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Gloucestershire’s Better Care Fund
2017-19

“…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 local people”
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INTRODUCTION 

Gloucestershire has made significant progress towards integration over the last year. 

However, in order to provide an improved and sustainable health and care system 

Gloucestershire has a number of challenges to face over the coming years.  Our population 

is growing and experiencing more complex need leading to increasing demand for public 

services including mental health services with rising expectations and for some members of 

our population low levels of personal responsibility in relation to personal health care.  In 

addition there is significant challenge to sustain and grow the available workforce capacity at 

all levels and across all sectors. At a time when budgets are under pressure with a resultant 

financial gap in funding we need to fundamentally change the way we provide services and 

support local people in order to address all these challenges.

Our local vision is set out in our Sustainability and Transformation Partnership (STP) – One 

Gloucestershire, Transforming Care, Transforming Communities and is shared by all system 

partners.

“To improve health and wellbeing, we believe that by all working better together – in a more 

joined up way – and using the strengths of individuals, carers and local communities, we will 

transform the quality of care and support we provide to all local people”

Our Better Care Fund (BCF) plan for 2017-19 fits seamlessly with the STP, supporting the 

integration of services and commissioning to ensure we make the most of every opportunity 

to do things better together.  As a system we believe we need to support each other in areas 

that traditionally would not have been a priority and that is reflected in our agreement about 

the investment of iBCF monies. 

The plan will provide a summary of the context within Gloucestershire together with our 

progress to date and the changes we have made through learning.  There are robust plans 

in place to continue to meet the national conditions and the paper also includes a summary 

of the associated funding contributions and the management of performance, risk and 

governance.

Gloucestershire has not only made significant progress, but is in an excellent position to 

drive change through our existing good relationships.   This provides an effective platform for 
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us to build on to help us meet our challenges, ensure the health and social care system 

works effectively and improves outcomes for the people we serve.

…………………………………….

Roger Wilson, Councillor and Chair of the Gloucestershire Health and Wellbeing Board
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THE LOCAL VISION AND APPROACH TO HEALTH AND SOCIAL CARE INTEGRATION

Gloucestershire’s previous BCF plans set out our vision for integration which was adopted in 

our strategy Joining Up Your Care. This strategy was shaped by local people and brought 

together partners across statutory and voluntary sector organisations.  In the last two years 

partners have built on this strategy to develop a joined up and ambitious STP to meet the 

following challenges

 A growing population with more complex needs

 Increasing demand for services and rising public expectations

 Innovation in technology and medicines requiring investment

 Financial gap of £226m over the next four years

 Need to strengthen mental health care and support

 Pressure on health and social care workforce capacity

STP Full 
document.pdf

Working together as ‘One Gloucestershire’ our long term ambition is for the people of 

Gloucestershire is to be

 Healthy and well – take personal responsibility for their health and reap the benefits 

from this with less dependence on statutory services

 Live in healthy, active communities and benefit from strong networks of community 

services and support

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

the right time

In order to place greater emphasis on personal responsibility, prevention and self-care, 

community based support in the home and helping people connect to their community we 

plan to create 16 health and social care communities based around clusters of GP Practices. 

The aim is to reduce reliance on inpatient care and bed based care by redesigning models of 

care and developing new ways of working across the system.
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The challenges are great and cannot be achieved by working in isolation in organisations.  

To achieve our ambitions there is a need to build on our agenda for integration across 

services to integrated commissioning to ensure we work together to achieve a state of 

‘health’ for the people of Gloucestershire.

“To improve health and wellbeing, we believe that by all working better together – in a more 

joined up way – and using the strengths of individuals, carers and local communities, we will 

transform the quality of care and support we provide to all local people”

Our BCF plans underpin our vision and strategy through joined up services and ways of 

working, providing a structured approach to integration.
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THE GLOUCESTERSHIRE CONTEXT

Gloucestershire has a long history of working together across health and social care and 

partners are committed to achieving the scale of change required in the Five Year Forward 

View.  We believe integration can support us in narrowing the health and wellbeing gap, the 

care and quality gap and the funding and efficiency gap; health and social care leaders are 

working together through the STP to deliver system change by focusing on the following 

areas:

 Enabling Active Communities. Through promoting independence we are committed 

to developing a sense of personal responsibility, supporting community capacity 

ensuring voluntary and community agencies can work with us easily and effectively.

 One Place, One Budget, One System.  Taking a place based approach to 

commissioning and provision we will ensure the most effective use of diminishing 

resources.  This includes rolling out a new Urgent Care provision and developing a 

30,000 place based care model supporting us to develop a new model of care and 

closing the financial and efficiency gap.

 Clinical Programme Approach.  Building on our redesign of care pathways focusing 

on respiratory conditions and dementia and progressing the mental health Task 

Force recommendations to close the care and quality gap.

 Reducing clinical variation.  Through highlighting areas of clinical variation to system 

level to have a conversation with the public about priority decision making.

The following system enablers are enhancing the potential success in the above areas:

 Development of a Primary Care Strategy to provide a sustainable primary care 

service across the county

 A joint IT programme, Gloucestershire Local Digital Roadmap.

 One Gloucestershire Workforce, Organisational Development and shared Quality 

Academy

 One Gloucestershire Estates Strategy 

Gloucestershire benefits significantly from good relationships and coterminous county wide 

boundaries for the County Council and CCG.  As a two tier authority the last year has seen 

relationships continue to build with our District Authority colleagues, the voluntary and third 

sector as we recognise the important part these partners play in achieving our vision. 
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Gloucestershire’s progress towards integration through the BCF underpins our STP and is 

reflected in the CCG Operational Plan for 2017-19.  Our existing BCF schemes will continue 

through 2017-19 and in this plan we will set out the changes we have made based on 

learning and our progress to date.  As described in the BCF Plan for 2016-17 the change we 

are embedding across our system is in no small part dependent on cultural change both 

within our workforce but also with the public and how they use their services.
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GLOUCESTERSHIRE FACTS AND FIGURES 

(Source: One Gloucestershire Sustainability and Transformation Partnership.)
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EVIDENCE BASE TO SUPPORT INTEGRATION AND SYSTEM CHANGE

Risk stratification and Population Analytics
Risk stratification has been used in many forms across Gloucestershire to help in the 

process of identifying the most ‘at risk’ patients in any given population, for example at risk of 

hospital admission.  The intention in doing so is to then intervene in some way to improve 

patient care.

Risk stratification data is used with GP colleagues to identify how we target the most 

vulnerable patients who are most at risk of admission to ensure the appropriate services are 

provided.  This in turn will impact on the delivery of the BCF outcome indicators in particular 

supporting service users to remain within their own home, delayed transfer of care, reduction 

in emergency admissions and fewer permanent admissions to residential homes.

Population analysis is a key tool for use in planning and predicting both individual healthcare 

journeys and costs.  Whilst it includes risk stratification, it also goes beyond this and enables 

the drawing together of SUS (secondary care) data and primary care data to see/understand 

much more of the patient journey than can be seen without the tool.

An example of where population analytics has influenced BCF national measures is in the 

evaluation of the COPD Winter Review scheme. This has taken place for the last two 

winters, where patients with COPD were reviewed by their Practice ahead of winter (using a 

best practice process) with the aim of reducing unnecessary emergency admissions.  The 

cohort of patients the CCG asked Practices to focus on were those suffering the most severe 

COPD (amongst other factors).  However, through further work with population analytics 

data the cohort of patients was reviewed and it was highlighted that the prime driver for 

admission relates to the patients’ psychological wellbeing, rather than their purely physical 

COPD condition.  This would suggest that the reviews were not having the highest potential 

impact on NHS service utilisation and cost. 
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Using data from one of the Gloucester Clusters who are targeting respiratory conditions as 

part of their New Models of Care work, having depression alongside a chronic respiratory 

condition increases the number of ED attendances by 49% and the number of emergency 

admissions by 67%.  If a patient has a chronic respiratory condition, depression AND 

anxiety, the multiplying factor increases to 263% and 238% respectively (shown 

diagrammatically above).

This use of population analytics demonstrates that it is often the patients’ mental wellbeing 

that drives potentially avoidable NHS service utilisation, rather than the severity of their long-

term condition.  It is believed that targeting a cohort of patients in a future COPD Winter 

Review will generate measurable improvements in patient confidence in self-management, 

and a subsequent reduction in avoidable acute care service utilisation.

As well as changing existing practice the use of population analytics can also assist the 

development of services and this has been the approach taken in the formation of the Virtual 

Ward patient cohort. Gloucestershire Clinical Commissioning Group and Gloucestershire 

County Council intend to commission a preventative Virtual Ward model to identify people 

upstream to provide interventions to improve outcomes for individuals, reduce the rate of 

deterioration and  therefore of hospital admissions.

Population analytics provides a view of the risk of emergency admission and also the 

electronic frailty index (eFI) of a patient and in combination this data can be used to identify 

those patients who are ‘pre-acute’ but who need additional support to remain in their homes. 

eFI deficits can also be used to understand the acuity of a patient cohort and this can in turn 
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inform the skill mix of the virtual ward resource. In the case of the data analysed for virtual 

ward it was clear that many patients had numerous recorded deficits and the combination of 

these was explored to understand the needs of the patient group. 

