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Gloucestershire’s 
Health and Well-being Board  
 Better Care Fund Plan 

 
 
 
Context 
 
 
 
This document is developed by Gloucestershire County Council and Gloucestershire Clinical 
Commissioning Group. It represents our response to the opportunities and challenges presented 
by the Better Care Fund (BCF).   It will continue to be explicitly work-in-progress, subject to 
ongoing consultation and engagement with key stakeholders across our county and specifically 
focusing on work with our localities and District Councils and as importantly the  Voluntary and 
Community Sector, Primary, Acute and Community Health and Social Care Providers; vitally it will 
also be informed by what we learn from local people.  Any numbers included at this stage are 
simply best current estimates, based on work to date; and these, together  with  our  overall  
proposals,  will  invariably  evolve  and  change  through  the consultation process and as our 
knowledge and understanding grows. 
 
The final section describes the next steps around this journey, and this document should be read 
in the context of this, and the appendices as a whole. 
 
We have already begun to share this work and will support further development by listening to 
people about what works for them and thus ensure maximisation of the opportunity that the BCF 
represents – across the county as a whole, in addressing the common challenges and the 
potential for shared improvements over the next 5 years. 
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Introduction 

 
Much has improved in the NHS and social care over the last 20 years: 
 

• Greater awareness that good physical health requires people to enjoy good mental health 

• More people managing their own care at home e.g. diabetic patients monitoring their 
blood sugar levels 

• More services in, or near, people’s own homes 

• Less people needing surgery to diagnose internal health problems e.g. through the use of 
scanning machines 

• Less people needing surgery due to advances in drug treatment e.g. treating stomach 
ulcers 

• More people needing to spend less time in hospital e.g. after a hip replacement 

• Other health professionals now doing tasks previously done by doctors 

• Major advances in the treatment of, and survival from, serious illnesses such as stroke 
and cancer 

 
Gloucestershire has a long and well established history of joint and collaborative commissioning 
as a whole Health and Social Care Community. As co-commissioners Gloucestershire County 
Council and Gloucestershire Clinical Commissioning Group have been working together to 
improve lives and make public funds go further for the people we serve. In common with the rest 
of England, we are experiencing an unprecedented period of growing demands on current 
services, with limited resources to meet these demands. However, we believe that working 
together we can capitalise on the rare collaborative working opportunities that arise from having a 
single main NHS Acute Trust, single CCG, single Local Authority, single main NHS Community 
Services Provider and single main NHS Mental Health Provider in Gloucestershire. 
 
As a whole community we are very aware of the scale of the challenge we now face. The issues 
below are also highlighted by NHS England as part of their ‘Call to Action’: 
 

• An ageing society with greater health and social care needs, with the number of over 85 
year olds expected to double over the next 20 years 

• More people living with more complex illness, long term conditions (such as diabetes and 
dementia) and disability, including children and young people 

• Increasing demand for services and rising public expectations 

• The rising cost of drugs and new medical technology 

• The impact of a rapidly changing world and pace of life on our mental health  

• The need to tackle health inequalities (differences in health based on where you live or 
social circumstances) 

• We are running out of money to meet all the challenges above 
 
Local needs analysis also highlights the following: 
 

• The number of older people aged 65+ in the county has been growing by an average of 
1,500 people per year over the last 10 years. Projections suggest that this will double to an 
increase of around 3,100 people annually on average between now and 2021.  

• In particular, the number of people aged 75 and over, is projected to increase by an annual 
average of 1,700 between 2011 and 2021. The number of 85+ will see the fastest rate of 
growth during this period. 

• The rising trend of older people aged 65+ living alone could also place extra pressure on 
care and infrastructure provision. Data from the Census suggests that there were 33,800 
of older people aged 65+ living on their own in 2011. The number is projected to rise to 
41,000 by 2021. 
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• Dementia is also an increasingly common condition. In Gloucestershire, there are 
estimated to be 8,610 people living with dementia. That number is expected to almost 
double over the next 20 years.  

 
Despite progress in recent years, the resulting pressures are being reflected daily across our 
hospitals, our GP surgeries, our Community Healthcare teams and our Social Care Services. As 
our populations grow and people live longer, so the challenge of balancing available resources 
and local needs will continue to grow.  Our starting point in responding to the challenge is that 
this is not simply a financial issue, nor can pressures in one part of our public services be 
solved in isolation from the others. Our vision for the next 5 years is therefore nothing less 
than a fundamental transformation of the quality and experience of care, across all elements of 
commissioning and provision, and on behalf of our communities as a whole. 

 

We recognise that change on this scale will mean consistently providing people with the right 
care, in the right place, and at the right time; care that is planned and tailored to individual 
capabilities  and  needs;  care  that  is  delivered  in  partnership,  to  the  highest  possible 
standards.  This will involve putting individuals at the heart of everything we do, not simply 
because it is what people tell us they want, because it is morally the right thing to do, or even 
because it is the most efficient way of doing things (although our experience demonstrates all 
of these statements are true); but because this is the only way we will ensure a sustainable, 
healthy future for the communities we serve. 
 
As stated above, as a whole community of interest we have a positive and long established 
relationship and so there are several key documents that have been jointly developed and 
ratified and these shared intentions and plans for the future are very much seen as the 
essential building blocks for this document.  
 
The Gloucestershire Health and Wellbeing Strategy 2012 set out the vision for the coming 20 
years, with the focus on the first five years then being described within ‘Your Health Your Care’ 
and our ‘Children’s and Young People’s Plan’.  At the time of writing, the Gloucestershire Health 
Community, in partnership with Gloucestershire County Council, is undertaking a comprehensive 
public, staff and partner engagement exercise – Joining Up Your Care.  This provides further 
detail of our plans working together for the period 2014 to 2019. 
 
Thus this document brings together the strategic intent and operational planning that sits behind 
these. Together these documents capture not just our vision and commitment, but the 
practical steps we are taking in order to:- 
 

• Empower and support people to maintain their independence 

• Lead full lives as active participants in their community 

• Transform the quality of care of individuals, carers and families 

• Shift resources to where they will make the biggest positive difference 
 
We believe that the Better Care Fund (BCF) is a fundamental part of this journey. 
 
We understand that this scale of change will not happen without significant and joined-up 
investment.   Our BCF plans explicitly build upon progress to-date.   Together, we have already 
agreed to pool our resources across many areas joining together a significant amount of health 
funding on joint schemes with local social services.  By working together across traditional public 
sector boundaries, keeping people well, and supporting their recovery after periods of illness, we 
know we can improve each individual’s quality of life, whilst also reducing demands upon local 
services. 
 



 

6 
 

However, we also recognise we need to go beyond what we are doing now.  This is why we are 
proposing to pool a large proportion of our future Health and Social Care funding in order to 
create new forms of joined-up support and care within our communities, in and around 
people’s homes, covering both urgent and planned care, that will transform outcomes and 
transform lives.  
 
The success of these changes will, from 2015/16 onwards, help drive reductions in emergency 
admissions to hospital, and the demand for nursing and residential home care, with benefits for 
individuals and families, the Local Authority, District Councils and the CCG alike.  This is about 
working together and working better, to put our Health and Social Care systems on a steady 
footing, translating improved outcomes for individuals into long-term, sustainable support for our 
communities as a whole.  
 

This is why we are investing now -  in 2014/15 -  working with individuals and families, 
communities and   providers   of   health   and   care   services.      Such   investments   will   
develop   our understanding,  our  organisations, our  shared  infrastructure,  and  the  way  in  
which  our services operate to ensure real progress towards our vision for Health and Care 
Services in 2018/19, with associated improvements in the quality and experience of care today.  
 
We recognise that there is much more work to do, and there are a number of uncertainties 
that still exist in relation to proposed investments and outcomes.  This document is being shared 
as a first draft, and work in progress. The figures we are sharing are our best estimates 
based on work to date, and these will invariably evolve and change as our knowledge and 
understanding grows. 
 
We believe we have an opportunity to contribute to the broader debate, and in turn benefit from 
feedback and experience from across the country as a whole.  This is our opportunity to work 
together, to overcome barriers that have constrained us in the past, and to shape a 
better future for Health and Care Services, and all the people we serve. 
 
 
 
 
 
…………………………………………………… 
 
Helen Miller                                                     
Clinical Chair                                                   
Gloucestershire Clinical Commissioning Group  
 
 
 
 
………………………………………………………… 
 
Dorcas Binns 
Cabinet Member – Public Health and Communities 
Gloucestershire County Council 
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1. Purpose  

 
The submission combines the shared direction of travel, the ambitions identified in Your Health 
Your Care, our commissioning intentions, our local operating and service planning with our 
developing 5 year vision -  Joining Up Your Care. 
 
Underpinning all of our plans is a focus on systems that support and remove barriers to 
integrated care through: 
 

• Prevention and proactive support through care planning and co-ordination 

• Supporting independence through understanding individual capabilities and needs 

• Caring for people in the most appropriate setting, starting at home   

• Tackling social isolation, with a “whole-person” approaches to wellbeing 

• Using technology to develop networked, personalised health and care services 

• Eliminating gaps, duplication and disconnects between our health and care services 
 
Our vision for the future will require whole system change; how we commission work from  
providers,  how  providers  interact  with  service users  and  with  each  other.  Working together 
as the Gloucestershire County Council and Clinical Commissioning Group we are committed to 
effecting behavioral and attitudinal change in partnership all areas of the Health & Social Care 
System, with a central role for the third sector and not least our citizens themselves. 
 
This document sets out our joint commissioning intentions and areas for development.  It 
explains how our Local Authority, District Councils and Clinical Commissioning Group, working 
with individuals and communities (and those who represent them) will mobilise resources to 
target areas of need and deliver improved outcomes in 2014/15, 2015/16  and beyond.  It 
captures why we need to do this, what the expected outcomes are on both an individual and 
locality-wide basis, and our best estimates currently of the specific investments required to make 
this happen. 
 

2. An Overview of our Developing Priorities - What this will mean for the people 
we serve 

 
 

  We believe we have a mandate for change from our population as over 3,000 people have 
already shared their views with us as commissioners over recent years as part of our ‘NHS 
Offer’, Health and Wellbeing (‘Fit for the Future’) and ‘Your Health, Your Care’ conversations.  
Further conversations are now taking place as part of Joining Up Your Care, through which we 
are sharing more detailed plans. 
  
Here are some of the things that our citizens have told us we should be thinking about to improve 
Health and Social Care support and services; 
 

• Encourage and support people to adopt healthy lifestyles to help prevent both physical 
and mental health problems from developing 

• Support people to take more responsibility for their own health and take early action to 
tackle symptoms and risks 

• Support communities to take an active role in improving health and wellbeing 

• Support people to live independently in their own homes wherever possible, with the right 
care and community help 

• Ensure independent care providers are supported so that they can play their role in 
providing high quality care 
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• Ensure greater access to a range of Wellbeing services supporting people maintain good 
mental health 

• Provide timely assessment and high quality, safe services when people need care outside 
the home  

• Join up services (integration) to improve care, reduce duplication and save money 

• Improve information sharing across health and social care to ensure patient records are 
available to the right professionals at the right time with appropriate safeguards 

• Ensure we make the most of the limited money available. 
 

