care with our main provider GHNHSFT. Therefore it is planned 

that during 201/19 we will define in the activity through the new assessment services 

as assessments rather than admissions. 

The changes in growth relate to the Surgical Assessment Unit (SAU) and the 

Ambulatory Emergency Care (AEC) unit. The Surgical Assessment Unit (SAU) was 

implemented as a pilot via the Better Care Fund during winter 2017/18, this service 

has been commissioned in 2018/19 through the GHNHSFT contract.  This service 

contributes to growth because of both the full year impact of the service and 

maximising the level of activity through the service. The Ambulatory Emergency 

Care (AEC) is an ongoing investment within the GHNHSFT contract. However, 

during 2017/18 through was significantly lower than planned in 18/19 due to staffing 

constraints and therefore further growth is anticipated. It should be noted that both 

the SAU and AEC services are assessment services and we have agreed that during 

2018/19 we will undertake a project to review the definitions of ‘assessment services’ 

into extended ED attendances, Hot Advice, Assessments and true admissions. 

As part of the 2018/19 winter plans system wide bed modelling encompassing acute, 

community, reablement and third sector bed provision is being undertaken to 

understand any bed constraints for both planned and unscheduled care. 

It should be noted that the anticipated trajectory for Emergency Department 

performance achieves the aim for performance to be 90% in September 2018.  

Although locally performance has improved significantly there is now a focus on 

sustainability together with affordability which is still being worked through and 

therefore at this stage commitment to the 95% target for March 2019 has not been 

factored into our plans. The 18/19 ED trajectory is informed by our review of 17/18 

and latest performance and recognises that there is still further work to do to 

demonstrate the full sustainability of performance recovery. The level of performance 

for Q4 has historically been challenging and although performance in 2017/18 has 

improved the level of sustainability of this position is being worked through.  
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4.0 Priority Programmes  

 

 

Our Operational Plan sets out the delivery priorities for 2018/19 for the CCG in 

support of our wider STP, building on our 5 year strategy Joining Up Your Care. Our 

Operational Plan Refresh takes into consideration the progress we have made in 

2017/18. In our 2017/18 plan we set out 8 key objectives and these remain central to 

our delivery.  Increasingly the STP priority programmes are becoming our “business 

as usual” and the plans for 2018/19 frame our work within these priorities. The 

diagram below shows how our 8 objectives map to the STP priority programmes. 

Diagram 2: CCG Objectives 

  

 

This document therefore responds to the STP programme objectives, providing a 

high level summary of progress to date and intentions of Gloucestershire CCG in 

support of our strategic aims, for the financial year 2018/19. The financial context 

creates a challenging environment, and our commitment is to ensure the money is 

used effectively across the health and care system to support joined up care, 
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underpinned by ensuring the right care is provided in the right place, at the right time, 

by the right person at the right price.  

Diagram 3: STP Plan on a Page  
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4.1 Enabling Active Communities 

 

Programme Recap: Enabling Active Communities brings together a unique 

collaboration of system partners across Gloucestershire to oversee a programme 

that aims to improve health and wellbeing through mobilising assets within 

communities, promoting equity and increasing people’s control over their health and 

lives. 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. 

 

Priorities and Progress 2017/18 

2017/18 saw the establishment of our new Prevention and Self-Care Board that is 

responsible for overseeing all prevention activity within Gloucestershire. The multi-

agency board consisting of commissioners, providers and third sector have allocated 

over £1.7m from our STP prevention fund to address the priorities outlined in our 

Prevention and Self-Care plan.  

 

We have already made significant progress in a number of areas including our new 

locality based Community Wellbeing Service with over 1,000 people accessing this 

service, a healthy workplace programme with 36 organisations becoming accredited 

with some demonstrating a 4% reduction in sickness and absence rates. The CCG is 

a Wave 2 site for the National Diabetes Prevention Programme with over 1, 200 

people on the programme and looking to roll out a work based behaviour change 

programme to those with moderate and high risk of diabetes. We have worked with 

Public Health to launch their new integrated Healthy Lifestyle Service in January 

2017 with 60% of people losing 5% of their body weight and 74% of pregnant women 

achieving a 4 week quit rate. We have also put in place key building blocks and a 

suite of projects that will deliver our vision around person-centred care and alignment 

with Integrated Personalised Commissioning such as; the roll out of the patient 

active measure (PAM), the development our new better conversations programme 

and a new self-management education and peer support service. 

 

There has been further developments in tackling obesity across the county as part of 

our work alongside the University of Leeds and Public Health England as part of their 

whole system approach to obesity. This has also been supported by undertaking 

several quality improvement workshops to map, review and design new child and 

adult weight management pathways; specifically to include a tier 3 specialist weight 

management service for children. 

 

We have continued to embed the principles of our Enabling Active Community Policy 

in the activities of all partners so that local communities become more active, 
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stronger and more sustainable. This has included working with Active 

Gloucestershire to develop ‘Gloucestershire Moves’; with a total allocation of £1.2m, 

that has aims to get 33,500 inactive people moving. This includes targeting children 

and young people to take part in an evidence based ‘Beat the Street’ challenge in 

one of most deprived parts of Gloucester city.  

 

The Voluntary, Community and Social Enterprise (VCSE) sector remain a key 

partner in providing a range of prevention and well-being interventions. We have 

developed a new strategy VCSE strategy that outlines how we will work with the 

sector to support people to look after themselves and each other in a collective way 

and ensure communities are involved in co-designing better health and social care. 

The strategy describes how we will use the talent, reach and social value of VCSE 

organisations for the benefit of people in Gloucestershire whilst seeking opportunities 

to generate external income through a VCSE, health and social care partnership. 

 

Our Plans for 2018/19 

During 2018/19 there will be a continued focus on mobilising and implementing a 

number of key projects and initiatives as part of the Prevention and Self Care Plan, 

such as:  

 Reach the target of over 5,000 patients being on the National Diabetes 

Prevention Programme by March 2019. 

 Appoint a GP Clinical Champion in Diabetes to further raise the profile of 

diabetic care in general practice by May 2018. 

 Commission a new Tier 2 AND Tier 3 Child Weight Management Service. 

 Deliver 4 physical activity masterclasses for all GPs across Gloucestershire 

as part of the Primary Care Offer by March 2019. 

 Implement our new Tier 3 and Tier 4 Weight Management Service Model by 

March 2019. 

 Deliver a train the trainer programme to build local capacity to develop 

frontline worker skills across the system working with change-resistant 

drinkers as part of the Blue Light Project throughout 2018. 

 Complete an information gathering exercise to inform our new continence 

assessment and treatment service by June 2018. 

 Continue to deliver an early identification and intervention model around 

domestic abuse and undertaken an evaluation by March 2019. 

 Procure a Breastfeeding Social Marketing campaign by March 2019. 

 Implement new governance model for Gloucestershire Moves and see the 

first pilots underway – including ‘Beat the Street’ and older people at risk of 

falls by end of June 2018. 

 Launch a new postpartum contraception service by end of June 2018. 
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 Launch our new Gloucestershire Self-Management Education Programme 

called ‘Live Better, Feel Better’ and Support over 200 individuals through our 

new Self-Management Service by May 2018. 

 Continue to integrate the PAM across a range of pathways and services such 

as the Community Wellbeing Service, Complex Care at Home and Frailty  

 Train 750 individuals in Brief Intervention/ Making Every Contact Count 

(MECC) throughout the year. 

4.1.2 Social Prescribing 

 

Our work to develop a comprehensive social prescribing offer, including arts and 

culture based options is on track and making good progress. We are working closely 

with both statutory and VCSE system partners in a coherent commissioning 

approach, which spans both a universal offer and a more targeted approach 

delivered through clinical pathway re-design. Our approach has been identified as a 

national exemplar, and we have been asked by NHS England and Public Health 

England to share our learning in order to support the national scaling and replication 

of social prescribing. The cultural commissioning programme which is integrated 

within the wider social prescribing framework also continues to receive national 

recognition. 

During 2018/19 we will: 

  Co-location of a social prescribers from the Community Wellbeing Service in 

the urgent care pilots in Gloucester  & Cirencester to support reduce pressure 

of patients presenting with non-medical needs 

 Commissioning of phase two arts on prescription in clinical pathways is in 

partnership with Create Gloucestershire our VCSE county arts partner. Phase 

two includes the development of a quality standards framework and support to 

the VCSE sector to develop a consortium of arts on prescription providers 

 We have been invited to present our work on arts as a mechanism for 

behaviour change & self-management of long term conditions, at a 

symposium at University College London 

  We have been invited to join a task group of The All Party Parliamentary 

Group for Arts, Health & Wellbeing, to contribute to the implementation of the 

recommendations made in the 2017 publication Creative Health: The Arts for 

health & Wellbeing. http://www.artshealthandwellbeing.org.uk/appg-inquiry/ 

 Implementation of Phase Two cultural commissioning in clinical pathways 

model, with a specific focus on: adult mental health; paediatric epilepsy; 

paediatric Type 1 diabetes; Tier 3 obesity, adult chronic pain and adult 

respiratory pathways 

 Development of an Arts for Health & Wellbeing manifesto with STP partners 

 Engage widely on the offer for carers and young carers in our system and 

develop revised service offer  

http://www.artshealthandwellbeing.org.uk/appg-inquiry/
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4.2 Clinical Programme Approach  

 

Programme Recap: The Clinical Programme Approach has been adopted across 

our STP to ensure a collaborative approach to systematically redesign the way care 

is delivered in our system, by transforming care pathways and delivery systems to 

deliver right care, in the right place, at the right time. The approach utilises 

improvement science, learning from established programmes already reaching 

implementation (i.e. Cancer, Eye Health) and embeds a pro-active approach to 

prevention and self-care.  

The Clinical Programme Approach has been developing programmes for a number 

of years. Good progress has been made in 17/18 across 10 programmes with active 

projects in all areas (planning, design, and design for delivery, delivery and 

evaluation). 17/18 has seen the implementation of a robust reporting mechanism for 

programmes and projects which has improved senior ownership of the process 

across all STP partners. The introduction of the Clinical Programme Board has also 

ensured healthy challenge and enabled issues to be escalated to a cross-partner 

senior board which has facilitated their resolution. 

The CCG is committed to working with providers on the recommendations from the 

Getting It Right First Time (GIRFT) programme. The information packs are shared 

across the system to ensure that opportunities for pathway improvement are 

maximised. In particular the GIRFT process and information is supporting our 

direction within the Centres of Excellence programme and facilitation of groups using 

clinical peers has assisted with outcome led conversations. As the programme rolls 

out more widely in 2018/19 we will continue to engage with the discussion and use 

the outputs of both local and national reviews to inform our action plans and pathway 

work going forwards. The CCG actively uses ‘Right Care’ to proactively benchmark 

itself, not only against its recognised peer CCGs but also against top quartile CCGs 

to realise further efficiencies and best practice.  

 

4.2.1 Respiratory 

 

The Respiratory programme has seen a significant amount of design and planning 

for the integration of specialist respiratory teams across the acute and community 

sectors during 2017/18. This work is being driven by the desire to; only admit 

patients when they truly cannot be managed in the community, enabling access to 

specialist opinion within the community, ensuring our most vulnerable patients are 

closely supported within their communities, allowing the step up and step down of 

care across the health care community where appropriate and empowering patients 

to self-manage their condition where possible. This project has designed and 
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described some principles that will allow new ways of working and a new model of 

care that the rest of the STP are very keen to learn lessons from. 

Within primary care we continue to explore the delivery of high quality annual 

reviews in our long term condition patients and are keen to ensure that patients are 

reviewed holistically and empowered to not only self-manage their medical condition 

but are encouraged to explore all avenues that will increase or promote their health 

and well-being.  Examples of work to date include the utilisation of the Patient 

Activation Measure to tailor approaches, referral and embedding of the Healthy 

Lifestyle service that not only treats smoking cessation in isolation but delivers 

behavioural change support. 

The programme has been exploring new models of care and ways of working in 

Sleep Apnoea due to the identification of potential savings efficiencies and 

improvements in quality of care. Following the re-design of a new model of care 

recruitment into the required posts has not been successful. This area remains a 

priority for the following year. Within Bronchiectasis several pathway changes were 

made this year including the creation of GP treatment advice and guidance, made 

available online and the implementation of direct access HR-CT meaning that GPs 

did not need to refer to secondary care for diagnostic purposes. Guidance and 

referral criteria for when and how to access secondary care has also been added to 

the online advice. Following reviews a number of Bronchiectasis patients within 

Gloucestershire continue to be electively admitted for routine IV therapies.  This has 

been reviewed and work is on-going to review the county wide demand for a 

community based IV service as it is clear that the requirements of the historic service 

have evolved. 

During 2018/19 we will: 
 

 Deliver a comprehensive education and training package for health care 

professionals working in primary care and managing long term respiratory 

conditions. This will include evidence based approaches to support the 

delivery of best practice, the accurate prescribing and diagnosis of disease 

and the holistic assessment of people. Respiratory focused PLT education 

events will be delivered to each locality across the county between March and 

November 2018. Practice Nurse Masterclasses will also be delivered within 

this time frame to facilitate and improve the delivery of holistic annual reviews 

for patients with Chronic Obstructive Pulmonary Disease. 

 Support primary care to de-prescribe steroids where they are not having a 

significant impact on an individual’s quality of life as per new guidelines for 

respiratory disease; guidance will be launched as per the medicines 

management programme in April 2018. 

 Explore the roll out of a supported self-management plan to support 

individuals with respiratory disease following a pilot. The pilot will finish in May 
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2018 with a proposed roll out between June and August in preparation for 

winter. 

 Continue to work on the delivery of an integrated specialist respiratory 

service. This service will work across acute and community care and sees the 

following component parts of the service being established prior to the full roll 

out of the service; Specialist supported discharge service for people COPD, 

an admission avoidance service enabling patients with respiratory disease to 

access specialist input within the community or in the Emergency Department 

to prevent admission to hospital. Initial alignment of teams is planned for July 

2018; delivery of a seven day integrated service that provides supported 

discharge, admission avoidance and specialist care will be in place by 

December 2018. 

 Describe and implement a HR framework to support integrated working and 

access to specialist respiratory care 24 hours a day, 7 days a week. This 

piece of work will enable individuals to continue being employed by their own 

institutions but work alongside each other to deliver a joint service. This piece 

of work is the first of its kind and a key part of the development of services 

and is likely to be utilised in other pieces of STP transformation moving 

forward. The HR framework will be developed by May 2018 in liaison with 

NHS employers to promote learning and models of working in this way across 

other organisations. 

 

4.2.2 Musculoskeletal (MSK) 

 

The MSK Clinical Programme Group (CPG) has developed a strategy to transform 

MSK services within Gloucestershire. The CPG members have been working 

together a number of years and are passionate about this joint venture. 2017/18 has 

been an important year for the programme with significant progress being made as 

part of its development of an integrated MSK model. Embedding standardisation, 

cross organisational multi-disciplinary team working and compliance to agreed 

pathways across the system have been key principles in the development of service 

change. This has included the development and agreement of a business case for 

the triage of all orthopaedic referrals by the MSK Interface service and the 

standardisation of MSK tariffs, geographically aligned Advanced Practitioner Service 

provision and the implementation of a Virtual Fracture Clinic (Trauma Triage Service) 

in November 2017. 

To support pathway redesign and integration, Advanced Practitioner 

Physiotherapists (First Contact Practitioners) commenced in primary care in 

February 2017 and a model for a MSK Advanced Practitioner Service/ Orthopaedic 

Single Point of Access has been designed and will be available from April 2018 (For 

Foot and Ankle referrals).  
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The programme has developed promotional materials for self-management and self-

referral to physiotherapy services ensure patients are supported at the earliest 

opportunity with appropriate education and advice. 

During 2018/19 we will: 
 

 Ensure there is up to date information on G-Care, for primary care and 

interface clinicians, about third sector providers in Gloucestershire who are 

able to support MSK patients to self-manage prior to and after clinical 

intervention or advice (End June 2018). 

 Embed the Advanced Practitioner Service and Orthopaedic Single Point of 

Access, whilst monitoring and assessing the impact of the function. Triage of 

foot and ankle from April 2018, moving to triage of all other body parts from 

July 2018. 

 Produce a “lessons learnt” report based on the Foot and Ankle triage 

implementation by end May 2018 to inform the implementation of July triage. 

 Plan and deliver Primary Care training on new MSK pathways, MSK specialist 

triage and new referral forms by end September 2018. 

 Undertake a detailed review of the top three MSK procedural benchmarking 

opportunities; identify and implement quick win changes and draft plan for 

further reviews or pathway changes (end August 2018). 

 Work with providers to deliver standardisation across MSK pathways and 

services; update current MSK clinical guidance for all body parts by end 

September 2018 and agree therapy competency framework for core and 

MSKAPS by December 2018. 

 Evaluate the impact of Advanced Practitioner Physiotherapists (First Contact 

Practitioners) to inform longer term model by end September 2018. 

 Agree new MSK outcome measure to be used across the MSK pathway by 

end December 2018. 

 Design and implement a countywide integrated approach to falls prevention 

by ensuring early identification and intervention, building on the outcomes of 

the workshops held in 2017/18 by March 2019. 

4.2.3 Circulatory 

 

The Circulatory programme continues to build on the pathway development work 

designed and piloted in 2017. Prevention and early diagnosis remain a key focus 

and work has been completed to embed the Familial Hypercholesterolemia (FH) 

cascade testing service in secondary care. Initial work has also begun to identify 

ideas for improving the detection and management of hypertension and reducing 

CVD risk within the county. 

Improving access to diagnostics has also been a key workstream. Brain Natriuretic 

Peptide (BNP) testing was introduced in August 2017 to support early diagnosis and 
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management of heart failure. Ambulatory Electrocardiogram (ECG) monitoring to 

detect, characterise and document cardiac arrhythmias in primary care has been 

extended, providing care closer to home. A remote follow up service for patients with 

cardiac devices has also been rolled out. 

There continues to be a focus on stroke prevention and improving the care of 

patients who have had a stroke. An improvement plan has been developed and is 

being implemented within the Acute Trust, with measureable improvements in key 

indicators such as patients spending 90% of their time on the stroke unit, time to 

stroke nurse and consultant and standards of discharge. A model of care for 

community stroke rehabilitation has also been developed in 2017, with support from 

the Clinical Senate, which will be progressed further in 2018/19. 

 

During 2018/19 we will: 
 

 Design and implement a Cardiovascular Disease Prevention Programme, 

including initiatives to improve detection and management of hypertension 

and reduce CVD risk in the Gloucestershire population by March 2019 

 Pilot primary care Familial Hypertension service by August 2018 

 Systematically review arrhythmia and heart failure pathways and implement 

changes from pathway reviews by March 2019 

 Develop proposal for cardiac rehabilitation by September 2018 

 Progress business case for community stroke rehabilitation. 

4.2.4 Cancer 

 

Cancer pathway transformation and performance recovery are a real focus for the 

Gloucestershire system. We are maintaining an intensive review of the Cancer 

Recovery Plan with GHNHSFT, which has been assured by all system partners and 

is line the national cancer strategy and regional programme plans.  

We are active members of the Somerset, Wiltshire, Avon and Gloucestershire 

Cancer Alliance and are participating in collaborative project work to ensure we are 

delivering best practice and optimal timed pathways across all tumour sites.  

Streamlining the pathway for patients and referring GPs is essential to delivering 

timely access and care; in particular we are focused on pathways that support direct 

access to diagnostics and straight to test protocols where appropriate. Our approach 

ensures patients are fully involved in their pathway from the outset and that our GPs 

are clinically supported by referral guidance and care pathways, with access to 

specialist opinions where it is needed most. Detailed streamlining work to improve 

recovery has been undertaken to ensure that key pathology and radiology results 

introduce no delays and support multi-disciplinary discussions. 
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Our STP Cancer Plan aligns with the national strategy Achieving World-Class 

Cancer Outcomes. Key strengths in our transformation work include a clear focus on 

improving early diagnosis, with an extensive GP education and primary care 

development programme and nationally innovative work on community cancer 

rehabilitation within the One Gloucestershire Living With and Beyond Cancer 

Programme.  

During 2018/19 we will: 
 

 Maintain continued focus on the successful delivery of the GHNHSFT Cancer 

Recovery Plan to deliver performance against national standards from July 

2018 onwards, and to deliver ongoing programme of service improvement to 

ensure sustainable delivery of CWT targets and high quality clinical outcomes. 

 Progress towards the 2020/21 ambition for 62% of cancer patients to be 

diagnosed at stage 1 or 2 and reduce the proportion of cancers diagnosed 

following an emergency admission, through STP and SWAG CA improvement 

projects with a special focus on Prostate, Lung and Colorectal Cancers and 

addressing health inequalities for our local population. 

 Implementation of the Optimal Lung Cancer pathway, beginning with straight 

to CT from April 2018 for any GP chest x-ray suspicious of lung cancer. 

 Implement the regional best practice Prostate Cancer Diagnosis pathway to 

deliver faster and high quality care in urology services, design collaboration 

lead by SWAG Cancer Alliance. Launch event scheduled for May 2018 with 

the aim to deliver the new pathway by December 2018. 

 Deliver the Prostate Cancer Surveillance Project, developed during 2017/18, 

maximising the benefits of the My Health Record PSA tracker to shift the 

existing cohort of 700 prostate cancer patients on to supported self-

management pathways releasing significant clinical capacity in Urology to 

support improved cancer waiting time performance, commencing from July 

2018. 

 Implement the Colorectal Streamlining Project, including the delivery of the 

Straight to Test pathway, designed and agreed in 2017/18, by June 2018, 

achieve objectives of releasing clinical capacity and shortening diagnostic and 

treatment times. 

 Pilot FIT diagnostic test for low risk of colorectal cancer patients in primary 

care in collaboration with SWAG Cancer Alliance, to enhance early diagnosis 

and utilisation of secondary care pathways. Commencing regional testing in 

SWAG area from June 2018. 

 Run a new series of GP masterclasses commencing summer 2018, following 

award of Macmillan Educational Grant. To cover Colorectal Cancers, 

Dermatology, Respiratory, Gynaecology and Neurology. 

 Undertake Primary Care improvement project to support early diagnosis and 

best practice referrals, building on new forms and guidance launched in 
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2017/18 and in line with NICE NG12, commencing from September 2018. 

Scheduling to complete further analysis and learning from our large scale 

Significant Event Audit review by December 2018. 

 Scope the development of cancer prehabilitation proposals to support patients 

being fitter and more resilient to improve health outcomes by December 2018. 

 Scale up provision in secondary and community care of the Cancer Recovery 

Package, through deployment of cancer nurse specialists, health support 

workers and health trainers, as backed by the Cancer Transformation 

Fund/SWAG CA, in line with agreed monthly trajectories. 

 Phased launch against agreed trajectories of Treatment Summaries and Risk 

Stratified Pathways for Prostate, Breast and Colorectal cancer patients, in line 

with protocols clinically agreed in 2017/18 ensuring appropriate patients follow 

supported self-management.  

 Evaluate the patient and health system benefits of the Macmillan Next Steps 

Cancer Rehabilitation Project, by December 2018, to make on-going 

commissioning decisions for 2019/20 onwards. 

 Scope the enhancement of Cancer Care Reviews in primary care to support 

people living with & beyond cancer by March 2019, and offer a further series 

Practice Nurse Education workshops during the year. 

 Continued CCG participation in Gloucestershire Screening Programme 

boards to support joined up development of successful early diagnosis work in 

the county. 

 

4.2.5 Eye Health 

 

The eye health programme has further developed its community eye health offer with 

the provision of the enhanced community eye care service – provided by Primary 

Eye Care Gloucestershire (PEG). The model has continued to maximise the use of 

the skills and resources within the hospital, community and voluntary sector, 

providing additional capacity, local accessibility and ensuring specialist resource is 

focused on only the most complex patients. During 2017/18 additional pathways 

were commissioned, with 5 community pathways now being offered.  

Work with the voluntary sector has continued to be a key focus, to ensure that our 

care model supports the practical and emotional needs of patients with long term 

conditions and/or for whom there is no medical intervention but their limited vision or 

deteriorating eye sight needs support. In 2017/18 the CCG commissioned the Royal 

National Institute of Blind (RNIB) people to provide an Eye Clinic Liaison Officer to 

provide those recently diagnosed with an eye condition with support to understand 

their diagnosis, living with sight loss and maintain their independence.  
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Our Plans for 2018/19 

 Continue to explore the enhanced community eye care offer to provide 

additional eye care services that further supports hospital service provision, 

ensuring fully utilised community capacity by March 2019. 

 Explore the concept of community ophthalmology super clinics as part of a 

test of approach for patients to access a range of self-care and prevention 

materials, sign posting and face to face advice. The approach would aim to 

build community resilience, promote shared decision making and integrate 

community service provision. 

 Implement the new NICE guidelines for Wet Macular Degeneration and any 

corresponding pathway service transformation required. 

 Continue to focus on reducing the impact of health inequalities in supporting 

hard to reach/disadvantaged groups to access eye care services. 

 

4.2.6 Dementia 

 

The Dementia Clinical Programme Group was established in 2017 with an initial 

focus on the emerging test and learn cluster based pilots and achieving savings 

through avoidable community admissions. The cluster based pilot approach has 

developed a strong partnership between 2gether NHS Foundation Trust and primary 

care which has been well received by GPs and resulted in a number of positive 

outcomes for patients and clinicians that can inform development of a countywide 

approach.  

 

During 2018/19 we will: 
 

 Using learning from Stroud & Berkeley Vale Cluster 4 pilot develop pathways 

for a countywide approach throughout 2018. This will be approached on a 

locality by locality basis to include the Stroud wide pilot during Q2, 

continuation of the Forest of Dean practice pilot, embedding of the Complex 

Care Home Dementia Matrons in Gloucester City and Cheltenham and 

Dementia services within the South Cotswold Frailty Service.  

 In partnership with the Dementia Training & Education Strategy and Care 

Home Support Team, work to target care homes with high rates of admissions 

from April 2018. Initial data suggests that 50% of dementia patients are 

residents in care homes.  

 Implement the Community Hospital Mental Health Liaison Team pilot working 

with Stroud GPs and community hospitals to reduce readmissions during Q2 

2018. 
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 Work to reduce avoidable admissions from the community (non care homes) 

by increasing the Dementia Advisor capacity and establishing direct referral 

from 2gether NHS Foundation Trust at point of diagnosis of dementia during 

Q1 2018. 

 

4.2.7 Diabetes 

 

The Diabetes programme continues to be a key element within our self-care and 

prevention agenda. In 2017/18 we were successful in becoming a Wave 2 site for 

National Diabetes Prevention Programme, as detailed within section 4.1. The CCG 

was also successful in being awarded National Diabetes Transformation funding to 

redesign the skill mix and improve the uptake of structured education delivery and 

self-management support. We have engaged in a number of technology based 

projects in conjunction with the AHSN and private companies including on-line self-

management support (Map my Diabetes) and people with diabetes becoming more 

active through use of Fitbit equivalents and a health coach (KiActive). The KiActive 

project has demonstrated reduction in HbA1c, blood pressure, weight loss as well as 

improving general wellbeing for those who took part in the 12 week programme.  