The ‘heat map’ chart above attempts to identify combinations of deficits by plotting their 

‘primary’ condition against all other recorded conditions. The ‘hot’ areas highlight more 

frequent combinations of conditions and a summary of the finding is:

- Polypharmacy (>4 distinct drugs) the most common ‘additional’ deficit.

- Other frequent ‘additions’: Dyspnoea, Falls, Hypertension, Ischaemic heart disease, 

Memory/cognitive problems, Respiratory disease, Urinary system disease.

This information will now form a part of the ongoing service development and will be used to 

guide case reviews and the establishment of a pilot scheme. 

System Learning

The important point highlighted and evidenced in the above section, that people’s behaviour 

is heavily influenced by their psychological wellbeing is reflected in our commitment to 

deliver cultural change, not only within our professional and supporting staff but also with the 

public through changing our approach.  The term person centred care has been referred to 

over a number of years, however, throughout delivering our cultural change programmes we 

know we have sometimes increased dependency and been paternalistic in our approach.  

Telling people what matters to us and that they need to change, while well-meaning, does 
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not support people to make changes that will enhance their life.  The Positive Risk Taking 

programme has highlighted how essential it is to support our staff to hold different 

conversations with individuals and work within and outside teams giving as much power and 

control to the individual as possible.  

We have also benefitted from coming together into integrated commissioning, learning from 

each other and ensuring healthy challenge in our system. The importance of good, but, 

mature relationships has been key to the significant progress we have made, albeit we have 

further work to do over 2017-19 to embed integration at the heart of our commissioning.  

Wider than the CCG and County Council the STP has provided an excellent platform to 

create more opportunity for partnership with other sectors based on shared ambition.  

Over the past three years of the BCF we have adapted our strategies and schemes based 

on our evaluation and learning.  Each scheme is monitored in terms of its impact on quality 

outcomes and system outcomes such as patient flow.  This learning and pressures on our 

system over the past few years in terms of demand have led to the implementation of new 

services and revisions to existing services and pathways to increase our ability to manage 

the additional flow. For example, an addition to the ICT service is the creation of a Rapid 

Response team working across the community and with a number of Care Homes to provide 

urgent clinical support in the community and prevent admission.  This reflective change has 

also happened with a number of provided services in collaboration with our providers who 

have supported us to refocus, especially in times of crisis.  
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PROGRESS TO DATE

This section is divided in two parts.  The first sets out the national metrics and the second 

provides narrative on our progress towards integration and improved system flow.

National Metrics

Reductions in numbers of people over 65 years old in residential care

Gloucestershire plans to continue the trend in the reduction of service users entering 

residential and nursing care. The CCG forecast for 2017/18 is a 1.5% reduction on the 

2016/17 baseline which is against an expected increase of 2% in the population of the over 

65 year old age group.

National and regional data for this metric is not yet available so the context of this decrease 

in residential admissions is not known. The CCG wish to understand how we benchmark 

both against our region and nationally and once this data is available the plan will be 

reviewed. 

Reduction in emergency admissions 

In Gloucestershire we fully believe the schemes underpinning our BCF plan will deliver 

robust integration at the front line.  We recognise the changes to practice and culture need to 

fully embed across the system in order to deliver sustainable change to patient/service user 

outcomes and this cannot be achieved in short time scales.
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The Gloucestershire Urgent and Emergency Care System have developed an Improvement 

Plan in response to a need to secure performance, including a reduction in emergency 

admissions and delivery of the 4 hour Emergency Department Standard. The 

Gloucestershire BCF plans for reducing non-elective admissions are aligned with the 

Gloucestershire CCG and Gloucestershire Hospitals NHSFT plans for 2017/18. 

A reduction in non-elective admissions was shown over the 16/17 period and work continues 

to reduce admissions in 17/18. However, the implementation of the TrakCare patient 

administration system within Gloucester Hospitals Foundation Trust means that reliable data 

is not yet available and an accurate trajectory cannot be fully planned for 17/18 and 18/19. 

However, the Trust are expected to improve data quality from the trust is improved this work 

will be undertaken.

Within Gloucestershire we predict a 2.4% growth in non-elective admissions over the period 

2017/18 and this is brought about by demographic and non-demographic factors.
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Gloucestershire CCG’s plan is for a 3.5% reduction in non-elective admissions. Within this 

assumption growth is 2.4%, while revised contract baseline and admission avoidance 

schemes are estimated to make a 5.9% reduction. 

The overall plan for emergency admissions and schemes to reduce/redirect people to 

appropriate services has been approved by the Strategic Resilience Group; all major 

providers in Gloucestershire are members of this group.  

In support of the 2017/18 plan we will work in partnership to further develop our services. 

Examples of this are an increase in domiciliary care and reablement to deliver a reduced 

LoS in acute setting and Community Hospital and achieving better outcomes for people 

through enabling quicker access to care including CHC Fast Track and End of Life. Also the 

improved market management of domiciliary care and reablement providers will enable an 

increase in market capacity leading to greater resilience and responsiveness.

A Virtual Ward model and Frailty pathway is also being developed across the 

Gloucestershire system to support individuals in the community with the most complex 

medical and social needs to reduce the likelihood of admission to the acute trust.
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People are at home 91 days post discharge

The proportion of people who were still at home 91 days after discharge increased by 7.1% 

during 2016/17 and the plan is to improve to further by 1.75% in 17/18 and 2.3% in 18/19.

National and regional data for this metric is not yet available so the context of this decrease 

in residential admissions is not known. The CCG wish to understand how we benchmark 

both against our region and nationally and once this data is available the plan will be 

reviewed.

Focus and prioritisation continue in this area to ensure we have robust preventative and 

crisis management services in the community, in particular effective reablement services 

that support people post-discharge and help them to achieve their full potential recovery. 

In Gloucestershire we have a reablement team working in the community and also a number 

of reablement beds across the county commissioned from the independent sector with 

therapy input if required from our NHS community care services.  Since our last plan we 

have also worked with two Extra Care Housing providers to secure 4 flats that are now used 

for reablement on discharge from hospital.  

Focus remains on ensuring that people who will benefit from reablement are prioritised and 

that we continue to use the service effectively both in the community and on discharge from 

hospital. In addition we have recently implemented a significant programme of locality based 

commissioning, specifically focusing on engaging the skills of our independent sector 
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domiciliary care providers in order to provide low to moderate levels of reablement via a 

place based approach.  This is achieved through our new one stop shop brokerage function.

Our local commissioning intentions reflect our learning over recent years.  Thus our 

extension into a reablement offer that is place based stems from our analysis that we need a 

more diverse suite of interventions that support our vulnerable older citizens to regain their 

independence and return to live successfully at home.  This is particularly important after a 

stay in hospital.

Reduction in Delayed Transfers of Care  

Gloucestershire performance on delayed transfers compares favourably to the England 

average. The reported performance at the end of the BCF period (Q4 2016/17) show a 

decrease in the number of delayed transfers, a drop of 2.1% when compared to the Q3 

figure (7.8% to 5.7%). This decrease continues into 17/18 with a reported Q1 performance of 

4.2%. 

As can be seen in the chart overleaf the DTOC rate (per 100,000) population has reduced in 

the past two quarters and is now tracking closely with the BCF plan.

We are on track to meet the planning requirement issued by BCMs in July and are confident 

of a 3.5% DTOC rate by September 2017.

Ensuring there is enough capacity to meet the urgent care system pressures is regarded as 

a key priority across the Gloucestershire system.  Our ability to effectively free up beds and 
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maintain effective patient flow is critical.  In response to BCF funding, Gloucestershire have 

identified a number of schemes to address this requirement. An overview of these schemes 

is available in the section headed National Conditions.

Patient experience

The measure of patient experience reporting is aligned with evidence gained

through the surveys related to patient reported outcomes of ICT services, namely the Rapid Response 

Service.

The original baseline was recorded during quarter 4 of 2014/15, with the following question asked of 

ICT rapid response clients, 'How likely are you to recommend our service to friends and family if they 

needed similar care or treatment':

Results from 2015/ 2016 was that 99% of respondents recorded a positive experience (n=313). There 

was a total response rate of 5.3%

Results from 2016 / 2017 was that 100% of respondents recorded a positive experience (n = 170). 

There was a response rate of 7.1%

We will be encouraging the use of the FFT going forward, with the aim to achieve at least a 

15% response rate. We have recently (June 2017) changed to an internal process for FFT 

so are currently settling into the new system, but are hoping to start to increase the response 

rate once the new process in fully embedded.

The main question is supported by 6 further questions based on NHS voices:
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1. I always knew who the main person in charge of my care was

2. I didn’t need to keep repeating how I was feeling and explain what I needed to

different people

3. I was involved in discussions and decisions about my care as much as I wanted to be

4. Information was given to me when I wanted it

5. The information given to me was appropriate to my condition and circumstances

6. I feel the people I met were kind to me

Improving Quality of Life for Carers

Results for the 2016/17 survey showed a 0.8 increase in the carer quality of life measure 

from the 2015/16 baseline. A rating of 8.2 was recorded against a plan 7.9 and this 

represented a 10.8% increase when compared to the 2015/16 rating of 7.4 and is higher that 

the regional and national position.