We have taken these wishes into account in the development of Joining Up Your Care.  Our 
vision for the coming five years can be summarised as: 
 

“To improve health and wellbeing, we believe that by all working better together - in a more joined 
up way - and using the strengths of carers and local communities, we will transform the quality of 
care and support we provide to all local people”. 
 

Supporting this, our ambitions are: 
 

• “People are provided with support to enable them to take greater responsibility for their 
own health and wellbeing. Those that are particularly vulnerable and can’t help 
themselves will benefit from additional support 

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

• When people need care that can only be provided in a hospital setting, it is delivered in a 
timely and effective way” 

 

This vision can be illustrated as follows, where the person is the heart of the Health and Social 
Care System, with services wrapped around them in their communities and at home. 
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Table 1 
 
 
 
However, we are mindful that we need to create whole system solutions and not just find quick fix 
answers to today’s problems that are not sustainable or affordable in the long term. Use of the  
Better Care Fund has to be part of this wider approach rather than be seen in isolation.  Similarly 
any engagement linked to it should also be built on foundations and relationships that are already 
in place, such as the detailed picture we have presented through our Joining Up Your Care 
engagement process. 
 
2.1 Prevention – Overview 
 
Prevention has never been more important in helping to keep people healthy and independent for 
longer and so reducing the need for health and care services. The main benefit of making healthy 
lifestyle choices is so that in the future our citizens are less likely to develop things like heart 
disease, stroke, diabetes, liver problems, lung problems and certain cancers.  
These choices include: 
 

• Not smoking 

• Doing regular physical activity 

• Eating a healthy diet 

• Maintaining a healthy weight 
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• Not drinking too much alcohol 

• Maintaining strong social connections. 
 

We are also looking at ways of increasing support to our local communities to encourage people 
to live healthy and productive lifestyles and prevent ill-health and family breakdown. This 
includes: 
 

• Developing more healthy living pharmacies (10 now and 40 new ones during 2014). 
Community pharmacies offer healthy lifestyle advice and services, such as support to 
stop smoking and advice on achieving a healthy weight   

• Working with Community Service Providers so GPs can refer patients to things like 
exercise classes and other groups in the community e.g. ‘Arts on Prescription.’ Keeping fit 
and healthy is better than more medical treatment 

• Offering support sessions, either online or in a group, to help patients  achieve a healthy 
weight if they are at ‘high risk’ 

• Improving access to psychological therapies to support good mental wellbeing for young 
people and adults e.g. Let’s Talk 

• Promoting messages to children and young people in schools, colleges and other public 
places about the importance of healthy lifestyles 

• Encouraging community organisation to promote physical activity through the Active 
Together Scheme 

 
2.2 Self-Care - Overview 

 
There is also more we could do to support our citizens to self-care – helping people, alongside 
their carers, to take more control of their own health, in particular those with long term conditions. 
This reduces the need for Health and Care Services. We currently provide and will continue to 
develop the following; 
 

• Working with patients and citizens who have a long term condition, cancer or are 
approaching the end of to life to develop personal care plan. This includes developing 
shared goals and expectations 

• Spending more money on self-management programmes, which provide information, 
advice and support to better manage their own health conditions and make best use of 
both the patient’s/citizen’s  time with health and care professionals 

• Ensuring that when someone experiences a period of ill health, such as following a 
stroke, they receive the treatment and support that is most likely to prevent the problem 
happening again and keeps them healthy 

• Making greater use of technology to support  individuals at home, such as Telehealth, 
Telecare and online self-management programmes 

• We also intend to transform services for people with physical and learning disabilities to 
enable them to live independent, active lives.  We will extend personal budgets to ensure 
they receive the highest level of support 

• Working with Gloucestershire Young Carers, Guideposts, Crossroads and Carers 
Gloucestershire to provide a carers voice service, information, advice and guidance, 
carers’ assessments and short breaks, which will enable more people to be able to 
continue to live in their own homes  
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2.3 Joined up, timely care - Overview 
 
Professionals from Health, Councils, Voluntary and Community groups in Gloucestershire are 
working together to: 
 

• Ensure people have enough information to make the right choices about their care and 
treatment 

• Improve the support available to individuals and their families in their community so that if 
they have on-going health and care needs, they are able to live independently in their own 
home 

• Provide services and support that are timely, personal and better co-ordinated 

• Join up assessments across Health and Social Care  

• Improve systems for information sharing to support professionals when providing care 
 
2.4 Caring for people in the community and at home – Overview 
 
 These are some of the things we are doing for adults: 
 

• Extending the advice and guidance services for GPs. GPs can now get 
a specialist opinion on a patient’s condition from a hospital doctor by sending a secure 
electronic advice request message. This means that a greater percentage of patients  are 
treated in their GP surgery, avoiding the need for a hospital visit 

• Improving access to tests to find out what condition or illness patients have. This includes 
expanding the range of places in the community from where tests are available e.g. 
Community Hospitals and GP surgeries 

• Strengthening the range of Mental Health Services available through GP surgeries, 
offering rapid access to support closer to home 

• Developing the care co-ordinator role so that individuals who have a long term condition 
also have a named professional who will be responsible for making sure they receive the 
care, advice and support they need. This will include supporting individuals to make best 
use of their personal care or health budgets 

• Making sure a care co-ordinator is able to get support when needed from Specialist 
Community Teams (e.g. mental health, respiratory, heart failure or diabetes) to help 
maintain an individual at home 

• Making sure that, if it is required, there are arrangements for individuals to receive a 
higher level of care for a short period of time e.g. in a Community Hospital or Care Home 

• Providing more planned support in care homes. GPs carrying out regular visits, reviewing 
medicines and reviewing hospital visits 

• Jointly funding co-ordinators to help join up and develop community support e.g. Village 
and Community Agents, Local Area Co-ordinators and Community Builders.  

• In addition to the above we are currently embarking on the implementation of a whole 
system redesign of how community services across Health and Social Care deliver 
community based care. This new programme of change is called strengthening our 
Integrated Community Teams and forms a major part of this proposal and is, we believe, 
the vehicle for taking forward the integration agenda. Full detail of this programme of 
change is identified elsewhere in this report 

 
Whilst the Better Care Fund is principally aimed at adults, as commissioners we believe it is 
important that both services for children and their families and those of individuals experiencing 
the transition from childhood into adulthood are woven into our service plans and whole system 
redesign.  This is so that we can take a whole life perspective and recognise the need to support 
families who may be facing multiple challenges. 
 



 

12 
 

We are using the need to implement the new Children’s & Family Bill and reforms to the Special 
Education Needs System as an opportunity to improve outcomes. 
 
Here are some of the things we are doing: 
 

• Ensuring health, education and social care professionals contribute to a joined up 
assessment of a child’s needs 

• Producing summaries of what is shared and discussed - for families and the professionals 
involved  

• Making sure health, social care and education resources are made available in a co-
ordinated way 

• Supporting families with a key worker who helps to make sense of everything that is 
going on 

• Jointly developing a single education, health and care plan to avoid gaps and duplication. 
This will be co-ordinated by a key worker 

• Offering a personal budget to meet some of a child’s needs 
 
2.5 Community hospitals and other community facilities - Overview 
  
Within the financial year 2014/15 we are undertaking a fundamental review of  how we can have 
an effective and affordable network of community facilities, including Community Hospitals, that 
can each specialise in a range of services, but also act as ‘Community Hubs’. We think this will 
make best use of staff skills, equipment, technology and the limited money available. ‘Community 
Hubs’ would provide a focus for local services meeting the wider needs of the local community 
e.g. support rehabilitation, links to home-based services and Integrated Community Teams and 
other Community and Voluntary Sector Partners. 
 
2.6 Specialist hospital care – Overview 
 
We want to maintain the availability of high quality specialist services in Gloucestershire such as 
services in the larger hospitals. We also want to provide as much care as we can within the 
county, recognising that some people will continue to travel outside of the county to access 
specialist centres. 
 
Cheltenham General Hospital and Gloucestershire Royal Hospital will continue to play a key role 
in providing services, but we think that the distribution of some services between these sites may 
need to continue to change in the future based on medical evidence and best practice. 
 
We believe we should put patient safety and high quality care first even if it means making tough 
choices. Things we will need to consider when making these choices include: 
 

• The medical benefits 

• Ensuring specialist staff see enough patients to maintain their skills and that the right 
number of specialist staff are available 24 hours a day, 7 days a week 

• How bringing specialist staff together can speed up assessment and decision making 
about  treatment and onward hospital care 

• How bringing certain specialist staff and technology together can reduce risk e.g. robust 
medical cover at all times 

• How bringing certain specialist services together can improve the quality of services and 
the patient environment  

• How improving links between related services on the same site can improve the 
experience of care and make services more joined up 
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• How we can the most effective support in order to ensure that wherever possible patients 
leave hospital sooner when it’s safe to and receive on-going care at home or in the 
community. 

  
We are extending our current Mental Health Hospital Liaison Teams so that they can support 
staff at Gloucestershire Royal Hospital, Cheltenham General Hospital and within our Community 
Hospitals to assess a patient’s mental and physical health needs comprehensively. 
 
We have in recent years improved our Mental Health inpatient services at Charlton Lane and 
Wotton Lawn for both the small number of Adults and Older People experiencing significant 
mental health needs that cannot be met through supporting them at home. 
 
The development of our Learning Disabilities intensive support services and our strengthening of 
independent Community Care and Support Providers in recent years requires us to reconfigure, 
relocate and personalise our Learning Disabilities inpatient services historically provided from 
Westridge and Hollybrook. 
  
2.7 Leaving hospital and on-going care - Overview 
 
As a whole system we have been looking at how we can improve arrangements around 
discharge to leave hospital when the time is right. This includes arrangements for any ongoing 
care individuals may need, whether this is in their home or when appropriate in another care 
setting.  
  
What we are doing: 
  

• Strengthening our Integrated Discharge Teams (a range of professionals including 
nurses, therapists and social work staff) to make sure arrangements are in place to leave 
hospital in a timely way with the right support 

• Increasing the support available at home whether short or longer term – including home 
care assistants 

• Making better use of community hospital beds for intensive rehabilitation before patients 
go home 

• Joining up and improving arrangements for assessment e.g. a single health and social 
care assessment to reduce duplication. 

• Our Learning Disabilities intensive support service and our strengthening of independent 
Community Care Providers will enable us to support people with complex and challenging 
learning disability needs being discharged from our reconfigured inpatient assessment 
and treatment services or those returning from ‘out of area’ provision 

  
We want to make sure that our citizens are being cared for in the most appropriate place to meet 
their needs and to support their recovery.   
  