The Diabetes Enhanced Service has continued to provide a mechanism for tackling 

practice variation in providing care for diabetic patients; which will be supported by 

the appointment of a Clinical Champion for 1 session per week. 

 

During 2018/19 we will: 
 

 5,000 people to take part in NDPP by end of March 2019  

 Recruit a substantive 0.5WTE Consultant Diabetologist to support the 

implementation of the diabetic foot care pathway during the summer 2018. 

 Deliver targeted training to care homes on “caring for patients with diabetes” 

by March 2019. 

 Develop a business case to commission a sustainable online tool building on 

the learning from the Mapmydiabetes pilot by September 2018. 

 Deliver structured education roadshows to improve the uptake for those 

previously diagnosed with diabetes during the summer 2018. 

 Appoint a GP Champion in Diabetes to reduce practice variation in diabetes 

care by May 2018. 

 Improve the uptake of 8 care processes for people with diabetes during 2018. 

 Increase the uptake of patients who complete structured education within their 

first year of diagnosis with diabetes during 2018. 

 Development of a Diabetes strategy to plan for 2030 during the summer 2018. 
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4.2.8 Children and Maternity  

 

The Children’s Clinical Programme Group and the recently formed Local Maternity 

System have continued to make significant progress in 2017/18. This includes steps 

in delivering the commitments set out in ‘Gloucestershire’s Future in Mind’ Plan, (see 

Mental Health section 4.2.10), developing our approach to Integrated Personalised 

Commissioning, progressing the response to the gaps identified in perinatal mental 

health care and taking forward the implementation of the National Maternity Review 

as well as continuing to implement the reforms as a result of the Children and 

Families Act.  

Improving the experience of our maternity services (monitored via the NHS 

Assurance Framework) and implementing the recommendations of the National 

Maternity Services Review: Better Births – Maternity Services 5 Year Forward View 

(2016) continue to be key drivers in our approach to improving maternity services in 

Gloucestershire. We are in a good position locally with our maternity services, for 

example in Gloucestershire there is a full choice offer of home birth, midwifery led 

freestanding birth units in the East and South of the county and within 

Gloucestershire Royal Women’s Centre an alongside Birth Unit and consultant-led 

delivery suite.  Gloucestershire’s maternity services has excellent uptake of its 

midwifery led facilities with 30% of all women accessing maternity services during 

17/18 choosing to give birth in a midwifery led facility or at home.  Significant 

progress has been made during 2017/18 including the development of a high level 

‘Better Births Gloucestershire’ Maternity Transformation Plan which has a detailed 

action plan delivered through transformation work-streams with identified leads and 

timeframes.  The plan also now includes trajectories for key deliverables to be 

achieved by 2021 with a focus on improved safety and experience for women and 

their families.  

The Community Support has continued to grow with VCSE organisations including 

Home-Start in Stroud, the Nelson Trust and the Friendship Café holding drop-in 

support groups for the most vulnerable women in our local communities.  We have 

also implemented an award-winning anti-stigma campaign talking about perinatal 

mental health, which is supported by the development of a social media campaign 

aimed at dads & partners who may suffer from perinatal mental health issues 

themselves, or be supporting a mum who is dealing with similar issues. 

Work is ongoing to continue to implement the reforms as a result of the Children and 

Families Act (2014) to ensure joined up working and personalised approaches to 

improve outcomes for children with special educational needs and disabilities. 
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During 2018/19 we will: 
 

 A Maternity Voices Partnership will be established to ensure that women and 

their families influence and shape future maternity services in Gloucestershire 

by June 2018. 

 Work with women, families and stakeholders to improve postnatal and 

transitional care with the woman and her family at the centre of the care we 

provide. To include the implementation of a multidisciplinary pathway with 

health visitors by July 2018. 

 Develop community hubs and integrate better together services that support 

women and families in the early years including health visiting and children’s 

services by January 2019. 

 Implement our ‘Safer Maternity Care’ Action plan including to meet the 

national ambitions to reduce stillbirths, neonatal and maternal deaths and 

brain injury during childbirth in line with national trajectories – this includes 

reducing the still birth rate to by 5.1 by March 2019 (from a baseline of 5.4 -

2015). 

 Pilot personalised approaches to care planning for women in maternity 

services in conjunction with the Royal College of Midwives and ‘Stepping up 

to Public Health’ by March 2019. This includes ensuring 30% of women will 

have a personalised care plan in place by March 2019. 

 Develop models of care to support women to have continuity of carer – in line 

with our target trajectory of 2% of women having continuity of carer by March 

2019. 

 Support women to have a birth that is as physiological as possible in whatever 

birth setting, seeing services and the birth environment through ‘women’s 

eyes’ supporting women’s choice of place and type of birth where possible. 

Including the delivery of a neuro-linguistic training programme in October 

2018 to raise awareness of the power of language for staff. 

 Continue to implement the Perinatal Mental Health strategy to ensure the 

expansion of community support for women with mental health needs and an 

anti-stigma campaign targeting fathers and partners. Ensuring that by March 

2019 expand community capacity to see 176 women with moderate to severe 

mental health needs as well as triaging all women at risk of developing severe 

mental health needs.  

 Continue to improve transition for young people with long term conditions to 

ensure that the Ready, Steady, Go Programme is fully embedded.  

 Develop an integrated work stream with the local authority to provide 

smoother transition of all young people with special educational needs 

including those in residential placements both in and out of county – 

supported by the distribution of the Easy Read Ready Steady Go Transition 

Planning Tool throughout 2018. 
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 Continue to work across education and social care to improve the support and 

outcomes for children with SEND including identifying children early in their 

lives and also those with high levels of need to provide the support they need 

at the right time and improve outcomes. By June 2018 all children in the 

county will have transformed their statement to an Education Health & Care 

Plan. 

 Develop an approach to ensure that children’s medical needs in school are 

met which will include working with schools to ensure suitable training is 

available and completed by staff. By March 2019 develop a blue print for 

county roll out informed by the current pilot. 

 Aim to have 30 to 40 children with Personalised Care Plans by March 2019. 

 Work with Gloucestershire Care Services to develop a restructure of the 

Children’s Community Nursing Team to deliver better services to care of 

children with long term, complex and palliative care needs by March 2019. 

 

4.2.9 End of Life (EoL) 

 

The Gloucestershire End of Life Strategy 2016-2020 was approved in September 

2016 by the Health and Wellbeing Board. This strategy provides a whole system 

approach to planning and delivering end of life care and adopts the priorities in the 

national Ambitions Framework for Palliative and End of life care.  

The vision is for high quality palliative and end of life care to be available in all 

settings, accessed and used by those who require it, irrespective of age, diagnosis, 

gender, ethnicity, religious belief, disability, sexual orientation or socioeconomic 

status. In 2017/18 the programme established itself as a CPG, developing its 

membership and ensuring emphasis on inclusion of those with lived experience, of 

which there are now seven members.  

During 2018/19 we will: 
 

 Re-commission Care at Home for Continuing Healthcare (CHC) Fast-track 

Patients by March 2019. 

 Introduce a 24/7 Specialist Palliative Care Telephone Advice and Support for 

Patients, Carers and Families by March 2019. 

 Continuation of the Just in Case Medication Pilot following 6 month extension 

and full countywide roll out by March 2019. 

 Explore Specialist Respiratory Teams Integration/Specialist Respiratory 

Pathway to inform any required service changes during Q1 of 2018. 

  Review Countywide Education and Training Framework/Provider Training 

Offers by March 2019. 
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 Continued development of the Shared Electronic End of Life Care Records by 

2020 in line with NHS England time line. 

 Embedding Recommended Summary Plan for Emergency Care and 

Treatment (ReSPECT) within the county by Q2 of 2018. 

 Further embed Integrated Personalised Commissioning ensuring the 

development of personalised care plans for palliative patients as appropriate. 

 

4.2.10 Mental Health 

 

We continue to fully implement the Mental Health Five Year Forward View for all 

ages, focusing on providing parity for mental health for our population and will 

continue to focus on the services available across the system, from prevention 

through to crisis care. The impact of health inequalities in accessing support and 

intervention remain central to our planning and delivery of mental health services 

and we aim to address how individuals with mental health needs can access health 

prevention screening, planning and interventions, available to the general public. 

Whilst our delivery of our performance standards has been challenged during 

2017/18 we have made noted progress in (as noted in section 2.2. and section 3.0) 

Improving Access to Psychological Therapies (IAPT) Recovery. IAPT access 

remains an area of challenge, but our position continues to improve. We are working 

with our partners, 2gether NHS Foundation Trust, to develop an improvement plan 

for both access and recovery, which includes a drive to improve efficiency and online 

access. Agreement has been reached with NHS England to implement changes in 

the recording methodology for assessment/treatment appointments which will make 

the approach to the recording of access more consistent to other providers which 

has had a positive impact on our performance in terms of access and waiting times. 

We continue to monitor and work with our partners to deliver commissioned 

response times. 

Gloucestershire is involved in the Time to Change campaign, which is a growing 

movement of people aiming to change attitudes towards mental health and reduce 

stigma across a number of our work areas.  We have recently been working with 

partners to develop a bid to become a Time to Change Hub, which is a partnership 

of local organisations and people who are committed to ending mental health stigma 

and discrimination.   Although this bid was unsuccessful, there remains opportunity 

for Gloucestershire to become an ‘organic’ hub where access to Time to Change 

support and non-financial resources would be available.  This will also allow us to 

strengthen our existing partnerships across health, social care and the third sector, 

in aligning and maximising our combined activity.  
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Our Plans for 2018/19: 

Improving Access to Psychological Therapies 

 Continue to take steps to Improve Access to Psychological Therapies (IAPT), to 

ensure we meet the requirements of the IAPT national targets for access by the 

end of Q4, recovery which has already been achieved and waiting times to 

treatment by the end of Q1. We will continue to review the capacity available 

within the system and ensure the service model is responsive to the increasing 

demand. 

 

Community, Acute and Crisis 

 Continue to work towards the delivery of the ‘early intervention in Psychosis’ 

standard including expanding the age range covered by the service with work start 

during Q2 with standard to be met within Q4. 

 Make further improvements to the Eating Disorder Pathway including addressing 

the resource implications of providing physical health checks and ongoing 

observation in primary care via agreement of developed business case by the end 

of Q4. 

 Work with partners in Public Health to develop strategies and interventions to 

achieve the ambition of reducing suicide by 10% which will be ongoing during 

2018/19. 

 Continue to work with 2gether NHS Foundation Trust, NHS England and social 

care to reduce out of area placements, by understanding the factors that are 

requiring people to be treated out of area and develop joint pathways to repatriate 

when clinically appropriate. This will progress throughout 2018/19 as more 

information on governance is required. 

 Review the Mental Health Intermediate Care Team in terms of allocation of 

resource to see how this can further support the delivery of the IAPT service 

which will progress throughout 2018/19. 

 Continue ongoing work during 2018/19 with 2gther NHS Foundation Trust to 

extend the Medically Unexplained Symptoms pilot to a broader range of practices.  

 Use the learning from the 2016/17 Personality Disorders CQUIN with 2gether 

NHS Foundation Trust to make improvements to the existing pathway and 

develop a specification for a Personality Disorders Service. This will be 

progressed throughout 2018/19 in conjunction with 2G. 

 Review the Complex Psychological Interventions Action Plan to identify further 

opportunities to enhance delivery across both specialist and generic mental health 

teams throughout 2018/19. 
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 Explore the outcomes and future commissioning arrangements of Crisis House, 

commissioned by 2gther NHS Foundation Trust and Swindon/Gloucestershire 

Mind by the end of Q2 2018 once the grant funding has ended. 

 Implement an all age Autism strategy to work towards delivery of waiting time 

standards for adults with Autistic Spectrum Conditions which will progress 

throughout 2018/19. 

 Anti-Stigma:  Continue throughout 2018/19 to develop organic time to change hub 

in Gloucestershire.  

 Transport for detained patients: Throughout 2018/19 a pilot matrix model of 

transport solutions, including use of secure/DBS taxis, PTS, ambulance and 

private ambulance based on patient choice, risks and needs.  

 Review Adult Mental Health Social Work integrated model, and this will be 

reviewed throughout 2018/19. 

 Undertake an audit with Primary Care Clinical Audit Group to obtain primary care 

baseline for annual health checks and will be progressed throughout 2018. 

 

Crisis Care 

 Build on the work undertaken to implement the extended hours Psychiatric 

Liaison service available in Gloucestershire, to ensure that it meets the Core 24 

standard which will be ongoing during 2018/19. 

 Ensure delivery of the Crisis Care Action Plan to enable delivery of shared goals 

of the Mental Health Crisis Concordat within Gloucestershire; specifically 

delivering a new model of care for the crisis service to be implemented 

throughout 2018/19. 

 Continue with Street triage pilot.  Outcomes currently being reviewed with very 

positive early signs by the end of Q1 2018. 

 Business case being developed to pilot Serenity Integrated Mentoring (SIM) and 

become part of the High Intensity Network, which will progressed throughout 

2018/19. 

 Evaluate the Wellbeing Café with Kingfishers at the Cavern in Gloucester City by 

the end of Q1. 

 Evaluate the Alexandra Wellbeing House in Gloucester City by the end of Q1 

2018. 

 Implement the Crisis Care Workforce Strategy, which will progress throughout 

2018/19, developed by leads at GCC through the Crisis Care Concordat. 

Personal Health Budgets (PHBs) 

• Exploring piloting PHBs for adults with Mental Illness who are entitled to s117 

Mental Health Act and individuals who are High Intensity Users of services (ED, 

s136) which is to progress throughout 2018/19. 
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4.2.11 Children’s Mental Health 

 

In 2017/18 work continued to deliver Gloucestershire’s Future in Mind, 5 year 

transformation plan for children and young people’s mental health. The plan has a 

whole system approach to improving outcomes, identifying two main priorities to 

provide earlier intervention and a range of different ways of accessing advice, 

guidance and help in a timely way; and to develop much more joined up models of 

care across health, education, social care and other agencies for very vulnerable 

young people who have experienced trauma, abuse and neglect (including how we 

address the needs of young people who are on the journey to developing personality 

disorders and long term enduring mental health difficulties). 

 

During 2018/19 we will: 
 

 Roll out mandatory mental health training for staff in schools and in other 

universal ‘non mental health specialist’ services. Ensuring mental health is 

‘everybody’s business’ and as such the workforce who are not ‘specialists’ in 

this area should nevertheless have a consistent level of knowledge and 

competence in mental health. By March 2019 roll out training and packs to all 

schools and health services. 

 Continue the roll out across the county the learning from our schools and 

mental health pilot to help inform how school mental health services need to 

be remodelled and address capacity issues to ensure children are identified 

earlier and get the support they need. Ensuring that by September 2018 a 

service is in all schools in Gloucester City and Stroud. 

 A pathway review will be completed for children with Persistent Functional 

Symptoms to identify ways to support families to reduce long term impact – a 

business case will be developed by Q4. 

 Address the gap in local provision for mental health support for children with 

long term conditions. This will be enabled by commissioning mental support 

by December 2018. 

 Develop an intensive interventions service in conjunction with Gloucestershire 

County Council to meet the needs of young people with a psychological 

and/or social care crisis, including alternatives to CAMHS inpatient care and 

places of safety. NHSE investment – Jan 2019. 

 Improve support to foster carers and children entering the care system to 

enhance the emotional wellbeing of children in care and improve placement 

stability. Pilot scoped and will be in place by Q3. 

 Continue our pilot of Personalised Care for children in care including an 

evaluation of the impact by Q4. 

 Procure emotional support for children who have experienced sexual assault / 

abuse by October 2018.  
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4.2.12 Learning Disabilities 

We continue to implement a range of improvement programmes in line with the 

national plan “Building the Right Support” (2015). Whilst we recognise that this is 

specific to the Transforming Care Programme we believe that the principles, values 

and model are applicable to anyone with a learning disability and/or autism and the 

national service model. We also recognises that there is some contemporaneous 

work in relation to the Gloucestershire County Council’s Building Better Lives Policy 

(2014-2024) & we endeavour to work in collaboration where possible to prevent 

duplication and ensure a whole system approach to health initiatives for people with 

learning disabilities. 

Our Plans for 2018/19 

We continue to implement a range of improvement programmes in line with the 

national plan “Building the Right Support” (2015). Whilst we recognise that this is 

specific to the Transforming Care Programme we believe that the principles, values 

and model are applicable to anyone with a learning disability and/or autism and the 

national service model. We also recognises that there is some contemporaneous 

work in relation to the Gloucestershire County Council’s Building Better Lives Policy 

(2014-2024) & we endeavour to work in collaboration where possible to prevent 

duplication and ensure a whole system approach to health initiatives for people with 

learning disabilities. 

During 2018/19 we will: 

 Develop an integrated system and pathways of care across health and social 

care providers utilising national best practice & guidance to improve the quality, 

safety & effectiveness of care by utilising the NHS Improvement Learning 

Disabilities Standards to improve and monitor the whole system provision by 

Quarter 4 2019-20. 

 Undertake a Joint Strategic Needs Analysis for Learning Disability to inform 

priorities and apprise the LD Commissioning Strategy & Plan by Quarter 1 2019-

20. 

 Co-produce an Integrated Disabilities (Learning Disability, Mental Health & 

Physical Disability & Sensory Impairment) Commissioning Strategy & 

Commissioning Plan by Quarter 2 2019-20. 

 Continue to provide countywide leadership of the transforming care plan, 

ensuring national targets are fully met. This will include:  

 

o Arranging placements for patients currently within the programme - 

currently 30 people on the programme (x7 Inpatients locally, x16 NHS E 

Specialised Commissioning, x7 Out of county inpatients) x5 people 
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planned for discharge by Quarter 2 2019-20, other discharges will be 

based on multi-disciplinary Care & Treatment Review meetings which are 

held every six months. 

o Enhancing the Experts by Experience quality checking to include people 

with disabilities in all Mental Health & Learning Disability inpatient units by 

Quarter 3 2018-19. 

o Enhancing the Shared Lives for Health offer by offering this alternative 

community care setting to people on the Transforming Care Programme, 

or for others in the community with a health need who may require respite 

or crisis intervention or to support hospital discharge.  Recruitment and 

training for carers is planned for Q4 2018-19. 

o Exploring Emergency short term accommodation and community forensic 

services by developing the care provider market, reconfiguring the 

currently commissioned assessment & treatment inpatient beds and 

upskilling all community staff. 

o Market development and skills around challenging behaviour, autism and 

community forensic support needs continue to be addressed by the 

quarterly Community of Practice Forum & the Challenging Behaviour 

Working Group. 

o Enabling individuals with a Learning Disability to use Personal Health 

Budgets to contribute towards their housing costs, if this meets a health 

need and is agreed as part of their care and support plan will form part of 

the “My Life, My Plan” Clinical Programme during 2018-19. 

o Embed the Integrated High Needs Team governance and decision making 

processes as part of the wider multi-agency funding processes by Quarter 

3 2018-19. This will ensure appropriate linkages with Learning Disability 

Social Care Operations Team and the 2Gether NHS Foundation Trust LD 

Intensive Support Service and ensure that the model is sufficiently robust 

to ensure patient safety (to prevent hospital admission) and progression 

(to support timely hospital discharge). 

o Embed the STOMP (Stopping Over Medication of People with LD) 

campaign to reduce the prescriptions of anti-psychotic drugs where they 

are not clinically recommended by undertaking a baseline audit of these 

drugs by Quarter 4 2018-19 and developing a programme of work to 

reduce medications by Quarter 4 2019-20. 

 Ensure that 75% of people with a LD on the GP LD Register receive an Annual 

Health Check by Quarter 4 2019-20. 

 Ensure that all deaths of people with a Learning Disability are reviewed utilising 

the National LeDeR Programme Methodology & learning from deaths is utilised 

as part of the service improvement plan & informs the Integrated Disabilities 

Commissioning strategy by ensuring the lessons learnt are captured within the 

development of the Integrated Disabilities Commissioning Strategy 
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 Increase skills & capacity within mainstream health services to provide healthcare 

to more people with learning disabilities in order to increase capacity for specialist 

services as demand increases by working closely with other clinical programme 

groups to reduce clinical variation and ensure education on reasonable 

adjustments and how clinicians can help to reduce health inequalities.  The work 

of the Health Action Group will be to develop an educational/training programme 

over a number of subjects by Quarter 4 2018-19 based on a three tiered 

approach 1) Basic Awareness, tier 2) Hands on skills development, tier 3) 

Specialist skills development. 

 Continue to address the overall issue of health inequalities for people with a 

learning disability by engaging in wide ranging clinical provision across all 

healthcare provision (primary care, community care, acute care & specialist care) 

where the needs of people with a learning disability may need to be articulated 

and supported with reasonable adjustments by utilising the NHS Improvement 

Learning Disabilities Standards to monitor efficacy and performance by Quarter 2 

2019-20. 

 

4.2.13 Frailty 

 

During 2017/18 the Frailty programme took steps to establish itself as a clinical 

programme, which will commence in 2018/19. Please refer to section 4.4.3 for 

programme details. 
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4.3 Reducing Clinical Variation  

 

Programme Recap: The Reducing Clinical Variation programme looks to elevate 

key issues of clinical variation to system level and 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 a Medicines Optimisation approach and 

undertaking a diagnostics review. 

 

4.3.1 Medicines Optimisation 

 

The programme addresses the need to ensure that we receive the best possible 

quality outcomes for the level of resource we invest in them e.g. ensuring that the 

medicines are taken correctly, avoiding taking unnecessary medications, reducing 

wastage and improving medicine safety.  

In Gloucestershire our Medicines Optimisation programme adopts the principles set 

out in the Choosing Wisely approach. This promotes the conversation between 

clinicians and their patients to choose care that is supported by evidence, not 

duplicative of other tests or procedures already received, free from harm and truly 

necessary.  

Priorities and Progress 2017/18 

The primary care Prescribing Improvement Plan continues to be refreshed and 

offered to practices on an annual basis. In 2017/18 all practices in Gloucestershire 

signed up to the initiative, which provides targeted support to practices to achieve a 

number of things e.g. reduce prescribing of inappropriate, high cost, high volume 

medications, and also to look at quality based topics such as polypharmacy and 

medications in older people. This has been supported by attendance of CCG 

medicines management leads at primary care locality meetings and the introduction 

of an Independent GP Peer Support role in some instances, to provide a critical 

friend to practice prescribing behaviours. 

The CCG has worked with colleagues in primary and secondary care to develop a 

countywide formulary including the management of pain (acute and chronic).  The 

formulary gives specific advice about pain medicine prescribing and also much 

general advice about the management of pain and the role of analgesic 

medicines.  The formulary contains practical advice on strategies for de-prescribing, 

suggested tapering schedules and opioid conversion tables.  The formulary links to a 

suite of other resources to support pain management. A copy of the formulary has 

been sent to all GPs in the county and to all other prescribers and interested parties 

on request.  
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During 2018/19 we will: 
 

 Continue to build on the impact of the Pain Countywide Joint Formulary and 

primary care education as part of the Living Well with Pain programme to 

further reduce analgesic spend by March 2019. 

 Launch the Risk Mitigation Plan for patients who are taking potentially 

hazardous pain regimes as part of the Primary Care Offer by April 2018. 

 Continue to embed and develop the Clinical Pharmacist role within primary 

care to support GP practice and medicines optimisation approach throughout 

2018.  

 Continue to develop and implement the ‘Do Not Prescribe’ List ensuring the 

inclusion of NHS England consultations on medicines of low clinical value 

(Items which should not be routinely prescribed in primary care) during Q1 

2018, and “Conditions for which over the counter items should not be 

prescribed” by Q4 2018. 

 Continue to work with secondary care to ensure that medicines are initiated 

and continue to be prescribed in the most appropriate setting i.e. 

acute/secondary or primary care. This includes the repatriation of appropriate 

medications from primary to secondary care to ensure the best value for 

money across the health care system. 

 The successful Prescribing Support dietetics role will be expanded to support 

change in the recommendation of oral vitamin B vs Vitamin B injections, 

advice and support around optimising the use of calcium and vitamin D, as 

well as later on reviewing and producing infant milk guidance to ensure 

appropriate support to patients via primary care by the end of Q1 2018. 

 Continue to support, develop and extend the Repeat Prescription Ordering 

Service for Gloucestershire patients to support the reduction of prescribed 

waste medication. Further areas for planned extension includes development 

of a dedicated countywide continence and stoma prescription ordering 

service, which will tag on alongside general repeat medication ordering for 

participating surgeries will be implemented during Q2 of 2018. 

 Continue to work with community pharmacy to ensure continued engagement 

with commissioned services e.g. Urgent Repeat Medication Service, Not 

Dispensed Scheme and Urgent Care Medication List. The currently available 

Minor Ailment Scheme (MAS) will be reviewed, pending the outcome of the 

current consultation around “over the counter conditions.” 

 Continue to work closely with Gloucestershire Hospitals NHS Foundation 

Trust to improve the use of biosimilar medications and homecare medication 

delivery. 

 Continue the progress with 2gether NHS Foundation Trust to improve the 

effective use of specific medications used in mental health medicine e.g. 
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Melatonin and to specifically develop medication guidelines for medicines 

used in mental health by Q2 2018. 

 Work closely with GCS to consider the options around dressing supply and 

provision to understand the benefits and potential arrangements for 

countywide dressing’s formulary roll out by the end of Q3 2018. Ongoing 

review of the countywide wound care formulary is planned 

throughout  2018/19 

 Continue to support reducing Polypharmacy in patients, initial focus on frail 

patients, and extend it to groups such as those in care homes with the 

intention to reduce unwanted adverse side effects from multiple prescribing by 

the end of Q2 2018. 

 

4.3.2 Elective Care Programme 

 

Building on the work of the Planned Care Programme in 2017/18 the Elective Care 

Programme aims to ensure that elective care is provided in the most appropriate 

care setting by the most appropriate clinician, with quick and easy access to 

specialist opinion, advice and guidance when required. The Programme aims to 

ensure that care is delivered in an efficient and streamlined way supported by timely 

and seamless clinician to clinician communication designed to deliver the best 

patient experience and outcomes possible within the allocated resources for the 

county. 

 

In 2017/18 the Planned Care Programme focused primarily on demand management 

and outpatient efficiency. This included work on referral management, follow up 

reduction, diagnostics optimisation, and new models of outpatient delivery. The 

programme was progressed through a range of cross cutting and specialty specific 

initiatives, with a particular focus on Urology, Dermatology, and Gastroenterology. 