Gloucestershire remains committed to ensuring quality outcomes for carers improve. Our 

current contract arrangements are coming to an end in late 2018 and work has commenced 

to identify needs and undertake a consultation exercise with stakeholders.  A considerable 

amount of work has been undertaken by our voluntary sector providers to ensure carers’ 

services are Care Act compliant and we will be building on this further, working closely with 

our stakeholders and the voluntary sector. An essential part of this work will be to ensure we 

have effective feedback processes in place so we continue to hear the voice of carers and 

respond to their needs.  We will also be building on our asset based commissioning 
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approach to support people to help themselves and ensure we intervene early to prevent 

crisis situations for carers and the people they look after.

System Progress

Integrated Commissioning
The BCF has helped us to make progress and commission a range of services to provide an 

joined up response across health and social care through use of pooled funding. 

Gloucestershire has had joint commissioner posts and funding in place over many years and 

in our last plan we set out our ambitions to move towards more integrated commissioning as 

well as provision.  Over the past year we have implemented a new framework for integrated 

commissioning and appointed a Director of Integration reporting to both organisations and 

responsible for leading the development of Integrated Commissioning Hubs.

There are now four Integrated Commissioning Hubs in place 

 Prevention and Wellbeing Hub

 Older People Hub

 Disabilities Hub

 Children and Families Hub

The staff working in the hubs are employed by either the County Council or the CCG and 

processes are in place to encourage and facilitate cross-organisational working.  Each hub is 

developing a business plan setting out the strategic vision and action plan to achieve its 

objectives.  These objectives align with the JUYC, STP, BCF and HWB aims and bring 

together staff with a greater variety of commissioning experience and knowledge who can 

drive change to bring about improved outcomes.  An example of the emerging work 

programme for the Older People Hub is taken from the business plan:
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Investment in people has been a driving force for achieving greater integration and changes 

to the environment at the County Council has created a working space that promotes cross-

organisational working and hot desking opportunities; each member of staff has access to 

both organisations’ sites and facilities.

Part of the move towards greater integration in commissioning has included a review of our 

brokerage processes in both organisations and this has led to a number of opportunities for 

streamlining the process and improving outcomes for individuals to create a one stop shop 

for brokerage.  For example, brokers who work solely on CHC Fast Track are now co-

located with our CHC team.  This enables a more cohesive and timely response to those in 

receipt of Fast Track funding who require care at the end of their lives.

Focus remains on ensuring that people who will benefit from reablement are prioritised and 

that we continue to use the service effectively both in the community and on discharge from 

hospital. In addition we have recently implemented a significant programme of locality based 

commissioning, specifically focusing on engaging the skills of our independent sector 

domiciliary care providers in order to provide low to moderate levels of reablement via a 

place based approach.  This is achieved through our new one stop shop brokerage function.

Our local commissioning intentions reflect our learning over recent years.  Thus our 

extension into a reablement offer that is place based stems from our analysis that we need a 
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more diverse suite of interventions that support our vulnerable older citizens to regain their 

independence and return to live successfully at home.  This is particularly important after a 

stay in hospital.

Culture Change

We have learned that cultural change takes time and effort to embed.  However, there is 

growing evidence, especially within case studies, of staff holding different conversations to 

ensure we focus on what matters to people. We have ongoing training on a model to support 

change, the 3 Tier Model, to ensure we reduce dependency and work with people to help 

themselves and this change in approach is further supported through individual coaching 

and mentoring.

Tier 3.jpg

In our last plan we described our Positive Risk Taking workstream; this work continues and 

has had wide commendation from system partners, front line staff and members of the 

public.  We have showed the film, Risking Happiness, to a wide audience of stakeholders 

across the county and our CCG event in November will include examples from front line 

practitioners in how they have incorporated positive risk taking into practice.  

Link to Risking Happiness video

http://www.bing.com/videos/search?q=gloucestershire+ccg+youtube&qpvt=gloucestershire+ccg+yo

utube&view=detail&mid=489CCEBE0DDA548169E4489CCEBE0DDA548169E4&FORM=VRDGAR 

Social Prescribing

Social Prescribing is part of a wider programme called Community Connectors. The new 

service also includes what was previously known as Village and Community Agents which 

sought to link older people into the clubs, groups and people within their community.

The new Community Connectors service is open to anyone aged 16+ and can be referred by 

anyone, including self-referrals. A referral will begin with a holistic assessment, which could 

be as simple as a chat, and will be an opportunity for the person to talk about what they want 

to address. Following the assessment there will be signposting to appropriate activities or 

groups such as lunch clubs, exercise groups or interest groups.

http://www.bing.com/videos/search?q=gloucestershire+ccg+youtube&qpvt=gloucestershire+ccg+youtube&view=detail&mid=489CCEBE0DDA548169E4489CCEBE0DDA548169E4&FORM=VRDGAR
http://www.bing.com/videos/search?q=gloucestershire+ccg+youtube&qpvt=gloucestershire+ccg+youtube&view=detail&mid=489CCEBE0DDA548169E4489CCEBE0DDA548169E4&FORM=VRDGAR
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The outcomes of this service are that people can improve their quality of life though the 

assets in their community. This capacity building is a key output of the Place Based 

Commissioning work. 

Cultural Commissioning
A range of interventions are to be offered to patients that use arts and culture to deliver 

outcomes. For example: there are vocal choirs in Cirencester, Gloucester and Lydney for 

people with COPD. The intervention is a 12 week course followed by step-down support. 

The wider cultural commissioning work looks at both preventative and therapeutic 

interventions following a 2 year project with the Arts Council and New Economics 

Foundation (NEF).

Assistive Technology and Equipment Services
The strategic Equipment Review Group is working collaboratively across organisational 

boundaries to improve the equipment offer in its widest sense. This includes the assessment 

and installation of telecare as early as possible in any intervention to mitigate dependency 

and identified risks.  This is to support individuals to be able to remain at home wherever 

possible, reducing burden for example on domiciliary care services and increasing 

independence and reassurance for both individuals and their families.  This links to the work 

we are doing through the DFG allocation in relation to health and housing.

Strategic Equipment 
Review Report Dec 2016 v0.2.docx

A workshop on frailty and the links to telehealth was held last month, chaired by a Governing 

Body GP member.  At the workshop it was agreed to start a pilot that brings together 

telecare and telehealth in order to be more pro-active in our support of frail individuals.

Rapid Response Service Supporting Care Homes with Nursing
A further example of where we are seeing impact is the Rapid Response service supporting 

nursing homes in order to prevent unscheduled or unplanned admissions to an acute 

environment.  To date the evaluation has shown that admissions have been reduced and 

one of the tangible benefits has been the upskilling of care home nurses by both Rapid 

Response and our Care Home Support Team.  A further area of success is supporting those 

at end of life to stay in their usual place of residence.  The evaluation is incomplete, 
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however, the initial findings support further roll out and the feedback received from relatives 

has been extremely positive.
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BETTER CARE FUND PLAN

Annexed to this report is an updated BCF Plan on a Page that sets out the schemes 

supported through the BCF

Copy of BCF Plan on a 
Page - 17-18 18-19 (Draft).xlsx

The BCF pooled fund supports a number of schemes to include our integrated care teams, 

rapid response teams and onward care team.  

New initiatives being trialled in Gloucestershire include our plans to develop models to 

support the frail individual.  This work programme is set out below and is focused on 

providing care in the community identifying those at risk and wherever possible supporting 

the person to avoid unnecessary admission to hospital and support return home with 

adequate support if it is required.  
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Frailty
Frailty and multi-morbidity are two of the greatest challenges facing local health and social 

care systems.  Nationally there is a range of new service models being developed for people 

with frailty, all with a common goal of supporting care closer to people’s homes.

The five principles of the work around frailty and older people are from the Sustainable 

Transformation Partnership (STP):

1. Improving people’s outcomes

2. Promoting self-management of care

3. Reducing hospital admissions

4. Enhancing quality of life for people with long term conditions

5. Promoting person centred care

Projects in Gloucestershire 

South Cotswolds Frailty Project
The project has defined a clear pathway that uses risk profiling to resource allocation. The 

programme is offered to all patients aged 18+ in the South Cotswold Locality who are 

identified as frail and registered within the eight participating Practices. The outcome of the 

project is to provide extra resource based on the assessed frailty of the individual to reduce 

secondary care costs.
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Primary Care Offer
From the 1st of July 2017, there are national requirements for the care of frail patients, of 

which a brief summary has been issued as part of the General Medical Contract negotiations 

2017/18.  The frailty requirements of the Glos CCG Primary Care offer are in addition to the 

national requirements. The South Cotswold Service will provide enhanced services in 
addition to the Primary Care Offer.

A Frailty Masterclass is being held for frailty leads from primary care.  The whole day is 

focused on frailty to support clinical and non-clinical staff to recognise frailty and act 

appropriately according to need.

National Requirements – 2017/18 General Medical Contract Negotiations 

Patients with 

Moderate and Severe 

Frailty  

Use an appropriate tool (e.g. EFI) to identify patients age 65+ living with 

frailty 

Patients with Severe 

Frailty  

Clinical review for patients 

 Annual medication review; 

 Discuss if patient has fallen in the last 12 months; 

 Provide any other clinically relevant interventions; 
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 Promote enriched SCR and seek informed consent to activate and 

share. 