In the future, more people will be able receive rehabilitation care in their own home and leave 
hospital earlier when safe to do so supported by our Integrated Community Teams. 
 

3. Joining up your Care – Engagement  

 
Through our ‘Joining Up Your Care’ engagement exercise (January/February 2014) we have 
been communicating our priorities for the future and encouraging feedback and ideas from staff, 
community partners, carers and the public on how we can meet the challenges we face.  As 
indicated above we see that providing opportunities for people to help shape proposals is an 
essential part of our approach and this will continue through any BCF specific developments.   
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As well as the engagement booklet which provides an overview, we have also produced a 
number of animated stories to help illustrate and ‘bring to life’ how the future can look based on 
real life scenarios.  
 
Some examples:  
 
3.1 Jack’s story (Respiratory) 

 
Jack is 87 and suffers from emphysema – a disease that makes it hard to breathe – he also has 
type 2 diabetes and arthritis. Jack was coping pretty well until his wife passed away, but is now 
lonely and increasingly depressed. 
 
Jack frequently visits his GP, but finds it difficult to discuss all his needs during a brief 
consultation. If Jack can’t get hold of his GP in a crisis, he phones an ambulance. Each time, 
Jack spends time in hospital.  
 
He sees lots of different Health Care professionals and has to explain his conditions repeatedly – 
frustrating! Jack often has to wait to be assessed by Social Care Services before he can go 
home. The result…a lot of unnecessary time in hospital.  When he gets home, a lack of co-
ordination between Health and Social Care often means he doesn’t get the support he needs. 
Eventually, after several hospital visits in just six months, it is decided to admit Jack to a care 
home. 
 
But what if Jack’s health and social care services were more joined up? Let’s imagine there is a 
local Integrated Community Team with GPs, Community Nurses, Social Workers, Therapists and 
others who support people like Jack to live in their own homes. One of team – Fiona, a 
Community Nurse - is given overall responsibility for coordinating Jack’s care. Fiona meets with 
Jack and his GP.  Jack explains that he wants to manage his conditions at home and, together, 
they design a care plan, which they can all access securely online, any time. 
 
Jack now gets more visits from Fiona at home, which helps him to manage his emphysema and 
diabetes. On the occasions when he does have a crisis, Jack calls Fiona rather than an 
ambulance, so goes to hospital less frequently.  And even when he has so go in to hospital, 
Fiona talks to the hospital staff and he is able to leave after a quick review of his care plan, rather 
than having to be re-assessed.  
 
In this scenario, Jack’s health and social care is funded from a joint budget, so the team can 
make smart decisions about how it’s spent, and call on the help of other services. 
 
For example, as his condition deteriorates, the team decide to fit a seat in Jack’s shower, provide 
him with an oxygen cylinder to ease his breathing, as well as a medication dispenser with a voice 
prompt to remind him to take his pills. 
 
Fiona talks to Jack about his loneliness and he agrees to weekly trips to the shops with a 
volunteer from a local befriending charity. His neighbour also agrees to do some gardening with 
him. So now, Jack doesn’t have to be admitted to a care home, instead getting the help he needs 
in his home. He feels happier, healthier and better use has been made of resources which 
support him.  
 
3.2 Shruti’s story (Diabetes/Obesity) 
 
Meet Shruti. She is a 34 year old woman who lives in Gloucester and works part time as a 
secretary for a local building firm.   
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Shruti doesn’t exercise a lot, is overweight and admits to not caring much about what she eats. 
Her priority at the end of a busy day is to get food on the table for her two young children when 
they get back from school.  
 
Shruti has started to feel light headed at times, has been going to the loo a lot and very often 
feels very thirsty. 
 
After going to see her GP, she has a blood test and is told she has type 2 diabetes. Shruti’s 
doctor doesn’t want to frighten her, but does tell her about the potential complications resulting 
from diabetes, such as blindness, as well as stressing the importance of starting to eat more 
healthily and taking exercise.   
 
Shruti is given dietary advice and is prescribed some tablets to help keep her blood sugar levels 
in check. The Practice Nurse at her GP surgery tells Shruti about the education sessions run by 
the Specialist Diabetes Nurses in the local community hall.  
 
After attending the education session, Shruti learns more about diabetes and what she can do 
herself to manage her condition, including maintaining a healthy weight.  She also starts to think 
more about how she can prevent her children from getting diabetes.   
 
Shruti’s daughter Anipa loves netball and so Shruti encourages her to go to an after school sports 
club. Shruti also starts to walk with her children to school rather than taking them in the car and 
attends a local cooking club in Matson.  
 
Over the next year, Shruti loses and maintains a 2 stone weight loss and she feels much better 
for it.  She is delighted when her GP says she will no longer need to keep taking her tablets.   
 
Shruti has learned so much and wants other people to benefit. She becomes a volunteer for the 
Expert Patient Programme, which helps people in the community to better manage their own long 
term health conditions, like diabetes.  
 
3.3 Dorothy’s story (Frail/Elderly) 
 
Meet Dorothy who is 81 and lives alone in Cheltenham. She has three grown up children, but 
they live in other parts of the country. Dorothy walks with a stick, does her own shopping and 
cooking and enjoys her independence, which she fears losing as she gets older. In recent years, 
she has tried to keep her mind and body active by volunteering for a local charity.   
 
However, she has become increasingly unsteady on her feet and one day she experiences a fall 
in the street which results in her being taken to hospital to be checked over. Fortunately she has 
not broken anything and after a thorough assessment she is able to go home the same day.  
 
Before leaving hospital, Dorothy receives information on preventing falls and also decides to join 
a local exercise class.   
 
During November, Dorothy develops a bad cough, but soldiers on thinking it will clear up in a few 
days. Dorothy starts to feel more breathless and generally unwell - lacking energy and feeling 
worn out.  As she is over 75 years old and has suffered ill-health recently, Dorothy is able to get a 
quick appointment at her local GP surgery.  
 
Dorothy’s neighbour takes her to the GP surgery.  The GP says Dorothy has a mild chest 
infection and is concerned that she could be vulnerable due to her illness and is at risk of 
developing pneumonia.  
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The GP also thinks she could do with some help to support her at home for a while.  The GP 
refers her to the Integrated Community Team and Dorothy is relieved that she does not have to 
go in to hospital. 
 
The Integrated Community Team identify the best person to visit her at home and a Community 
Nurse makes two visits to Dorothy over the next couple of days. The nurse looks to see how she 
is responding to the antibiotics prescribed by her GP and keeps a close eye on her general 
health.  
 
Dorothy is soon back on her feet with renewed confidence and starts to attend a local ‘knit and 
natter’ group that the nurse told her about. She meets a new friend who lives in the same street 
and they meet up every week for a coffee and to do some shopping.  Dorothy thinks it is great 
that they can now ‘look out’ for one another.   

4. A Modern Model of Integrated Care for Gloucestershire 
  
4.1 Vision 
  
Elsewhere in this report we have made reference to the development of our flagship vehicle for 
taking forward our integration agenda. We believe that this addresses what people have been 
telling us about how services should develop but will continue to listen as this unfolds. In this 
section we provide further data on this new service initiative and how we believe it will change the 
landscape of provision within Gloucestershire. 
 
As one of a number of key local organisations responsible for health and care in Gloucestershire, 
we believe that if we work better together – in a more joined up way- we can transform the quality 
of people’s care. This will require a model of care that truly delivers integrated care. However, 
there are over 175 different definitions of integrated care within published literature1. Our vision is 
a modern model of integrated care based solely on a person centric approach where: 
  
 

Every person in Gloucestershire who needs care will plan that care with people who will work 

together to understand them and their carer’s needs and will bring together services to 

achieve the outcomes important to them. 

  
4.2 Integrated Community Care in Gloucestershire - Overview 
 
As mentioned earlier in this document over the last few years have seen significant improvement 
in Health and Social Care Services. Waiting times for all services have reduced, infection rates 
have improved and, in general, the majority of patients report that they are satisfied with the NHS 
services they experience.  Similarly we have also increased the offer of reablement to assist 
people to return home from hospital and significantly increased the proportion of people living 
independently with self-directed support. 
  
Simultaneously, people themselves can find care to be uncoordinated and fragmented, with ever-
increasing interfaces between a growing number of services and providers. Our plans to truly 
deliver integrated care will respond to this. 
However, integrated care and support isn’t the end in itself. It is a way of organising health and 
social care to deliver high quality, care resulting in better health and wellbeing and better 
outcomes and experiences for patients and service users, their Carers and families. It is not 
about structures, organisations or pathways per se. 
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There is a need to create cultures of cooperation and coordination between the Public, Health, 
Social Care, Public Health, District and Borough Councils, other Local Services and the Third 
Sector. Working in silos is no longer acceptable. There is a need to end the institutional divide 
between Physical and Mental Health, Primary and Secondary Care, Health and Social Care, 
Statutory, Voluntary and Independent Sectors. Collectively, the aim is to provide a seamless 
service working with the individual and family within their own home. 
  
A big part of this will be working to ensure crises in people’s care, which too often result in 
hospital admissions, or emergency admissions to care homes, are avoided. This should always 
be regarded as a failure. The aim is to get better at preventing deterioration in health and the 
social context of known vulnerable adults in the first place. 
  
There is a need to embrace fully the extraordinary potential presented by new technology and 
shared information. This can help local services to plan more effectively and will help doctors, 
care professionals and others to give people far better and far more tailored services. It will also 
give those who are able the ability to manage their own conditions, thereby increasing 
independence. 
  
In essence, over the next 5 years we must have responded to the challenges set out in this 
document above to ensure that services remain ‘fit for purpose’ and that people can continue to 
access the right care when they need it. We need to have worked with local communities and 
individual patients and carers and agreed the different ways support and care for people will be 
provided. It is clear from demographic challenges set out above that attention will need to be 
increasingly focussed on those aged 65 years and over. Finally, changes needs to be affordable 
and sustainable and provide the best service and financial return on investment. 