 

Our Plans for 2018/19 

In 2018/19 the Elective Care Programme will focus on six key themes as set out 

below. The programme will continue to be delivered through a mix of cross cutting 

and specialty specific initiatives, with a particular focus on Dermatology, ENT, 

Gastroenterology, Gynaecology, Rheumatology, Ophthalmology and Urology. In 

2018/19 we will: 

 Increase the use of eRS Advice and Guidance, including rollout to additional 

specialties by November 2018. Supported by increasing usage of the 13 

existing specialties via the Primary Care Offer. 

 Pilot an enhanced Advice and Guidance Platform to test improve A&G 

functionality and provide safe image transfer.  Pilots in Ophthalmology and 

Dermatology planned for November go live 
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 Pilot referral management approaches including specialist opinion and triage 

and GP referral support. Including the trial of Consultant triage in Dermatology 

from 1st July 2018 and Urology from 1st October 2017. 

 Continue development of G-care content to support consistent primary care 

management and referral thresholds throughout 2018. 

 Implement a paper referral switch off so that all referrals to consultant led 

services are made via eRS by October 2018 (in line with national guidance.)  

 Implement patient led booking models to give patients more control over their 

follow up care. Considering implementation and expansion of patient initiated 

follow up, and potential introduction of partial booking/negotiated follow up. 

Both elements aim to give the patient more input into follow up decision 

making, giving them the ability to choose both when they have their 

appointment (reducing DNAs) and if they need an appointment at all (reducing 

attendances). 

 Reducing clinical variation through standardisation of follow up criteria. 

Including development of follow up protocols using learning from follow up 

pending list review work (where discharge rates clearly indicate patients were 

added to pending lists unnecessarily).   

 Locality based pilot of GP referral support with the aim of supporting pathway 

compliance and improving referral quality through external GP Peer review of 

referrals by December 2018. 

 Introduction of more one-stop service where appropriate to improve service 

efficiency and reduce cost. Opportunities to implement similar models in other 

specialties will be explored with potential to deliver additional savings by the 

end of Q1 2018. 

 Continued development of alternatives to face to face follow up appointments 

 Improved clinic slot utilisation 

 Reduction in DNAs through public awareness campaign and DNA reminder 

services 

 Shifting the setting of care of appropriate procedures from a day case theatre 

to an outpatient setting, in order to deliver efficiency improvements and cost 

savings from July 2018. 

 Introduction of a range of new IFR policies and tightening of existing policies 

in order to reduce the volume of procedures of limited clinical value. To be 

delivered in two Phases- Phase 1 during February 2018 and Phase 2 during 

July 2018. 

 Improve theatre productivity including reducing admissions on the day of 

surgery and implementing recommendations from Getting It Right First Time 

(GIRFT). 

 Continuation of Radiology and Pathology optimisation work-streams. Including 

the implementation of straight to test colonoscopy in June 2018 and increased 

use of GP direct access endoscopy by September 2018  
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4.4 One Place, One Budget, One System  

 

Programme Recap: 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. 

4.4.1 Urgent & Emergency Care & One Place Programme  

 

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.  

One Place 

Like elsewhere in the country Gloucestershire faces a number of challenges that 

result in a significant pressure upon our urgent and emergency care system. We 

have been clear with our vision for the way in which we want to deliver urgent and 

emergency care and have responded to the national requirements detailed within the 

Urgent and Emergency Care Delivery Plan. Throughout 2017/18 there has been 

significant work undertaken in developing our system response to developing our 

One Place Programme, that sets out our ambitions to deliver a step change for 

health and social care so that for our patients and public we can ensure: 

 A simple way to get advice, support and services, 7 days a week 

 A network of strong, joined up services to manage and co-ordinate care 

including urgent treatment centres 

 Access to the best possible facilities and equipment 

 Only the sickest patients need emergency department care 

 The right care, in the right place leading to reduced waiting times and less 

duplication 
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Urgent Care System Response 

We continue to be committed to improving our urgent care performance and 

achieving the 4 hour A&E waiting time standard as a system. Achieving this requires 

significant reduction in levels of emergency admissions, attendances at our 

Emergency Departments and delays in discharge from hospital. Decreasing demand 

and improving flow necessitates significant system redesign which will require our 

emergency services to connect to our wider healthcare system.  

The performance improvement in 17/18 has been achieved through targeted 

investment and improved system processes, delivered through close collaboration 

and shared ownership by system partners. The improvement in system flow is 

notable and testament to the close working of system partners.   

Community admission avoidance 

Gloucestershire CCG has worked with the system investing significant time and 

resource in developing approaches which help more people to remain in their own 

homes.  In respect of urgent care, the focus has been in delivering services which 

are appropriately skilled to hold patients with a range of complex needs in the 

community, preventing unrequired acute intervention. The high level aims of services 

grouped within community admission avoidance are to: 

 Decreased attendances to ED  

 Decreased admissions to acute care  

 Decreased re-admissions to acute care  

 Decreased longer term needs such as use of long term placements  

 

A number of services have been developed within 2017/18 which will have a 

significant impact on reducing ED attendance and acute admissions including: a 

number of falls prevention projects and expansion of IV therapy in the community. 

The services are staffed by highly skilled individuals with specialist expertise and the 

ability to work autonomously, drawing on the local resources and expert guidance 

from across the system. 

ED admission avoidance 

Across the country there continues to be a growing demand for ED services. 

Delivery of the 4-hour target (95%) in Gloucestershire has been poor for a number of 

years.  This was a key contributory factor in the system being categorised as a level 

4 system by NHS England. (Cat 1 – best performing, Cat 4 – worst performing). 

During 2017/18 there has been a concerted effort to improve 4-hour performance 

which has paid significant dividends. ED performance over the winter of 2017/18 has 

averaged in excess of 91% (November 2017 to February 2018), ranking 

Gloucestershire within the top 15 systems in the country. This performance 



 

54 
 

improvement has seen Gloucestershire raised to a Category 2 system. Some of the 

approaches we have deployed include GP streaming, AEC, SAU. 

Flow 

Ensuring good patient flow through the system is fundamental to achieving timely 

and coordinated support for patients. With good flow the whole urgent and 

emergency care system is able respond quickly and is less likely to develop ‘pinch 

points’ which slow down the entire system. Over the winter of 2017/18 

Gloucestershire CCG has developed a flow taskforce which has worked across the 

system to maintain flow, support reduced length of stay, reduced the number of lost 

day’s beds for stranded patients. The main areas of progress have included: 

discharge to assess, Care home support team and trusted assessor and onward 

care team.  

Winter plan 

The Gloucestershire winter plan has successfully delivered increased capacity and 

good system flow in 2017/18. The plan, underpinned by investment via the Better 

Care Fund and CCG winter funding, has delivered a range of service expansions 

and initiatives which have diverted activity away from the acute environment and had 

a positive impact on system capacity. In totality, the schemes have delivered the 

equivalent of 90 beds to the system.  

Ambulance Response Programme  

Over 2017/18 we have worked with the ambulance service to deploy ARP 

(Ambulance Response Programme).  This programme enables ambulance call 

handlers to have additional time on calls prior to dispatching resources.  This 

additional time, underpinned by a triage process enables the call handler to redirect 

suitable patients to alternative support (clinical advice, rapid response, GP services) 

and send the most suitable crew where on the scene support is required. This 

initiative also supports reduced conveyance rates. The programme is also looking at 

reducing or redirecting Category 3 or Category 4 calls where appropriate. 

Better Care Fund 

A review of the current schemes is underway with ongoing monitoring by A&E 

Delivery Board and the JCP (Joint Commissioning Partnership). Some of the key 

projects from 17/18 have been: 

 

 Care Market Provision – including reviewing the purchasing model, increasing 

market capacity and training for more complex needs. 

 DToC reduction – including supporting discharge with trusted assessor roles, 

extending the role of care navigators and improving the hospital to home 

service. 
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 Virtual Wards – implementation of virtual ward/frailty model across the whole 

system. 

 
The emphasis of these schemes have been on admission avoidance and reducing 

length of stay where appropriate, also to ensure the ‘to home’ pathway is first choice. 

The schedule for the proposed investments in 18/19 is currently being drawn up and 

finalised and sign off for the schemes will be through Joint Commissioning 

Partnership Board.  

 
Our Plans for 2018/19 

Whilst the Gloucestershire system has achieved some significant and notable 

milestones in 2017/18, there is a clear focus on embedding best practice and robust 

systems which will ensure continued and sustainable delivery. Within this plan a 

range of work-streams are described for 2018/19 and beyond which will support 

continued performance improvement, effective deployment of limited resources and 

effective use of the Gloucestershire pound.  The delivery will continued to be 

underpinned by collaboration between system partners committed to the 

development of our STP and integrated system.  

Our One Place Programme will continue to develop our new clinical model for urgent 

and emergency care throughout 2018/19 and will move through the assurance 

process as part of its agreed timeline with NHS England. The following diagram 

shows the current thinking around high-level model. 

 

 As part of the development of the system there will be a number of “test and learn” 

pilots to support winter flow and evaluate impact as part of the wider clinical model 

implementation. The “test and learn” areas will cover UTCs, pre-CAAS and the acute 

floor.  

 

There will remain a key focus in ensuring the national requirements outlined within 

the Urgent and Emergency Care Delivery Plan 2017-2020 are considered; details of 

which are included in table 4 below: 
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Table 4:  Urgent & Emergency Care Deliverables 

National Requirement What Gloucestershire are doing  

Improving online and telephone support 

50%+ triaged 111 calls receive 

clinical assessment throughout 

2018/19  

 

Developing an NHS 111 on-line and the NHS 111 phone 

service so patients can check symptoms get care advice 

quickly, find the right local service to help and book 

appointments. This aim is to achieve 50% of calls receiving 

clinical assessment by March 19.  

Implementation of the NHS 

111 Online service to 100% of 

the population by December 

2018  

In line with the national guidance, Gloucestershire is 

developing plans to implement NHS Pathways by end of 

July 2018 and are engaged with NHS Digital regularly on 

plans.  NHS 111 Online will enhance patients attending the 

right place first time, enabling them to receive the best care 

from the most appropriate service. This should also lead to 

emergency attendance avoidance. 

In March 2019, 100% of the 
population have access to an 
integrated urgent care Clinical 
Assessment Service (IUC 
CAS)  
 

This is part of the One Place programme; however, 

timelines including public consultation mean that the March 

2019 timeline for the provision of a full CAAS service is at 

risk. The test and learn pre-CAAS will be operational by 

June 18 and will contribute to our development of an 

integrated clinical assessment service. 

Making it easier to see the right healthcare professional outside normal GP surgery 
opening hours 
By 31st March 2019, NHS 111 
will be able to book >30% of 
people, that have been triaged, 
into a face-to-face 
appointment, where this is 
needed 
 

Introduce a new Clinical Advice and Assessment Telephone 
Service (CAAS) for local healthcare professionals and for 
patients via NHS 111. 111 are currently able to book into 
out of hours appointments and we are currently piloting 
directly bookable slots with a small group of GP practices 
with wider roll-out in Quarter 3. 

Setting up Urgent Treatment Centres (UTCs)  

All services to be designated 
as Urgent Treatment Centres 
meet the new standards and 
operate as part of an 
integrated approach to urgent 
and primary care by December 
2019  
 

Set up a network of Urgent Treatment Centres located 
across the county to include: 
UTCs will bring together an increased range of injury and 
illness services, out of hours GP services, diagnostics e.g. 
blood tests, X-ray and assessment 
24/7 centres at Gloucestershire Royal and Cheltenham 
General Hospital 
Ability to book urgent appointments at the centres 
The timeline for full establishment of the UTC network is 
dependent on the One Place public consultation which is 
due to take place in Quarter 4 of 2018/19 in order to remain 
on track with the December 19 timeline. The test and learn 
project for one urban and one rural UTC is planned to be 
established by September 2018. 

By March 2019, 
commissioners and providers 

The One Place programme is committed to meeting this 
standard and ensuring that all services designation as 
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will ensure that all services to 
be designated Urgent 
Treatment Centres in 2018/19 
(in line with trajectory to be 
agreed Q1 2018/19) meet the 
new standards and operate as 
part of an integrated approach 
to urgent and primary care.  

Urgent Treatment Centres are compliant with the required 
service provision and standards. A joined up network of 
services is central to our plan with equity of access across 
the system as an underpinning principle.  

50% of UTC and IUC/CAS that 
have appointment booking 
capability by 31 May 2018  

Direct booking from NHS 111 to a UTC will be tested during 
the UTC test and learn project. Direct booking will then be 
taken forwards based on learning from the test and learn 
project. 

Emergency Hospital Services for people who are very unwell 

Continue to improve patient 
flow inside hospitals through 
implementing the “Improving 
Patient Flow” guidance.  
 

Bring together a range of Acute Assessment Unit (AAU) 
services to work alongside ED services e.g. diagnosis, 
assessment and treatment of conditions that can reduce the 
need of an admission 7 days per week and services for 
older people who are frail. 
 
Address how patients referred to AAU by their GP, UTC or 
the CAAS could be seen more quickly by a senior doctor in 
the unit or on the ward. 

Focus specifically on 
managing optimal length of 
stay for admissions, including 
specific attention on ‘stranded’ 
and ‘super stranded’ patients 
who have been in hospital for 
over 7 days and over 21 days 
respectively.  

Work within improving system flow is aimed specifically at 
reducing stranded and super-stranded patients joining up 
with our delays programme.  This includes stranded 
patient’s reviews, further progress on trusted assessor and 
care navigations to plan and progress discharge rapidly.  

Implementation of effective, 
real time demand management 
system  
 

Joint capacity planning in across 111 and GP out of hours is 
already in place with further work being undertaken in 
2018/19 to ensure that the CAAS service becomes the main 
vehicle for real time demand management. System wide 
work on frequent users of services will also support demand 
management. 
The 18/19 Winter Planning process will include capacity and 
demand modelling which will be available to A&E Delivery 
board in August 2018. 
 
We will analyse trends in the system and look to use these 
trends to predict activity and ensure we are effectively 
resourcing. During 2018/19 we will also implement 
appropriate data sharing agreements which enable the 
system to identify frequent attenders. 
 

Provisions of AEC at least 12 
hours a day, 7 days a week by 
30th September 2019  
 

AEC provision has been in place since 2014. The acute 
floor test and learn pilot will incorporate the current AEC into 
the acute assessment offering at GRH with further 
improvement from co-location with the acute floor. The pilot 
is expected to be operational in two phases beginning in 
July and September 2018. This will keep us on track with 
the national timeline of September 2019. Improvements in 
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AEC activity and efficiency are expected including: 
increasing referrals from GPs  
rolling out more pathways (49 were in the original pilot and  
to be open at both sites 0800-2200, 5 days a week.  
The KPIs for the unit will be 21 attendances per day with an 
85% discharge rate.  

Ambulance 

Work with local Ambulance 
Trusts to ensure that the new 
ambulance response time 
standards that were introduced 
in 2017/18 are met by 
September 2018.  
 

There have been low ambulance handover delays over the 
2017/18 winter and it is planned that we will continue the 
Ambulance Response programme to ensure that delays 
remain at minimum levels. We are on track to deliver the 
national requirements in this area. 
 

100% of patients arriving to ED 
by ambulance handed over 
within 30 minutes of the 
ambulance’s arrival by 
September 2018  
 
All handovers between 
ambulance and Emergency 
Departments must take place 
within 15 minutes with none 
waiting more than 30 minutes 
by 30 September 2018  

By March 2019, 
commissioners and providers 
will be expected to deliver a 
safe reduction in ambulance 
conveyance to emergency 
departments against their 
newly established 2017/18 
baseline using the new AQI 
definitions. This reduction 
should be in line with agreed 
targets to be set for April 2018 
as part of the CQUIN. 

We will undertake clinical review of all category 3 and 4 
conveyances and will map which alternative pathways that 
may have been appropriate and this audit will inform further 
planning. The directory of services will be updated and we 
will improve the support in place for on-site crews from 
patients’ own GP and the out of hour’s service. update 
DOS, better support in place for onsite crews (OOH and 
own GP) 
 
Examples of alternative pathways may include a direct 
ambulance convey to rapid response, directing patients to 
alternative GP appointments and enabling GP direct send to 
the Acute Floor.  
 

Frailty 

Provision of an acute frailty 
service to the ED at least 70 
hours a week by 31 December 
2019  

Work on improving frailty is included within the community 
admission prevention including primary care frailty offer, 
continuation of the South Cotswold work. The Older 
Persons Advice & Liaison (OPAL) service provides the link 
to acute services. The OPAL service will be included in the 
acute floor and work is underway to provide a supporting 
‘Frailty’ service with the key aim of treating patients 
attending hospital in a dedicated Frailty unit with staff 
trained to focus on this as a clinical specialty. Patients could 
either be streamed from ED or directly streamed from a GP 
referral via SPCA, although further discussions on this are 
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required. Patients will be assessed and treated in 
designated clinical areas and discussions on Frailty 
requirements form a key element of the ‘Acute Floor’ work 
stream.  
 
The combination of OPAL and the proposed dedicated 
frailty service within the ED and ACUA, will support and 
manage avoidable admissions for those attending with 
confirmed ‘frailty syndrome’ as defined by the Rockwood 
Clinical Frailty scale. It is anticipated that the staffing model 
will consist of an MDT working a 12 hour day 7 days/week 
with access to a number of Frailty beds (number of beds 
and resulting performance impacts TBC). A key objective 
will be to discharge 49 patients from ED/ACUA per month. 

Technology 

Implementation of the 
Emergency Care Data Set 
(ECDS) in all Type 1 and 2 
Trusts by 30 June 2018  

This transition is being managed via the One Place Digital 
Group and we are on track to deliver this change as part of 
the Trakcare recovery programme. 

Implementation of the 
Emergency Care Data Set 
(ECDS) in UTCs by 31 
December 2018  

This transition is being managed via the One Place Digital 
Group and we are on track to deliver this change. The 
digital group will work closely with the test and learn projects 
to ensure that data sharing opportunities are maximised. 

Increase the number of 
patients who have consented 
to share their additional 
information through the 
extended summary care record 
(e-SCR) to 15%  

It is anticipated that this standard will be met through the 
Digital Roadmap work. 

95% of ED that have access to 
Mental Health Crisis plan, EoL 
plans and GP record (e-SCR 
or Local) by 31 December 
2018  

Mental health crisis plans, EoL plans and GP records will be 
accessible via our “Joining Up your Information” programme 
which will roll-out during 2018/19 and it is anticipated we will 
be compliant with the December 18 timeline. 

95% of UTC that have access 
to Mental Health Crisis plan, 
EoL plans and GP record (e-
SCR or Local) by 31 
December 2018  

UTC access to full primary care record will be tested during 
the WTC test and learn project operational from September 
2018 with the plan to roll this to all designated UTCs. 

Delayed transfers of care 

Continue to make progress on 
reducing delayed transfers of 
care (DTOC), reducing DTOC 
delayed days to around 4,000 
during 2018/19, with the 
reduction to be split equally 
between health and social 
care.  

Almost 100% of assessments for ongoing care happen 
outside of an acute bed as part of the “to home” and 
“discharge to assess” pathways and it is intended that this 
will continue.  
 
The delays project within “improving system flow” includes a 
number of strands of work to go further on reducing delays 
including: implementation of the 12 DToC standards, 
Stranded patient review, Trusted Assessor, reduced waits 
for Mental Health Liaison, direction of Choice Policy. 
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Whilst significant improvements have been made to the Urgent and Emergency Care 

system in 2017/18 there are further gains we need to make in 2018/19. We will be 

working with providers to develop new service offerings and to redefine our Urgent 

and Emergency System’s operational approach. The intended impact of this work 

will be; 

 Delivery of all statutory targets. 

 Development of a clear end to end approach for quality assurance across the 

urgent and emergency care system. 

 Diversion of appropriate activity to the non-acute setting. 

 Redevelopment of the acute environment to ensure efficient use of resource, 

delivery of performance and improved patient experience / outcomes. 

 Further reduced delays to patient flow, ensuring timely care and effective 

system working. 

 Simplified pathways across the system, minimising the time taken within 

referral / handover between organisations. 

 Increased system ownership of improved and maintained performance. 

The service developments which will deliver this include; 

 Development and implementation of Acute Floor test & learn project. 

This pilot will test some of the key principals in the one place business case. 

The acute floor is envisaged to bring together the current ambulatory services 

which support the emergency department including to Acute Assessment Unit, 

Surgical Assessment Unit, AEC and the OPAL service. It will also bring in the 

AMIMA (acute medical initial assessment) unit to support winter flow. It is 

envisaged that the acute floor would enable co-location of services resulting in 

improved patient flow, better outcomes and reduced pressure on staff. This 

combination of existing stand-alone services will bring together expertise, 

maximise the use of resources and support continued improvement against 

the 4-hour target. It will also support increased use of ambulatory pathways. It 

is intended for the acute floor pilot to be operationalised from July to 

September. The test and learn team will also incorporate learning from other 

sites including Epsom, St Helier and Luton & Dunstable.  

 

 Development and implementation of the Urgent Care Treatment Centre 

(UTC) test and learn project.  As part of the rollout of the national 

programmes for urgent and emergency care Gloucestershire CCG will pilot an 

urban and a rural UTC. These centres will offer enhanced support for patients 

who may currently attend an emergency department but for non-life and limb 

reasons. The UTC’s will offer diagnostic capability and be supported by staff 

rotating from ED, existing MIIU staff and GP’s. These pilots will be operational 

for September 2018 and will inform the recommended models of care and 
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activity plans within the One Place programme whilst also testing the clinical 

staff model and access to clinical opinion.  

 

 Development and Implementation of Centres of Excellence pilots. We will 

plan and pilot a new approach to how our bed base is allocated.  We will look 

to cohort expertise on particular sites, ensuring specialists are best able to 

work together, reducing the need for patients to transfer between sites. The 

learning will inform our future service model.  

 

 Clinical Advice and Assessment Service (CAAS). We will work with 

professionals and members of the public to shape our CAAS. This service will 

provide advice and guidance to healthcare professionals across 

Gloucestershire. This service will support informed decision making and 

support patients to get to the right clinician / setting first time. The Pre-CAAS 

test and learn project will provide an inter-connected, clinically resourced hub 

for access by both patients and health care professionals via 111 and aims to 

begin by June 2018 and will initially test 

o Direct Booking into GP appointments via 111, in-hours 

o End to end call reviews carried out and shared with system partners 

o Availability of GP in SPA during peak hours  

o Availability of a Clinical Pharmacist within 111 

o Availability of Paediatrician / Geriatrician / Mental Health specialty 

within 111 and/or SPA, to test impact of new advice and guidance on 

key patient cohorts 

The purpose is to reduce preventable referrals through appropriate clinical 

intervention at the point of first enquiry.  

 Hot advice service We will pilot a hot advice service during 2018/19.  This 

service will allow GPs and other healthcare professionals to access specialist 

consultant advice. This advice will support pathway decisions and ensure 

patients are given the most appropriate treatment at the time of presentation. 

The impact is expected to be reduced ED attendance and increased use of 

ambulatory pathways.  

 Deliver 111 direct booking pilot. We will work with primary care, 111 and 

the wider healthcare service to implement 111 direct booking of GP 

appointments in Q3 / Q4 of 2018/19. The weekend pilot will be used to inform 

future service design and to understand user acceptance and draw patient 

feedback. We have begun piloting 111 direct booking in a selection of GP 

practices with wider roll-out anticipated in Quarter 3 of 2018/19. 

 

 Undertake diagnostics review. We will review our diagnostics provision 

across the county to ensure we are providing the best possible service and 

using our limited expertise / resources in the best possible way.  This includes 
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deploying appropriate provision in the urgent treatment centre pilot. This 

review is underway and conducting workshops during Quarter 1 of 18/19 to 

review the current provision and scope the future state. 

 

 Winter plan: winter planning is already underway with a review of the 

successes and learning points from winter 17/18. A&E Delivery Board in 

August will receive capacity and demand planning and whole system 

escalation plans. Winter and escalation workshops are planning for 

September 18 with all organisations reviewing the plan at Board level 

throughout September and October 18. The final winter plan will be presented 

to A&E Delivery Board in October and further implementation workshops will 

follow in November 18. 

 

 STP Solutions programmes will continue including;  

 

Community Admissions Avoidance: this programme encompasses 

complex care at home, South Cotswold Frailty, Primary Care Frailty Offer, 

Cluster MDT working, telecare responder service, assistive technology, IV 

therapy, rapid response advice line, hot advice and postural management 

pathway development.  

 

Improving System Flow: including system flow process, discharge planning, 

delays, system escalation.  

 

ED Admission Avoidance: working alongside the acute floor to maximise 

admission prevention within the services, including primary care in ED and the 

older person advice and liaison service. The aim of this programme is to bring 

together, review and develop individual programmes around a number of 

existing schemes, and where needed implement changes to support reduction 

of ED front door admission rates.  

 

Find & Prevent: this programme is in development and is targeted at 
reducing the frequency of regular attenders by putting in tailored, individual 
support outside of acute care. This is a wide ranging project which may take a 
range of actions to support individuals. The pilot will run from April 2018 to 
March 2019 and will look to support 20 people who are either; 

 high / over-users of services 

 frequent attenders accessing statutory services in multiple partner 
agencies 

The aims of the pilot are to reduce unnecessary admissions, reduce hand-
offs within the system, improve personalised outcomes for people accessing 
the service and reduce barriers to access. 

 A redesign of services supporting Dementia 
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 Our services working together in a joined up way including: 

 

o Promote services provided by pharmacies. 

o Increase the number of other care professionals i.e. clinical 

pharmacists, paramedics and mental health staff working within GP 

surgeries 

o GP surgeries working more closely together to provide a wider range of 

services 

o Spending more money on health and social care community teams and 

organise them around groups of GP surgeries i.e. Rapid Response. 

o Working more closely with the voluntary and community sector 

o Continue to progress implementation of Emergency Care Data Set in 

all A&Es (Type 1 & 2 by June 18 and Type 3 by end of 18/19) 

 

4.4.2 New Models of Care & Place Based Model 

 

Programme Recap: 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. 

2017/18 Priorities and Progress 

Our community care redesign continues to ensure responsive community based care 

is delivered through a transformative system approach to health and social care. The 

intention remains to enable people in Gloucestershire to be more self- supporting 

and less dependent on health and social care services (see Enabling Active 

Communities section 4.1), living in healthy communities, benefitting from strong 

networks of community support and being able to access high quality care when 

needed in the right place, at the right time.  

Over the last year we have developed strong ‘networks’ of 30,000 to 50,000 patients 

within primary care (see Primary Care and Localities section 4.5.2).  Our eighty 

practices are grouped into sixteen self-selecting clusters who have engaged with 

acute, community and local authority colleagues to work alongside each other 
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playing a pivotal role in ensuring we can provide place-cased care for our patients in 

an integrated way.  