Practice based lead contacts for Frailty - Frailty role in each GP practice to include lead 

contact responsibilities at each level to include: 

1. A frailty administrative/co-ordination lead;    

2. GP frailty contact lead (ideally this would be one individual GP within a practice 

however recognising GP working patterns this could be  a shared role between two 

GPs);

3. Practice Management frailty contact lead;   

4. Practice Nurse Frailty contact lead.

Furthermore a locally enhanced service is in place with Primary Care practices that 

support care homes across the county.  This service is intended to proactively support 

patients within care homes providing regular review.  This ensures that, wherever 

possible, care is well planned, undertaken in conjunction with the patient and family and, 

wherever possible, admission to hospital is avoided unless clinically indicated.    This 

offer has evidenced positive impacts on both emergency admissions as well as quality of 

interventions within care homes. 

Virtual Wards (Preventative Health and Social Care model)
The CCG and GCC intend to commission a preventative virtual ward model for Cheltenham 

and Gloucester to identify people using risk stratification resulting in interventions to improve 

outcomes for individuals, reduce rate of deterioration and therefore avoid hospital admission. 

Using risk stratification the project sought to identify those cohorts with co-morbidities to 

ensure admission prevention through co-ordination of services to meet needs. There is 

currently a needs analysis being undertaken and stakeholder event to develop the model, 

with financial modelling to follow.

Self-Management
To provide patients and carers with the support and skills they need to encourage greater 

self-management, there are tools to support the upskilling of carers and greater access to 

community support such as Health Coaching. 

Patients and communities need to play a greater role in their health and care, as current 

management approaches are not working. Our priority to increase patient activation and 
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support our workforce will be delivered through a comprehensive health coaching 

programme adopting a train the trainer model across our 21 integrated community teams 

(including nurses, GPs, occupational therapists, physiotherapists and mental health 

practitioners). This will build on the learning from the NHS Innovation Accelerator 

Programme and utilise the recently acquired Patient Activation Measure (PAM). This will 

help embed the principles of person-led care and 13 tailored interventions to meet individual 

need through personalised care planning. This will be aligned to PHE’s and NHSE’s 

framework for personalised care and population health – ‘All our Health’9. The project would 

form part of a countywide plan to harness the capacity of the health and care workforce and 

embed health improvement and prevention across the system i.e. Making Every Contact 

Count.

Multi-disciplinary Team Meetings and Joint Assessments
Integrated Community Teams (ICTs) have been reconfigured to align their provision with the 

newly emerging 16 GP clusters in accordance with the STP model of place-based care for 

Gloucestershire. A countywide multi-disciplinary team (MDT) framework has been agreed 

and roll-out across the clusters is in progress. ICTs are an integral part of the cluster level 

MDTs which are intended to improve patient outcomes through improved integrated working. 

Multidisciplinary 
Team Meeting Process v23 FINAL 25_7_17.pdf

The aim of the MDT is to improve patient outcomes through collaborative working who have 

complex health and care needs. An MDT can be used on any patients aged 18+. There is 

guidance on the G-Care on the MDT process: referrals, patient consent and recording the 

outcomes of the meetings.  

GCare MDT page 
screen shot.png

Multi-disciplinary meetings are currently being piloted in Stroud and Berkley Vale and North 

East Gloucester/South East Gloucester clusters. As part of the MDT a joint plan will be 

developed to support care coordination of individuals with complex health and care needs 

and a range of tools are being considered. 

The frailty service has been working in partnership with the ambulance service to develop a 

plan 'Me at my best' to support ambulance crews with decision making when called to a 
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patient that is under the care of the frailty service. The plan is being linked to message in a 

bottle so that it can be easily located in the patient’s home.

The Frailty project team is also planning to trial a joint assessment/care plan and at present 

are considering the use of a tool called ‘My Life My Plan’.

My Life My Plan 
template v 5  29.8.17 including my goals.docx

My Life My Goals 
template v 1  29.8.17.docx

Part of our learning in moving to a people and place/cluster model is it has increased local 

engagement as localities are able to shape the service to meet the needs of their local 

population.  Therefore, having one joint assessment tool across the county does not fit with 

this approach and it has been necessary to allow these tools to be developed within the 

various projects and driven by the staff in those areas.

In response to the need to ensure funding decisions do not prevent provision of care 

Gloucestershire has a Joint Complex Care Funding Panel.  Panel representatives include 

adult social care and health including our mental health provider, 2gether Trust and the chair 

is in a joint role as Lead Commissioner for Older People. Where decisions cannot be made 

within localities they are escalated to the joint panel for consideration.  The panel is focused 

on responsible commissioning principles and is not constrained to funding decisions; a 

welcome outcome of the panel is an increase in joint assessments to support effective care 

planning and decision making.

System Enablers

7 Day Services
Current Progress to meeting standard
Gloucestershire Hospitals NHS Foundation Trust (GHNHSFT) is continuing to work towards 

the four Key Standards defined within the National Seven Day Working Programme.  The 

Seven Day Services Board at GHNHSFT has oversight through the Emergency Care 

Programme Board.  Much of the work to improve performance is overseen by this group and 

aims to improve patient flow through the emergency care system. 



33 | P a g e

Standard 2 - Following the most recent national audit in March 2017, all patients are seen 

within 21 hours and weekend performance against Standard (2) is better than during 

weekdays.  The National Audit in March 2017 showed that  Time to Consult review dropped 

from 69% to 53% - though the reports does say that these data sets are not directly 

comparable. There is an action plan in place to improve performance against this standard, 

as highlighted in the audit.

Standards 5 and 6 - diagnostics and interventions are generally well performing, although 

there are some areas where comprehensive 7 day cover needs enhancing (e.g. 

echocardiography and radiology working model). Changes will be required to ensure 

sustainable diagnostics and intentional radiology services. 

Standard 8 (daily Consultant review) requires enhanced speciality cover and a need to 

develop a process that better identifies patients whose ongoing care does not depend on 

Consultant input every 24 hours. 

                                     

Below is a summary of the plan to improve performance against the four standards:

Key Actions for 7 day working for 2017/19

Standard 2

 Recruitment of senior medical staff

 Short term bed configurations to deliver a larger acute care bed base enabling senior 

review

 Short term pathway changes in line with winter plans to enhance the assessment of 

patients

 Long term service reconfiguration to deliver sustainable services in line with STP 

Plans

Standard 5

 Recruitment and revision of workforce in Echocardiography to ensure 7 day provision

Standard 6

 Specific pathway to ensure interventions available and development of an 

interventional radiology rota
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Standard 8

 Further development of national initiatives (red to green) and enhanced use of board 

rounds to ensure patients are identified when no longer requiring daily Consultant 

Review

NHSE and commissioners have offered additional support for these key actions to produce a 

robust, sustainable service.  A comprehensive work plan is ongoing to improve patient flow 

and deliver high quality emergency care for patients within GHNHSFT.  This will improve the 

performance against the four key 7-day working standards in line with national timetables. 

Data Sharing 

NHS number is used consistently within the main 2Gether NHS Foundation Trust, 

Gloucestershire Care Services and Gloucestershire Hospitals NHS Foundation Trust who all 

obtain a level of 91% - 100% however there is some further work to be done with South 

West Ambulance service NHS Trust and the County Council to improve current rates.  As 

part of the Local Digital Roadmap plans have been developed to improve the proportion of 

patients with a verified NHS number.

The results of the Digital Maturity Assessment for 2016 for Gloucestershire are outlined 

below:
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%

41

%

41

%

41

%

42

%

96% 

- 
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%
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51
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75

%

For what 
proportion 
of patients 
is a verified 
NHS 
number 
included on 
all 
information 
shared with 
any other  

88  88 90 91 77 89  100 100 87 17

https://www.gloucestershireccg.nhs.uk/wp-content/uploads/2017/01/LDR-Report-Gloucestershire-v1.24.pdf
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care 
provider or 
organisatio
n directly 
involved in 
a patient's 
care and 
treatment?

The implementation of certain standards and agreed policies across the Sustainability and 

Transformation Partnership footprint are essential enablers for sharing information. The 

current coverage of NHS number in key systems across organisations in summarised in the 

table below: 

% patient / client records which have NHS number
Organisation % coverage

Organisation % coverage

GHFT 100%

GCS 99%

2gether 100%

SWAST 85% Electronic Care System Patient Side

15% Computer Aided Dispatch for Hear & Treat

Primary care 100%

Gloucestershire County Council 85.5%

 Pursuing interoperable APIs with required security and controls

 The Joining Up Your Information (JUYI) project is working with the suppliers of the 

provider systems in Gloucestershire (e.g. SystmOne, Emis, Vision, RiO, 

Liquidlogic, TrakCare) to obtain secure data feeds into the JUYI solution.  

 What data is then shared with whom will be strictly controlled by the Data Sharing 

and Control Group, comprising a range of clinicians and lay members.  

 The JUYI solution will have role-based access and proactive auditing, to actively 

seek out any inappropriate access.

 Appropriate IG controls in place in line with revised Caldicott principles and IGA 

guidance 

https://www.gloucestershireccg.nhs.uk/gloucestershire-stp/stp-documents/
https://www.gloucestershireccg.nhs.uk/gloucestershire-stp/stp-documents/
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 The “Gloucestershire Information Governance Group” (GIGG) has been 

convened, comprising the information governance leads from the providers in the 

county.