  
4.3 Key Deliverables of Integrated Community Care in Gloucestershire 
 
To support our vision of modern, integrated care the following key overarching deliverables are 
set out to guide our ambitions over the next five years: - 
 

• People using Health and Social Care Services should experience better outcomes  
including the prevention of some hospital and care home admissions, less time spent in 
hospital, increased identification of people who are at risk of requiring services in the 
future and increased access to preventative services and services that extend the ability 
to live independently  

• Greater clarity on who is involved in a person’s care, what the expectations should be 
for the person and more focus on the ‘goals’ and quality outcomes defined with the 
patient 

• Improved communication between professionals and organisations to ensure that 
services are better coordinated, service responses are timely and there is improved 
connection to wider community based assets so that people feel valued and supported 
to live in the community 
 

To make our vision a reality and to ensure our overarching deliverables are met we see the 
following as overarching areas of focus; 
 

• Service design 

• High quality commissioning through the ‘Better Care’ Fund 

• Overcoming the change and transition challenges of new delivery models 
  
Elsewhere in this report we will focus on how we will, as commissioners, deliver this change 
through Integrated Commissioning. 
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4.4 Service design - Further strengthening and widening the scope of health & social care 
integrated community teams (ICTs) 
   
In Gloucestershire and delivered by Gloucestershire Care Services NHS Trust, in partnership 
with GCC, ICTs bring together occupational therapists, physiotherapists, social workers, 
reablement workers, community nurses, administrative and other support staff to work as one 
team to support typically 4 general medical practices with a combined population of around 
30,000 patients. The role of GPs is pivotal in this. ICTs also work closely with Countywide 
Community Hospitals, Community Specialist Services, Voluntary Services and other Care 
Providers to provide assessments, treatment and support for people within the community. 
  
A key foundation of our plans to deliver the vision of our modern model of integrated care is to 
build on the existing 800 plus multi professional health & social care registered, non-registered 
and administrative staff working across 20 Integrated Community Teams as the springboard for 
transformational change. 
  
Health and Social Care Commissioners are making available a substantial additional investment 
of £3.9m. Extra staff are being recruited to increase capacity of existing teams. This is being 
further enhanced by the redesign of existing service models and processes. There is a key 
programme of team and professional core competencies training in place to increase capability, 
particularly around advanced assessment, first line diagnosis, multi-disciplinary goal setting and 
nurse prescribing. 
  
The additional functionality being put in place will ensure that before the end of 2014/ 2015 there 
will be a comprehensive 24/7 community based service which will be able to respond within one 
hour of request and manage people with greater needs. 
    
The new element of this service will be focussed on those people who currently need to be 
admitted to hospital or require expensive packages of social care around key pathways, care and 
case management to support specific people in their homes to reduce demographic growth 
pressure on hospitals and social care at an equivalent level of quality but for less cost. By year 2 
of this plan, it is expected that at any one time, over 100 hundred people will be being managed 
by these teams, who in 2013/ 2014 will have been treated in a local acute hospital. This equates 
to around 5,000 prevented admissions or earlier hospital discharges each year.  
  
Increasingly, teams will also be working closely with Primary Care teams to identify those people 
with a long term condition, not waiting for conditions to flare up but identifying those who will 
benefit from more proactive, ‘upstream’ and personalised case managements. From 2016 
onwards our plan is that at any one time, over 1,000 people will be receiving additional, 
personalised support to improve their health and wellbeing and maintain independence. 
  
We are now planning to move to a phase two programme to expand this and extend to wider 
services including greater connection with mental health services and incorporate other 
programmes and approaches including Asset Based Community Development; and the large 
scale implementation of our current ‘Living Well’ programme being piloted in two local areas of 
the County. In essence, how we can share our organisation and community assets and 
resources so that they are best used to provide sustainable care and support for local people. 
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Our key milestone is to develop and agree this phase 2 model with implementation of the agreed 
plans commencing during the second half of 2014/ 2015. This will include the quantification of 
benefit expected to be realised from 2015/ 2016 onwards. 
 
For people with complex learning disabilities, we are developing intensive support services which 
will enable us to support them in personalised individual community care and support 
placements, continuing to reduce the need for specialist ‘inpatient care’.  

5. Developing and Agreeing Plans for the Better Care Fund 

 
As a system which has already acknowledged the need for change and had begun the long haul 
of system redesign in Health and Social Care.  We welcomed NHS England’s and the Local 
Government Association’s introduction of a ‘Better Care fund’ to support the integration of health 
and social care.  
 
The Better Care Fund is described as ‘a single pooled budget for health and social care services 
to work more closely together in local areas, based on a plan agreed between NHS and local 
authorities’. It is seen as an opportunity to take forward integration at scale and pace, being a 
significant catalyst for change. The Gloucestershire ‘Better Care Fund’ plan and service 
proposals set out within this document are seen as an essential component in delivering our 
already established programme of change towards modern model of integrated care. 
  
Within Gloucestershire we have genuine commitment to partnership working to use the fund as a 
key vehicle for addressing the challenges health, social care and the wellbeing community faces 
in delivering a modern model of integrated care.  As identified in the preface to this document a 
key area that we do feel we need to spend some time further developing in 2014/15 is the 
development of local based commissioning and the engagement with our local communities and 
District Councils. We recognise the need to plan and deliver local solutions to county-wide 
issues. This is seen as pivotal to our collective endeavour, not least, in order to ensure that in 
2015/16 as a whole system we are able to weave the use and allocation of the Disabled Facilities 
Grant into our shared commissioning methodology.  
 
Another key area that we intend to build on during 2014/15 is the successful engagement of our 
key stakeholders and providers. We see taking a ‘system partnership’ approach as crucial in 
ensuring that we collectively design, agree and implement the system and service changes 
required as part of BCF. Going forward we will ensure that our system partners are able to 
understand the need for change and the ‘shape’ of any future service provision.   

 
5.1 The Change and Transition to New Delivery Models to Support Integrated Care 
 
Based on national and international best practice, such as Canterbury in New Zealand and 
supported by innovative contracting solutions set out elsewhere in this document, a key element 
in delivering our vision will be to develop specific service plans for the organisation of integrated 
care across primary, community, hospital and social care that adopts the principle of ‘one system, 
one budget’ and where providers of more integrated services on ‘work together and respond 
together’ 
 

• To develop a shared vision of the service and to change the staff’ mind-set and approach 
to care to ensure it is focused on each individual person and works across organisational 
and professional structures; 

•  To explore and agreeing new contract forms to reward and incentivise integrated 
working; 

• To ensure pathways underpin integrated working and eases the path for people, 
accessing services; 
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• To move towards a single service model that breaks down silos and barriers to teams 
and services working together for the best outcomes for local people and communities, 
without the need to spend time on creating formal new organisations; 

  
We recognise that we need to ensure there is sufficient leadership and support available to 
facilitate and drive forward the change and transition challenges involved 
  
5.2 Empowerment, Integration, Primary Care, System Incentives and the Better Care Fund 
 
Our vision (as described elsewhere in this document) for whole system integrated care is based 
on what people have told us is most important to them. Through patient and service user 
workshops, interviews and surveys across Gloucestershire,  we know that what people want is 
choice and control, and for their care to be planned with people working together to help them 
reach their goals of living longer and living well. They want their care to be delivered by people 
and organisations that show dignity, compassion and respect at all times. 
 
We recognise that realising this vision will mean significant change across the whole of our 
current health and care provider landscape.  Whilst our GPs will play a pivotal role within this, 
providers of health and care services will need to change how they work, and particularly how 
they interact with patients and each other.    The CCG and local authority commissioners 
are committed to working together to effect the required behavioral and attitudinal change 
across our whole system to ensure that this happens at scale and at pace. 
 

 
This strategy is based on 3 core principles: 
 
1.  People will be empowered to direct their care and support, and to receive the care they 

need in their homes or local community. 
2.  GPs will be at the centre of organising and coordinating people's care. 
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3.  Our  systems  will  enable  and  not  hinder  the  provision  of  integrated  care.    Our 
providers will assume joint accountability for achieving a person's outcomes and goals and 
will be required to show how this delivers efficiencies across the system 

 
To achieve this we are engaging with local Health and Care Providers, and associated 
Voluntary and Community Sector groups, to “co-design” models of care that will engage with 
and meet people’s aspirations and needs.   We will also continue to engage directly with local 
people to ensure they are also active partners in this co-designed approach.  The following 
sections provide a summary of what this will mean, in practice, and the specific BCF 
investment areas for the next 2 years that will deliver on our aims and objectives. 

 
5.3 Empowerment and the Better Care Fund 
 
Over the next 5 years Community Healthcare and Social Care teams will work together in an 
increasingly integrated way, with single assessments for health and social care and rapid and 
effective joint responses to identified needs, provided in and around the home. 
 
Our teams will work with the Voluntary and Community Sector to ensure those not yet 
experiencing acute need, but requiring support, are helped to remain healthy, independent and 
well.  We will invest in empowering local people through effective care navigation, peer support, 
mentoring, self-management programmes to maximise their independence and wellbeing; and 
we will help identify and combat social isolation, as a major influence on overall health and 
wellbeing. 
 

 5.4 Integration and the Better Care Fund 
 
As stated we have a significant investment programme already underway in Integrated 
Community Teams that will provide a rapid response to support individuals in crisis and help 
them to remain at home.   Our Integrated Community Teams will also work with individuals 
who have lost their independence through illness or accident and support them to build 
confidence, regain skills and, with appropriate information and support, to self-manage their 
health conditions and medication.   The service will introduce individuals to the potential of 
assistive technologies and, where these are to be employed, will ensure individuals are 
familiarised and comfortable with their use. 
 
Underpinning all of these developments, the BCF will enable us to start to release health funding 
to extend the quality and duration of our reablement services.   By establishing joint 
services that proactively work with high-risk individuals, we will be able to: 

 

• Improve our management of demand within both the health and care systems, through 
earlier and better engagement and intervention 

• Work sustainably within our current and future organisational resources, whilst at the 
same time expanding the scope and improving the quality of outcomes for individual. 

 
In doing so our plan is to go far beyond using BCF funding to back-fill existing social care 
budgets, instead working jointly to reduce long-term dependency across the health and care 
systems, promote independence and drive improvement in overall health and wellbeing. 
The volume of emergency activity in hospitals will be reduced and the planned care activity in 
hospitals will also reduce through alternative community-based services. A managed admissions 
and discharge process, fully integrated into local specialist provision and the Integrated 
Community Team service, will mean we will minimise delays in transfers of care, reduce 
pressures in our A&Es and wards, and ensure that people are helped to regain their 
independence after episodes of ill health as quickly as possible. 
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We recognise that there is no such thing as integrated care without mental health.  
Our plans around Phase 2 of the Integrated Community Teams as discussed elsewhere in this 
document are, therefore, designed to ensure that the work of community mental health 
teams are integrated with our new support mechanism around groups of practices; and 
enables mental health specialists to support GPs and their patients in a similar way to physical 
health specialists.  
 
We have begun to identify a clear program of service development and redesign associated  
with Phase 2 of our ICT programme and these plans have been developed in partnership with  
our specialist Mental Health Trust (2G) namely: 
  

• Integration/alignment of some community mental health staff into ICTs.  Each of 21 ICT 
teams will have someone who understands mental health in later life and dementia 
services within it.  These individuals will liaise with their ICT and primary care colleagues 
and will view the population of that ICT as part of their responsibility.  Ideally staff would 
be co-located. 

• Education/up skilling of existing ICT teams, so that as a minimum all ICT staff knows and 
understands the range of mental health services available to people in later life and how 
to access them and an understanding of medication.  Gains from team learning are 
anticipated. 