Within the Gloucester City and Stroud & Berkeley Vale localities, we have set-up 

place-based pilot boards.  These boards have been the test-beds for developing new 

models of integrated working.  They have utilised information and intelligence, 

inclusive of Public Health needs assessments, to inform a place based approach that 

reduces health inequalities and improves patient health outcomes for the place 

based populations.   

 

Staff have developed a streamlined and more responsive service; offering 

assessment, diagnosis and treatment plans (including Prescribing) in-house which 

was timely, productive, cost effective and well regarded by patients and 

professionals.   GPs have reported a decrease in mental health consultations which 

enabled them to support and supervise nursing staff effectively and regularly.  From 

716 referrals, made in just two months of the project, less than 1% of patients 

subsequently needed to be seen by GPs. Referrals to secondary care have also 

reduced.     

One of our clusters identified a particularly high number of emergency admissions of 

frail patients with dementia.  Working with our local mental health services provider 

dementia care for patients of participating practices has been transformed.  The 

service has been restructured with a Community Psychiatric Nurse case managing 

this particular cohort of patients with either the GP or CPN undertaking the annual 

review of care. Patients have reported greater coordination of their care and the pilot 

has saved significant amounts of GP time. 

Health and social care staff have been meeting regularly within three clusters this 

year.  They aim to identify one key professional to best coordinate the care of a 

patient and to work with the patient, their family, carers and young carers to support 

patients to remain at home, with community support, where most appropriate, by 

jointly developing an escalation plan which all parties are aware of and can action.  

All staff groups involved have reported the benefits of this joint way of working. 

Learning from the place-based pilots, we have worked with our localities and STP 

partners and developed a proposal for ‘Integrated Locality Boards’. STP Partners 

share the objectives of facilitating high-quality care for all and improving patient 

outcomes both now and in the future through joint working to provide clinically 

effective and cost-effective practice. We are all working to a common goal of 

providing the best care for our patients within the resources available, including 

developing place based approaches.  We are committed to collaborative leadership 

to take decisive steps to break down the barriers in how care is provided and the 

rapid adoption and diffusion of the best, transformative, most innovative ideas, 

products, services and clinical practice for the people of Gloucestershire. It is 
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expected that the ILBs will promote the development of ‘virtual patient-centred’ 

teams able to work across organisational boundaries and focusing on better care 

coordination and joined-up service delivery as a means of reducing the three gaps of 

health and wellbeing, care and quality, and funding and efficiency.   This will include 

using local intelligence and risk stratification to ensure proactive and timely support 

to those at risk and prioritisation of resource to support the shift from acute to 

community based care.    

ILBs are intended to be practical forums, focused on delivery, able to work in an 

agile way to respond to the needs of their communities.  Their success will depend 

on access to good “business intelligence” and local insight to inform timely and 

accountable decision making. 

 

During 2018/19 we will: 
 

 With our STP partners, pilot three Integrated Locality Boards in both rural and 

urban areas.  The pilots will be in Stroud and Berkeley Vale, Forest of Dean 

and Cheltenham.  The ILBs will support delivery of the STP. 

 Continue to facilitate clusters in developing their place-based provider models 

including expanding the range of roles in primary care (see Primary Care 

Strategy section 4.5.2). 

 Support the roll out of the Community Dementia work pilot across the county. 

 Consider, with our Mental Health commissioning colleagues and our provider, 

the future role of the mental health workforce to best support patients and 

primary care. 

 Consider and begin to develop our thinking on Provider Collaboration 

Agreements and a Delivery Alliance model. 

 Commence a new ten year APMS contract to support out of hospital care.  

The two elements of the contract are a primary care registered list focussed 

on behaviour change together with an urgent primary care centre.  Services 

will be staffed by a multi-disciplinary team including GPs, a pharmacist, ANPs 

and mental health workers as a minimum. 

 We will continue to work with practices to support them through merger or 

federation conversations as required. To date two mergers, involving a total of 

six practices are planned for 2018/19.   
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4.4.3 Integrated Commissioning 

 

Programme recap: The Gloucestershire health and social care community 

continues to make good progress on integration; developing integration of both 

services and commissioning to ensure we make the most of every opportunity to do 

things better together.  In our last plan we described our intention to build on the 

longstanding arrangements already in place to support integration such as joint 

agreements and existing pooled funding to support to include reducing duplication in 

effort and spend, aligning and improving our business processes to bring about 

improved outcomes and quality standards. 

 

Priorities & Progress 2017/18 

The Better Care Fund provides a platform for us to rapidly progress integration and 

commission a range of services to provide a joined up response across health and 

social care through use of pooled funding. Gloucestershire has had joint 

commissioner posts and funding in place over many years and in our last plan we 

set out our ambitions to move towards more integrated commissioning as well as 

provision.  

Over the past year we have implemented a new framework for integrated 

commissioning and appointed a Director of Integration reporting to both 

organisations and responsible for leading the development of Integrated 

Commissioning Hubs. 

There are four Integrated Commissioning Hubs in place  

 Prevention and Wellbeing Hub 

 Older People Hub 

 Disabilities Hub 

 Children and Families Hub 

 

Part of the move towards greater integration in commissioning has included a review 

of our brokerage processes in both organisations and this has led to a number of 

opportunities for streamlining the process and improving outcomes for individuals to 

create a one stop shop for brokerage.  For example, brokers who work solely on 

CHC Fast Track are now co-located with our CHC team.  This enables a more 

cohesive and timely response to those in receipt of Fast Track funding who require 

care at the end of their lives. 

Focus remains on ensuring that people who will benefit from reablement are 

prioritised and that we continue to use the service effectively both in the community 

and on discharge from hospital. In addition we have recently implemented a 

significant programme of locality based commissioning, specifically focusing on 

engaging the skills of our independent sector domiciliary care providers in order to 
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provide low to moderate levels of reablement via a place based approach.  This is 

achieved through our new one stop shop brokerage function. 

Our local commissioning intentions reflect our learning over recent years.  Thus our 

extension into a reablement offer that is place based stems from our analysis that we 

need a more diverse suite of interventions that support our vulnerable older citizens 

to regain their independence and return to live successfully at home.  This is 

particularly important after a stay in hospital and as a system we believe we need to 

support each other in areas that traditionally would not have been a priority. This is 

reflected in our agreement regarding the investment of iBCF monies which divide 

into three main areas - sustaining effective domiciliary care services, creation of an 

integrated new care model Complex Care at Home and reducing delayed transfers 

of care.  The agreement to invest a proportion of the iBCF fund in our acute sector is 

testament to the strong system leadership, integration and partnership in place in 

Gloucestershire. 

 

Culture Change 

We have learned that integration is dependent on cultural change that takes time 

and effort to embed.  However, there is growing evidence, especially within case 

studies, of staff holding different conversations to ensure we focus on what matters 

to people. We have ongoing training on a model to support change, the 3 Tier Model, 

to ensure we reduce dependency and work with people to help themselves and this 

change in approach is further supported through individual coaching and mentoring. 

To support culture change in practice we have developed a Positive Risk Taking 

programme that has had wide commendation from system partners, front line staff 

and members of the public.  A short film was commissioned, Risking Happiness, to 

ensure key messages spread across the county and the film has been shown to a 

wide audience of stakeholders.  It was also shown at our CCG event in November 

and front line practitioners were able to describe how they have incorporated positive 

risk taking into practice.   

 

The Better Care Fund – Housing and Health 

The Disabled Facilities Grant (DFG) allocations are aligned within the BCF and 

benefitted from a significant increase of capital funding, allocated to drive the 

transformation of local services and ensure people benefit from improved integration 

and locally driven innovation. As a two-tier authority DFG allocations had historically 

gone directly to District Councils holding the statutory responsibility for DFGs.  In 

discussion with District colleagues it was agreed to pool the funds and work was 

undertaken to agree a Memorandum of Understanding to ensure all partners were 

clear on financial governance and supported an action plan that aligned to the BCF 

outcomes.  
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The government announced in December 2017 an additional £42m funding for DFGs 

nationally.  For Gloucestershire this is approximately £450k and the District Councils 

are allocating money for projects to support vulnerable households.  

There has been significant progress with the implementation of the Joint Housing 
Action Plan, highlights including: 

 Virtual Model - development of a bespoke team of Occupational Therapists 

to work solely on DFGs and a significant focus for this will be ensuring 

assessments benefit from asset based community approaches and positive 

risk taking. A list of adapted properties is also being collated to reduce the 

number of occasions adaptations are removed and potentially speed up 

housing allocations for disabled and older people. 

 

 Improved access to housing advice and information – Housing Advisors 

that will work within the three active Frailty Projects and the acute hospital 

Onward Care Team have been recruited. The appointed officers will not only 

work with front line staff to provide housing expertise, but, also directly with 

older and disabled people and their families to promote positive conversations 

about their housing needs.  Opportunities for a local home sharing scheme 

are being explored with Age UK Gloucestershire and county universities. A 

further range of initiatives to reduce social isolation and make better links with 

the community wellbeing service and social prescribing are also in progress 

during 2018. The Citizen Advice Bureau (CAB) advice and support scheme 

has been running since September 2017 and has had a positive impact on a 

number of individuals.   

 

 Warm and Healthy Homes - The countywide Warm and Well Service 

provided by Severn Wye Energy Agency to improve properties through 

interventions such as cavity wall insulation through to the installation of central 

heating.  In addition to the CAB scheme outlined above, awareness of this 

service has been raised with GPs and the Respiratory Clinical Programme 

Group to ensure those living with long term conditions are referred as 

appropriate.  Build2Low Carbon is a European Union initiative to reduce fuel 

poverty, providing people living in fuel a reduced energy tariff for a period of 

two years during which they will benefit from Warm and Well initiatives and 

training to support them to use energy more efficiently. The Warm Homes 

Fund will see over 1000 homes across the county benefit from £5m of 

investment through the installation of heating measures.  

 

 The Non-injurious Falls Pick Up Service - provided by the Gloucestershire 

Fire and Rescue Service will commence in April 2018.  This service will work 

in partnership with the ambulance trust and social care to ensure an 
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appropriate clinical triage is in place. Work continues with falls prevention 

teams, care homes, District Councils and local support organisations to 

support falls prevention across the county. 

Additional initiatives –  

 Following visits to independent living centres and other models in 

neighbouring areas we are currently scoping a One Stop Shop scheme for 

Gloucestershire.  This includes identifying suitable sites and leasing 

arrangements with suppliers of equipment and assistive technologies. This 

will make it easier for people to access equipment to maintain their 

independence from the huge range of items available. They will also be able 

to receive assessment and advice from health staff. 

 We are working with District colleagues in relation to the wider determinants 

of health and influence the large scale developments across the county and 

also with colleagues at District level and housing associations in schemes 

such as the Matson and Podsmead Regeneration Project and in Cheltenham. 

 The Housing with Care Strategy will be developed over the course of 2018 

with the aim of publishing in January 2019. It will scope the need, demand 

and provision in the six districts and create an action plan for each area. 

 

Market Position Statement  

 

In order to enable people to live as independently as possible it is necessary to have 

a vibrant and sustainable care and support market. To help us understand our 

current position GCC and GCCG have commissioned the Institute of Public Care to 

develop a Market Position Statement for Gloucestershire. The objectives are: 

 to determine a clear overview of care and support market - both bed based 

and community based 

 to signal clear commissioning intentions to the market 

 to improve market management.  

The Market position statement (incorporating both market analysis and 

commissioning intentions) will be completed for publishing in June 2018.  

 

Carers 

 

Around one in ten people in Gloucestershire are carers including more than 3,500 

people under the age of 18.  A carer is anyone of any age who on an unpaid basis 

looks after a family member, partner or friend who needs help because of their 
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illness, frailty, disability, a mental health problem or an addiction and cannot cope 

without support. 

The CCG and Gloucestershire County Council jointly commission the provision of 

the Carers Breaks and Carers Emergency Scheme, Carers Voice, Carers Support 

Planning and Carers Assessment, Carers Information, advice and guidance, Carers 

Emotional Support and the Positive Caring Programme. 

The current contracts for these services end on 31 March 2019 and will be 

recommissioned during 2018.  As the first stage of this, the CCG and the Council are 

undertaking a substantial engagement programme to help shape future support and 

services for carers. It will explore themes which carers themselves have said are 

important to them such as taking regular breaks, accessing peer and family support, 

being acknowledged and treated with respect by Professionals  and looking after 

their own personal health and wellbeing.  

 

Frailty 

 

Managing frailty is a key issue for health and social care services and there are 

particular challenges where different services interact. People with frailty and their 

families often fall through the gaps or suffer at transitions from poor communication 

and coordination and a system not designed around their needs. People living with 

frailty are most at risk from adverse outcomes following a relatively minor event that 

challenges their health, and they are particularly vulnerable to getting stuck in the 

system or receiving poor service. 

Many people living with frailty have repeated emergency admissions, stay in hospital 

longer and have complex needs that require many different services working 

together to provide an integrated service.  

During 2017/18 the South Cotswolds Frailty Service was implemented and is now a 

well-established model that has built positive working relationships with Great 

Western Trust and Gloucestershire Hospitals NHS Foundation Trust. The project 

seeks to design and deliver an integrated anticipatory care pathway for frail adults to 

provide personalised care at all stages of the pathway (from healthy living through to 

end-of-life care).  The service works collaboratively with our partners to design and 

deliver a system that meets quality standards and maximises the best use of 

resources in the locality. The model has been developed using good practice and is 

currently being evaluated to demonstrate its effectiveness and to ensure 

sustainability by the University of Gloucestershire. 

The Frailty Primary Care Offer was implemented in 2017/18 and saw frailty roles in 

each GP practice included in the community enhanced services specification to 

include lead contact responsibilities at each level. This included a frailty 
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administrative/co-ordination lead; GP frailty contact lead, a Practice Management 

frailty contact lead; and a Practice Nurse Frailty contact lead. The enhanced service 

aimed to:  

 Ensure medication reviews for frail patients (VR to check if savings modelled 

in medications management – confirmed yes) 

 Improve two-way communications between OPAL and GP practices.  

 Raise awareness on best practice management of frailty issues through 

specialist clinical training on the frailty syndrome, face to face information 

sessions and online podcasts.  

 Undertake Primary Care Team meetings for frail patients; Practice MDTs and 

working towards cluster based MDTs.  

 Increased awareness of existing services to support frail patients and their 

carers 

 Working towards a practice based culture where carers of frail patients are 

supported with their health needs. 

 Proactively support falls prevention.  

 

Proud to Care 

Proud to Care is a South West regional campaign developed by the Association of 

Directors of Adult Social Services Workforce Leads. It promotes the recruitment and 

retention of staff and volunteers in the care sector.  

Proud to Care Gloucestershire was established in July 2017 and is a partnership 

initiative between the Council, Clinical Commissioning Group, Care Providers and 

Skills for Care. It has worked quickly to set up a number of initiatives including   

 an information, guidance and advice webpage encouraging people to 

consider care as a career  

 a dedicated area of the website reserved for providers where they can 

advertise their vacancies and find useful information and resources to support 

recruitment and retention 

 an official launch event for Providers attended by over 90 delegates from over 

40 different providers 

 A multi-media campaign aimed at young people as a priority audience 

 A Proud to Care Ambassador scheme 

 A Strategic Board to guide progress 
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During 2018/19 we will: 
 

 Development of the Housing with Care Strategy that will scope the need and 

demand and provision in the six districts and create an action plan for each 

area. This long term, large scale piece of work aims to reduce demand, 

increase housing provision and improve quality of life. 

 Work with partners to review how we can work together to increase the 

uptake of flu vaccinations by care home staff. They will explore a range of 

options including contractual, partnership working and a joined-up 

communications campaign. 

 Extension of Gloucestershire Fire and Rescue Service Telecare Responder 

Service to take a proposes a risk stratification approach towards a cohort of 

people who have identified responders but those responders frequently do not 

or cannot respond and a hospital attendance is triggered with, frequently, an 

admission due to the length of time from call to response. 

 Use short term beds to enable people to return home when possible or to 

move to housing with care, ensuring long term placements are used for higher 

or more complex needs.  This will be supported by the development of a 

Home First Strategy. 

 Support people to remain independent for as long as possible, reducing long 

terms bed based care and increasing the community offer. This will be 

enabled by the development of the Care at Home Strategy and promotion of 

first tier conversations and the early intervention and prevention agenda. 

 Further embed a partnership approach to develop a sustainable, affordable, 

provider market, working together in our approach to commission services. 

Through a district focussed and place based approach. This will be supported 

by the publication of our Market Position Statement in June 2018. 

 Continue to develop the Integrated Brokerage Service. 

 Review of the pre-placement contract by March 2019. 

 Recommission services and support for carers by March 2019. 

 

4.4.4 Personalised Care (formally Integrated Personalised 

Commissioning) 

 

GCCG, GCC, and a number of local voluntary and community sector organisations 

are one of 15 demonstrator sites for Integrated Personal Commissioning in England. 

This looks beyond the implementations of Personal Health Budgets (PHBs) to truly 

implement a person-centred approach to care and self-management, working across 

key programmes within our STP 

PHBs have been implemented in Gloucestershire on a small scale since April 2014 

within Continuing Health Care and LD. The PHB process that has been developed is 
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also fit for purpose for a larger scale roll-out of PHBs for people with long term 

conditions. We continue to work with key stakeholders and members of the 

Integrated Personal Care Delivery Board to identify and offer PHBs to people who 

fall in these high need groups that may benefit from a personal health budget being 

in place. This is supported by training and mentoring for Personal Assistants of 

budget holders and use of quality methodologies to evaluate impact, both in terms of 

outcome delivery and financial assessment. 

The Personalised Care work programme has multiple interdependencies with other 

workstreams across health and social care and the steering group will ensure that 

work is not duplicated or carried out in an isolated manner. The key workstreams 

include: 

 Training and Recruitment of Personal Assistants (PAs) for PHB holders. 

 Exploring new payment options such as prepaid cards. 

 New cohorts of patients with PHBs or improved access to personalised care 

planning.   

 Develop robust governance, finance, and contracts processes. 

 Working collaboratively with NHS England to improve Wheelchair Services. 

   

Over the next year we will: 

 Continue as part of the NHSE Personalised Care programme to work with 

NHS England to develop personalised approaches further  

 Continue to develop the Personalised Care work programme including 

developing robust governance, finance and contracting processes, exploring 

new payment options personalised care planning and training the workforce.  

 Work with providers to implement test and learn pilots for PHBs or improving 

access to personalised care planning for specific cohorts, and use the 

learning to inform future service development 

4.4.3.1 Continuing Healthcare 

 

NHS Continuing Healthcare is a package of care which is arranged and funded 

solely by the NHS for individuals aged over 18 years, outside of hospital that have 

ongoing complex or intense or unpredictable healthcare needs. Complex patients 

account for 2% of the Gloucestershire population and are responsible for 15.3% 

(circa £35m) of the total CCG spend. Managing and improving performance continue 

to be a key driver in commissioning of Continuing Healthcare services in 

Gloucestershire in order to meet the increasing demand upon our resources. 

During 2017/18 we have developed closer working relationships with partner 

organisations and frontline staff to improve process and reduce delays of 

assessment. As part of this approach we have our Local Authority colleagues 
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working within the CHC Team to ensure information sharing and accountability of 

frontline staff giving both the CCG and the Local Authority visibility of patients, 

finances and quality. 

During 2018/19 we will: 
 

 Benchmarking ourselves against our comparable peers and ensuring we 

receive value for money.  

 Monitor a range of key performance indicators that impact upon our 

organisation, such the28 day time frame, CHC assessments completed in 

hospital. Audit to understand reasons for lengthy delays in the NHS CHC 

eligibility decision-making processes, developing action plans to manage and 

meet the KPI.  

 Ensure that  the CHC assessment, commissioning and review processes are 

carefully integrated with a range of existing health and social care pathways 

which cover hospital, care home, and home based care. 

 Ensure proactive engagement with care home providers and community 

based services as they are important aspects of the NHS Continuing 

Healthcare system. 

 Ensure services work together for young people with complex health needs 

and disabilities as they transition from children’s services to adult CHC 

services 

 Move towards increasingly closer working with social care, supporting 

secondments of social workers to the CHC team or providing joint posts. 
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4.5 Enabling Programmes 
 

4.5.1 Workforce Strategy  

 
 

Programme recap: Over the past 12 months STP partners have undertaken 

considerable work on developing workforce plans to respond to the key challenges 

facing Gloucestershire, workforce capacity and capability (i.e. new roles) and 

recruitment and retention. The Workforce and Organisational Development Strategy, 

now version four (November 2017) has been refined and updated to reflect current 

progress with workforce priorities and future plans. The strategy focuses on three 

thematic themes capacity (creating sufficient workforce capacity); capability 

(developing the workforce skills and new roles for now and the future) and culture 

(developing new ways of working to foster collaboration, quality and innovation). 

 

Priorities and Progress 2017/18 

 

As a system we are committed to delivering 7 day working across services and 

developing innovative roles to support our new models of care. Significant work has 

been undertaken to address gaps in workforce capacity and capability and engender 

a culture of collaboration, innovation and quality. 

 

We have actively supported the development of new roles to help us to bridge our 

workforce gaps, to widen access to the healthcare professions and respond to 

national directions. Our expectation is that whilst workforce numbers will broadly stay 

level, the skill mix within our staff profile will change to match new healthcare models 

and current availability gaps in key professions. We are working to understand 

opportunities for greater productivity and efficiency within our workforce by reducing 

agency spend and introducing supportive technology. Our key challenge is to further 

develop our future workforce projections and to anticipate the roles and skill-mix we 

need in the future and to support our financial gap. We are working closely with the 

new care models programme and pilots within our STP to understand how we need 

to adapt our current projections to meet these needs.  

Our Plans for 2018/19 

Further develop our STP workforce plan – Working collaboratively across the One 

Gloucestershire system to describe and design the workforce and new ways of 

working that are required for the future. The focus will be on sustainability, flexibility, 

career pathways, rotations and supply. 
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Diagram 4: Refreshed Workforce Strategy Governance Structure  

 

During 2018/19 we will: 
 

 Submit an expression of interest in Trainee Nursing Associate Next Steps 

2018 expansion; OneGlos has requested 41 places and organised a OneGlos 

celebration conference. (Cohort 1) with a range of keynote speakers 

including: National Programme Lead for the Nurse Associate Role and NMC 

scheduled for 1st May 2018. 

 Work with STP partners to embed the Recruiting for Value Framework across 

organisational recruitment processes by June 2018. 

 Work towards accreditation as a Disability Confident Employer by October 

2018. 

 Develop a Carers Charter for staff including developing policies, guidance and 

reasonable adjustments, as well as raising awareness by the end of April 

2018. 

 Develop skills and capacity to use Workforce Repository and Planning Tool 

(WRaPT) as a scenario modelling tool to support clinical pathway planning 

processes. Supported by finalising governance arrangements for the sharing 

of workforce and activity data required for WRaPT by June 2018. 

 Agree processes across One Gloucestershire which will support further work 

needed on the recruitment / retention offer for health/care integrated roles. 

Including undertaking a feasibility study needed on a shared approach to 

agency use and job evaluation and the develop R&R packages to recruit 

people into Gloucestershire e.g. Proud to Care by September 2018. 

 Development of a Leadership network and programme across the STP, using 

a cascade methodology from the network to ensure the CCG has exemplary 

leadership at all levels by April 2018. 
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 Develop integrated apprenticeships to support cross STP working; advanced 

apprenticeships to support development of advanced clinical roles from May 

2018. 

 Develop a staff health and wellbeing initiative including web-pages that 

publicise the offer by May 2018. 

 Work collaboratively on feasibility plans for a shared recruitment function and 

a shared bank and agency service across STP organisations. 

 Continue to support the clinical pathway programmes to ensure workforce 

planning / analysts skills and resources are available  

 Continue to develop the Improvement Academy; Culture themed work-

streams and embed Person-Led approaches. 

 

4.5.2 Primary Care Strategy 

 

Programme Recap: To ensure we get the right long-term solution, as per our 

Primary Care Strategy, we are determined that a place-based approach would be 

the most appropriate method of providing this improved access in the future.  While 

our Choice+ service continued in 17/18 to ensure we meet the national 

requirements, we invited our 16 clusters to express an interest in delivering a local 

service that not only met the national criteria, but also invested in transformative, 

innovative, primary care provision for the future.   

 

Priorities & Progress 2017/18 

The cluster initiatives represent the progress made in just one year in working in a 

more integrated way across the STP and include: 

 Urgent visiting services working with SWAST to second paramedics to 

release GP home visits for chronic care; 

 Advanced physiotherapists working in practices while employed by 

Gloucestershire Care Services; 

 Mental health workers employed by 2gether, providing mental health support 

to patients in practices. 

Demonstrating our commitment to implementing our Primary Care Strategy, 

Gloucestershire CCG have exceeded the national standard to commit £1.50/head of 

population non-recurrently in 17/18 and 18/19 for practice transformation support 

and committed £1.89/head, recurrently, and invited clusters to make bids that would 

achieve the aims of the fund.  This has provided the foundation of our clusters 

working together, at scale, across 2017/18 and set the platform for 2018/19 and 

beyond. This has included initiatives such as practice based clinical pharmacists, 

elderly care services for patients in their own homes and an urgent visiting 
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paramedic service. Other locality based integration initiatives have been trialled, 

namely, mental health practitioners in primary care, community dementia nurses in 

primary care and multi-disciplinary meetings to provide integrated care “without 

walls”  

Learning from the place-based pilots, we are working with our localities and STP 

partners in developing a proposal for ‘Integrated Locality Boards’. Integrated Locality 

Boards will bring together primary care with key partners from across the STP that 

serves the populations of our communities.   They will promote the development of 

‘virtual patient-centred teams’ that work across organisational boundaries. 

 

During 2018/19 we will: 
 

 Launch Improved Access in all clusters from April 2018, with evaluation in-

year to inform the long-term commissioning strategy from April 2019 onwards.  

This project will provide c.40,000 additional appointments per annum 

compared to September 2017. 

 Spread the learning from the collated evaluation of the Productive General 

Practice Programme and consider CCG investment in further interested and 

committed practices that have yet to go through the initiative. 

 Commence the Releasing Time for Care Collaborative across our clusters to 

implement remaining, prioritised, high impact actions.  This will run from 

September 2018 – May 2019 across Gloucestershire, with support and 

coaching resource secured from the NHS England Sustainability and 

Improvement Team.  

 Support the continued rollout of Care Navigation and Clinical Correspondence 

training, so that all clusters have undertaken both sets of training by 2019. 

 Continue our work on building resilience within our local primary care cluster 

networks of 30,000 – 50,000.  This will be the foundation of our place-based 

approach of Integrated Locality Board pilots in 2018 (see separate place-

based section of this operational plan). 