 The Gloucestershire Information Sharing Partnership Agreement, an overarching 

information sharing framework, has been agreed by this group.  A Gloucestershire 

Specific Information Sharing Agreement for JUYI has also been agreed for the 

datasets that will be shared.

 Dedicated expert information governance resource supports the GIGG and the 

JUYI project.

 A Privacy Impact Assessment for JUYI has been completed for the data that is to 

be shared.

 Local people are clear about how data is used, who has access and how they can 

exercise legal rights (National Data Guardian review)

 Joining Up Your Information (JUYI) – Gloucestershire’s Shared Care Records 

Project - has supported development of a range of materials including newsletters, 

posters and leaflets.  

 Materials have been reviewed by Healthwatch Gloucestershire’s Reader Panel 

and a selection of GP Practice Patient Participation Groups.  

 A countywide mail-out to all patients of Gloucestershire GP practices (over the 

age of 15 ¾) took place in 2016, and a freephone Advice Line at the CCG to 

support public enquiries has been established.  

 The website: (Joining Up Your Information | JUYI Gloucestershire) has a wealth of 

information about how patient data will be shared with professionals caring for 

them, including case studies, an animation and an FAQ section.

 Impact on Integration

 The JUYI project has the following vision:

“To support the delivery of safe, effective and collaborative care, centred around 

the service user, by ensuring that any professionals and the service user have 

access, and can contribute to, all relevant and up-to-date clinical and 

administrative information which relates to their care, from all sources whichever 

organisation they are working for and whenever and wherever they are working. 

http://www.gloucestershire.gov.uk/extra/CHttpHandler.ashx?id=43886&p=0
http://www.juyigloucestershire.org/
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This includes the service user, enabling them to collaborate in the planning and 

provision of their care.”

JUYI Vision 
v1.5.docx

 In addition, Principle 11 of the Vision and Principles document states:

“JUYI will help minimise the duplication of data acquisition, data entry, 

investigations, treatments and other interventions during the care and support 

pathway.”

 Thus, a care professional will have full sight of the care being provided to the care 

recipient they are treating, avoiding fragmented or duplicate care.  By bringing the 

disparate information together, a virtual care team is formed that can work 

together in a coordinated manner.  In the case of teams formed from professionals 

in different organisations (e.g. the Turnaround Children’s Service), data is entered 

onto their own systems and access to the whole picture is problematic.  JUYI will 

bring data together and facilitate collaborative working, e.g. having a plan that all 

members can contribute to and view.

Integrated Personalised Commissioning

Gloucestershire is a demonstrator site for the NHSE Integrated Personal Commissioning 

Programme. Locally our ambition is to deliver change in how we provide support and care 

for people with long term conditions, embedding personalised care and support planning to 

create a new relationship that puts people, families and communities at the heart of health, 

care and wellbeing.

Integrated Personal Commissioning is being used to improve joint processes across health 

and social care services, particularly to reduce duplication and improve coordination of care 

for people in receipt of health or social care funding – both children and adults.

We are developing a register to support employment of personal assistants and enable 

development of the marketplace; and a framework for training for delegated healthcare tasks 

for personal assistants.  
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We are testing a local offer for personal health budgets for people with long term conditions 

(e.g. frailty), severe mental health issues (s117), ‘frequent attenders’ at A&E and looked after 

children with mental health needs. 

Care and support planning training is being offered to health and social care professionals to 

enable them to have a ‘different’, person-centred conversation focused on what is important 

to the individual.

We are also looking to develop the local VCS community to enable a wider range of options 

to meet people’s desired outcomes.

IPC and the Wheelchair Service

The wheelchair service has successfully introduced personal wheelchair budgets this year 

being one of only two national pilot sites and is now acting as a learning resource for 

providers and CCGs nationally. The challenge for the future is how this interfaces with the 

emerging IPC agenda.

The service is also working alongside commissioners to implement an action plan to improve 

performance against the referral to treat target of 18 weeks which has become a mandatory 

target for children this year.

In terms of the future a proposal is in place to undertake service and pathway redesign to 

introduce an improved offer for those with postural management needs. A business case 

has been developed and is currently with senior officers awaiting final approval.

Market Shaping and Position Statement

Our joint brokerage team is working with commissioning leads to support market shaping; 

gathering local intelligence about demand, available provision and potential risks in the 

system.  This will be enhanced by work we are undertaking with the Institute of Public Care 

through 2017 to develop a robust and effective Market Position Statement we can share with 

local stakeholders that underpins our commissioning decisions and supports our work with 

District planners in relation to developments and new builds.
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HOUSING AND HEALTH AND CARE OUTCOMES – POOLING OF THE DFG FUND

The opportunities to work more closely with our housing authorities and organisations to 

make the connection between housing and health outcomes were supported by the BCF and 

work commenced to make the links in Gloucestershire during 2015/16.  The large body of 

international and national research that demonstrates the close links also helped us to 

engage with the housing sector and health and social care staff to develop a plan of action 

for Gloucestershire. For example, we began to understand the role housing organisations 

could play in partnership with the NHS and social care in its prevention strategies; they are 

in touch with large numbers of vulnerable people, including older people and disabled 

people, and they have a long history of supporting them to live independently in the 

community. 

Gloucestershire’s Memorandum of Understanding

NHS Gloucestershire CCG, Gloucestershire County Council and the six Borough, City and 

District councils in the county have worked closely together to share expertise and 

experience to develop a joint housing action plan.  They have agreed to pool DFG funds to 

support a range of initiatives provided by statutory services and also the voluntary and 

community sector.  This agreement has been underpinned by a Strategic Housing 

Memorandum of Understanding that covers two broad areas; improving health outcomes 

through the home and strategic partnership for housing.

Strategic Housing 
Partnership - MoU.docx

We researched examples of best practice in other areas through our work with Foundations, 

the national body for Home Improvement Agencies. 

Action Plan

We used the Disabled Facilities Grant surplus (DFG) to fund our action plan as the DFG 

allocations are now included in the Better Care Fund (BCF). The ability to make partner 

Healthy Homes 
Poster_Final.jpg
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agreements on the DFG spend was based on county wide engagement and discussion over 

the past year.  An agreement was made by partners to develop a joint housing action plan 

and pool the additional DFG grant allocations to administer the plan.  The plan was 

presented and agreed at the Health and Wellbeing Board in December 2016.  

Gloucestershire has also included the housing agenda within the Prevention and Self Care 

Board of the Sustainability and Transformation Partnership which indicates we are in a 

strong position to align our efforts and work as one system.

Warm and Well
A proportion of the funds have been used to fund the Warm and Well scheme which has 

enabled over 500 properties in Gloucestershire to be improved during 2016-17. Additional 

investment into this service has enabled a further 456 households to benefit from a number 

of interventions from cavity wall insulation to installation of central heating.  Both schemes 

will continue through 2017-19 and we now have the opportunity to work with our provider, 

Severn Wye Energy Agency, to evaluate the outcomes in relation to health.

A project linked to Warm and Well involving the Citizens’ Advice Bureau started on 4th 

September. This project funds a caseworker to work proactively with people identified as 

being potentially in fuel poverty. A pathway has been developed with the respiratory team at 

the hospital to refer patients who have a respiratory problem and also with the GP practices. 

Similarly the scheme is being promoted with Social Workers to encourage them to refer 

people they feel may need advice about benefits and potentially access to home 

improvement via the warm and well project.

  

The Gloucestershire authorities are also working with Severn Wye Energy Agency on a 

project linking with six other European countries on the Build2LowCarbon initiative where 

system partners are working to improve outcomes of those living in fuel poverty. The plan is 

to set up an exclusive low tariff for those individuals/families for two years.  During that time 

work will be undertaken with the householders to reduce their energy consumption and link 

them to Warm and Well for any refit potential to the property. 

Non Injurious Falls Pick Up Service
Working jointly with the Gloucestershire Fire and Rescue Service we are putting in place a 

falls pick-up service for those with a non-injurious fall. Currently this is carried out by the 

South West Ambulance Service Foundation Trust (SWAST). They have identified a 

significant number of older people who fall but do not need to be conveyed in an ambulance, 
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however after an extended period on the floor following the fall people are often conveyed to 

A&E and are admitted. The plan is for the Gloucestershire Fire and Rescue Service to 

provide a pick-up service when referred by the SWAST Clinical desk to those who have 

suffered a non-injurious fall.

The clinical risks are mitigated through the service being aligned with the ambulance service, 

ensuring an effective clinical triage is undertaken before the fire service is deployed. The 

risks to older people of unnecessary admission are well documented and the outcomes of 

the service will be monitored and evaluated to ensure they reduce emergency admissions.

Expertise in hospital Discharge and Frailty teams
The action plan also includes the recruitment of two posts for experienced housing staff in 

the acute based Onward Care team and the South Cotswold Frailty project.  Housing 

expertise will be invaluable in supporting successful hospital discharge and ensuring 

successful reablement. It will also assist in raising awareness of available housing choices 

and identify those at risk of admission to hospital.  A further purpose for these roles is to 

build evidence of what older people want in relation to housing, helping us to progress our 

plans to develop ‘Housing with Care’ models.