• Access to psychological therapies for frail older people who are depressed and their 
carers. 

• Adults of working age, where patients are known to both 2gether and Gloucestershire 
Care Services.  To develop a better understanding of the needs of the people being 
supported that are of working age, the range of services required to maximise 
independence and choice and to ensure that the ICTs have the skill set to support the 
range of needs that are presented by this group.   

 
By improving the way we work with people to manage their conditions, we will reduce the 
demand not just on acute hospital services but also on nursing and residential care. 
We will use the BCF to: 

 

• Help people self-manage and provide peer support working in partnership 
with voluntary, community and long-term conditions groups. 

• Invest in developing personalised health and care budgets working with patients 
and service users and frontline professionals to empower people to make informed 
decisions around their care. 

• Implement routine patient satisfaction surveying from GP Practices to enable 
the capture and tracking of the experience of care 

• Reduce Delayed Discharges, through investment in Rehabilitation services and 
strengthen 7 day social care provision in hospitals. 

• Integrate NHS and social care systems around the NHS Number to ensure that 
frontline professionals, and ultimately all patients and service users, have access to all 
of the records and information they need. 

• Undertake a full review of the use of technology to support primary and 
secondary prevention, enable self-management, improve customer 
experience and access, and free up professional resources to focus on 
individuals in greatest need. 
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5.5 The Better Care Fund and Primary Care 
 
 As one system working across Health and Social Care we need to be mindful of the interface 
between the BCF and other key initiatives. There is a clear interface between the BCF and the 
Primary Care initiative ‘A Call to Action’.  

A ‘Call to Action’ recognises the demand for primary medical care has increased over a number 
of years with patient consultation rates more than doubling and the length of consultations 
increasing.  

The increasing older population and prevalence of long term conditions means that primary care 
needs to adapt to new ways of working in order to remain sustainable into the future.  

Within Gloucestershire we also recognise that the current system of in hours primary care, the 
out of hours service and the role of NHS 111 can result in services becoming fragmented and 
lacking co-ordination, sometimes resulting in patients being inappropriately directed to services 
that are not the most appropriate for meeting their health needs. 

Our plan is to ensure: 
 

• All Gloucestershire patients have easy access to high quality primary care; 

• Access to urgent primary care will be simplified to avoid unnecessary use of emergency 
hospital care; 

• Services should be jointly commissioned across health, social care and the third sector 
with patients receiving the right service to meet their needs. 
 

Covering a large population, primary care in Gloucestershire is delivered by 85 practices; varying 
in the size of practice and population they serve. We will ensure a consistent ‘Primary Care 
Offer’, whereby all patients living in Gloucestershire will have access to the full range of primary 
care services, including all of the enhanced services, from either their existing practice or another 
local practice. This activity will contribute to the delivery of the 5-year strategy for primary care, 
which aims to provide easy access to high quality primary care delivered close to patients’ homes 
and reduce unnecessary use of emergency hospital care.  
As a result of our priorities we expect: 
 

• Improved quality in primary care by reducing unexplained variation – using primary care 
benchmarking data to highlight outlier GP practices and seeking explanation on the 
variation.  Developing actions plans to reduce variation where appropriate;  

• People have access to the full range of core and enhanced primary care provision, 
wherever they live in Gloucestershire.  This could be delivered by individual GP practices 
or an intra-practice working model where GP practices join together to provide the wide 
range of services for patients;  

• New Care Pathways – This means making it clear where and when and by whom a 
person should be seen depending on their condition.  It will improve continuity of care and 
reduce duplication with professionals working closer together to coordinate the persons 
care;  

• Patient Experience – listen to, understand and respond to patient experience to help 
inform commissioning decisions;   

• Developing a Patient Charter within primary care that explains the primary care offer and 
how patients should access NHS services to meet their needs.  This will also be used as 
an educational tool to explain the wide range of NHS services and when and how they 
can be accessed;   

• Development of a local Carer’s Charter to be implemented across all GP practices – 
recognising the vital role of carers in supporting the vulnerable and high risk patients;  
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• Joint planning between localities and Local Authorities/Public Health, identifying the joint 
priorities and working together to best effect – refreshed Locality Development Plans in 
place across all seven localities; 

• Working collaboratively with local GPs and County/District Councils to develop new ways 
of maximising the use of wider voluntary and community services (social prescribing).  

 
Through investing in primary care, we will ensure that patients can get GP help and support in a 
timely way and via a range of channels, including email and telephone based services.  The GP 
will remain accountable for patient care, but with increasing support from other health and social 
care staff to co-ordinate and improve the quality of that care and the outcomes for the individuals 
involved. 
 
As a result of all of these changes, some GPs may support more complex patients, and 
with elements of basic care delivered by nurse practitioners.  In the acute sector, our specialist 
clinicians will work increasingly flexibly, within and outside of the hospital boundaries, supporting 
GPs to manage complex needs in a “whole person” way. 
 
It is our intention that during 2014/15 we will review how as a whole system we ensure that the 
role of Primary care is woven into the main precepts of local implementation of the Better Care 
Fund in preparation for 2015/16. 
 
We will use the BCF to: 
 

• Roll out the Whole Systems Integrated Care model building on existing care planning, 
care co-ordination, risk stratification and multi-disciplinary teams. 

• Invest in 7 day GP access in each locality and deliver on new provision of services in GP 
practices 

 
5.6 The Better Care Fund and System Incentives  

 
Our CCG and Social Care commissioners will be commissioning jointly, focused on improving 
outcomes for individuals within our communities. 
 
In order that our systems will enable and not hinder the provision of integrated care, we will 
analyse the benefits of local payment systems that improve co-ordination of care, by incentivising 
providers to coordinate with one another.   This means ensuring that there is accountability 
for the outcomes achieved for individuals, rather than just payment for specific activities.   It 
also means encouraging the provision of care in the most appropriate setting, by allowing funding 
to flow to where it is needed, with investment in primary and community care and primary 
prevention. 
 
This means networking the full range of public service investments and support, including not just 
NHS and adult social services but also housing, public health, the voluntary, community and 
private sectors.   As importantly, it means working with individuals, their carers and families to 
ensure that people are enabled to manage their own health and wellbeing insofar as possible, 
and in doing so to live healthy and well lives. 
 
 
The BCF will act as an enabler to drive consistent use of the NHS number across the health and 
social care system. 
 
 
 
We will use the BCF to: 
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• Establish an Integrated Commissioning function working across the local authority, 
district councils and the CCG to support the further implementation of integrated 
commissioning of health and social care. 

• Review all existing services, including services commissioned under existing section 
256 and Section 75 and 76s agreements, to ensure they represent VFM and re-procure 
services where necessary to enable integrated working. 

• Create a joint Brokerage Team focused on improving ensuring that when an individual 
does require an institutional form of care this care is purchased in a cost effective and 
timely way across the nursing and care homes providers within Gloucestershire. 

• Extend Psychiatric Core 24 services to cover all acute sites in Gloucestershire, 
providing holistic support for physical and mental health needs. 
 

 5.7 The Better Care Fund and our Performance Targets 
 

• Our local target is: The quality of life reported by carers in Gloucestershire who respond to 
the Adult Social Care Survey. The aim is to measure if Carers can balance their caring 
roles and maintain their desired quality of life. 

 
National Targets: 
 

1. Number of people who are over 65 supported by the council to live permanently in a 
residential or nursing home. The aim of the target is to increase the number of people 
who are able to remain in their own home and to reduce permanent admissions to 
residential and nursing homes. 
 

2. Number of people who are over 65 who were still at home 91 days after discharge 
from hospital who initially entered into rehabilitation services. The aim of the target is 
to increase the effectiveness of re-ablement services whilst ensuring that the 
maximum number of people who require support receive it.   
 

3. Average number of patients (per 100,000 population) whose discharge from hospital 
is delayed (attributable to either NHS, social care or both) per month. A delayed 
transfer of care occurs when a patient is ready for transfer from a hospital bed, but is 
unable to leave hospital. The aim is to ensure that adults in Gloucestershire are 
transferred to the most appropriate setting as quickly as possible.  
 

4. A combined measure of all emergency admissions to hospital which could be avoided 
with improved management of people’s condition. The aim is to reduce the number of 
emergency admissions by increasing the effectiveness of the health and social care 
system.   
 

5. The national measure of patient experience is being developed and will be adopted by 
Gloucestershire.  

 
 
5.7.1 Our Current Position and Future Plans 
 
Our Locally Agreed Metric.  
 
Gloucestershire have selected the following additional local target:  
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The quality of life reported by carers in Gloucestershire who respond to the Adult Social 
Care Survey. The aim is to measure if Carers can balance their caring roles and maintain 
their desired quality of life. 
 
We have chosen this measure recognising the crucial role that Carers play particularly in the 
delivery of an approach based on enabling people to continue to live independently whilst 
ensuring this does not mean loneliness or isolation or undue strain on their Carers.   That said we 
do not necessarily believe this is an ideal measure, so will work with Carers Gloucestershire to 
develop other indicators as to how well we are providing such support. 
 
The target is based on the total score for all respondents who answered the carer specific 
questions within the Adult Social Care Survey. The total score is divided by the number of carers 
who answered all carer related questions.  Gloucestershire performance is relatively poor when 
compared to other similar local authorities and to the England average.   The Gloucestershire 
ambition is to move to the national average over the course of the next 2 years.  
National Metric 1. 
 
Number of people who are over 65 supported by the council to live permanently in a 
residential or nursing home. The aim of the target is to increase the number of people who 
are able to remain in their own home and to reduce permanent admissions to residential 
and nursing homes.  
 
The target is the Number of people who are over 65 supported by the council to live permanently 
in a residential or nursing home divided by the local authorities per 100,000 elderly population. 
 
Both the County Council and the CCG are committed to the development of a range of quality 
services capable of addressing people’s needs.  Appropriate residential and nursing care is an 
integral part of this commitment and is recognised as an essential part of the options that should 
be open to people.  However set against our vision of supporting people to live independently 
Gloucestershire’s relatively poor performance when compared to other similar local authorities 
and to the England average needs to be addressed.   
 
Over the last few years there has been an increase in placement to residential or nursing homes, 
particularly for people being placed in care homes following discharge from hospital. The CCG 
and the Council has made additional funding available for services based in the community and 
increased reablement capacity and new telecare arrangements have started to address this and 
are all expected to further impact on this trend in 2014/15. 
 
The Gloucestershire ambition is to reduce permanent admissions to residential and nursing care 
homes by 7% by the end of March 2015. The benefits to the health community will be a greater 
number of older adults with greater independence and supported to remain in their usual place of 
residence.   
 
National Metric 2. 
 
Number of people who are over 65 who were still at home 91 days after discharge from 
hospital who initially entered into rehabilitation services. The aim of the target is to 
increase the effectiveness of reablement services whilst ensuring that the maximum 
number of people who require support receive it.   
 