 Continue the Practice Manager Development work commenced at end of 

2017/18; 

 Evaluation of the Practice Transformation schemes to share best practice and 

encourage spread;   

 Hold an all-practice GPFV follow-up event (initial one held in January 2017) in 

June 2018, with local and prominent national speakers to continue the 

momentum so far. 

 Finalise the functional specification for Online Consultations in conjunction 

with ongoing GP and PM engagement across practices and patient 

engagement, followed by procurement for the right solution for 

Gloucestershire.  The solution will have the ability to integrate with 111 Online 

and be an intrinsic part of the delivery suite of GPFV and our Primary Care 
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Strategy.  Rollout will then commence with those practices and clusters most 

ready during 18/19. 

 Health Inequalities Fellowship development to support recruitment and skills 

development for our deprived communities such as inner-city Gloucester 

 Evaluate 2017/18 Newly Qualified GP scheme and implement 2018/19 

 GP Training Portfolio Role development 

 Evaluation of new primary care workforce roles to understand T&D needs and 

building pipeline for future: Clinical Pharmacists, Mental Health Practitioners, 

Advanced Physiotherapists, Specialist Paramedics and Physician Associates.  

Annex 3 contains more detailed information from the Primary Care Strategy 

underlining the importance of this work for Gloucestershire Clinical Commissioning 

Group. 

4.5.3 IT Strategy  

 

The Local Digital Roadmap (LDR) for Gloucestershire was published in October 

2016 as part of the Sustainability and Transformation Plan.  A detailed programme 

plan was developed and the governance structure established to manage its 

delivery.  The Countywide Information Management & Technology (IM&T) Group 

oversees the delivery of the Local Digital Roadmap and is chaired and led by the 

Chief Executive of 2Gether NHS Foundation Trust and has senior representation 

from all provider organisations.   This group has membership from the Chief 

Information Officers, Chief Clinical Information Officers or equivalent from each 

organisation which reports into the STP Delivery Board.  The group prioritises 

schemes, highlights risks and issues including approval of significant change 

controls to the programme and recommends investment decisions to the STP 

Delivery Board.  The group is supported by several work-streams which report back 

to that group on national and local priorities, progress, change control, risks and 

issues within the programme.   The Countywide IM&T Group prioritises and 

recommends for approval investment decisions and plans for future investment, 

including for Provider Digitisation.  It has committed to using the Provider Digitisation 

Funding to improve capability across the system initially to bring all organisations up 

to the same level and then to improve digitisation across all organisations in line with 

the priorities that support the STP.    There has been historic underfunding of digital 

infrastructure in order to enable service delivery leading to a requirement for 2018/19 

which is anticipated to be in the region of £8m.   

  

Supporting work-streams are: 

   

 The LDR Infrastructure Group supports the programme to improve the 

technical architecture and infrastructure across NHS provider organisations 

and Social Care and ensures that the systems are secure and safe to use.   
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 The Records Sharing Group oversees the delivery of projects which share 

clinical records across organisations.   Joining Up Your Information shared 

records system as well as Summary Care Record Additional Information; CP-

IS and e-correspondence.   This group is responsible for the delivery of the 

benefits outlined in either the local business cases or national delivery 

programmes. There are a number of system-wide transformation programmes 

which have digital input include the transformation of Urgent and Emergency 

Care Services which is managed through the One Place Programme Board 

and has established the One Place Digital Group.  This is a countywide 

collaborative group which is supporting defining of requirements and 

implementation of digital enablers.  This programme will provide the 

governance for the delivery of the 111 online service to Gloucestershire as 

well as online consultations and advice and guidance online services.  The 

implementation of an Advice and Guidance service is supported by UEC 

transformation funding.  

 Primary care digital group has overseen the digital enablers which support the 

GP Forward View and the implementation of the universal capabilities.  

  

 The Whole Systems Intelligence work-stream has representation from 

provider and social care organisations and has been reviewing the reporting 

and information requirements across all the organisations.   A cross 

organisational workshop was held to understand the requirements for 

population health management across the system and to define an initial set 

of "quick win" projects which would support the delivery of the requirements. 

The delivery of these projects is being managed within the work-stream.  This 

group has established a programme to improve the retention and recruitment 

of analytics staff across the system. 

  

 The self-care and prevention work-stream of the STP oversees and prioritises 

the delivery of the prevention programme for Gloucestershire.  There are a 

number of digital programmes within that group including: 

 The consolidation of public facing websites which provide health and 

social care information within Gloucestershire to reduce the proliferation of 

websites offering information  

 The implementation of MapmyDiabetes and MyCOPD apps to support 

patients manage long term conditions which is supported by the WEAHSN 

 The review and enhancement of condition specific websites e.g. under the 

Better Births programme and the Mental Health transformation programme 

 An initial review of self-care and prevention digital tools has been 

undertaken 
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There are enabling work-streams of Workforce, Information Governance and 

communications and engagement. 

 The STP Workforce lead is supporting the LDR Infrastructure group to look at 

developing plans to pool scarce IM&T resources to add resilience across the 

system, sharing specialist technical expertise, managing the development of 

staff to support recruitment and retention. 

 

 The Information Governance requirements for the programme are supported 

by the Gloucestershire Information Governance Group which reviews all 

information sharing agreements and will be overseeing the implementation of 

GDPR.  This group has representation from all organisations. 

  

 Communications and engagement activities underpin all the projects within 

the Local Digital Roadmap programme.    

  

Plans for 2018-2019 

 

The Countywide IM&T Group oversees and prioritises plans for collaborative projects 

across Gloucestershire.  Key activities for 2018/19 include:  

 

Governance and Leadership 

 Review progress on plans outlined in the LDR and refresh the strategy and 

revise the plan by end of July 2018 for approval by STP Delivery Board 

 Establishment of a LDR communications and engagement plan for the 2018/19 

programme. 

 Develop a robust benefits realisation delivery and monitoring framework for all 

digital projects 

 

Records Sharing, Interoperability and patient facing technologies 

 Increasing usage of e-referrals with paper switch off planned for June 2018 

 Ongoing development and implementation of JUYI focusing on supporting 

Urgent and Emergency Care and the new redesigned clinical pathway ensuring 

clinicians can view the up-to-date patient record  

 Procurement and implementation of a county-wide e-correspondence solution  

 Scoping requirements for ePHR and potential piloting of a solution 

 Supporting the development of interoperability between in county and out of 

county organisations through the LHCRE bids 

 Working collaboratively with partners including public health, the Cancer 

Alliance and  the AHSN to support use of digital enablers for self-care and 

prevention initiatives  

 Scoping the requirements and options for possible digital enablers to support 

clinicians and patients manage long term conditions such as Diabetes and 

COPD 
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 EOL plans are held currently in SCRAI where the patient has consented.  

These will also be available in JUYI.  This will ensure that both Gloucestershire 

and out of county patients EOL wishes are shared with clinicians. 

 
Whole Systems Intelligence 

 Develop Whole Systems Intelligence strategy for Gloucestershire building on 

the IDO workshop run in 1718 

 Further development of system-wide requirements for population health 

analytics and linking in with neighbouring organisations doing similar work 

 Review requirements for whole system wide real time demand and capacity 

management reporting tools 

 
Primary Care Services 

 Ongoing implementation of extended access in primary care.  Direct booking is 

currently available as part of the Extended Access pilots in Gloucestershire and 

also in OOHs.  This is an interim solution which could be used for the OOHs, 

UTC booking but further clarification on the timeline for fully integrated 

appointment booking into GP systems needed.  Links have been made with the 

NHSD GP Connect team to explore how this could be implemented locally. 

 the implementation of online consultations during 18/19 and 19/20 and 

developing plans to increase utilisation 

 Increasing the utilisation of national projects improving:  

 Patient Online usage to 20% per practice,  

 Electronic Prescription Service utilisation to 80%, 

 Electronic Dispensing Service utilisation to 25%,  

 all practices live with SCR – increasing uploads to enhanced SCR and 

maintaining viewing figures for out of area providers – it is anticipated 

that viewing figures will decrease for SCR as they increase for JUYI 

and work towards the national target for e-SCR uploads of 15% 

 all relevant care sites viewing CP-IS ,  

 and eRS with paper switch off by June 2018 

 

Infrastructure and Security  

 Completion of the N3 to HSCN transition  and implementation of a GP Wide 

Area Network and improving local infrastructure upgrades including premises 

changes and mobile working  

 Implementation of the Cyber Security Roadmap to support the work needed to 

close the 8 advisory Carecert notifications. 

 Review of new technologies to support paperless working in practices such a 

VOIP in GP practices, GP connect for interoperability 
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 The prioritisation of a countywide infrastructure programme to support provider 

digitisation including the completion of the rollout of WIFI to GP practices by 

June 18 and the commencement of the replacement for the HSCN network 

across Gloucestershire 

 
Children’s and Women’s services 

 Working with local children’s services to support the implementation of the 

Children’s Digital Strategy 

 Supporting the implementation local of the digital elements of the Better Births 

Strategy  

 Maternity information will be made available in JUYI which will contain the 

patient information held in Trakcare and that held in the GP record.  This 

information will allow the clinician to view any clinical information relevant to the 

treatment of pregnant women. 

 An approach to the sharing of information with patients will be developed during 

2018/19.   

 

Mental Health Services 

 Supporting the implementation of the 5 digital enablers identified in the Mental 

Health Forward View. 

 JUYI will be made available to Mental Health Clinicians.  Where consent has 

been given care plans are available currently through SCRAI and these will also 

be available to view via JUYI.   

 Telehealth, telecare and apps are being explored.   

 

 
Urgent and Emergency Care Services  

 Implementing digital enablers such as new infrastructure, appointment 

booking tools to allow direct booking from CAAS and UTCs into GP clinical 

systems, online advice and guidance tools to support the One Place 

programme.  Aim to meet the national target of implementing a proprietary 

booking system at particular GP practices, 50% of UTC and 50% of IUCs by 

May 2018. The digital requirements being developed to support 1) the 

implementation of the One Place Programme include enabling information 

collected by one part of the service (e.g. 111 Call handlers)  to be exchanged 

with another part of the service (e.g. CAAS, UTC) in a timely manner and 2) 

appointment booking into other parts of the service e.g. UTCs and GP 

Practices. 3) sending information on the outcome to the patient's GP.   

Options for systems are being developed and will include use of electronic 

messaging software and use of the same software e.g. TPP SystmOne.  
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Interim solutions will be put in place to test the pilot for UTC, CAAS and 

onward services.  These are likely to include the implementation of shared 

appointment booking systems as well as electronic messaging. 

 

 Implementation of 111 online to 100% of the Gloucestershire population by 

December 2018.  Digital assurance will be through contract route to cover 

KLOE 1074. Paper going to Core for approval at end of April. Plans in 

development for implementation of a solution to align with National and Local 

priorities.  Phase 1 will be complete by July 2018 and will offer patients an 

online triage service.  NHSE and NHSD have been engaged with bi-weekly 

calls.  Support has been drawn down from NHSE.  Later phases which will 

include online booking of appointments will be implemented in line with the 

national roadmap to implement this functionality. 

 Ensuring implementation of the A&E Care Data set for all A&Es will be explored 

as part of the recovery programme for Trakcare. 

 
Cancer Services 

 Ensuring implementation of the new cancer waiting times system in April 2018 

 Begin data collection in preparation of the introduction of the new 28 day Faster 

Diagnosis standard by 2020.   

 The specification for Radiotherapy services will be reviewed once released and 

digital requirements will be reviewed and included in applicable contracts.   

 Links will be established with the Cancer Alliance to discuss requirements to 

share Cancer information from tertiary centres and local hospitals via JUYI. 

 

Provider digital plans for 2018/19 include 

 

 2gether NHS Foundation Trust 

The transformation of mental health services in Gloucestershire is supported 

by 2Gether NHS Foundation trust who have a committed programme of work 

to improve the digital maturity both within the trust and across the STP 

including providing the Digital Lead for the STP.  The trust will be exploring 

becoming a Mental Health GDE fast follower with fellow RIO GDE trusts 

during 18/19.   2Gether NHS Foundation Trust has expanded its specialist 

perinatal service during 17/18 and will be the first organisation to both input 

into and view the shared record for Gloucestershire – Joining Up Your 

Information. All commissioned activity is recorded and reported through the 

MH services dataset. 
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 Gloucestershire Hospitals NHS Foundation Trust 

GHNHSFT will continue to implement additional functionality in Trakcare 

including Order Communications and Results reporting (Radiology), 

Pharmacy (stock control and e-prescribing), the re-procurement of Pathology 

systems and full clinical noting. In addition Gloucestershire STP submitted a 

bid to the maternity transformation fund to support the development of digital 

enablers including the development of an electronic person held record to 

share the maternity record with mothers.  

 

 Gloucestershire Care Services NHS Trust 

GCS plans for 18/19 include further expanding use of SystmOne Enhanced 

Working by adding further services, reviewing document management 

systems, deploying single sign, deploying e-prescribing to community 

services, deployment of Windows 110 and Office 365 – Secure Email roll out, 

continuing to implement Mobile Working Phase 2 and rollout of apps such as 

MyCOPD. GCS will also continue the Corporate System solutions 

deployment, implementing the Trust’s Business Intelligence Reporting Tool 

Information Enhancement (BIRTIE), deploying countywide IT security 

solutions and supporting One Place STP plans and JUYI implementation. 
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4.5.4 Improvement Academy  

 

As STP Partners we are working together to deliver a range of system enablers. Of 

particular note is the development of a shared Quality Academy supported by the 

West of England Academic Health Science Network and the national NHS Quality 

Service Improvement & Redesign (QSIR) College to ensure application of the latest 

thinking, application in practices and education materials. We have launched the 

QSIR training for priority work-streams across the STP, and have trained over 90 

colleagues from across the system, including third sector, NHS, care homes, and 

council colleagues in the 5-day QSIR practitioner, with another 50 trained in the 1-

day Fundamentals course. GHT are continuing to train colleagues through their 

Safety and Quality Improvement Academy, and we are aligning both sets of training 

and associated support to best use the capacity and capability within the system. We 

have developed a training needs analysis for the STP, and this will be signed off and 

used from Q1 2018/19.  

During 2018/19 we will: 
 

 Align the QSIR training with the GHT Safety and Quality Improvement 

Academy. 

 Continue to train approximately 200 colleagues from key STP priorities per 

year. 

 Launch the training needs analysis and associated training and support. 

 

4.5.5 Estates Strategy  

 

The involvement of the CCG in the strategic development of estates needs to be 

seen in the context of three key overlapping areas. 

‘One Gloucestershire’ Public Estate 

Partners within Gloucestershire, including the County and District Councils, Police, 

Fire Service, Ambulance Service, Gloucestershire NHS Foundation Trust, 

Gloucestershire Care Services and the 2Gether Trust have set up a ‘One 

Gloucestershire Estates’ initiative.  The CCG is active member of these 

arrangements  

‘One Gloucestershire’ is committed to continue working together to leverage the 

value of our public assets to reduce costs, minimise future costs and deliver better 

outcomes for the people of Gloucestershire by delivering much needed services 

through agile working, colocation and service transformation, in a fit for purpose, 

dynamic public estate.  
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The key focus during 2017/2018 and through to 2018/2019 has been on progressing 

joint Service & Asset Delivery Plans, particularly for Cheltenham and Gloucester, 

where focus is on progressing the concepts of public sector hubs.  

Sustainability & Transformation Partnership (STP) 

The STP now provides the main vehicle for joint estates working. A STP health 

estates group has been established to take forward the development of the health 

specific estates requirements within the STP, to support the estates work required 

for business cases and to ensure that estates initiatives are linked with strategic and 

operational priorities across the community.   

The long term aim is for a flexible estate infrastructure, supporting the service 

ambitions and day to day working of Gloucestershire’s Integrated Care System to 

maximise health and well- belling, improve the quality of care and patient 

experience, and deliver financial efficiency.    

 

For 2018/19 the key areas of focus of joint working are on the following: - 

 

 Finalisation of the STP Estates Plan with a key focus on confirming capital 

priorities and setting out and potential disposal opportunities by July 18. By 

March 19 detailed and agreed plans for partner organisations to be in place 

and change management will commence. 

 Ensure the estate is more flexible, agile and organised to support and 

facilitate delivery of   more integrated service provision. By March 2019 

develop a clear road map to support more integrated working in facilities 

including clear understanding of existing utilisation, agreed priorities and  

policy development started  

 Reducing day to day running costs. This will be achieved by closer working 

with the AHSN to deliver savings from areas such as energy costs, improved 

facilities management and realising benefits from the Carter review  (acute 

and community). By March 2019 all partner organisations have agreed plan in 

place   

 Supporting shared working across the integrated care system 

 Delivering a reconfigured and transformed estate, overseeing the delivery of 

key capital projects, the sale of buildings/ sites and key projects. By March 

2019 business cases to be developed and agreed for: 

o GHNHSFT Capital bid for reconfigured acute  hospitals completed; 

o Developing specific proposals for a new community hospital in the 

Forest of Dean. 

o Estate requirements for One Place business case completed and 

agreed ;  

o Key priorities of the  CCG Primary Care  Infrastructure  Plan; 
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o Agreed building maintenance programmes in place; 

o Surplus sites confirmed and disposal of agreed sites commenced and/ 

or completed. 

  

Delegated responsibility for primary care premises 

Whilst further details are provided within the primary care strategy section (see 

section 4.5.2), it is important to note the CCG has a clear five-year prioritised 

Primary Care Infrastructure Plan (PCIP).  The PCIP sets out where investment is 

expected to be made in either new, or extended buildings between 2016 and 2021. 

The PCIP made a commitment to finalising and delivering eight schemes inherited at 

the point of delegated authority and identified 12 new priorities and set out the 

process for taking forward specific business case development with more active 

involvement of the CCG.  The key focus during 2018/ 2019 is to progress the PCIP 

in line with agreed timescales.  

During 2018/19 we will: 
 

 Business case for new Minchinhampton surgery completed and ready for 

CCG consideration in May 2018.  Subject to approval, construction 

commences before the end of 2018; 

 Business case for new Gloucester City Centre Primary Care Hub completed, 

ready for CCG consideration in May 2018.  Subject to approval, construction 

commences before the end of 2018; 

 Delivery approach for Beeches Green agreed by the end of May 2018; 

 Business case for new Phoenix surgery in Cirencester completed and ready 

for  consideration in July 2018; 

 Glevum surgery site fully completed by August 2018; 

 Subject to site being secured, business case for new Cheltenham Town 

Centre surgery completed and ready for CCG consideration; 

 New Kingsway, Gloucester surgery completed and open by December 2018; 

 New Stow surgery to be completed and open by December 2018; 

 New Cleevelands surgery, Bishops Cleeve completed and open by December 

2018; 

 Construction of new Cinderford Health centre starts by November 2018; 

 Subject to site being secured, business case for a new Brockworth & 

Hucclecote surgery completed and ready for consideration by the CCG before 

the end of 2018/2019; 

 Subject to site being secured, business case for a new surgery in Tetbury, 

completed and read for consideration by the CCG before the end of 2018/ 

2019; 
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5.0 System Development 

 

5.1 Governance 

 

We continue to work with our system partners on our shared System Development 

Programme; the Gloucestershire Strategic Forum (GSF) continues to be the key 

driver in shaping our approach to local system leadership and is central to the 

agreement to move forwards towards an Integrated Care System.  

Broadly our governance arrangements have remained constant over the last 12 

months (diagrams 5 and 6). Our Memorandum of Understanding (MOU) has been 

agreed by all organisations to support the delivery of STP across the system. The 

MOU sets out the way we have agreed to work, confirming the approach of sharing 

risk, information sharing and governance and clinical governance to support 

integrated working. During 2017/18 a new Independent Chair has been appointment 

and he has supported reviewing and refreshing governance arrangements are we 

move into 2018/19 delivery plans. 

Our system has agreed a collaborative leadership approach for our STP, with 

system leaders taking ownership of key STP work programmes on behalf of partners 

across Gloucestershire.  

Diagram 5: STP Governance Structure 
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Diagram 6: STP Governance Principles 

 

 

During 2018/19 working on integrated care governance will mean strengthening our 

existing memorandum of understanding and looking at how the GSF can move 

forwards as an Integrated Care System board. The system will be led by the ICS 

Board, chaired by an Independent Chair, supported by ICS Delivery Executive. We 

recognise that future governance arrangements could require a step change in the 

way that we work to build shared ownership of resources and a clear alignment 

across ICS constituent bodies to support system level planning, delivery and 

transformation and significant further work is required to develop our full future state 

proposals.  This approach will include a clear framework to support integrated 

commissioning and delivery of health and social care, parity of esteem, delivery of 

constitutional standards and place based working to support the delivery of primary 

and community based services at the core to ensure the needs of our population are 

served, first and foremost.    
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5.2 System Landscape 

 

The CCG continues to ensure that there is capacity and capability to continue the 

system change and innovation required by the STP plans; including the delivery of 

integration of systems and patient care at an STP level, organisational and pathway 

level throughout Gloucestershire.  The agreement of 2 year contracts and plans has 

enabled refreshed contracts for 18/19 to focus on alignment of core service change 

and financial assumptions required by the system. 

 In 2018/19 the CCG will continue to develop and embed joint resources and roles to 

deliver system change across STP priorities and support by joint governance 

processes.  Staff from the CCG and providers are working in system roles or 

seconded roles providing expertise and support to key areas such as new 

Emergency Department model. There will be a STP Programme Management Office 

working across the CCG to ensure that key programmes and projects are delivered 

in 18/19. 

 

Contracting approach 

 

The CCG is using contracting and commissioning approaches to encourage 

providers to work in collaboration, with the CCG, on delivering the system changes 

required by the STP.  

The CCG commissions all clinical services through the nationally mandated NHS 

Standard contract, using block and variable contracts including Any Qualified 

Provider as appropriate for the type of provider, service provided and system 

requirements to provide patient choice and support the delivery of constitutional 

targets.   

For 18/19, the focus continues to be on transformational change and contracts have 

been revised: 

 To reflect the requirements for financial sustainability at an STP and 

organisational level through joint plans for activity, workforce and financial 

assumptions 

 Where the STP requirements require a refreshing of service development and 

improvement priorities to continue the joint ownership of core milestones and 

service change, for example, the continued development of the One Place 

business case 

 the technical guidance requires an adjustment to the planned activity and 

finance schedules 

 revision to trajectories to reflect in year performance, activity trends and the 

technical guidance refresh 
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 revisions to ensure that the activity and planning assumptions are based upon 

current growth levels, are in line with the Technical Guidance refresh, and are 

moderated by the agreed transformation and efficiency programmes.  

 With activity and financial assumptions reflecting performance requirements, 

with jointly agreed processes to identify and mitigate risks to delivery and 

financial sustainability.  

In 18/19 the CCG is continuing the work in 17/18 to explore new contractual models 

which support collaborative working and provide a robust evidence for system 

change. This includes exploring the piloting of alliance contracting within primary 

care for extended access and reviewing new models of collaborative and partnership 

commissioning and contracting as part of the One Place programme. The CCG is 

actively supportive of its main mental health and Learning disability provider and 

Community services provider merging to form one organisation; integrating physical 

and mental health services for the benefit of local residents. 

 

Contract management approach 

 

Recognising that the focus for 18/19 remains on freeing capacity and expertise to 

deliver the required system transformation, the CCG  maintains a robust streamlined 

contract management approach which focuses on the performance against 

constitutional targets, high quality care and outcomes for patients. In 18/19 the 

CCG’s contract management process will 

 

 Ensure that approach is proportional to the size and value of the contract, risk 

and the role of the provider within the wider system  

 Ensure that services are delivered sustainably, effectively and efficiently in 

line with expectations for national and local targets for quality and 

performance  

 Apply standard NHS Contracting principles of engagement as well as 

guidance and regulations.  

 Use all tools and leverage available to ensure receipt of provider services to 

the prescribed standards and quality.  

 Continue to develop and implement new currencies and tariffs which 

incentivise the desired outcomes and manage risk across the system 

 Manage the risks of system change and transformation through shared 

understandings of the impact across the STP. 

 To ensure that the CCG operates good financial management processes 

throughout. 

 Continue, were appropriate, to encourage collaboration and joint approaches 

to challenges within the system 
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 Review the market and contracting landscape to ensure future models meet 

local need. For example, in 18/19 the CCG will review its future 

commissioning intentions for elective care services including those provided 

by Any Qualified Provider contracts.  

 Continue to ensure that all contracting is compliant with the revised business 

rules and the ‘Technical guidance for refreshing NHS Plans’ 

 

5.3 STP Solutions 

 

The whole health system including the CCG has a systematic approach to 

developing the solutions to meet challenges outlined in the STP and each 

organisation’s operational plans. 

The CCG has adopted a standardised approach to QIPP development that brings 

clarity and assurance to the QIPP proposals. The main aim is to address variation in 

the CCG’s spend and outcomes. The CCG uses the principles outlined in the 

RightCare methodology (i.e. where to look, what to change and how to change) but 

has refined the process for Gloucestershire which runs throughout the main STP 

delivery priories like the Clinical Programme Approach (CPA) and Reducing Clinical 

Variation (RCV). 

In addressing the challenges in the Gloucestershire health economy, the CCG uses 

both the resources developed nationally e.g. the Atlas of Variation in Healthcare and 

the Commissioning for Value insight packs and local resources e.g. bespoke 

pathway benchmarking to identify and triangulate opportunities to deliver optimal 

healthcare for the residents of Gloucestershire.  

RightCare provides the platform for the CCG to identify variation in terms of 

healthcare spend and outcomes to outline the opportunities in the Gloucestershire 

healthcare system to meet current and future challenges. 

Benchmarking lies at the heart of the continuous improvement of spend and 

outcomes where the Gloucestershire health system is compared to a peer group of 

other similar CCGs (i.e. larger CCGs with older populations and more rural areas) - 

variation is compared to the peer average, peer upper quartile and peer upper decile 

to identify improvement opportunities. This is then followed by a triangulation 

exercise where the opportunities from benchmarking from various sources 

(commissioning for value, atlas of variance and programme budgeting) are tested 

and verified by local interpretation. 

Once the improvement opportunities have been identified, areas are prioritised along 

with the various projects through priority setting and an analysis of phasing so that 

they can be included in the annual STP Solutions plans. Each saving included in the 
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annual STP Solutions plan has a project brief which is designed to outline the main 

components of the saving, the milestones regarding delivery and the key 

performance indicators (KPIs) that will highlight how the saving will be monitored and 

reported to know that the project is being delivered. As part of system working in the 

STP, these project briefs are shared with system colleagues to ensure that there is 

alignment between QIPP and CIP plans. 

Gloucestershire has a whole system governance structure designed for the delivery 

of STP Soutions plans along with provider CIP plans so that the plans are turned into 

action e.g. implementation of new pathways to deliver the benefits and address the 

opportunities and reduce variation. 