Independent Living Centre
Another project in the action plan is to create a one stop shop for information and access to 

equipment and assistive technology, including promotion of the use of a self–assessment 

tool thereby encouraging service user engagement and empowerment.  This work also links 

to demand management, early prevention and intervention. The intention would be to reduce 
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the burden of assessment for lower level equipment and provide increased choice and 

availability to the public.

Health and wellbeing and Environmental Resilience

We have also made wider links with Districts around planning, in relation to key 

developments, commissioning and health and wellbeing outcomes. There are a number of 

developments and regeneration projects due to take place in Gloucestershire that would 

benefit from a social researcher working alongside planners, developers and commissioners 

to ensure the developments include factors that enhance health and wellbeing.  Meetings 

have taken place regarding the provision of social research with planners at District level and 

also with the local Barnwood Trust.  At this stage we are working with planners to identify 

and clarify the role, however, the interest from District planners has indicated the 

commitment to work together to ensure developments promote health and wellbeing through 

environmental resilience. 

The work we are currently doing on market shaping and the work we will be undertaking to 

produce a Market Position Statement with the support of the IPC will also add value to our 

work with District planners.  Our improved understanding of what we need to support people 

in terms of housing, drawing on the Joint Strategic Needs Assessment, work commissioned 

from the Housing Learning and Improvement Network and engaging with older people and 

those living with dementia or disability will support partners in being clear about our strategic 

needs with developers in each locality.  

We have shown this model of joint involvement and partnership can take time but can be 

successful as finding common ground and working together on shared ambitions has proved 

worthwhile even in the short term.  We have a programme in progress and expect our 

outcomes to impact all the BCF national metrics.
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NATIONAL CONDITIONS

Jointly Agreed Plan
The BCF fund, including iBCF monies, for 2017-18 is £53,019,826 and for 2018-19 is 

£57,598,202 and covers the minimum of pooled funds specified in the Comprehensive 

Spending Review.

It has been critical to ensure all partners are in full agreement with the aspirations of the BCF 

and our vision for future health and social care in Gloucestershire.  The drive to deliver a 

strategic plan for the county has brought together all parties to commit to building on JUYC 

and develop the STP, a driver of which is the BCF. 

 

As a system we are subject to a variety of priorities and plans which results in many 

discussions pertaining to BCF related issues are held at forums such as the Gloucestershire 

Strategic Forum and the Health and Wellbeing Board.  This has provided cohesion across all 

our work programmes to ensure our over-riding priorities are linked and risk is managed 

across sectors.

Regular updates on the BCF and related matters such as housing are provided to the Health 

and Wellbeing Board.  System leaders across Health and Social Care are responsible for 

agreeing funding contributions and monitoring these and related risks at the Joint 

Commissioning Partnership Executive where the Director of Integration also has a key role 

in setting the agenda.

Maintaining Social Care Provision

The total amount allocated to protecting Adult Social Care in 2017/18 is £7.656m with a 

further £2.97m to support implementation of the Care Act 2014 and other core demand 

pressures. This combined investment of £10.631m represents an overall increase of £205k 

on 2016/17 reflecting the estimated impact of cost pressures.

The investment is intended to underpin:

 National Eligibility Criteria (Care Act 2014)

 Access to preventative services such as telecare and re-ablement where there is an 

assessed risk of an individual deteriorating to substantial and critical without such 

investment;

 Existing (enhanced Level) Hospital social work services.
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This is in addition to the investments in a number of other key schemes such as carers, 

Rapid Response service, Integrated Community teams and the Onward Care team.  Each of 

these schemes also contribute to managing the overall impact on adult social care as an 

integral part of their governance arrangements.

As such our commitment as a health and social care community to protecting social care 

continues as previously stated:

 “that without changes to the current health and social care system, the increasing demands 

placed on our services as a result of financial pressure and demographic change will make 

those services unsustainable. Although individually we may be able to address some of 

these pressures through tactical re-design and continuous improvement initiatives, reducing 

the inefficiency and duplication that exists across organisations requires a transformational 

approach across the whole system. Our approach therefore to protecting social services is to 

utilise integration and early intervention to reshape activity and funding levels across the 

sector.”

We continue to make significant progress with the plans as outlined within the Better Care 

Fund and driven by the vision and activity already signed up to across the Community and in 

Joining Up Your Care. We continue to focus on the use of early intervention and re-abling 

approaches to reduce on-going demand across the health and social care system either 

through service models such as the Rapid Response Service or by enhancing the 

contribution of existing provision such as the refocusing of pathways into the re-ablement 

service.  

This approach has been reinforced by the planned utilisation of the additional circa £10.6 m 

of IBCF funding available to the local community in 2017/18.  Three major areas of 

investment have been prioritised:

 Investment in the domiciliary care market, both to ensure we can support people to live 

independently and to address the impact on hospitals of the loss of a major provider in 

recent months;

 Enhancements to the interventions available at the Acute Hospital Front and Back Doors 

to either prevent the need for admission, reduce lengths of stay, reduce delayed 

transfers of care and mitigate the impact periods in hospital can have on loss of 

independence;
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 Development of our community health capacity again with a dual aim of both supporting 

acute interventions and crucially in promoting active case management to reduce and 

help mitigate the incidence of crisis so as to reduce both hospital admissions and the 

number of long term placements into care.

NHS Commissioned Out of Hospital Services

Gloucestershire is fully committed to ensuring the acute sector is supported to ensure 

discharges are safe, timely and supported to enhance patient flow.   This is supported by the 

increased investment we are making in this area which is significantly above that required 

from the minimum BCF pool.

There are a wide number of initiatives and services in place to support discharge across a 

range of statutory and voluntary sector providers and these are described in the Delayed 

Transfers of Care section on page 42.  Due to the fact some of our iBCF plans are focused 

on new initiatives they also include enhancing some current services.

A collaborative contract is in place between Age UK Gloucestershire and the British Red 

Cross to support older people who are discharged following a stay in hospital or a trip to 

A&E.  The OOH service works with people (aged 65 or over and by exception younger) for 

up to 4 weeks to reassure and help identify what is needed in the short term to get ‘back on 

their feet’ and build longer term confidence following discharge from hospital.  Support can 

include:

 A ‘Safe & Well’ Home Safety Check

 Support to access benefits advice and guidance, e.g. attendance allowance

 Information, advice and sign-posting to other services relevant to people’s needs

 Practical tasks such as initial and essential food shopping

 Volunteer visitors who can help rebuild confidence and support with tasks such as 

posting letters, shopping, accompanying to appointments etc.

In addition, the British Red Cross support safe and timely discharge from hospital for anyone 

aged 18 and over, who have little or no immediate support at home, including:

 Safe transportation from hospital to home by car

 Resettlement for up to 2 hours, once home, to ensure immediate physical and emotional 

needs are met

 A limited Night Sitting service (from 10.30pm to 7.30am)
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Delayed Transfers of Care 

This section should be considered alongside the section on Out of Hospital NHS 

Commissioned Services above.

As a system all partners are committed to reducing delayed transfers of care and ensuring 

our acute sector is well supported to this end. Reducing delays in hospital discharge is a key 

area of focus for all system partners and is supported by a number of existing schemes 

monitored by the A&E 4 Hour Improvement Plan and set out in our High Impact Change 

Model 

A significant proportion of the iBCF has been allocated to reducing delayed transfers of care 

and proactively supporting discharge. Some of this funding is planned to enhance and/or 

increase capacity within existing initiatives within the A&E 4 Hour Improvement Plan and to 

support High Impact Actions. More information on our plans for investing iBCF monies are 

set out on page 53.

The Pull Model

GCS have received additional investment to operate an enhanced discharge nursing model 

(the “Pull” model) at both Gloucester and Cheltenham acute hospitals. The Gloucester pilot 

will focus on sourcing patients from ED, ACU, Frailty Unit and General Old Age Medicine 

Ward at GRH with case finding undertaken by the Integrated Admission Team. It will 

manage up to 15 patients on the caseload at any one time. Recruitment and induction is 

underway.   The Cheltenham pilot will source General Older Age Medicine (GOAM) patients 

from wards within the hospital and also support CGH staff to understand community 

capabilities, helping to fill the gap in staff awareness. This model started in mid-August.

This model will support medically fit patients who are known to GCS to return to their normal 

place of residence as soon as reasonably possible.

Discharge to Assess D2A supports patient discharge from the acute hospital setting and 

ensures that full MDT assessments are undertaken within an environment condusive to 

optimising outcomes for the patient. Across Gloucestershire a number of beds based within 

local Nursing Homes have been identified to provide this care and support. The number of  

beds flex across the seasonal months with additional capacity being made available during 
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the winter months to support patient flow. The beds that will be available throughout the 

winter months have been included within the bed modelling that has taken place and has 

accurately predicted future need based upon review of identified delays from the 2016/17 

review. 

Onward Care Team
The OCT are composed of a multidisciplinary team based within the acute trust who are 

responsible for supporting and enabling effective and timely discharges of patients from 

hospital, who may have more complex needs.  It is acknowledged that in order for this 

service to deliver against the key challenges during winter 2017/18; the OCT workforce is 

fully resilient and robust.  Ongoing recruitment is currently underway with the intention that 

the service will be fully complemented by December 2017.  

Re-invigoration of the OCT Hubs across both sites will also occur from October 2017 in 

preparation for the winter period.  

Strong leadership within the Capacity & Patient Flow Team will also ensure that the renewed 

escalation process and actions are adhered to consistently with delivery of objectives during 

the winter period. 