The target is the number of people who are over 65 who are discharged from hospital to their 
own home or to a residential or nursing care home or extra care housing for rehabilitation, with a 
clear intention that they will move on/back to their own home. 
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The target is a measure of people who are at home or in extra care housing or an adult 
placement scheme 91 days after the date of their discharge from hospital. This figure is divided 
by the total number of older people aged 65 and over offered rehabilitation services following 
discharge from hospital.   
 
The measure is thus about the proportion of people for whom  this approach works and on tis 
basis Gloucestershire performance is relatively poor when compared to other similar local 
authorities and to the England average. 
 
However part of this is because in 2012/13 (the latest available figure as its assessed annually)  
reablement services were offered to a larger proportion of older people; therefore, whilst the 
percentage still at home 91 days after discharge dropped in overall terms more people have been 
supported in this manner. In 2013/14 the ambition was to increase the number of people able to 
return home with reablement support whilst maintaining the access for a larger proportion of the 
population.  
 
The Gloucestershire ambition is to further increase the number of people able to return home 
whilst maintaining increased access to the service. By March 2015 Gloucestershire performance 
will have improved towards the national and similar local authority averages as a proportion 
whilst ensuring that we also deliver  on our vision of ensuring access to it is also not impeded. 

 
National Metric 3. 
 
Average number of patients (per 100,000 population) whose discharge from hospital is 
delayed (attributable to either NHS, social care or both) per month. A delayed transfer of 
care occurs when a patient is ready for transfer from a hospital bed, but is unable to leave 
hospital. The aim is to ensure that adults in Gloucestershire are transferred to the most 
appropriate setting as quickly as possible.  
 
The target is the total number of days attributable to delayed transfers of care (defined as those 
whose discharge from hospital is delayed) for adults aged 18 and over divided by the total 
number of people in Gloucestershire aged 18 and over. 
 
Gloucestershire performance is similar to that achieved by comparable local authorities and to 
the England average. The number of delayed transfers of care has remained relatively static over 
the last 18 months, the Gloucestershire ambition is to reduce the number of days attributable to 
delayed transfers of care by approximately 2% per year.  
 
It is important to add to this that our ambition is not merely to address the national metric which 
concentrates on those who we are a formally responsible for, but to ensure we offer a range of 
support to everyone with the intention of seeking to ensure that no one remains in acute care 
longer than is appropriate for their medical needs to be addressed.  

 
National Metric 4. 
 
A combined measure of all emergency admissions to hospital which could be avoided 
with improved management of people’s condition. The aim is to reduce the number of 
emergency admissions by increasing the effectiveness of the health and social care 
system.   
 
The target is a combined measure of:  
 

• unplanned hospitalisation for chronic ambulatory care sensitive conditions (all ages) 
• unplanned hospitalisation for asthma, diabetes and epilepsy in children 
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• emergency admissions for acute conditions that should not usually require hospital 
admission (all ages) 

• emergency admissions for children with lower respiratory tract infection. 
 
Gloucestershire performance is good when compared to that achieved by similar local authorities 
and to the England average. The number of avoidable emergency admissions has increased 
over the last few years by 7% per year.  
 
The Gloucestershire ambition is to reduce the number of avoidable admissions by 1.7% by March 
2015. 

 
National Metric 5.  
 
The national measure of patient experience is being developed and will be adopted by 
Gloucestershire.  
 
Although many of our services have developed direct feedback arrangements and there 
are a range of satisfaction surveys frequently undertaken and used as the basis for future 
service development, we do not believe that any provide the system overview that would 
be relevant for inclusion in this plan.  We will, therefore, await details of the national 
measure that is being developed to address this gap.  
 
 
5.7.2 The Better Care Fund – Our plans around the National Conditions 
 
There are six national conditions established for access to the fund, and the Gloucestershire 
position against each of these conditions is summarised below: 

 
 

National Condition Gloucestershire Position Statement 

Plans to be jointly agreed 

Across Gloucestershire Clinical Commissioning Group (GCCG) and 

Gloucestershire County Council (GCC) we have invested 

significantly in building strong governance across organisational 

boundaries. 

 

There is an established health and well-being board (HWBB) in 

place, supported by an implementation group. The HWBB has 

supported the Gloucestershire Better Care Fund proposal. 

 

A key part of our governance structure is the recently established 

Better Care Forum, with membership from across our health and 

care community including GCC, provider organisations (GHNHSFT, 

GCS and 2gFT), VCS Alliance, GPCC, Healthwatch 

Gloucestershire, Carers Gloucestershire, Gloucestershire Care 

Providers Association, Gloucestershire Affordable Landlords Forum 

and Housing representation from Rural and Urban Districts. The 

Better Care Forum will be an important opportunity for engaging 

providers in the development and implementation of our detailed 

plans and through them for achieving an appropriate level of 

engagement with the public”.   
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Our transformational plans and programmes are also formally 

discussed at the Joint Commissioning Partnership Executive and 

approved the Joint Commissioning Partnership Board in addition to 

the governance levels within the local authority and the CCG. 

However, we also recognise the need to deepen these 

relationships in the context of the scale and ambition of our future 

joint fund. 

 
To deliver the ambition contained in our BCF, we recognise the 

need to develop further our strategic and operational governance 

arrangements. As part of this process we will look at how we start 

to bring together management responsibilities and accountability 

across care and health services. We would see our future 

Integrated Commissioning approach as accountable for the 

commissioning of integrated care, through the Health and 

Wellbeing Board, to the Local Authority, the District Councils and 

the CCG. In parallel, we will ensure that the leadership of the CCG 

and Local Authority has clear and shared visibility and 

accountability in relation to the management of all aspects of the 

joint fund. 

 

Our current proposal is to develop early in 2014/15 a detailed plan 

enabling the establishment of an Integrated Commissioning 

function. The first step in doing this will be to put our funding into a 

formal S75 agreement for specified services and to commission 

one team who will be responsible for this budget. We envisage that 

both the local authority teams and the CCG teams would be held to 

account for the delivery of these services by the Joint 

Commissioning Partnership Board. Reviewing the Terms of 

Reference of our current Health and Wellbeing Board and its 

supporting structure, and ensuring they are in a position to provide 

effective governance for the new joint funding, will be a priority for 

the coming months. 

  
  

Protection for social care 
services (not spending) 

In developing our plans for jointly funded services from 2014/15 
onwards, our starting point has been the scale and scope of our 
existing transfers from health to local government and the services 
that they support in order to ensure the protection of adult social 
care services.  
 
There is a significant history of joint-commissioning, with circa 
£140m of Section 256/75/76 agreements in place for 2013/14 
covering a range of services in the community from system 
enablers such as prevention based activities in the third sector that 
act across client groups to services specifically commissioned 
around meeting the needs of various user and patient groups such 
as learning disabilities, mental health and older people’s services.  
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Our proposal is to use the establishment of the BCF to build on this 
tradition, and significantly increase the scope and scale of joint 
commissioning indeed we will move towards Integrated 
Commissioning by the development of Integrated Commissioning. 
 
As a whole system with an already integrated community provider 
we are exploring the possibility of expanding the shared fund so 
that there is integrated commissioning of all residential and nursing 
homes, domiciliary care, community healthcare. If realised, this 
would see the jointly commissioned BCF grow considerably, 
bringing together the commissioning of all these services and allow 
us to track and jointly manage the shift from acute hospital, nursing 
and residential home based care into community and domiciliary 
care settings. 
 

As part of agreed local plans, 

7-day services in health and 

social care to support 

patients being discharged 

and prevent unnecessary 

admissions 

at weekends 

Considerable emerging evidence is showing significant variation in 
outcomes for patients dependent upon the day of the week they are 
admitted. Currently, at a national level, it is suggested that patients 
admitted on a Sunday are 14% more likely to die than those 
admitted during the week, additionally these people have longer 
lengths of stay and a higher chance of readmission. Whilst it is 
difficult to replicate this data locally, we know in Gloucestershire 
patients admitted on Sunday stay in hospital on average a day 
longer than those admitted during the week. Based on the work of 
the ‘NHS Services, Seven Days a Week Forum’, we expect that the 
cause of weekend variation is multifactorial, such as staffing levels, 
fewer senior decision makers, consistency of support services (e.g. 
diagnostics) and the availability of community and primary care 
services (including social care). 
 
In order to address the variation and improve our patient outcomes 
we will work to ensure appropriate that appropriate routine services 
are available seven days a week, acknowledging that this is not 
only focused within our hospitals, but across the whole system.  We 
will focus on urgent care, reviewing our services alongside the 10 
Clinical Standards produced by the NHS Services, Seven Days a 
Week Forum to generate recommendations for priority action 
across our health and care community.  
 
The ten clinical standards to be implemented progressively during 
14/15 up to 16/17. These standards cover acute, social, community 
and mental health care and so will require a community-wide 
implementation approach through this five year strategic plan with a 
clear link to each organisations service development plans. 
 
As part of our programme of change associated with the roll out of 
an increased ICT functionality in our system we as Health and 
Social Care Commissioners are investing £3.9m. This will be spent 
on extra staff who are being recruited to increase the capacity of 
existing teams. This is being further enhanced by the redesign of 
existing service models and processes.  These teams will be able 
to provide additional capacity to prevent admissions across the 
whole week. 
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Key to above additional functionality is our intention is  that before 
the end of 2014/2015 there will be a comprehensive 24/7 
community based service which will be able to respond within one 
hour of request with a visit, as required,  and manage people with 
greater needs. 
 
The volume of emergency activity in hospitals will be reduced 
through alternative community-based services. A managed 
admissions and discharge process, fully integrated into local 
specialist provision and the Integrated Community Team service, 
will mean we will minimise delays in transfers of care, reduce 
pressures in our A&Es and wards, and ensure that people are 
helped to regain their independence after episodes of ill health as 
quickly as possible. 
 
Flexible provision over 7 days will be accompanied by greater 
integration with mental health services, and a closer relationship 
with pharmacy services. Our GP practices will collaborate in 
networks focused on populations within given geographies, with 
community, social care services and specialist provision organised 
to work effectively with these networks which are known as Locality 
Executives.   A core focus will be on providing joined-up support for 
those individuals with long-term conditions and complex health 
needs. It will also inherently link with core components of our 
strategy regarding 7 day working; including our priorities within 
primary care. 
 

Better data sharing 
between health and social 
care, based on the NHS 
number 

The NHS number is used by all major health and social care 
providers.  Work is underway with smaller providers to move to 
NHS number as the prime identifier.   Our single integrated provider 
of community based health and social care servies (GCS) uses the 
NHS number for patients and social care clients. 
  