Table 5 and diagram 7 below shows the breakdown of the STP Solutions for 17/18.  

Table 5: STP Solutions Allocation by Programme 

Programme 
B/ Fwd from 

2017/18 
£’000 

New Saving 
2018/19 

£’000 

TOTAL 
2018/19 

£’000 

Prevention & Self-care - 375 375 

Clinical Programme  Groups 909 2,973 3,882 

RCV: Planned Care - Inpatient / 
Day Case Programme 

152 1,166 1,318 

RCV: Planned Care - Outpatient 
Programme 

196 935 1,131 

RCV: Medicines Optimisation - 5,050 5,050 

One Place/Urgent Care 
Programme 

1,647 1,593 3,240 

Community Programme 500 1,466 1,966 

Other - Secondary Care 
Medicines 

- 250 250 

Other - 1,390 1,390 

TOTAL 3,404 15,198 18,602 
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Diagram 7: STP Solutions Allocation by Programme 

 

Table 6 below aligns the 18/19 STP Solutions to the 5 year STP plan and the 

Rightcare Commissioning for Value opportunity (where alignment is possible). 

 

Table 6: STP Solutions alignment to benchmarking 
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6.0 System Sustainability 

 

6.1 Financial Principles – CCG  

 

There is an obligation to patients to ensure that services are delivered with the 

greatest possible effectiveness and efficiency. There is agreement across the 

system that there is a joint responsibility for effective management of resources 

within Gloucestershire.  We are committed to building the right incentives into the 

system to support the changes required.  

 

Together with system partners, the CCG will: 

 

 Ensure a structured approach to commissioning is fully embedded within the 

CCG, working with our providers to ensure that the STP programme is fully 

reflected within contracts, that we work to consistent planning assumptions 

with provider organisations. 

 Ensure that we have a shared understanding of the implications of pathway 

redesigns with providers which move activity into new settings and that we 

work jointly to manage this process ensuring that risk is not unfairly shifted 

across the care system. 

 Ensure we deliver services within our means. 

 Ensure that the CCG operates good financial management processes 

throughout. 

 We will use the national tools available including Right Care to benchmark 

with the aim of maximising the value gained. We expect to work with our 

providers and with primary care to reduce unnecessary activity within the 

principles of providing the lowest level of intervention required to manage the 

patient’s condition effectively. 

 In addressing the challenges in the Gloucestershire health economy, the CCG 

uses both the resources developed nationally e.g. the Atlas of Variation in 

Healthcare and the Commissioning for Value insight packs and local 

resources e.g. bespoke pathway benchmarking to identify and triangulate 

opportunities to deliver optimal healthcare for the residents of Gloucestershire. 

Right Care provides the platform for the CCG to identify variation in terms of 

healthcare spend and outcomes to outline the opportunities in the 

Gloucestershire healthcare system to meet current and future challenges. 

 We will not commission services that are deemed by evidence to not be cost 

or clinically effective. 

 The CCG will review the application of best practice tariffs to ensure quality 

outcomes. 
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 National business rules will be rigorously applied in line with NHS contract 

terms  

 Apply standard NHS Contracting principles of engagement as well as 

guidance and regulations.  

Use all tools and leverage available to ensure receipt of provider services to the 

prescribed standards and quality. 

 

6.2 Procurement Intentions 

 

GCCG anticipates undertaking the following procurement processes in 2018 / 2019. 

It should be noted this list is indicative and is not intended to be exhaustive or 

binding. All planned procurements will be advertised on NHS Gloucestershire CCG’s 

external website prior to the placement of national or European advertisements. 

Table 7: Procurement Schemes 2018/19 

Scheme: Commissioner Process: 

Provision of a Clinical Advice and 

Assessment Centre and an NHS111 

Telephony Service  

Urgent Care Competitive Tender 

Dementia Advisor Service Older People’s TBA 

Looked after children’s initial healthcare 

assessments 

Children’s 

Commissioning 
TBA 

Face to Face Counselling Services for 

Children and Young People 

Children’s 

Commissioning 
Competitive Tender 

Tier 2 Children’s Weight Management 

Service 
Clinical Programmes Competitive Tender 

Provision of Telehealth Continuing Healthcare 

Competitive Tender or 

Competition against an 

existing framework where 

applicable 

Fertility and IVF Services Planned Care Any Qualified Provider 

Health Coaching Clinical Programmes Competitive Tender 

Emotional Support for Victims of Sexual 

Violence  

Children’s 

Commissioning 
Competitive Tender 
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In addition to the above, GCCG Procurement staff will work collaboratively with 

Gloucestershire County Council Commercial Services and Legal Team staff on the 

re-procurement of Carer’s Services contract.  These services will be procured in 

2018 / 19 for a 1 April 2019 commencement date.  

Additionally the CCG will support providers to access regional procurement activities 

as appropriate. 

 

6.3 High Quality Services including CQUIN 

 

NHS Gloucestershire CCG remains focused on ensuring that we plan, develop and 

commission high quality integrated services.  We will continue the approach 

referenced in previous versions of our Operational Plan which ensures the three 

dimensions of Quality; Patient Experience, Patient Safety and Clinical Effectiveness 

flow throughout our work.  

 

In 2016 Gloucestershire CCG became a beacon site for the national ‘Sign Up to 

Safety’ campaign. This aims to strengthen patient safety in the NHS and make it the 

safest health care system in the world.  We remain committed to this campaign and 

have recently developed a networking event for operational leads from across the 

county’s providers. This network will use the Sign up to Safety ‘Kitchen Table’1 

methodology to help develop meaningful cross provider conversation that promote a 

safety culture.   

 

As the National Early Warning Score (NEWS) develops into its second iteration, 

NEWS2, we strengthen our commitment to work with providers across the county to 

embed NEWS2 as a common language in an increasingly integrated system.  We 

recognise how important it is to identify the deteriorating patient early on and the 

previous work undertaken to raise the awareness of Sepsis continues to be 

fundamental to our future plans to improve patient safety and Quality. It was for our 

integrated approach and engagement work in relation to tackling sepsis that we won 

the Nursing Times award in 2016. 

 

The CCG anticipates that the NHS Improvement redevelopment of the Serious 

Incident and Never Event Framework, expected later in 2018/19, will help STP 

partners to use national processes to drive improvements in patient safety. The CCG 

will robustly implement this framework and will continue to encourage the reporting 

of incidents in Primary Care. As well as promoting the National Reporting and 

Learning System (NRLS) we also advocate use of our own system ‘Quality Alert’. 

This enables GPs to alert us to any issues with providers in a timely way. Over the 

                                                
1
 https://www.england.nhs.uk/signuptosafety/kitchentable/ 

 

https://www.england.nhs.uk/signuptosafety/kitchentable/
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next year we will continue to raise the awareness of this useful tool which provides 

vital intelligence on the quality of care afforded to Gloucestershire patients.  

 

A highlight of the last year was the ‘Hot Topics in Health and Social Care’ 

conference, which ran for the second time and was organised by the Quality and 

Nursing Directorate. This conference reached care givers from across community 

settings and upskilled them with core knowledge. On offer during the conference was 

a free flu injection with over 80 vaccinations administered on the day. Events such as 

this, along with the hard work of all providers have helped to dramatically increase 

uptake of flu vaccination. This is something that we plan to build on in the future.  

 

The ‘Red Bag’ initiative aims to improve patient safety by enhancing discharges and 

transfers between care homes and other settings, such as the acute trust. After the 

successful engagement work undertaken to promote the initiative we plan to move 

into the next phase of the project over the coming year. We plan to integrate the 

project across STP partners and create a sustainable approach with the initiative 

moving into ‘business as usual’ in the future.  

 

We continue to fully discharge our statutory safeguarding responsibilities for children 

(Children Act 2004) and adults (Care Act 2014) through the NHS Quality Assurance 

Safeguarding Framework.  This includes strengthening the work of ‘health’ as a key 

stakeholder in Local Safeguarding Children and Adult Boards, better evidencing the 

impact of performance on those in need of protection, as well as supporting active 

learning from Serious Case Reviews.  

We also strive to be innovative with our approaches as we support a number of STP 

workstreams and integrate our work within the Clinical Programme Group (CPG) 

approach. A significant piece of work undertaken in partnership between the End of 

Life CPG and the acute trust has shown improvement in compassionate care for 

patients and their families and saw the acute trust’s CQC rating for End of Life move 

from ‘requires improvement’ to ‘Good’.  We also take the lead with our own projects 

to improve outcomes for Gloucestershire patients.  

 

Over the last year our CCG funded dieticians have worked with GPs and patients to 

significantly reduce the prescribing of Gluten Free products and are now heavily 

involved with championing ‘food first’ as we work to improve health outcomes by 

reducing the prescription of sip-feeds. This is all part of the successful delivery of the 

challenging £4m saving target in Medicines Optimisation.  We have responded to the 

national consultation on ‘Over the Counter’ medication currently being undertaken by 

NHS England, with which we broadly agree.  We are keen to review the full results in 

the spring with a view to considering future implementation and policy change.   

 

The CCG is facilitating a county-wide strategy to reduce the incidence of E.coli and 
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C.difficile, whist promoting anti-microbial stewardship across the STP. The strategy 

is supported by a working group for each specific area, these groups are developing 

action plans which will be implemented and monitored over the coming year.  

 

We also take responsibility for working closely with providers to ensure service 

delivery continually improves and they have in place processes to drive this continual 

improvement including the adoption and sharing of innovation. The CCG has a 

National Audit Review Group, which monitors local provider performance against 

National Audit Data. Action plans to improve standards are requested to drive up 

standards of care. As a membership organisation we also take seriously our 

responsibility to work with and help member GP practices and wider primary care to 

quality assure current standards. Primary Care published pathways reflect NICE 

Guidance and the local ‘Do Not Prescribe List’ promotes quality and safety around 

prescribing. We work closely with NHS England and want to continually improve the 

range and quality of services we offer. 

 

Our governance structure ensures that Quality is embedded across the local health 

care system, supported by the development of our Quality Assurance Framework, 

which monitors and challenges quality in the organisations we commission services 

from.  Gloucestershire CCG takes responsibility for Quality Assurance by holding 

providers to account for the delivery of contractual obligations and quality standards. 

Assurance is mainly managed through Clinical Quality Review Groups (CQRG) 

which brings together senior partners to discuss quality issues and provide robust 

challenge. Much of the assurance gained through the CQRG approach is reported 

to the newly renamed Quality and Governance Committee (formally the Integrated 

Governance and Quality Committee) which offers senior level committee scrutiny.  

This assurance work feeds in to NHS England’s Quality Surveillance Group, which 

we regularly attend to contribute to the wider conversation across the South West. 

 

We are focused on integrating Quality across the STP. Our governance 

arrangements ensure transparency across the system through quality 

representation at the Primary Care Commissioning Committee, which routinely 

reviews the CQC inspection findings of practices, monitors and offers support to 

enable improvement. We ensure the Governing Body is made aware of how 

commissioned services and CCG member practices are delivering safe and 

effective services via a number of early warning systems developed by the CCG. 

These ensure we are aware of quality and safety concerns within the organisations 

we contract services from. Significant risks and evaluated/agreed deviations from 

NICE Guidance are presented to the Governing Body through our risk register. 
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During 2018/19 we will: 
 

 Continue to develop an assurance framework that demonstrates providers are 

working together to deliver safeguarding services for all vulnerable groups 

(reference NHS Quality Assurance Safeguarding Framework. 

 Champion the Sign Up to Safety programme and embed the principal of whole 

system learning by working together across the STP.  

 Continue to learn from Serious Incidents and the National Mortality Review 

(E.g. The hip fracture service improvement programme has reduced mortality 

rates at both provider sites  

https://www.nhfd.co.uk/files/2017ReportFiles/NHFD-AnnualReport2017.pdf) 

 Embed to new STP wide Mortality Process Review Group which aims to 

streamline processes across different organisations to avoid duplication and 

share best practice. This is in additional to the already establish LeDeR 

mortality review group.  

 Further the development of systematic reporting and monitoring of quality 

indicators across the local health system, including the annual countywide 

quality conference. 

 Work with GPs as delegated commissioners to routinely deliver high quality 

clinically and cost effective healthcare to Gloucestershire residents. Support 

practice to embed changes and improve services identified in Care Quality 

Commission inspections. Quality assurance will be through the Primary Care 

Commissioning Committee and established quality assurance processes. 

 Continue to lead the Primary Care Clinical Quality Review Group utilising the 

Primary Care Quality Assurance Framework to contribute to ongoing analysis 

of patient experience and feedback and to gain early intelligence as to where 

extra help may be needed.  

 Continue to ensure that all aspects of quality are embedded within the EoL 

Clinical Programme Group, in particular ensuring that NICE guidance is 

embedded in all care environments. 

 Following the establishment of the Countywide Antimicrobial Stewardship 

group, in partnership with Public Health Gloucestershire we will continue to 

focus on monitoring and assurance of the NICE NG 15 (Antimicrobial 

Stewardship 2015 Guideline) and consider the national PHE antimicrobial 

resistance (AMR) work plan.  

 Embed a strategy for the promotion of Equality and Valuing Diversity and 

raise the profile across the CCG. 

 Continue to embed the Equality Impact Assessment and Quality and 

Sustainability Impact Assessment process across the organisation, ensuring it 

is a core tool of the CCG PMO toolkit. 

https://www.nhfd.co.uk/files/2017ReportFiles/NHFD-AnnualReport2017.pdf
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 Work together with the Research 4 Gloucestershire “R4G” (which replaces the 

former Research and Development Consortium, commenced from December 

2017) to promote and encourage R&D within health and social care services 

for the benefit of patients, staff and students across Gloucestershire. The core 

membership has been extended to include members of the University of 

Gloucestershire, and representation from all providers within the One 

Gloucestershire STP area. 

 Oversee the implementation of new arrangements for the commissioning of 

health care for patients living in England but registered with a Welsh GP 

practice, by effectively manage local engagement and communication 

regarding the new commissioning arrangements for this cohort of patients. 

 Through joint working with Gloucestershire County Council and Social Care 

Teams, the GCCG will be focussing on improving the uptake of influenza 

vaccinations by carers working in Care Homes across the county for the 

season 2019/20. 

 Further development of a Quality Dashboard for Quality and Governance 

Committee  

 

6.4 Patient Experience, Engagement and Equality 

 

As set out in the GCCG Experience and Engagement Strategy ‘Our open 

Culture’: ‘We want to hear the ‘quiet voices’ and be ‘commissioners on the ground’. 

The CCG will continue to develop its approach to patient engagement and 

experience; ensuring voices are heard by commissioners and are central to the 

strategic development of all of our programmes of work. Our Strategy is supported 

by online resources on the CCG website, which is regularly updated. In particular we 

will ensure that our approach responds to new guidance issued by NHS England 

with regards to engagement with our local communities about service changes 

associated with our Sustainability and Transformation Partnership (STP) proposals 

for change. In 2017, GCCG became an organisational member of The Consultation 

Institute. 

The GCCG Strategy for promoting equality ‘An Open Culture’, confirms that the 

CCG is committed to upholding the rights and responsibilities set out in the NHS 

Constitution; specifically in relation to equality, diversity and human rights, the 

principle which requires us to provide ‘a comprehensive service, available to all 

irrespective of gender, race, disability, age, sexual orientation, religion or belief, 

gender reassignment, pregnancy and maternity or marital or civil partnership status’. 

We recognise that Gloucestershire has a diverse population and that individuals may 

have multiple identities which can cut across more than one protected characteristic. 

On-line resources on the CCG website aim to support our staff with information 
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about our local population to ensure that the services we commission: provide equity 

of access; and help to reduce health inequalities. 

The ‘Open Culture’ approach set out in the two strategies above promotes 

‘Equality’, working in ‘Partnership’ and the desire to enable ‘Anyone and Everyone’ to 

have a voice. To achieve this we will provide ‘Information and good Communication’, 

focus on ‘Experience’ feedback and undertake good ‘Engagement and Consultation’. 

Our aim is to ensure that the CCG: achieves the essential conditions and culture 

within the organisation to make effective engagement a reality and to ensure that the 

individual’s experience of care is a driver for quality and service improvement. We 

want to understand the needs of our diverse community and strive to treat everyone 

as an individual, with dignity and respect, in accordance with their human rights. 

During 2018/19 the CCG plans to integrate the two strategies above to create a 

comprehensive ‘Open Culture’ Strategy encompassing engagement, experience and 

equality. Adopting a coproduction approach, this strategy will be informed by our 

experiences and feedback received and will be shared at an early stage of 

development with key stakeholders such as Healthwatch Gloucestershire. 

We will continue to facilitate the collection, analysis and reporting of feedback and 

views received from patients, carers, stakeholders, the wider public and staff. These 

views then inform and influence the CCG’s commissioning priorities. A dynamic and 

robust system is in place to ensure intelligence obtained from individuals’ 

experiences of local NHS services, alongside other quality data on safety and clinical 

effectiveness, and engagement and consultation activities, is collected, collated and 

reported. This intelligence will be used to monitor the quality and clinical 

effectiveness, from a patient, carer or public perspective, of current commissioned 

services and thus inform future commissioning decisions, service redesign and 

transformation proposals. 

As leaders of the local health economy, we have ensured that the heart of our 

shared system vision is the person – around which care will be designed, developed 

and delivered. This is embedded by ensuring lay representation, frequently drawing 

upon the expertise of representatives from voluntary and community sector 

colleagues, within our Clinical Programme Approach and within our key programmes 

of work. In particular Lay representation is embedded in CPGs through our 

contracted ‘Lay Champions’, whose role is to ensure that patient experience 

feedback is fully taken into account and is informing CPG planning discussions. 

We continue our focus on supporting engagement within Primary Care, supporting 

both practices to work as effectively as possible with their Patient Participation 

Groups (PPG) and vice versa supporting PPGs to work with their practices. We have 

established a well-attended countywide PPG Network, which facilitates two-way 

engagement with patient representatives. We will continue to promote the Friends 

and Family Test in Primary Care (and in all other NHS services) and will continue to 



 

104 
 

monitor the results of this and feedback received through the national GP Patient 

Survey. The CCG was pleased to represent commissioning organisations as an 

invited participant to support the 2017 review of the national GP Patient Survey.  

The CCG is also keen to hear the opinion of the staff working in health and care 

services and we will both consider the staff survey results, as well as staff 

engagement exercises to form a view of the quality of our local services. 

Our programme of planned engagement and consultation for 2017/18 focussed on 

two main areas: firstly engagement to support the STP process and secondly 

consultation regarding the future of community hospitals in the Forest of Dean. We 

made use of a wide range of engagement methods, including our popular 

Information Bus, which welcomed over 9000 visitors in 2017.  

Our programme of planned engagement and consultation for 2018/19 will focus on 

ongoing engagement to support the development of STP proposals for change, in 

particular Urgent and Emergency Care and Hospital Centres of Excellence. 

During 2018/19 we will: 
 

 Ensure that patient/carer experience informs the work plans of the active 

Clinical Programme Group areas, supported by the role of Lay Champions 

within the CPGs. 

 Ensure a focus on equality and diversity; including positive promotion of 

‘protected’ groups. 

 Support the amplification of patients’ voices within primary care, in particular 

though our Patient Participation Group Network. 

 Work with STP Partner and the voluntary and community sector to facilitate 

ongoing engagement in the development of STP proposals and support public 

consultation as required. 
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Annex 1: Gloucestershire Clinical Commissioning Group 2017/18 Achievements  

 

Enabling Active Communities 

Self-Care and Prevention 

 Successful joint commissioning of a comprehensive community wellbeing service with a total contract value of £4m. 

 Accreditation of 36 organisations through the national workplace wellbeing charter with some showing a 4% reduction in sickness and 
absence rates 

 Implementation of NHS Staff and Wellbeing and Preventing Ill Health by Risky Behaviours Commissioning for Quality and Innovation 
National Goals (CQUINs) across our main providers. 

 Roll out of Atrial Fibrillation Diagnosis and Treatment Programme with Allied Health Science Network to 81 practices. 

 Good engagement onto Wave 2 NHS Diabetes Prevention Programme (NDPP) with over 1,200 people on the programme. 

 Improvement in treatment targets for people with Type 2 diabetes. 

 Delivery of 3 health coaching courses, attended by 44 practitioners. 

 Over 10,000 school children participated in our first Daily Mile Campaign. 

 Implementation of the Patient Activation Measure (PAM); over 1400 PAMs have been completed. 

 Successful delivery of 2 pilots through Academic Health Science Network (AHSN) Map my Diabetes and KiActive supporting over 800 
individuals. 

 Development of the ‘Better Conversations’ Programme through £130k support from Health Education England to ensure longer term 
systematic approach to coaching for health wellbeing. 

 126 Primary Schools have been trained through Facts4Life.  Teachers from 20 secondary schools have been trained in the delivery of 
the new Key Stage 3 resource. 

 A soft relaunch of Stop B4 the Op has led to 156 patients being referred into the service since October 2017. 

Social Prescribing 

 We successfully co-commissioned a new integrated service with the County Council, which encompasses both social prescribing and 
community capacity building functions. The Community Wellbeing Service is delivered by five local providers across the county on a 
place based model, and is universally available in all GP practices. The service commenced in October 2017 for a 5 year contract term 
and has an open referrals system including self, health professionals, social care practitioners and Voluntary, Community and Social 
Enterprise (VCSE) sector organisations. 
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 Development of the Community Wellbeing Service pseudonymisation data project is due for completion in March 18, with all providers 
on track to feed in data from April 1st. In addition to a performance dashboard, the data project will enable us to track NHS activity of 
patients referred for universal social prescribing. 

 Commissioning of phase two arts on prescription in clinical pathways has commenced, in partnership with Create Gloucestershire our 
VCSE county arts partner. Phase two includes the development of a quality standards framework and support to the VCSE sector to 
develop a consortium of arts on prescription providers. 

 CCG was invited to present our work on arts on prescription for self-management of long term conditions, at a symposium at University 
College London. 

 CCG was invited to join a task group of The All Party Parliamentary Group for Arts, Health & Wellbeing, to contribute to the 
implementation of the recommendations made in the 2017 publication Creative Health: The Arts for health & Wellbeing. 
http://www.artshealthandwellbeing.org.uk/appg-inquiry/ 

 Phase two cultural commissioning in clinical pathways model developed in partnership with Create Gloucestershire our VCSE county 
arts partner. Phase Two includes partnership development of a quality standards framework and provider market 

Clinical Programme Approach 

Respiratory 

 Pilot of Self-Management Plan for Chronic Obstructive Pulmonary Disease (COPD) that can be used across the health care community, 
the plans for roll out will happen in 2018/19. 

 Delivery of a Self-Management Event for individuals with moderate to severe COPD. This event was well attended and show cased how 
best to self-manage COPD alongside some of the services available in the healthcare community such as healthy lifestyles, citizens 
advice and breatheasy. 

 Pathways for bronchiectasis have been rolled out in primary care with further work ongoing for Intravenous (IV) services. 

 Creation of a discharge care bundle that supports delivery of best practice and assurance that the hospital is meeting the best practice 
tariff. 

 Staff engagement - a key part of the process of creating an integrated team, we have devoted a considerable amount of time to bringing 
staff together in a collaborative fashion to explore potential new ways of working. 

 Use of myCOPD, an online self-management and pulmonary rehabilitation tool for individuals with COPD 

MSK 

 Implementation of the Virtual Fracture Clinic (Trauma Triage Service) in November 2017. 

 Developed a model for a Musculoskeletal (MSK) Advanced Practitioner Service. Business case for Orthopaedic referral triage approved 

http://www.artshealthandwellbeing.org.uk/appg-inquiry/
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in January 2018, service redesign commenced for implementation in 2018/19. 

 Materials for self-management and self-referral to physiotherapy developed and implemented as part of an effective communication 
campaign. 

 Redesigned pathways for hip, knee, shoulder and lower spine as part of specialist triage development to be implemented from April 
2018. 

 Embedded MSK Advanced Practitioner Physiotherapists (First Contact Practitioners) in primary care from February 2018. 

Circulatory 

 Brain Natriuretic Peptide (BNP) testing introduced in August 2017. 

 830 cardiac devices now on remote monitoring. 

 Developed revised pathway for the management of chest pain, including the introduction of 1 hour trop t testing. 

 Won award for the “Don’t Wait to Anticoagulate Project” at the Anticoagulation Achievement Awards at the House of Commons for the 
Centre which has been best able to demonstrate adherence to National Institute for Health and Care Excellence (NICE) Quality 
Standards for Atrial Fibrillation (AF). 

 Improvements in the acute Stroke pathway as measured by the Sentinel Stroke National Audit Programme. 

 Developed model of care for community stroke rehabilitation, which is being taken forward as a business case in 2018/19. 

Cancer 

 Collaborative development and assurance of the GHNHSFT Cancer Recovery Plan, incorporating full adoption of the “10 High Impact 
Changes” and regionally agreed a Somerset, Wiltshire, Avon and Gloucestershire (SWAG) Alliance recommended and supported best 
practice pathway improvements. Performance improvement on track against trajectory. 

 Launch of new set of electronic cancer referral forms for all cancer sites.  Fully aligned with NG12 NICE Guidelines on the referral for 
suspected cancer and guiding good clinical information sharing to optimise secondary care productivity. Co-launched with new patient 
information leaflets and a GP Checklist protocol to ensure improve utilisation of Two Week Wait (2WW) slots. 

 Continued focus on increasing the earlier diagnosis of cancer through primary care education and quality improvement projects. 
Completed third year of Macmillan GP masterclass programme with 19 events with over 1000 GP attendances. Evaluation has informed 
planning of new programme of masterclasses in 2018. New video podcasts for G-care developed and launched. 

 Collaborative service improvement project undertaken for lower GI referrals. Delivery commenced with the launch of a GP Direct Access 
Flexible Sigmoidoscopy Pathway, and a redesigned straight to test pathway for colonoscopy is now ready for implementation.  

 Urology extension of multi-disciplinary, assessment and diagnostic clinics and other capacity management improvements are 
consistently reducing waits and enhancing performance throughout the later months of 2017/18. 

 One stop dermatology “super clinic” pilot started in November with increased capacity and shorter diagnostics and treatment pathway. 
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2ww backlog now fully cleared as a result. 

 Commenced wider cancer pathway review to ensure development plans are on track to deliver ‘Faster Diagnosis 28 Day’ target by 2020.  

 Continued to mobilised the One Gloucestershire Living With & Beyond Cancer Programme as a collaborative system-wide project. 

 Continued implementation of the Cancer Recovery Package for Breast, Prostate and Colorectal cancer patients, with steady increases in 
the number of Health Needs Assessments, Care Plans, and system testing complete for production of Treatment Summaries. 

 IT procurement and integration of My Health Record system to support cancer patient surveillance. 

 Clinically agreed protocols for Breast, Colorectal and Prostate cancer have been completed in readiness for the forthcoming launch of 
risk stratified pathways. 