Trusted Assessors 

Work is ongoing to produce a countywide Memorandum of Understanding to support trusted 

assessors across a range of provider organisations in order to undertake timely assessment. 

Currently 0% CHC assessments are undertaken within the acute trust with assurance on 

robust placement without prejudice being in place.  However, it is recognised that we need to 

ensure assessments enhance the patient experience and flow.

Care Home Support Team – Trusted Assessor

The Care Home Support Team (CHST) have appointed to the Trusted Assessor nurse post 

to start on 11th September 2017.  This post will provide an independent point of contact and 

support for Care Home and for Hospital staff when there are concerns about Hospital 

discharge to Care Homes.  The postholder will work in collaboration with the Care Home and 

Hospital staff to resolve communication issues and provide hands-on support to facilitate 

safe and timely discharge.  
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Ongoing support and training for Care Home and Hospital staff, using the learning from 

when discharge does not go smoothly,  will be provided to strengthen the discharge planning 

process, communication channels and working relationships; and the postholder will take a 

key role in quality improvement projects eg the ‘Red Bag’ project.

The one-year pilot post will be evaluated on an ongoing basis, using a partnership approach 

with stakeholders.

In addition

 Gloucestershire Hospitals NHS Foundation Trust has piloted a different model of the 

Trusted Assessor role based in Onward Care Team to be part of routine service– 

focussing on the D2A beds.

 we are scoping proposal for 6 month ‘winter pressures’ role for this acute model to 

be incorporated (and funded by) DTOC workstream

  this would also have ongoing evaluation – both for minimising overlap with the 

CHST troubleshooting, facilitation & education role – and for making 

recommendations on developing our shared approach to different models of Trusted 

Assessor role (mindful of more guidance coming out on different models)

Mental Health

The existing 24/7 Liaison mental health (LMH) services in A&E has three component parts: 

emergency department liaison, older people liaison and alcohol liaison. Since September 

2015, the ED Liaison element has been available on a 24/7 basis.  The service provides 

Emergency Department liaison on a 24/7 basis including Childen and Young People Service 

by December 2017. 

Crisis Care Concordat

 
Crisis Resolution and Home Treatment Teams have been remodelled and the new service is 

called the “Mental Health Acute Response Service (MHARS)” and will have increased 

capacity and resources to address gaps in the urgent care pathway.  The service will 

operate a broader eligibility criteria, faster response times for initial contact, triage and full 

assessment.  The service will be comprised of two elements:  
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1. Urgent Response Team (URT) 

2. Rapid Assessment and Home Treatment (RAHT)

Full implementation of the MHARS service has been hampered by recruitment issues related 

to lack of qualified nurses.  Phased implementation of the service has been agreed.  The 

service will be operational from December 2017.  Co-location with Police at Waterwells has 

taken place and 2gNHSFT staffs are working to agreed protocols with the Police which are 

aimed at reducing s136 MHA detentions.  The service is currently piloting a limited street 

triage project.  By December 2017, the service will be working with 12+ (triage 

assessment/short term crisis management pending handover to Children and Young People 

Service). 

It is envisaged that full roll out of the MHARS service will have far reaching impact including 

admission avoidance and reductions in ED attendances.

Care Navigators:

Care Navigators have direct access into adult social care, brokerage, locality teams and 

voluntary sector services – such as the Age UK / British Red Cross resettlement service.

By using local knowledge of community services and care options available (via the 

Brokerage Team & Locality Teams) they can help individuals and their families make 

decisions about the best way to stay independent and safe.

Care Navigators can help people by simplifying the process of finding affordable services to 

meet their needs at a time of crisis, including housing options, signposting for financial 

advice and maximising benefit entitlement, e.g. attendance allowance.

They were originally introduced to reduce unnecessary referrals for self-funders into adult 

social care teams from acute hospital – mapping identified nearly 70% of referrals did not 

require social worker input or result in adult care funded services:

• 2 CN’s redeployed from reablement services and have increased pathways straight 

home;

• 2 CN’s recruited from voluntary and community sector;
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• 1 CN pilot joint post with Glos Fire & Rescue supporting Safe and Well visits, existing 

responder service and pro-active discharge follow up.

Additional funding means that more Care Navigators can be recruited to support Community 

Hospitals in Gloucestershire to improve system flow, and can now be offered as a 7 day 

service with extended operating hours.

Hospital to Home Service

Incorporated within Gloucestershire’s new domiciliary care framework is a ‘supported 

discharge service’ called Hospital to Home and this service has been in place since May 

2017.  

This service is different to the Out of Hospital Service as this allows for up to 4 visits per day 

with 2 carers for ‘hands on’ personal care for a period of 48 to 72 hours, to allow a safe 

discharge, and an initial assessment of a person’s needs in their own home, in a Trusted 

Assessor approach.

The additional investment will allow this service to increase capacity to support more people 

home, e.g. reduce low level support requests currently going to reablement, and extend the 

offer to Community Hospitals again to support wider system flow.

Capacity into Health & Social Care

A proportion of the iBCF funding is to increase social work and brokerage capacity to reduce 

period of time people are in assessment and reduce period of time people are waiting for a 

package of care to start or recommence.  

This will include dedicated social work capacity support Discharge to Assess Pathway 2 

(Bed Based), Continuing Health Care assessments and the hospital ‘Front Door’ by 

signposting people to reduce unnecessary or ‘social’ admissions.  Full CHC determination 

does not take place in any acute setting due to the delays this can bring about and in line 

with the spirit of the national framework.
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Enhanced brokerage service will be put in place to support evening and weekend working as 

well as supporting Care Navigators to source packages or care or placements for self-

funders.

Brokerage being the central point of connectivity between operational staff, people and their 

families and providers are able to progress cases in a more timely manner, and co-ordinate, 

for example, care home re-assessments in hospital. 

Ensuring we have the capacity and capability in our health and social care workforce, 

particular for our independent providers is a key focus. Gloucestershire’s Organisational 

Development and Workforce Delivery Plan is set out in our STP Plan, Annex C, page 46 

(this document is embedded in this plan page 3). A specific work programme we are 

engaged with is Proud to Care, an initiative to support recruitment and retention within 

Gloucestershire to encourage people to come and work in Adult Social Care and Health.

Proud to Care Glos 
briefing note Sept 2017.docx

Telecare Responder Service
Gloucestershire Fire & Rescue Service are currently ‘responders’ for c400 vulnerable people 

who use telecare (alarm) where they have no other friends or family available.  However, if 

people do have named responders and they are not able to respond, the default remains an 

ambulance would be called if appropriate.  There is a pilot underway to scope how many 

ambulance emergency call outs and inevitable admissions it could prevent if the default is 

GFRS in the first instance.

This service is in addition to the non-injurious falls pick up service described in the section 

on DFGs and Housing.  The following paper sets out the work Fire and Rescue are doing 

with health and social care.

SLT Report.docx
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OVERVIEW OF FUNDING CONTRIBUTIONS

During 2017/18 and 2018/19, Gloucestershire CCG and Gloucestershire County Council, 

working in partnership, are planning to invest the following amounts under the remit of the 

Better Care Fund (including the Improved Better Care Fund):

2017/18 2018/19
Funding source £000 £000

CCG minimum contributions 37,287 37,995

Disabled Facilities Grant 5,135 5,589

Improved Better Care Fund 10,598 14,014

TOTAL FUNDING 53,020 57,598

Within the overall scope of the funding, the commissioners have approved that

 Investment in all years is to at least the level of the CCG minimum contribution.

 No further contributions above the minimum level of funding will be made by either 

the CCG or local authority.

 Social Care funding increases in line with or above the minimally mandated uplifts of 

1.79% and 1.90% in 2017/18 and 2018/19 respectively.

 Investment in Out of Hospital services is above the mandated level in both years.  As 

such, no contingency has been ring-fenced, following consideration in line with 

national condition three.

 Any new investment from the Improved BCF has been agreed with other system 

partners.

Within Gloucestershire, which is co-terminus with the STP boundary, financial planning and 

management of partnership funds between commissioners is well-established.  The 

governance process includes active CCG and Council representation on both the Joint 

Commissioning Partnership Executive (JCPE) and Board (JCPB).  The financial monitoring 

of the above plans will be incorporated within the existing monthly finance report which is a 

jointly prepared document by the finance departments of both organisations.  All funds within 

the BCF will be governed by an existing Section 75 agreement and will run alongside other 

partnership agreements which are administered under Section 75, 76 or 256 arrangements.  

On a day to day basis, there is extensive integrated working between the finance 

departments of both commissioning bodies at all levels.
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A top-level view of the areas for investment over the two financial years within the plan is 

provided below.  In general, the majority of the existing schemes are considered to be in a 

steady state and are now embedded within the local health economy. 

2017/18 2018/19 2017/18 2018/19
Acute £3,983,339 £3,714,700 £3,714,700 £3,714,700
Mental Health £2,296,100 £2,296,100 £2,296,100 £2,296,100
Community Health £24,417,445 £19,058,415 £18,552,445 £19,058,415
Continuing Care £0 £0 £0 £0
Primary Care £2,093,000 £2,093,000 £2,093,000 £2,093,000
Social Care £20,229,942 £16,421,803 £10,630,800 £10,833,284
Other £0 £14,014,184 £0 £0
Total £53,019,826 £57,598,202 £37,287,045 £37,995,499

Total Planned Investment From CCG Min Contribution

Included within the CCG minimum contributions are schemes to support carers representing 

funds previously identified as Carers’ Break Funding. £3,075k is planned to provide grant 

funding to Carers Gloucestershire.