Working as a whole system GCC are progressing with the 
acquisition of a shared assessment and care management system: 
this will include the ability to utilise NHS numbers within this.  
Further work is in train throughout 2014/15 to ensure full utilisation. 
We are committed to adopting systems based upon Open APIs and 
Open Standards from newly commissioned systems.   A County 
wide IM&T steering group has been set up and we will over the 
coming 12 months move forward on record sharing between 
organisations, developing the data sharing agreements required to 
facilitate this sharing. 
 

Ensure a joint approach 
to assessments and care 
planning and ensure that, 
where funding is used for 
integrated packages of 
care, there will be an 
accountable professional 

Within the provision of community based care the GP will remain 
accountable for patient care, but with increasing support from other 
health and social care staff to co-ordinate and improve the quality 
of that care and the outcomes for the individuals involved.  
 
Work is underway with Primary Care teams to identify those people 
with a long term condition at an early stage to ensure a more 
proactive, ‘upstream’ and personalised case management 
approach is taken to co-ordinating their care. Risk stratification 
approaches are being used to identify the proportion of the 
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population who will receive case management. Each of these 
individuals will have a lead accountable professional and 
personalised care plans, this is a key design principle of the 
Integrated Community Teams 
  
As a result of all of these changes, GPs will be enabled to support 
more complex patients, and with elements of basic care delivered 
by nurse practitioners. In the acute sector, our specialist clinicians 
will work increasingly flexibly, within and outside of the hospital 
boundaries, supporting GPs to manage complex needs in a “whole 
person” way. 
 

Agreement on the 
consequential impact of 
changes in the acute 
sector 

The newly implemented ICT service is focused on those people 
who currently need to be admitted to hospital or require expensive 
packages of social care. We are currently working with key partners 
to implement pathways, care and case management processes to 
support specific people in their homes to reduce the demand on 
acute care. It is our intention that this programme of change will 
hold the demographic growth pressure on hospitals and social care 
at an equivalent level of quality but for less cost.  When fully 
functional this newly implemented service will be responsible for 
around 2,800 prevented admissions or earlier hospital discharges 
in 2015/16; with further impact expected beyond this point.  

 
In 2012/13 there were 38,300 adult emergency admissions to local 
and neighbouring acute hospitals, occupying 610 acute hospital 
beds at a total cost of £81.6m. Based on demographic projections 
for the next 5 years and current patterns of hospital use, the 
number of admissions is expected to rise to around 41,100 at a 
cost of around £88.5m. This represents an increase of 2,800 in 
emergency hospital admissions at an additional annual cost of 
£6.9m by 2017/18.  

 
The new operating model  within ICTs is beginning to provide an 
enhanced community service aimed at reducing emergency 
hospital admissions in four ways: -  

• Urgent response functionality for patients who require 
urgent short term intervention in the community to 
prevent hospital admission (Aimed at reducing short stay 
hospital admissions and facilitating transfer of patients to 
other community services where appropriate);  

•  A 24/7 alternative to hospital service providing intensive 
multi -disciplinary support from teams with enhanced 
clinical skills for patients with an exacerbation of their 
condition who would otherwise be at immediate risk of 
hospital admission (Aimed at reducing “medical” hospital 
admissions, principally for patients aged over 65 who 
represent the majority of these patients);  

•  Case management and care coordination supported by 
fully integrated health and social care teams for patients 
with complex health needs who would otherwise be at 
risk of hospital admission. (Aimed at reducing risk of 
future exacerbation and hospital admission)  
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•  Early intervention for patients predicted to be at future 
risk of hospital admission. (Aimed at reducing the overall 
number of admissions further downstream). 

 
The potential impact on hospital admissions has been modelled on 
the basis of the additional community created by urgent response 
and the 24/7 intensive support service. There is however an 
assumption that a combination of prevention and pre-pre-emptive 
intervention will make a substantial contribution to containing 
demographic growth from 2016 onwards.  
 
As a whole system we acknowledge that we are on a journey to 
change the processes, pathways, services and support 
mechanisms available to the people of Gloucestershire and critical 
in this endeavour is the active involvement and co-development 
with our colleagues in the acute sector. In this regard we will build 
on the many previously developed and proactive forums and joint 
working groups that are already established in our system. The 
following are offered as examples (but not a comprehensive list) of 
how we are currently working together as a whole community; 
Urgent Care Working Group, Senior Discharge Group, Integrated 
Community Teams Steering Group, Integrated Discharge team 
Working Group, Urgent Care Governance Group and we are about 
to launch a whole system 7 day working steering group. In addition 
to the above we are obviously working with our acute sector 
clinicians via our Clinical Programme pathway redesign 
methodology. 
   
As a system we are also aware of the challenges associated with 
the provision of an effective mental health service in a timely and 
effective manner on admission to an acute facility. We are currently 
reframing our Mental Health Liaison Service in order to increase 
the support available to patients who present at Emergency 
Departments with mental health related conditions. In addition we 
are working to fully bed in our Mental Health Intermediate Care 
service which will improve the outcomes for individuals 
experiencing a crisis in the community. 

 
We will work collaboratively to review how we can make significant 
sustainable changes to the processes and support methodologies 
around those patients who are in Acute Care yet are identified as ‘ 
Medically Stable’  
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5.8 The Better Care Fund and System Finances  
 
In developing our plans for jointly funded services from 2014/15 onwards, our starting point has 
been the scale and scope of our existing transfers from health to local government and the 
services that they support. 
 
There is a significant history of joint-commissioning, with circa £140m of Section 256/ 75/76 
agreements in place for 2013/14 covering a range of services in the community from system 
enablers such as prevention based activities in the third sector that act across client groups to 
services specifically commissioned around meeting the needs of various user   and patient 
groups such as learning disabilities, mental health and older people’s services. There is also in 
13/14 circa £9m investment in social care to benefit health through a Section 256. Our proposal 
is to use the establishment of the BCF to build on this tradition, and significantly increase the 
scope and scale of joint commissioning indeed we will move towards Integrated Commissioning 
by the development of Integrated Commissioning. 
 
Whilst these existing transfers have delivered benefits for individuals, communities and for our 
local public service organisations, we recognise that the financial challenges ahead are 
significant.   We will need to build upon the work to-date if we are to provide high-quality 
services in a sustainable way. 
 
Of the mandated value of the BCF across Gloucestershire is £11.596m in 2014/15, which will 
grow to £39.948m in 2015/16. Our ambition is to go much further than this. 
 
As a whole system with an already integrated community provider we are exploring the 
possibility of expanding the shared fund so that there is joint commissioning of all residential 
and nursing homes, domiciliary care, community healthcare. If realised, this would   see   the   
jointly   commissioned   BCF   grow considerably,   bringing   together   the commissioning of all 
these services and allow us to track and jointly manage the shift from acute hospital, nursing and 
residential home based care into community and domiciliary care settings. 
 
At  a  time when  we are  planning  to make significant  investments  in  community-based, 
person-centred health and care services, pressures and demands on our acute services continue 
to grow, and local authority social care budgets are facing a prolonged period of real-term 
reduction, increasing the risk that individual care needs will not be met. 
 
We have assessed the impact of our Better Care Fund plans on local health services, in 
particular the acute sector, to ensure our success is not delivered at the cost of destabilising the 
important services provided by our partners in this sector.  
 
The system benefits from our well-established foundation for the creation of the Better Care 
Fund, in that we have for some years now used existing flexibilities to progress the development 
of integrated care initiatives and support for social care services, most notably s75 pooled 
budgets and s256 transfers in excess of nationally mandated levels. This has demonstrated that 
the introduction of schemes supported by all parties, at a well-managed pace which recognises 
realistic timing differences between the introduction of new approaches and the realisation of 
benefits, is achievable without destabilising otherwise sustainable providers and services.  
 
Our BCF plan is about applying targeted investments to convert this potentially negative 
cycle into a positive one, driven by improved outcomes for individuals, communities and the 
health and care economy as a whole. 
 
In summary this means: 
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Reference Number 

 

Baseline BCF (£m) - Range 

Strengthen 7 day social care 
provision in hospitals 

BCF01 1.944 

 

2.644 

 Developing self- management 
and support communities to be 
more resilient 

BCF02 1.500 

 

1.742 

Supporting Integrated 

Commissioning 

BCF03 22.422 

 

21.045 

 
 Section 256 Social Care to  
benefit 

BCF04 10.123 

 

10.558 

 
Disabled Facilities Grant 

 

BCF05 2.5501 2.5501 

 
ASC Capital 

Grants 

BCF06 1.409 

 

1.409 

 

 

Total Proposed BCF in 2015/16  

39.948 

 

39.948 

 

• Supporting people to live independently and well 

• Releasing pressure on our acute and social services 

• Investing in high-quality, joined-up care in and around the home 
 
Whilst detailed plans are currently in development, and subject to approval by our Health & 
Wellbeing Board, we have identified a range of potential schemes to help make this shift a reality 
and for each a likely range of expenditure and returns. 
 
In 2014/15 we will be investing between £2.1m and £3.9m (implementing Integrated Community 
Teams) of additional health funding into our local system.  This investment is not about 
immediate financial returns, but rather creating the capabilities and infrastructure to enable 
outcomes in 2015/16; whilst ensuring local social services can continue to meet the care needs of 
our population. 
 
From 2015/16 onwards we will start to realise significant benefits in terms of both the 
quality and cost of care.  The BCF fund in 2015/16 will be £39.948 m (excluding existing Section 
75 agreements but including investments in Social Care to Benefit Health). In addition there will 
be the allocation of 1.49m Social Care Capital Grant and 2.550m Disabled Facilities Grant. In 
addition there is current work underway to fully understand the extent to which the ‘extra’ funding 
identified in the allocations data, which is in the region of 24.393m represents additional funding 
to the BCF and how much is the government contribution to the additional costs expected to be 
incurred by the Council as a result of the Care Bill, which is due to come into force in 2015/16  
 
The value of the mandated BCF is £39.948m. The table below shows the current proposal for the 
BCF in 2015/16: 
 
 
 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 
 
 
 

Table 3 
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5.8.1 The Better Care Fund and Managing Risk  
 
We recognise the risk that not all initiatives included in the Better Care Fund plan may deliver the 
quantitative and qualitative improvements envisaged, or may deliver to a lesser scale or at a 
slower pace than planned Both the Council and the CCG have robust processes for managing 
risk, which will be applied, should the need arise, to ensure that successful schemes are able to 
continue alongside the diversion of any funding.  
 