 Ongoing project delivery of Macmillan Next Steps Cancer Rehabilitation improving patient’s health and wellbeing outcomes through 
education, specialist AHP support and healthy living programmes. Successful mid-project review and confirmation of further Macmillan 
funding to complete the evaluation phase. Project now shortlisted for a number of prestigious national awards. 

 Practice Nurse Education series, supported by Macmillan and CCG Primary Care offer is building capacity in primary care to support 
people Living With & Beyond Cancer. Successfully completed its second year, with high practice participation and excellent feedback 
from nurses attending. 

 The Gloucestershire Cancer Patient Reference Group continues to provide patient leadership on the STP improvement work and has 
instigated a project to form new patient support groups and workplace engagement. 

 Assured that local provider has implemented IT system updates to deliver readiness to new cancer waiting time reporting from April 
2018, and that forward development project is in place to provide secure reporting of 28 day to diagnosis reporting.  

Eye Health 

 Additional pathways provided by PEG to include Chronic Open Angle Glaucoma (COAG) and Ocular Hypertension (OHT) monitoring. 

 Primary Eyecare Gloucestershire (PEG) commissioned to provide examinations for children who have failed their School Vision 
Screening below a set threshold. 

 Commissioning of an Eye Clinic Liaison Officer from Royal National Institute of Blind (RNIB). 

 Creation of Eye Health ‘Top Tips’ poster for nursing homes. 

 Distribution of Thomas Pocklington Trust Eye Right Screening Tool kits to Gloucestershire Fire Service to enable basic eye checks to be 
undertaken as part of ‘Safe and Well checks’.  

 Completion of audit to understand the impact of the introduction of a new Community Eye Care Service in Gloucestershire to inform 
further service development in 2018/19. 

Dementia 

 Stroud and Berkeley Vale Cluster 4 pilot – testing an integrated approach to community dementia services, with the Community 
Dementia Nurse (CDN) releasing capacity to support primary care by accessing primary care systems and the 2gether NHS Foundation 
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Trust clinical system RIO.  

 Developed and initiated plan to improve cost effectiveness of Dementia Advisor Service to address low caseload/activity due to 
engagement with complex care. 

 Explored opportunities to reduce excess bed days in collaboration with other Clinical Programme Groups (CPGs) where outcomes for 
patients with dementia are poor compared to other long term conditions i.e. respiratory. 

Diabetes 

 All information about Type 1 (adults and paediatrics), Type 2 diabetes and diabetic foot care available on G-care which is an on-line 
resource for primary care clinicians. 

 Business case approved for implementation of diabetic foot care pathway, two additional podiatrists now in place. 

 Prescribing practice in diabetes reviewed resulting in the introduction of a recommended treatment plan for Type 2 diabetes. 

 Introduction of ‘top tips’ for ‘caring for patients with diabetes’ for use, by domiciliary staff, carers and relatives. 

 Improvement in treatment targets for patients with type 2 diabetes.  

 Appointment of 2 training facilitators with a strong behaviour change background to increase the capacity for face-to-face structured 
education and increase the uptake for patients newly diagnosed with diabetes Securing National Diabetes Transformation funding to 
appoint two additional Podiatrists, a part-time Consultant Diabetologist and support from a vascular surgeon to create a new 
Multidisciplinary Diabetes Foot Team.  

Children and Maternity 

 Set up our Local Maternity System and developed our ‘Better Births Gloucestershire’ Maternity Transformation Plan. 

 Delivered a reduction in Term admissions to neonatal care below the national and regional average. 

 A fully established specialist community perinatal mental health team in place to ensure women with complex mental needs receive the 
support that they need. 

 Training to improve infant mental health has continued with all Health Visitors trained in New-born Observation and 8 Institute of Health 
Visiting (iHV) Champions delivering training for approximately 120 staff, the wider community and health visitors. 

 Improved transition for children with complex health and care needs. 

 Developed a personal assistant delegation model as part of the Integrated Personal Commissioning (IPC) programme across health and 
social care. 

 Trained a significant portion of the health and social care workforce in personalised care planning. 

 Set up a pilot to improve training for school staff to manage the medical needs of children in school settings. 

 Embedded the consideration of health needs as ‘routine’ for those with special educational needs and disabilities. 
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End of Life 

  ‘Just in Case’ Box pilot - commenced in the Forest of Dean and ensures symptoms can be managed effectively and without delay to 
ensure effective symptom control and avoid any delay in dispensing. The pilot also tests whether carers can be supported to administer 
the drugs, building on successful findings from other areas of the country.  Mid-point evaluation undertaken indicates that project is 
successfully delivers anticipated objectives. 

 Commenced integrated personalised commissioning work with Day Hospices. 

 Produced a fully costed proposal for 24/7 access to specialist palliative care and are now awaiting further national guidance before 
proceeding to procurement. 

 Developed a new service model for fast track funded care at home and are now awaiting national Continuing Healthcare (CHC) 
guidance before proceeding to procurement. 

 Gloucestershire CCG became a member of the national End of Life care Board led by NHS England. 

Mental Health 

Community, Acute and Crisis Care 

 All qualified clinicians in Mental Health Acute Response Service (MHARS) have received training to equip them with the necessary skills 
to work in a crisis with Children and Young People (CYPS).  

 Mental Health Matters 12 months pilot providing 24/7 helpline for service users known to 2gether NHSFT that frequently call MHARS for 
telephone support. 

 Street triage scheme is having a positive impact on reducing the use of s136 by the Police. 

 Alexandra Wellbeing House and The Cavern (Wellbeing Café) continue to receive positive feedback from people who use them and are 
providing timely alternatives to prevent crisis. 

 Inclusion of local CQUIN to deliver annual health checks in line with NICE guidance. 

 Funding bid submitted to expand Individual Placement and Support Vocational Services so that it can see more people with serious 
mental illness and expand into early intervention. 

 Future model for the Approved Mental Health Professional service has been agreed and recruitment is in progress. 

 Investment agreed by the CCG to expand the remit of the Attention Deficit Hyperactivity Disorder (ADHD) diagnostic assessment service 
to include a review function.  

 The regional review of transporting patients detained under the Mental Health Act has been completed and the final products (service 
specification) have been put forward for consideration as part of a review of the national ambulance service specification. 

 Continue to achieve very low numbers of patients placed out of area for acute psychiatric care. 
 

Suicide Prevention and Self-Harm 

 Suicide multi-agency action plan developed and steering group established to implement. 
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 Undertaken a review of self-harm pathways from prevention through to treatment /recovery. 
 

Improving Access to Psychological Therapies (IAPT) 

 We have agreed additional investment and development of services so that the 2018/19 access requirement of 19.5% will be delivered 
by March 2019 

 
Children’s Mental Health 

 A school age autism pathway working group has been set up and is finalising a new pathway of diagnosis and early intervention for 
school age children and young people with social communication difficulties.   

 The roll out of the School Pilot has continued in 2017/18 with the launch of the pilot into the Gloucester City Schools in January 2018.  
There will be extra support for the primary schools feeding into these secondary schools from September 2018.  We are continuing to 
work with our partners on scoping out a roll out programme for the whole of the county.   

 Engagement with parents, children and providers around the emotional support and wellbeing needs of children diagnosed with a long 
term condition.  

 A full evaluation has been completed for the pilots of face to face and online counselling services for young people. The evaluations 
were both excellent, achieving very positive outcomes for young people. The online counselling Service is currently out to tender and 
there are plans to tender the face to face counselling service. 

 Emotional support for refugees and asylum seeking children has been commissioned from Gloucestershire Action for Refugees and 
Asylum Seekers (GARAS). 

 As part of the Integrated Personalised Commissioning Programme we are piloting individual budgets and approaches to support the 
mental health of children in care. This pilot is now well underway with our first young people in receipt of personal health budgets.  

 Worked collaboratively with NHSE Health & Justice team and other partners (e.g. council, Office of Police & Crime Commissioner) to 
pilot improved pathways of support for children entering the criminal justice system. 

Learning Disabilities 

 Continued to exceed the national performance of 58% for Annual Health Checks offered in Gloucestershire as part of the Primary Care 
Offer – with 63% of patients registered as having a learning disability receiving an annual health check. 

 Commissioned a Get Checked, Stay Well film from Inclusion Gloucestershire. 

 Held a Health and Social Care Big Check Day in May 2017 attended by a range of stakeholders to provide education, support and sign 
posting to services. 

 Developed non-statutory advocacy services, including the use of individual supporters and befrienders in addition to an Independent 
Mental Health Advocate/Independent Mental Capacity Advocate. 

 Continued to work with the Community of Practice & Challenging Behaviour Working Group. 
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 Ensured all patients in an inpatient setting receive a bi-annual care and treatment review. 

 Continued to be a part of the Learning Disabilities Mortality Review Programme – with 52 notifications received and 19 individual 
investigations undertaken locally. (LeDeR) Learning from reviews has highlighted potential areas of focus with regards to aspiration, 
pneumonia, cancer screening and heart failure in people with learning disabilities. 

Reducing Clinical Variation 

Medicines Optimisation 

 Reduction of spend of £500k from analgesia prescribing, supported by the work of the Living Well with Pain Programme. 

 Distribution of 1500 Joint Countywide Pain Formulary to primary and secondary care. 

 Delivered 4 Pain Masterclasses to over 150 GPs and clinicians. 

 Implementation of SIP feed project supported by Dietetic support to primary care and patients – reducing SIP feed prescribing by £350k.   

 Introduction of Do Not Prescribe List. 

 40 Clinical Pharmacists appointed, covering 27 whole time equivalent posts across all localities. 

 The Prescription Ordering Line has gone live offering a repeat medication ordering service to over 125,000 patients over 14 GP practice 
lists. 

 Polypharmacy reviews have been delivered widely across the majority of GP practices, and also within dedicated multidisciplinary teams 
covering each of the South Cotswolds and Cheltenham Town localities. 

Elective Care Programme 

 Significant G-care content development including publication of 26 new pathways and development of a further 50 in draft. 

 Increase in the number of specialties offering Advice and Guidance to 12, and 50% increase in GP usage of the service. 

 Introduction of telephone follow up in Audiology and Orthopaedics. 

 Rollout of Urology one stop ‘MAD’ clinic at GHNHSFT for all new Outpatients attendances 

 Evaluation of community urology service and decision to recommission the service through formal procurement. 

 Successful trial of Urolift and decision to rollout fully in 2018/19. 

 Implementation of Dermatology super clinic for 2WW referrals. 

 Full benefits realisation from IBS pathway redesign and introduction on dietician led refractory IBS service. 
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One Place One Budget One System 

One Place 

 A documentation of current activity, finance, workforce, digital, transport and diagnostics has been carried out to understand our current 
system in detail.  This is supported by an evidence review to reshape urgent care pathways and develop a proposed new clinical model. 

Urgent Care System Response 

 The rating Gloucestershire Urgent and Emergency Care system has been raised from category 4 to category 2. – remains at category 2 

 90.9% Emergency Department (ED) performance over the winter period (November 17 – February 18).  This is a significant 
improvement on the 78.0% performance over the equivalent period last year. Nationally for the first time ED performance was achieved 
in November 2017. ED performance continues to meet the Sustainability Transformation Fund (STF) 2017/2018 targets since November 
2017 to March 2018. 

 Significant reduction in bed days occupied by stranded patients in the Nov – Jan period from 69% last year to 63% this year. There were 
318 stranded patients over 7 days at the end of March 2018 whilst there were 148 stranded patients with a stay of over 21 days in the 
Trust. 

 An average increase of 751 additional discharges up to February 2018. 

 On target Delayed Transfers of Care (DToC) performance of 3% in January against national target of 3.5%.  – DToC was 3.4% in 
January 2018 but now is 1.7%. 

 DToC was 1.6% in February 2018. 

Community Admission Avoidance 

 Launched a Complex Care at Home service to reduce acute admissions for people with long term conditions. 

 Deep dive into existing IV Therapies continues with the aim of developing a robust community based IV therapy offer. 

ED Admission Avoidance 

 A GP in ED pilot has been running since October 17 allowing for patients to be streamed to a Doctor who can provide advice, support 
and treatment. 

 Where appropriate our Ambulatory & Emergency Care (AEC) initiative provides same day diagnosis, consultant review and treatment for 
patients who present at hospital for potential admission and ward based care.   

 The Older Persons Advice and Liaison Service (OPAL) has been developed to be the interface between the community and acute 
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environments and aims to rapidly return ED attendees to their home environments.  Presenting patients are supported by a 
multidisciplinary team which assesses individual needs and ensures community services are in place to support ongoing care.  This 
service has contributed to a reduction in length of stay for the over 85s. 

 A Surgical Assessment Unit (SAU) has been funded through the better care fund to provide a senior assessment to patients streamlined 
from ED or direct from a GP. The service impact is to direct unrequired emergency admissions to a planned in or out patient 
environment. 

Flow 

 A flow taskforce has been developed which has worked across the system and contributed to a successful winter for the Gloucestershire 
system. 

 Discharge to assessment has been implemented a new pathway to support patients with both home and non-acute bed based support 
more rapidly. 

 A trusted assessor approach has been developed within the Care Home Support Team to help support the number of discharges and 
provide best practice. 

 The Onward Care Team focuses directly on managing complex discharges and supporting acute wards with the facilitation of simple 
discharges. This helps provide good patient flow through the hospital.  

New Models of Care 

 Successful merge of two practices during 2017/18 to aid sustainability. 

Integrated Commissioning 

 Development of a number of community services as part of our commitment to progressing out-of-hospital care such as complex care at 
home. The multi-agency project group is well established, with a final model and pathway almost complete. A senior Community Matron 
Manager started in post and four Community Matrons have been recruited and are due to start in post shortly. Recruitment is also 
underway for an additional 2 Matrons and 6 Wellbeing Co-ordinators who will join the project.   

 Implemented a Gloucestershire Fire and Rescue Service Telecare Responder Service - the service currently acts as a ‘friend or family 
member’ when a person presses their telecare alarm.  This has enabled over 400 people to return to their own home. 

 Occupational Therapy Review.  

 Implemented the South Cotswolds Frailty Service - an integrated anticipatory care pathway for frail adults to provide personalised care at 
all stages of the pathway (from healthy living through to end-of-life care).  We have worked collaboratively with our partners to design 
and deliver a system that meets quality standards and maximises the best use of resources in the locality. 

 Since the launch of the regional Proud to Care South West campaign in July 2017, a Proud to Care (PTC) Gloucestershire initiative has 
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been in place.  An official launch of the Proud to Care Gloucestershire campaign in November 2017, with 90+ delegates from over 40 
provider organisations; speakers represented health and social care, the Care Quality Commission, Skills for Care, and a specially 
composed PTC anthem was performed by students from a Gloucestershire school. 

 The Institute of Public Care (IPC) has been commissioned to develop a market position statement for Gloucestershire CCG and 
Gloucester County Council. IPC will provide a market overview document and outline commissioning intentions for both bed- based and 
community-based (domiciliary) care. 

 Jointly with GCC we commissioned a yearlong pilot with Wheatridge Court Reablement Unit to assess whether 6 ring fenced beds 
cohorted within a discreet unit could address the gap in provision and improve outcomes for people with Acquired Brain Injury (ABI). The 
pilot will provide a period of therapy led slower stream rehabilitation i.e. ABI specialist therapy assessed goal and rehabilitation plans, 
delivered by rehab trained support staff and closely monitored by the specialist team.  

 Developed a business case for Postural Management 

 Undertaken an Occupational Therapy Review including a more focussed approach on prevention and trialling some more effective ways 
of working. 

 Launched the Proud to Care Gloucestershire campaign in July 2017. 

Personalised Care 

 Personal Health Budgets for Wheelchair service users giving them more options over their choice of wheelchairs. 

 Piloted Personal Health budgets for children in care with mental health needs as part of the NHS England programme. 

 Developed a personalised care plan ‘My Goals’ for use of people with complex long term conditions 

 Roll out of the Patient Activation measure to patients with long term conditions. 

 Framework for ‘coaching for better conversations’ to enable development of the workforce in support of personalised care planning and 
training for specific groups. 

 Development of a PA register linked with the Proud to Care initiative to enable training and recruitment of Personal Assistants (PAs) for 
Personal Health Budgets (PHB) holders Joint pathways between GCCG and GCC for patients transferring to CHC from Adult Social 
Care. 

 Joint assessments for children with complex or continuing care needs. 

 Test and learn PHB for frequent attender in ED. 

 Workshops for the VCSE sector to enable better engagement with commissioners. 

CHC 

 Worked jointly with system partners to deliver the Discharge to Assess pathway which supports the discharge of individuals from hospital 
and completion of the CHC assessment within 28 days. 

 Over the last three years Price Waterhouse Cooper have undertaken several audits of CHC and Funded Nursing Care (FNC) following 
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an initial review as part of the 2015/16 internal audit programme which rated the service as High Risk. This year’s follow up review has 
identified that there are no high risks with one high risk being implemented and closed. The other risk reduced to medium due to a 
significant improvement in the process.  With the service now having an overall Low risk rating. 

Enabling Programmes 

Workforce 

 Developed the Primary Care Workforce Strategy that sets out the challenges facing primary care with ambitious and innovative solutions 
to addressing workforce shortages and creating new roles within primary care.  

 Created new roles within primary care including clinical pharmacists, mental health workers, frailty nurses and paramedics who are 
making a tangible difference to the quality of care and delivering of services to patients; whilst simultaneously decreasing the workload of 
general practitioners. 

 Implemented plans to create additional workforce capacity in nursing with 33 (out of 1,000 places allocated nationally in this wave) new 
trainee Nursing Associates within primary, community and acute care settings. Training commenced in 2017. 

 Developed a single Gloucestershire brand for health and care recruitment to attract people to live and work within the county.  

 Delivered the Proud to Care Gloucestershire initiative with the creation (within the website) of a bespoke, online recruitment portal used 
by employers to advertise health and social care job vacancies within the county.  This portal went live in September 2017.  

 Officially launched the Proud to Care Gloucestershire campaign in November 2017, with over 90 delegates from over 40 provider 
organisations, with speakers representing health and social care, the Care Quality Commission, Skills for Care. 

 Developed the Person Led Approaches training programme to skill up healthcare professionals in a range of skills and activities to work 
differently with patients and clients; empowering individuals and communities to take an active role in their health and care. 

 Developed plans for a Quality Academy with improvement methodologies such as Quality, Service Improvement and Redesign (QSIR) 
rolled out across Sustainability Transformation Partnerships (STP) organisations. 

 Delivered 400 Masterclasses focusing on the top six clinical priorities (e.g. pain, end of life care, cancer, diabetes etc.) in conjunction 
with the University of the West of England and other partners to healthcare professionals across the STP. 

 Implemented a range of apprenticeships including information analysts, finance and other office support roles across STP organisations.  

 Developed a training passport that is being rolled out across the county whereby previous staff training, including statutory and 
mandatory training is recognised by STP partners, when moving jobs. 

 Created a workforce plan for the One Place Programme, including developing new roles to support the development of urgent treatment 
centres and emergency care. 

Primary Care Strategy 

 Establishment of GP Provider Leads in each of our seven localities, funded for three sessions per month. 
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 Patient Online Services are increasingly being utilised in Gloucestershire, with in excess of 130,000 patients are registered for these 
services.  

 Successful Estates and Technology Transformation Fund (ETTF) bid for the redesign of primary care IT.  This is supporting clusters to 
work towards greater interoperability, thereby enabling working at scale. 

 In April 2017, the CCG wrote to all practices inviting them to put forward proposals for minor premises improvement projects.  We 
received 12 proposals that qualified for consideration under the Improvement Grant Scheme as defined in the 2013 Premises Costs 
Directions and our Primary Care Commissioning Committee (PCCC) agreed to fund 8 of the proposals (up to 66% of total costs) at a 
cost of approx. £50k for practices in 4 Localities across the county.  

 During 2017/18, we upgraded our Primary Care Workforce Plan to a full Primary Care Workforce Strategy, with accompanying modelling 
and analysis of our current and projected workforce by 2020/21.   

 We have worked with the British Medical Journal (BMJ) to create a ‘Be a GP in Gloucestershire’ campaign featuring print, online and 
social media content that highlighted the benefits of a career in Gloucestershire, along with recruitment packages for practices to call 
upon.  

 As part of the GP retention scheme, Gloucestershire have five GPs currently working as GP retainers in the county, enabling them to 
continue to practice while supporting practices with vacancies.   

 In partnership with the Local Medical Committee (LMC), Gloucestershire CCG was successfully awarded funding and appointment of a 
national Development Advisor for the Time for Care Programme. This programme has accomplished Productive General Practice 
Programme, Releasing Time for Care Collaborative, Practice Manager Development and General Practice Improvement Leaders, all 
supporting implementation of the ‘Ten High Impact Actions’. 

 Gloucestershire CCG submitted a successful bid to set up a Community Education Provider Network (CEPN). This bid has enabled 
improved provision of education and training for all roles in primary and community care including recruitment of a CEPN Education 
Lead & Chair.  

IT Strategy 

Records Sharing Group 

 Summary Care Record Additional Information rollout – 21,000 records developed in 17/18 with 2000 views per week across all 

providers.  The estimated Electronic Prescription Service (EPS) utilisation for December was 62% for all electronic prescriptions and 

16% for  (Electronic Repeat Dispensing (eRD). 

 Child Protection-Information Sharing – Local Authority and 4 care sites live 

 Joining Up Your Information:  joining up the clinical records for a patient across the care pathway and sharing that record with clinicians 

who have permission to view the record. 

 Improved Directory of Services. 
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Local Digital Roadmap Infrastructure Group 

 This programme is just completing the implementation of the refreshed countywide Wide Area Network/Local Area Network;  the 

completion of NHS corporate and public WIFI in all NHS buildings by April 18. 

 A cyber security roadmap including a countywide Cyber Exercise to test local Disaster Recovery (DR) and Business Continuity (BC) 

plans in the event of a cyber incident was carried out in December 17. 

 A refresh of hardware and software.  All organisations are working collaboratively to secure value for money across procurements and 

implementations. 

Primary Care Digital 

 Implementing the infrastructure to support Improved Access across 16 Clusters which provide additional appointments out of normal 

working hours.  This has also included clinical system migrations to support working across clusters. 

 There have been a number of primary care premises changes and new buildings which have been funded from Estates, and Technology 

Transformation Fund (ETTF) which have been used as pilots for the development of "digital buildings" which support greater use of 

digital tools in primary care for use by clinicians and patients.       

 The implementation of corporate and public Wi-Fi in all GP practices in Gloucestershire.  This will be complete by April 2018. 

 The completion of the procurement of a new enhanced Wide Area Network to replace the current N3 network to GP practices.  This will 
be part of the Gloucestershire Wide Area Network and will improve resilience, security and efficiencies in support 

 The procurement of equipment and software to enable GPs and Nurses to become more mobile e.g. single domain, laptops, Virtual 
Private Network (VPN) 

 The procurement of new servers, cabinets, Wi-Fi switches and routers to support improving the infrastructure, security and resilience in 
practices. 

 The initial evaluation of 3 e-consultations pilots in practices will be complete by the end of March and these practices have decided to 
continue with the implementation. 

 The evaluation of e-correspondence tools to support paperless working. 

 Training and technical support to practices for e-Referral Service (eRS) paper switch off in June. 
 

Provider Digital Maturity 

 

2G 

 Mobile working has been fully provided with Wi-Fi in all sites 

 Providing data to Joining Up Your Information  

 RiO development 

 Video Consultation and collaboration 
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 E-rostering 

 GHNHSFT 

 Implementation of Trakcare including Patient Administration System, ED, Maternity, Theatres  

 Telecommunications Refresh 

 Infrastructure Refresh (e.g. Storage/Server/WAN/LAN/WIFI) 

 NHSmail migration 

 Providing data to Joining Up Your Information (JUYI) from Trakcare 

 Increasing implementation of clinics on eRS. 

GCS 

Implementation of  

 Windows 365 – Secure Email roll out 

 SQL license Update 

 Mobile Working Phase 2 

 SystmOne Enhanced working 

 SystmOne E-prescribing  

Estates Strategy 

 £1.2m significant extension and refurbishment of Stoke Road surgery, Bishops Cleeve completed in June 2017. 

 A brand new Churchdown surgery located at Parton Lane completed in March 2018, ensuring suitable facilities are available for up to 
20,000 patients.  

 Extension completed for Glevum surgery at Abbeymead, Gloucester in March 2018 and refurbishment of existing building commences; 

 Commencement of new Kingsway surgery in December 2017. 

 Final approval and construction of new Cleevelands surgery, Bishops Cleeve commenced in December 2017. 

 Final approval for  new Stow surgery and building work started in  December 2017. 

 Proposals to progress a business case to develop a Gloucester city centre  primary care hub to include two practices and around 17,000 
agreed by CCG in December 2017. 

 CCG formal approval for new £5m Cinderford Health Centre granted in January 2018. 

 Proposals for the development of a new Cheltenham Town Centre surgery reviewed in January 2018 and plans modified now to include 
three practices. 

 Proposals for a new  Minchinhampton not finalised in time for consideration by CCG in 2017/ 2018. 

 Proposal for the development of Beeches Green for three practices not finalised in 2017/ 2018.  

 In April 2017, the CCG wrote to all practices inviting them to put forward proposals for minor premises improvement projects. 



 

120 
 

o The CCG received 12 proposals that qualified for consideration under the Improvement Grant Scheme as defined in the 2013 
Premises Costs Directions. 

o In a paper presented in October 2017, the PCCC agreed to fund 8 of the proposals (up to 66% of total costs) at a cost of approx. 
£50k for practices in 4 Localities across the county.  

o The PCCC also gave permission to apply to NHSE for capital funding for the other 4 proposals that were larger in scale/costs the 
CCG received. 

o In January 2018 NHSE invited CCG’s to submit bids for funding for Improvement Grants and the CCG is in the process of 
securing circa. £260k to fund up to 66% of the total costs for new and existing premises projects, including the 4 larger premises 
proposals that were in the paper presented to PCCC in October 2017. 
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Annex 2: Risk Assessment 

 
The following table identifies the key risks to delivering our 2018/19 Operational Plan within the context of delivering our 

Sustainability and Transformation Plan in Gloucestershire. 

Risk 
LxC 
(inc. 
RAG) 

Mitigating Actions 

System Risks 

Capacity and capability to deliver – unable to meet 
considerable resource requirements to deliver STP. 

3x3 

Ongoing review of capacity aligned to key programmes and 
ensure this is reviewed by the STP Delivery Board, 
discussion on commitment of resources with CEOs. 
Programme Office noted as central repository for project 
resource and deployment. 

Reaching a common goal – language and definitions are 
inconsistent across organisations. 

3x2 

Common vision established in STP Plan and supported by 
shared narrative within each partner Operational Plan. All 
STP programme documents shared through briefings and 
Gloucestershire STP webpage. 

Changes in national priorities – although unlikely to 
move away from FYFV principles, organisations may not 
be flexible in their application. 

3x3 
Programme Management Office to keep watching brief on 
national policy and advise STP Delivery Board if changes are 
required. 

Lack of external stakeholder support for change 
3x3 

Programme Development Group to manage duties under 
Health & Social Care Act to ensure smooth passage. 

Identified quick wins and pilots do not inform longer 
terms roadmap. 

3x3 
Short term operational delivery must remain a key focus of 
the system whilst looking to longer term development. 

Key workforce gaps are not addressed in key roles 
across our system. 3x4 

Ensure system wide understanding of workforce issues to 
agreed shared priorities. Workforce plan developed by 
Workforce and OD Strategy Group. 

Re-setting of One Place, One Budget, One System 
urgent care timeline will extend the timeline to 
implementation of some of the urgent care pathway 
redesign. 

3x3 

The establishment of test and learn projects will realise 
benefits as quickly as possible. Timeline is being closely 
monitored and consultation and engagement activities are 
being tailored to the timeline. 
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GCCG Risks 

Level of transformational savings not realised, impacting 
ability to deliver recurrent savings 

3x4 

Established Programme Management Office and business 
intelligence processes are in place. Savings plans aligned to 
the agreed work programmes, building on developments 
already progressing in 2017/18. Accountability of the savings 
programme to be included in contracts. Allocation of specific 
workforce resource to enable comprehensive delivery. 

Risk to the quality, resilience and sustainability of 
primary care due to GP practices running at maximum 
capacity  

3x4 

Primary Care Workforce Strategy completed March 2018, 
with workforce modelling and monitoring now in place. 
System-working (particularly for Improved Access project) 
senior-level discussions are supporting an STP approach. 

Risk to financial performance if prescribing costs are in 
excess of the agreed budget. 

3x4 

Programme plan in place, which are monitored through the 
monthly Medicines Optimisation Programme Group and One 
Gloucestershire Medicines Optimisation Board. 
Benchmarking exercise to understand medicines opportunity 
completed and established plan in place overseen by the 
Reducing Clinical Variation Board to focus on delivery across 
the system. Primary Care Prescribing Improvement Plan and 
a number of prescribing support initiatives implemented i.e. 
Clinical Support Pharmacists, Dietician Support. 

Failure to deliver financial targets 

3x4 

Work ongoing with the local health and social care system to 
ensure transparency and understanding of system financial 
position and solutions to address the financial gap. GCCG 
ensures an ongoing process to ensure financial commitments 
are affordable and CCG is achieving a recurrent balance (at 
least quarterly.) 

Failure to comply with the NHS Constitution Standards. 

3x4 

Work with providers to produce a detailed capacity plan in 
response to CCG demand planning that sets out the level of 
capacity the provider expects to need to deliver a constitution 
compliant performance in all areas, and to highlight where 
there are risks to delivery of core standards.  

Public, patients or stakeholders challenge plans. 3x4 Communication and Engagement Plan developed, building on 
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JUYC exercise, to ensure countywide engagement regarding 
our plans for new ways of working and new models of care. 
With regards to more detailed proposals for service change 
planned engagement for 2018/19. 

Implementation of Trakcare patient administration 
system within our main acute provider has led to 
reporting issues for clinical correspondence, national 
performance reporting and contractual management. 
This has increased clinical risk and some gaps in 
system information. 

4x4 

Recovery action plan is in place and CCG are part of senior 
group monitoring progress. 
Regular communication with NHSE 
Identification of risks and mitigating actions in clinical 
communication via clinical risk group. 

Lack of knowledge of NHSE strategy for specialised 
services and current lack of engagement with NHSE in 
relation to specialised services 

4x4 
PMO to have specialised commissioning liaison role 
incorporated into team.  
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Annex 3: Primary Care and Locality Development  

 

Primary Care Strategy  

Our vision for Primary Care in Gloucestershire is for a safe, sustainable and high quality 

primary care service, provided in modern premises that are fit for the future. Our ambition is 

to support patients to stay well for longer, connect people to sources of community support 

and ensure people receive joined-up out of hospital care. To achieve this vision requires a 

resilient primary care service at the core of local communities, playing a leading role not only 

in the provision and co-ordination of high quality medical care and treatment, but also in 

supporting improved health and well-being.  

The challenges being experienced by general practice in Gloucestershire mirrors those that 

have been described nationally, such as increased demand, a growing population with more 

complex needs, workforce pressures and constrained funding growth.  Despite these 

pressures, there continues to be overall high levels of patient satisfaction with the quality of 

primary care in Gloucestershire.  There is also resolve and common purpose amongst 

primary care professionals in Gloucestershire to explore new ways of working to protect and 

enhance the primary care service for current and future generations of patients, carers and 

healthcare professionals.  

 

Our Primary Care Strategy sets out six components that have focused our priorities for the 

two years: 
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Delivery against our Strategy: Access 

Our Commitments 

Within this component, our commitments can be summarised as: 

 Provide patients with extended evening and weekend access to primary medical 

care; 

 Stimulate and pursue continued implementation of the ‘Ten High Impact Actions’, 

releasing time for patient care and relieving some of the pressure from staff; 

 Secure sustainability of our member practices in order to provide a strong platform 

from which to deliver our long-term aims of new models of care delivery. 

 

Our Progress and Achievements in 2017/18 

Evening and weekend access 

As a former Prime Minister’s Challenge Fund site, Gloucestershire received £6/head of 

patient (weighted) for 2017/18 and will continue to receive at least this on a recurrent basis 

in order to deliver improved access for our patients.   

 

To ensure we get the right long-term solution, as per our Primary Care Strategy, we 

determined – with the support of the Primary Care Commissioning Committee – that a place-

based approach would be the most appropriate method of providing this improved access in 

the future.  While our Choice+ service continued in 17/18 to ensure we meet the national 

requirements, we invited our 16 clusters to express an interest in delivering a local service 

that not only met the national criteria, but also invested in transformative, innovative, primary 

care provision for the future.   

 

All of our clusters put forward bids, demonstrating the interest and commitment of our 

clusters to work together to deliver new models of care.  We have been working with and 

supporting these clusters to develop their final models, with a staged implementation across 

the county in PDSA cycles to learn the optimal implementation approach.  The cluster 

initiatives represent the progress made in just one year in working in a more integrated way 

across the STP and include: 

 Urgent visiting services working with SWAST to second paramedics to release GP 

home visits for chronic care; 

 

 Advanced physiotherapists working in practices while employed by Gloucestershire 

Care Services; 

 

 Mental health workers employed by 2gether, providing mental health support to 

patients in practices. 
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Clusters have also been working with their practice PPGs to ensure the right service is 

provided that meets patient need and that patients are well informed about the new services. 

 

All pilots will be live by 3 April 2018 and will run until at least March 2019 in order to test 

these innovative place-based approaches to delivering Improved Access.  We will use the 

learning from across the cluster pilots to determine our long term commissioning strategy for 

Improved Access from April 2019, keeping in mind the principles of our Primary Care 

Strategy. 

 

Ten High Impact Actions: Releasing Time for Care 

In partnership with the Local Medical Committee (LMC), 

Gloucestershire CCG made an expression of interest to NHS 

England for the Time for Care Programme, to gain access to 

resources that support implementation of the ‘Ten High 

Impact Actions’.  This expression of interest was successful 

and we were allocated a Development Adviser from the 

national team. 

 

With the support of the Development 

Adviser, we have planned and executed the 

following programme: 

 

 

 

 Individual:  

o General Practice Improvement Leaders.  As our local GPs and Practice 

Managers were finding it difficult to obtain places on the national six day 

training courses, which has very limited places available, the national team 

agreed to hold local Gloucestershire two-day events in July and October 

2017, focused on the fundamentals of improvement.  The feedback from the 

events was unparalleled; scores captured on the second day for the overall 

events gave a mean score of 4.9 (where 1 was poor and 5 was excellent), 

with feedback such as “I feel like I’ve been given my management 

stethoscope”.   

 

o Practice Manager Development.  Running in March 2018, these events focus 

on developing our practice manager capability as improvement leaders and 

managing conflict of change. 

 

 Practice: 

o Productive General Practice Programme.  The CCG invited practices to 

consider this quality improvement programme for their practice and 
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subsequently made an expression of interest to NHS England.  We were then 

invited to then write a Delivery Plan that demonstrated how we would run the 

Programme and how it aligned with our General Practice Forward View plan 

and ultimately, our Primary Care Strategy.  Through recognition of an 

excellent plan, the commitment demonstrated by our practices and 

negotiation with the national team, we secured places for all 35 practices who 

were interested.  This quality improvement programme ran from September – 

December 2017.  We have since secured a further module for 12 of these 

practices, which will finish in March 2018.  All feedback from the programme 

is currently being collated and aggregated, with a significant clinical and 

admin time saving across the practices anticipated. 

 

 Cluster: 

o Releasing Time for Care Collaborative.  See 2018/19 plan. 

 

In addition, we have been working across all 16 clusters to support them to start either their 

“Active Signposting” (care navigation) or their “Productive Workflows” (clinical 

correspondence) training.  Every cluster has commenced this training with their chosen 

provider(s). 

 

Finally, with regards to High Impact Action 8, the CCG has commissioned the Community 

Connector Service as our social prescribing service that helps practices manage demand 

and support people with broader, non-medical needs to improve their well-being and access 

sources of community and social support. 

 

Secure sustainability 

We invited all practices to consider how they could improve their sustainability by working 

together within their clusters more cohesively.  Working closely with our Gloucestershire 

RCGP GP Ambassador and the LMC, we have supported all 16 clusters with their 

proposals.  This has supported proposals for building greater sustainability including: 

 

 Mergers; 

 Federations; 

 Sharing back-office functions, processes and protocols – thereby minimising 

duplication of effort, sharing best practice and synchronising procedures; 

 Sharing staff; 

 Creating shared working initiatives across clusters. 

 

There is increasingly close working between practices in their clusters, and increasingly 

across clusters too within localities.  This work is providing a strong platform for clusters, and 

their constituent practices, from which to build new models of care delivery. 
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Delivery against our Strategy: Primary Care at Scale 

Our Commitments 

Within this component, our commitments can be summarised as: 

 Set-up a Provider Clinical Leadership development group, forming the basis of 

primary care representation on the newly established “New Models of Care Board” 

for our STP. 

 Develop and deliver a programme of clinical and managerial leadership and skills 

training for future general practice. 

 Support practices and localities in developing their ‘at scale’ provider models. 

 

Our Progress and Achievements in 2017/18 

GP Provider Leadership Group 

We have established GP Provider Leads in each of our seven localities, funded for three 

sessions per month, who have taken up roles on the New Models of Care Board, 

representing Primary Care in the STP, while one GP Provider Lead also sits on the STP 

Delivery Board.  In addition, for the larger localities where there are multiple clusters, we 

identified that the GP Provider Leads were spread too thinly and therefore made additional 

funding available for cluster lead GPs, within Gloucester City, Stroud & Berkeley Vale and 

Cheltenham, to take responsibility for leading the provider work within their clusters, while 

the GP Provider Leads retain overall responsibility within their localities. 

 

Leadership and skills training  

As detailed earlier, we secured two local General Practice Improvement Leaders training 

from the NHS England General Practice Improvement team in 2017/18.  In addition, we 

promoted the national programme to our GP Provider Leads and our practices, with both 

GPs and PMs securing places. 

 

The CCG-employed Practice Nurse facilitators have been supporting the practice nurses 

with facilitation of training, networking and identifying skills gaps and have developed a 

Nursing Strategic Framework that sets out the plan for nursing development across the STP, 

with a specific focus on Primary Care. 

 

With Practice Manager Development days in March 2018 and work with the LMC to develop 

practice manager networking and appraisal support in 2018, plus additional practice 

manager support being planned with NHS England, we are developing a comprehensive 

package for the previously under-recognised practice management team. 
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Developing ‘at scale’ provider models 

Each CCG must commit £1.50/head of population non-recurrently in 2017/18 and 2018/19 

for practice transformational support to stimulate the development of at scale provider 

models, while also securing the sustainability of general practice.  Demonstrating our 

commitment to implementing our Primary Care Strategy, Gloucestershire CCG went much 

further.  We committed £1.89/head, made it recurrent, and invited our clusters and make 

bids that would achieve the aims of the fund.  This has provided the foundation of our 

clusters working together, at scale, across 2017/18 and set the platform for 2018/19 and 

beyond. 

 

In 2017/18, we have supported every cluster with their individual proposals, which is now live 

in all clusters, with some clusters working together to achieve even greater scale.  The 

initiatives are: 

 Clinical Pharmacists – eleven clusters chose to employ clinical pharmacists, working 

across their allocated clusters and equitably shared amongst their constituent 

practices.  This has resulted in almost 20 additional clinical pharmacists and 

complements the successful waves of NHS England’s Clinical Pharmacist 

programme we’ve benefited from in Gloucestershire.  The CCG has supported the 

clusters throughout, with our Medicines Management team providing expertise with 

recruitment along with a peer support network.  Some examples of the work the 

pharmacists have been able to undertake for patients and practices include 

polypharmacy reviews, medication queries, hospital discharges, repeat prescribing 

reviews, protocol alignments and so on.  The feedback we’re collating from practices 

on their new workforce has been excellent. 

 

 Community matron / frailty nurses.  Three clusters decided to pursue elderly care 

services for patients in their own homes.  Two clusters have employed through the 

local GP federation company, while one has determined to work with Gloucestershire 

Care Services under an STP working arrangement.  Not only do these services 

reduce pressure on general practice, they are also supporting frail patients to stay 

healthy and in their own homes. 

 

 Urgent visiting service.  One cluster in Cheltenham has developed a shared urgent 

visiting paramedic service, working with SWAST.  While relieving the pressure on all 

their GP practices, this service also enables urgent home visiting to be undertaken in 

a timely way, with patients being seen by the right professional for their needs. 

 

 Repeat Prescribing Hub.  One cluster has set-up this back-office service for all their 

practices.  Based on evidence from similar services elsewhere in the country, the 

CCG Medicines Management team has supported the set-up of the service, run by 

GDOC on behalf of the cluster.  While the savings of the scheme will be evaluated 

separately, the cluster practices are reporting significant freed-up time already. 
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Delivery against our Strategy: Integration 

Our Commitments 

Within this component, our commitments can be summarised as: 

 Work with pilot localities to develop a model for integration. 
 

 Deliver integrated place-based care consisting of community based teams. 
 

 Create a Primary and Community Urgent Care Working Group to develop an 
integrated urgent care model. 
 

Our Progress and Achievements in 2017/18 

Developing the model 

While creating the strong foundation for primary care to develop the basis from which to 

build integration, we have also been piloting some early models. 

 

Within the Gloucester City and Stroud & Berkeley Vale localities, we have set-up place-

based pilot boards.  These boards have been the test-beds for developing new models of 

integrated working.   

 

With senior leadership from Gloucestershire Care Services and the 2gether Trust, these two 

localities have trialled integration initiatives such as: 

 Mental health practitioners in primary care 

 Community dementia nurses in primary care 

 Multi-disciplinary meetings to provide integrated care “without walls”. 

 

More details can be found in the ‘place-based’ section of this Operational Plan. 

 

Delivering integrated place-based care 

Learning from the place-based pilots, we are working with our localities and STP partners in 

developing a proposal for ‘Integrated Locality Boards’. 

Integrated Locality Boards will bring together primary care with key partners from across the 

STP that serves the populations of our communities.   They will promote the development of 

‘virtual patient-centred teams’ that work across organisational boundaries. 

Again, further details can be found in the ‘place-based’ section of this Operational Plan. 
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Create a Primary and Community Urgent Care Working Group 

This has subsequently progressed through the countywide One Place Business Case and 

therefore can be found within that section of this Operational Plan. 

 

 

Delivery against our Strategy: Technology 

Our Commitments 

Within this component, our commitments can be summarised as: 

 Moving towards a fully interoperable health and care system. 

 Access for patients and their carers/clinical teams to their digital health records and 

more online services. 

 Maximising remote monitoring / health alerting technology. 

 Continued investment in technology for primary care, including Wi-Fi for all practices. 

 

Our Progress and Achievements in 2017/18 

This work is led through the Primary Care Digital Group and an update on IT infrastructure is 

provided elsewhere within this Operational Plan.  A very succinct summary of pertinent 

updates therefore feature below: 

 The Joining Up Your Information (JUYI) project will provide local doctors, health 

workers and social care professionals secure and immediate access to key parts of 

patients’ personal health and social care information when there is a clear clinical 

need. Initially this will provide a read-only view across an individual’s health and care 

records, progressing to read-write over time. The initial focus is on urgent and 

unplanned care environments. 

 Patient Online Services are increasingly being utilised in Gloucestershire, with in 

excess of 130,000 patients are registered for these services.  

 Successful Estates and Technology Transformation Fund (ETTF) bid for the redesign 

of primary care IT.  This is supporting clusters to work towards greater 

interoperability, thereby enabling working at scale. 

 

 The CSU Digital Transformation team are working with all our 16 clusters to support 

this interoperability work as an enabler to the Improved Access project (see above), 

creating the ability for patients to be safely seen across multiple practices, with read 

and write access to patient records.  

 

 A second successful ETTF bid is supporting the implementation of a common Wi-Fi 

platform for mobility, interoperability and to work in conjunction with other projects 

such as Server Upgrade/Single GP AD Domain which will facilitate integrated team 
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working.  The procurement for the Wi-Fi solution has taken place with installations 

planned to be complete across practices by March 2018. 

 

 Online consultations planning has commenced in the latter months of 2017/18, with a 

plan submitted to NHS England on 2 March 2018.  This will be a key focus area in 

2018/19. 

 

 

 

 

Delivery against our Strategy: Estates 

 

Our Commitments 

Within this component, our commitment was to implement the Primary Care Infrastructure 

Plan.  The CCG has a clear five-year prioritised Primary Care Infrastructure Plan (PCIP), 

which was approved by the CCG Governing Body in March 2016 and looked forward to 

Gloucestershire 2031. The PCIP sets out where investment is expected to be made in either 

new, or extended buildings between 2016 and 2021. The plan responds to the following:  

 An emerging direction of travel for primary care service provision and out of hospital 

services where bigger, extended teams are providing a greater range of services; 

 Significant population growth in Gloucestershire over the next 15 years;  

 A number of practices presently providing services in facilities significantly smaller than 

is now required;    

 For a number of practices in Gloucestershire, the current physical conditions and 

functional suitability of the surgery building is no longer satisfactory.  

 

The PCIP made a commitment to finalising and delivering eight schemes inherited at the 

point of delegated authority and identified 12 new priorities and set out the process for taking 

forward specific business case development with more active involvement of the CCG. The 

PCIP is further supported by an extensive improvement grant programme, which is a 

mechanism for providing financial support (up to 66% of total costs) to practices to make 

specific, small scale improvements and enhancements to existing surgery buildings.  It 

should be noted that although central funding for capital projects via NHS England (NHSE) 

has in the main been tied up in the Estates & Technology transformation Fund, the CCG has 

been proactive in trying to secure funding for smaller premises improvements including 

funding projects itself. 

 

Our Progress and Achievements in 2017/18 

Extensive progress has been made during 2017/2018 against the 20 schemes that 

constitute the PCIP.  Following on from two schemes being fully delivered in 2016/2017, a 

further two have been fully delivered in 2017/2018, including Stoke Road surgery and 
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Churchdown.  There have also been a number of improvement grants completed.  More 

specifically:  

 £1.2m significant extension and refurbishment of Stoke Road surgery, Bishops 

Cleeve, completed in June 2017;  

 A brand new Churchdown surgery located at Parton Lane completed in March 2018, 

ensuring suitable facilities are available for up to 20,000 patients;  

 Extensive extension completed for Glevum surgery at Abbeymead, Gloucester in 

March 2018 and refurbishment of existing building commences; 

 Commencement of new Kingsway surgery in December 2017; 

 Final approval and construction of new Cleevelands surgery, Bishops Cleeve 

commenced in December 2017; 

 Final approval for  new Stow surgery and building work started in  December 2017 

 Proposals to progress a business case to develop a Gloucester City Centre  primary 

care hub to include two practices and around 17,000 agreed by CCG in December 

2017; 

 CCG formal approval for new £5m Cinderford Health Centre granted in January 

2018; 

 Proposals for the development of a new Cheltenham Town Centre surgery reviewed 

in January 2018 and plans modified now to include three practices. 

 In April 2017, the CCG wrote to all practices inviting them to put forward proposals 

for minor premises improvement projects.  We received 12 proposals that qualified 

for consideration under the Improvement Grant Scheme as defined in the 2013 

Premises Costs Directions and our PCCC agreed to fund 8 of the proposals (up to 

66% of total costs) at a cost of approx. £50k for practices in 4 Localities across the 

county.  

 In January 2018, NHSE invited CCG’s to submit bids for funding for Improvement 

Grants and the CCG is in the process of securing circa. £260k to fund up to 66% of 

the total costs for new and existing premises projects. 

 

By the end of the financial year (2018/19) a further 4 schemes are expected to be fully 

completed. This will mean 8 of the 20 schemes identified in the PCIP will have been 

delivered.  The CCG will also continue its support to its member practices by not only 

facilitating the provision of new state of the art premises that the population of 

Gloucestershire need, but also support proposals to improve existing premises and facilities 

via the Improvement Grant scheme that can be just as important to the local practice 

population. 

 

It should be noted that during 2018/2019, the PCIP will be at the midpoint from April 2016 

and so is an ideal time review the PCIP. Focus will be placed on ensuring population growth 

and patient flow assumptions remain correct.  Secondly, to facilitate service and financial 

planning, to identify next stage priorities (those schemes that could start planning with any 
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funding not being available until after April 2021).   A number of business cases are 

expected to come forward for consideration and schemes achieve practical completion 

during 2018/2019.  More specifically:  

 

 Business case for new Minchinhampton surgery completed and ready for CCG 

consideration in May 2018.  Subject to approval, construction commences before the 

end of 2018; 

 Business case for new Gloucester City Centre Primary Care Hub completed, ready for 

CCG consideration in May 2018.  Subject to approval, construction commences before 

the end of 2018; 

 Delivery approach for Beeches Green agreed by the end of May 2018; 

 Business case for new Phoenix surgery in Cirencester completed and ready for  

consideration in July 2018; 

 Glevum surgery site fully completed by August 2018; 

 Subject to site being secured, business case for new Cheltenham Town Centre surgery 

completed and ready for CCG consideration; 

 New Kingsway, Gloucester surgery completed and open by December 2018; 

 New Stow surgery completed and open by December 2018; 

 New Cleevelands surgery, Bishops Cleeve completed and open by December 2018; 

 Construction of new Cinderford Health centre starts by November 2018; 

 Subject to site being secured, business case for a new Brockworth & Hucclecote surgery 

completed and ready for consideration by the CCG before the end of 2018/2019; 

 Subject to site being secured, business case for a new surgery in Tetbury, completed 

and read for consideration by the CCG before the end of 2018/ 2019; 

 The CCG will also continue to invite our practices to submit minor premises improvement 

proposals and will look to secure capital funding for these projects (up to 66% of total 

costs). 

 

 

Delivery against our Strategy: Workforce 

 

Our Commitments 

Within this component, our commitment was to implement the Primary Care Workforce Plan, 

which can be very briefly summarised as: 

 Recruitment, Retention and Return of the GP workforce. 

 Education and training of the Practice Nurse workforce. 
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 New skill mix introduced in general practice. 

 

Our Progress and Achievements in 2017/18 

During 2017/18, we upgraded our Primary Care Workforce Plan to a full Primary Care 

Workforce Strategy, with accompanying modelling and analysis of our current and projected 

workforce by 2020/21.  The strategy supports our vision for a safe, sustainable and high 

quality primary care service for patients registered in Gloucestershire. Our traditional Primary 

Care roles, such as GPs and nurses, remain incredibly important and we will do all we can to 

maximise their time available for patients. We are also keen to build a more clinically diverse 

workforce to expand the skill mix in primary care, which will simultaneously free up clinical 

staff from work or tasks that could be safely undertaken by others. 

 

The analysis highlighted the particular workforce issues for Gloucestershire if we did nothing 

to address them.  For GPs – this demonstrates a potential recruitment requirement of c.85 

WTE GPs and for nurses c. 80 WTEs by 2020/21, representing 25% and 43% of the current 

workforce respectively.  In addition, the development of the strategy demonstrated the 

deficiency of information relating to our workforce and primary care workload, which 

therefore prohibited, prior to the commencement of this strategy, a method by which we 

could model future workforce need.  This is another area we have since begun to address, 

with workforce data now flowing to our data warehouse and frequent reporting being 

developed so we can track our progress over time 

 

We have worked with the British Medical Journal (BMJ) to 

create a ‘Be a GP in Gloucestershire’ campaign.  With print, 

online and social media content that highlighted the 

benefits of a career in Gloucestershire, along with 

recruitment packages for practices to call upon, the 

initiative was well received.  While it is difficult to directly 

attribute recruitment success to the campaign in isolation, 

practices are reporting that recruitment issues are easing 

and that this BMJ scheme has been supportive.  

 

In an endeavour to retain GPs that have trained in Gloucestershire once qualified, we have 

worked with newly qualified GPs and identified interested practices for placements.  We 

devised a rotation scheme to work across a minimum of two practices with matching and 

facilitation by the CCG in order to make the process as simple as possible.  We promoted 

the scheme locally and within the BMJ. Of the 25 GPs who have recently newly qualified, 

four were placed on this scheme, two found partnership roles in Gloucestershire, while a 

further six stayed as salaried GPs and three as locums. While we do not have accurate 

baseline measures, anecdotal feedback is that this is a significant improvement on recent 

years, and feedback from participants has been very positive.  
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We submitted a bid, in partnership with BSW colleagues, to NHS England to explore 

international recruitment opportunities at the end of November 2017.  As this comes to 

fruition, we will work with our local NHS England team, LMC and Health Education England 

to implement this initiative. 

We have also been supporting a GP retention scheme, with five GPs currently working as 

GP retainers in the county, enabling them to continue to practice while supporting those 

practices with vacancies.   

 

Community Education Provider Network (CEPN) 

Gloucestershire CCG, of behalf of all practices, submitted an expression of interest – 

followed by a formal bid – to obtain support in setting up a Community Education Provider 

Network (CEPN).  Our bid was successful, allowing us to establish the CEPN with the 

explicit remit of improving provision of education and training for all roles in primary and 

community care.    

In 17/18, we recruited to the roles of CEPN Education Lead and CEPN Chair, while gaining 

agreement to recruit to two new, fixed-term, posts of Project Manager and Educational 

Facilitator.  These posts will be appointed to shortly, ready to commence in 2018/19.  

Programme Management is supplied from the CCG Localities Team.   

 

 

 