To mitigate financial risk we will have the following arrangements in place:  
 

• Regular monitoring of financial and performance metrics through both the Council’s and 
CCG’s internal reporting mechanisms, alongside the wider project governance 
arrangements described above  

•  A clear understanding that schemes not demonstrating delivery of either qualitative or 
quantitative objectives will be subject to review and may be terminated  

•  Use of non-recurrent funding sources to manage reasonable timing differences and 
double running costs  

 

5.8.2. The Better Care Fund and Protection for Social Care Services  
 

Protecting social care services means ensuring that those in need within our local communities 
continue to receive the support they need, in a time of growing demand and budgetary pressures. 
Whilst maintaining current eligibility criteria at “Substantial” under Fair Access to Care Services 
(FACS) criteria is one aspect of this, our primary focus is on further developing integrated care 
and support which help ensure that individuals remain healthy and well, and have maximum 
independence, with benefits to both themselves and their communities, and the local health and 
social care economy as a whole. By proactively intervening to support people at the earliest 
opportunity and ensuring that they remain well, are engaged in the management of their own 
wellbeing, and wherever possible enabled to stay within their own homes, our focus is on 
protecting and enhancing the quality of care by tackling the causes of ill-health and poor quality 
of life, rather than simply focussing on the supply of services.  
 

Section 256 funding is currently allocated to offset pressures arising from demographic change 
and sustain the current level of eligibility ensuring the provision of timely assessment, care 
management and review and commissioned services to clients who have substantial or critical 
needs and information and signposting to those who are not FACS eligible. Having already 
recognised the value within the health and social care partnership of investing in social care 
services to support better management of need for health services, we intend to continue with 
this approach. Provision has been made to sustain this level of investment in 2014/15 and from 
the Better Care Fund in 2015/16 in order that this level of offer be maintained, both in order to 
deliver 7 day services and in particular as the new Care Bill, once enacted, requires additional 
assessments to be undertaken for people who did not previously access Social Services. The 
Better Care Fund is to be invested in the expansion of our range of integrated services that 
support a reduction in emergency admissions and in lower level early intervention and 
preventative services, including for people who are not FACS eligible. 
 
5.8.3. The Better Care Fund and other inter-related Programmes 
 
The Gloucestershire health and social care community has established internal programme 
management arrangements within each organisation; with Gloucestershire CCG providing a lead 
liaison role in relation to the management of Joining Up Your Care. In relation to the QIPP 
delivery programme, a project and programme governance framework is in place which provides 
a rigorous, multi-disciplinary, assessment of schemes from initiation to implementation. 
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The project and programmes arising from the Better Care Fund will be integrated into this wider 
programme framework, which will ensure robust, joint arrangements are in place for: 
 

• Project and programme decision-making, including the prioritisation and authorisation of 
projects to proceed 

• Leadership and management of projects and programmes 

• Tracking and reporting delivery of projects, management of risks and issues and 
realisation of benefits. 

 
Delivery of the expected changes and outcomes is fundamental to the enhancement of care for 
patients and service users. Benefits realisation across a range of indicators including patient and 
service user outcomes and experience, clinical feedback, quality, safety, levels of service activity 
and financial elements are key to the evaluation and development of the service re-design 
programme. 

6. The Better Care Fund and Partnership and Co-production 

 
Within Gloucestershire we have genuine commitment to partnership working to use the fund as a 
key vehicle for addressing the challenges health, social care and the well-being community faces 
in delivering a modern model of integrated care.  As identified in the preface to this document a 
key area that we do feel we need to spend some time further developing in 2014/15 is the 
development of local based commissioning and the engagement with our local communities and 
District Councils. We recognise the need to plan and deliver local solutions to county-wide 
issues. This is seen as pivotal to our collective endeavour, not least, in order to ensure that in 
2015/16 as a whole system we are able to weave the use and allocation of the Disabled Facilities 
Grant into our shared commissioning methodology.  
 
Another key area that we intend to build on during 2014/15 is the successful engagement of our 
key stakeholders and providers. We see taking a ‘system partnership’ approach as crucial in 
ensuring that we collectively design, agree and implement the system and service changes 
required as part of BCF. Going forward we will ensure that our system partners are able to 
understand the need for change and the ‘shape’ of any future service provision. To this end we 
have created a better Care Fund Forum.  
 
At the February 2014 meeting of the Health and Wellbeing Board the Board noted the intention to 
set up a Better Care Forum. The Better Care Forum will be an important opportunity for engaging 
providers in the development and implementation of detailed plans. 
 
The primary aims of the Better Care Forum are: to promote integration and partnership working 
between the; 
 

• Local Authorities both County and District 

• The Clinical Commissioning Group (CCG),  

• System Partners such as Gloucestershire Hospitals NHS Foundation Trust (GHNSFT), 
Gloucestershire Care Services NHS Trust (GCS), 2gether NHS Foundation Trust (2gFT) 

• Healthwatch Gloucestershire, Carers Gloucestershire and Other local services within the 
Third and Independent Sectors both as organisations and to promote the voice of local 
people. 
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7. The Better Care Fund and Governance  

 
Across Gloucestershire County Council and Gloucestershire Clinical Commissioning Group, we 
have invested significantly in building strong governance that transcends traditional boundaries.  
The Health and Wellbeing Board is maturing and is supported by an implementation group.  We 
have regular meetings between our Council Cabinet Members responsible for health-related 
services and our CCG chair, together with routine meetings of the executive teams of our CCGs 
and local authorities.   Our transformational plans and programmes are formally discussed at the 
Joint Commissioning Partnership Executive and approved the Joint Commissioning Partnership 
Board in addition to the governance levels within the local authority and the CCG. 
 
However, we also recognise the opportunities to deepen these relationships in the context of the 
scale and ambition of our future joint fund. 

 
7.1 A shared approach to Integrated Commissioning 
 
To deliver the ambition contained in our BCF, we recognise the need to develop further our 
strategic and operational governance arrangements.  We therefore propose to look at, as part 
of this process, how we start to bring together management responsibilities and accountability 
across care and health services, for our residents and patients and as whole. We would see our 
future Integrated Commissioning function as accountable for the commissioning of integrated 
care, through the Health and Wellbeing Board, to both the Local Authority the District Councils 
and the CCG. In parallel, we will ensure that the leadership of the CCG and Local Authority has 
clear and shared visibility and accountability in relation to the management of all aspects of the 
joint fund. 
 
Our current proposal is to develop early in 2014/15 a detailed plan enabling the establishment of 
as Integrated Commissioning function   into which each organisation will delegate authority to 
commission all service delivery areas that facilitate delivery of the BCF. 
 
The first step in doing this will be to put our funding into a formal S75 agreement for these 
services, and to commission one team who will be responsible for this budget, the health and 
social care needs (including assessment, brokerage and in-house provision). We envisage that 
both the local authority teams and the CCG teams would be held to account for the delivery of 
these services by the Joint Commissioning Partnership Board reporting to the Health and 
Wellbeing Board.  Reviewing the Terms of Reference of our current Health and Wellbeing 
Board and its supporting structure, and ensuring they are in a position to provide effective 
governance for the new joint funding, will be a priority for the coming months. 
 
7.2 Providing effective oversight and co-ordination 
 
Regular  briefings  to  Cabinet and the CCG Governing Body are  designed  to  help  to  ensure  
effective  debate  and engagement, and that our plans are directionally aligned with the priorities 
of local communities. Cabinet and CCG Governing Body are the constitutional fora for key 
decision making and a core part of the due process for the changes envisaged in this document, 
which will also include scrutiny and challenge across each locality. 
 
Throughout this process, we will ensure that the local Health and Wellbeing Board remains 
central to the development and oversight of the proposed schemes making up our Better Care 
Fund, with a principle of joining up as much health and care funding as is sensible to do so, and 
with a focus on developing our joint commissioning and outcomes frameworks to drive quality 
and value. 
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8. Next Steps  

 

Date Governance 
Process 

1 April    Final Better Care Submission presented to the Health Wellbeing 
Board 

4 April  Deadline for HWBs to submit final plans to Area Team  

18 April Area Team submit completed assurance template to national team 

W/C 21st April Communication to all areas feedback on acceptability of plans 

 
 
Priority areas we will be exploring over the coming months: 
 

• Our joint governance arrangements to ensure these are fit-for-purpose in relation to 
the enhanced roles we wish these to play. 

• The planning for transformation and the full evidence base for changing activity along 
pathways and driving improved outcomes through better coordinated care. 

• A  full  options  appraisal for joined up funding  including  developing  the  detailed 
governance model,  and  describing  the specific  roles,  accountabilities  and 
responsibilities of a Integration Commissioning Unit  

• A detailed risk analysis and further development of mitigation strategies for the major 
risks identified so far; including in relation to avoiding “double-counting” of benefits, and 
managing a stable transition to any future provider arrangements. 

• Progressing the County Wide IM&T pilot to outline business case for record sharing,  
with the priority being urgent care pathways 

• The  use  of  technology  in  supporting  home-based  care  including  potential  joint 
investments and benefits from Telehealth and Telecare. 

• Developing     local,     person-centred     outcomes     to     support     outcome-based 
commissioning of future joint services, and to allow us to assess the results of these 
investments over the next 5 years. 
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Appendix 1 
 

NHS FUNDING FOR SOCIAL CARE  2014/15 
 

Description 

Agreed 
Priorities 
2014/15            
£'000 

 

Reduction in 
no. of 

permanent 
admissions to 
nursing homes              

£'000 

Proportion  of 
older adults 
who were still 
at home 91 
days after 
discharge                   
£'000 

DTOCS                     
£'000 

Avoidable 
emergency 
admissions                    

£'000 

Patient 
experience                 
£'000 

Carer 
indicator              
£'000 

Safeguarding Adults & 
Children including MASH 
development 186 186 

Community Capacity 
Building including user led 
patient support to 
organisations 846 247 420 56 123 

Interim Beds including cost 
of Care Home Select 
contract and project 
management costs 1,500 1,500 

Telecare including the 
Telecare Change Project 384 384 

Funding for the LDDIS 
service 150 150 

Review of LD Placements & 
Contract cost of care 
negotiator 123 123 

Electronic monitoring 
system to record time spent 
by carers in people's homes 120 120 

Community Equipment - 
development of 7 day 
working model 100 100 

Hospital  Social Workers 157 157 

Early Stroke Discharge 157 157 

Integrated Discharge Team 413 413 

Social worker trainee 55 55 

Social Work in-reach for 
Community Hospital 
Discharge in MDTs 98 98 

Bed based care review 60 60 

Project Manager - Quality 
Assurance Policies, 
alignment between health & 
social care 55 55 

Skills development 
programme for Care Home 
staff to support the LES 125 125 

Rapid Response & ICTs 2,000 500 1,500 

Quality checking of LD 
establishments 40 40 

Funding for joint discharge & 
assessments & reablement 
process review 22 22 

Transitions (including project 
management) 116 116 

GP Based Carers Support 
Project  70 70 

Re-enablement Beds - OSJ 210 210 

Emergency Domiciliary Care 
to support discharge 140 140 

GCC MTFS  4,300 700 1,500 2,100 

Housing Support Officer - 
Mental Health 40 40 

Annual Review older adults 129 129 

  

  
TOTAL 11,596 2,562 2,619 3,500 1,625 397 893 

 