£2,865k of reablement funding (from the CCG minimum contribution) is planned to maintain 

current reablement capacity across the county. This comprises the multi-disciplinary 

integrated reablement team and funding for reablement beds with private providers

£1,401k is planned to support implementation of the Care Act 2014 and other policies in 

additional to funds provided to support on-going social care demand.
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PROGRAMME GOVERNANCE, ACCOUNTABILITY AND RISK MANAGEMENT

Gloucestershire has long standing arrangements in place to support integration and joint 

decision making and these now include integrated commissioning across the Council and 

CCG.  Joint working arrangements are underpinned by a Section 75 agreement and a 

number of Section 256 agreements.  In the past year considerable progress has been made 

through bringing projects together.  A significant outcome of working more closely has been 

greater understanding and learning given the breadth of experience and knowledge within 

our commissioning teams.  In addition to this relationships at every level have benefitted 

from a more joined up approach resulting in greater understanding of risks across both 

sectors and, therefore, a more considered approach to mitigation.

Our progress under the BCF and all matters related to integration are discussed, monitored 

and agreed by the Joint Commissioning Partnership Executive (JCPE), Joint Commissioning 

Partnership Board and the Health and Wellbeing Board.  The Health and Wellbeing Board 

has wide representation including Healthwatch and provider organisations.

The risks associated with the BCF are monitored and updated as a standing agenda item at 

JCPE.  The senior representatives at JCPE are also included in our STP Board allowing for 

discussions to be linked and ensure relevant risks associated with either are mitigated 

across the system. Gloucestershire’s BCF risks are logged in the embedded Risk Register 

and the BCF Lead Commissioner is responsible for ensuring the record reflects the latest 

position following JCPE.

BCF Risk Register 
Sept 17 v1.xlsx

Due in part to the number of schemes in place to support BCF objectives many are also 

monitored under existing governance frameworks.  For example, the South Cotswolds Frailty 

Service reports into the New Models of Care Board that reports directly to the STP Board.

All system partners are signed up to a ‘One Gloucestershire’ approach and are working 

together to ensure we achieve the STB and BCF ambitions.  These ambitions are wholly 

linked enabling joined up and focused debate at the various Boards in place.  For example, 

the High Impact Change Model is a key deliverable monitored through the A&E Delivery 

Board which reports to the STP Board and will also be monitored through discussion at 
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JCPE and JCPB. All partners are represented and have defined roles to play to ensure we 

work as one system to effect the change required in both strategies.

DFG Governance
Agreement to pool DFG funds (over and above those required to fund DFGs under our 

statutory requirements) in order to enact our joint action plan was made in November 2016 

at the countywide District Chief Executive Officers’ meeting following discussions held at the 

S151 Officers’ forum, the Gloucestershire Finance Officers’ Association which is chaired by 

the County Council Director of Finance.  The BCF and Housing Lead Commissioner attends 

the District Strategic Directors’ meeting to provide updates and the arrangement is governed 

through JCPE, JCPB and ultimately the Health and Wellbeing Board.  

The agreement was based on the assurance from the County Council and CCG that all DFG 

commitments would be honoured and no District Authority would be disadvantaged by this 

arrangement.  Following a number of engagements the Districts were satisfied that through 

keeping a proportion of monies at county level there would be more flexibility and resource 

available to manage the action plan.  Each individual District has signed up to the action plan 

and MoU (see page 39) and are responsible for taking decisions back for agreement within 

their own organisations to ensure all parties are satisfied with the final decisions made.



56 | P a g e

iBCF PLANS

Ensuring there is enough capacity to meet the pressure of winter and beyond is regarded as 

a key priority across the Gloucestershire system.  Our ability to effectively free up beds and 

maintain effective patient flow is critical.  In the 2017 Spring Budget, funding was announced 

to Local Authorities to support the reduction of pressures on the NHS including supporting 

more people to be discharged from hospital when they are ready and ensuring that the local 

social care provider market is supported.  

As a system we are committed to investing the new monies available through the iBCF to 

support community capacity building particularly in the independent domiciliary care market 

and investing in schemes to support effective and timely discharge from hospital.

Investment of the new monies into the acute sector has also been agreed to support 

increased Mental Health Liaison Service, creation of a multi-disciplinary discharge offer 

involving relocation of the acute frailty service, a surgical assessment unit and an End of Life 

24 hour helpline for patients and their families.  

As we learn from and evaluate the impact of the new initiatives in development we will be 

able to further refine our plans for 2018/19.  The governance and monitoring of these 

initiatives will be key to developing our priorities for 2018-19.

The proposed enhancements and schemes are set out in the table below.

Objectives / Expected Outcomes

 Reduction in LoS in acute setting and Community Hospitals. Reduction in Delayed Transfers of 

Care (DTOC). 

 Reduction in number of days to source packages of care.  

 Better outcomes for people through enabling quicker access to care including CHC Fast Track 

and End of Life.  This work links to year 1 of Proud to Care.

Identified schemes

 A number of initiatives will be delivered to include increasing market capacity, resilience and 

responsiveness from domiciliary care and reablement providers. 

 Changing the purchasing model including arrangements for CHC Fast Track and End of Life 



57 | P a g e

Care will be imperative to ensure robust and effective resilience throughout the winter period. 

 It is acknowledged that there is a need to support providers within enhanced training on how to 

support patients with more complex needs.  

 Work is already in progress to ensure that processes are clearly defined and utilisation of 

resources maximised to reduce duplication and streamline pathways.  

 Woven through this work will be enhancing quality of provision through improved working with 

the voluntary sector and monitoring processes.

Initiative 2 – to support the reduction of Delayed Transfers of Care and improve hospital flow
Objectives / Expected Outcomes

 Reduction in LoS in acute settings and Community Hospitals. 

 Reduction in DTOCs. 

 Reduction in number of days to source packages of care. 

 Reduction in readmissions.

Identified schemes

Reducing DTOCs and supporting discharge through a multi-disciplinary approach as required under 

the High Impact Change Model. This project contains a number of initiatives to include:

 trusted assessors 

 Clinical advice provided by GDOC to support Rapid Response clinicians with shared decision 

making. 

 Enhancing the Psychiatric Liaison service.

 Extending role of Care Navigators (for more information, see section 15.3).

 Additional Social Worker capacity.

 Improved management of frail and vulnerable individuals (see section 12.8).

 Hospital to Home service.

 Enhanced brokerage.

Initiative 3 – to develop a Virtual Ward model and Frailty pathway across the Gloucestershire 
system
Objectives / Expected Outcomes

 Reduced acute admissions. 

 Reduced care home placements. 

 Reduced acute LoS. 

 Reduced DTOCs. (This is not expected to have a full impact in winter 2017/18 due to 
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implementation timescales).

 Reduced acute admissions. 

 Reduced care home placements. 

 Reduced acute LoS. 

 Reduced DTOCs. (This is not expected to have a full impact in winter 2017/18 due to 

implementation timescales).

Identified schemes

 Implementation of a Virtual Ward model in Cheltenham and Gloucester localities and 

Frailty pathway across the whole system to support individuals in the community with 

the most complex medical and social needs to reduce the likelihood of admission to 

the acute trust.

 The Virtual Ward model will interface with the Primary Care clusters to ensure a 

multidisciplinary team approach is delivered.

 The Virtual Ward model will improve patient outcomes and experience by operating a 

risk stratification approach to proactively identify people at risk of hospital admission. 

 All GP practices across Gloucestershire are using the Electronic Frailty Index to risk 

stratify their patients and deliver a range of interventions to improve the patient 

pathway.  

 A development session has been held with system partners to scope the model to 

ensure that the proposed Virtual Ward model aligns with both existing acute and 

community facing services in the county and any new models being proposed such as 

extension of the OPAL service.  

 A project team will be responsible for overseeing the development of the model and a 

clear plan will focus on implementation to support winter 2017/18.

 A countywide CPG for Frailty will commence at the end of September 2017 and will 

ensure that a consistent approach is adopted to manage individuals living with frailty.  

 The Virtual Ward will be clinician led and will include a dedicated core team based 

around Primary Care clusters. 

Initiative 4 – carers strategy
Objectives / Expected Outcomes

 Improve offer to carers to support them in caring for their loved one and impact on 

system pressures such as reducing acute admissions and DTOCs.

Identified schemes
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Improving quality of life for carers is a local Better Care Fund metric.  At present within 

Gloucestershire, we are undertaking a review of all our commissioned services for carers and 

the processes and/or barriers in place.  This investment to carers is viewed as essential given 

the key role informal carers have and the impact that has on other parts of the system.

CONCLUSION

In the BCF plan we have set out our challenges, the context in which we are working and our 

plans to meet these challenges. We have provided updates on our progress towards 

integration and the national metrics and conditions demonstrating our strong and joined up 

focus on managing demand and improving system flow, particularly in relation to reducing 

delays in our system.

It is hoped our BCF plan provides sufficient assurance that Gloucestershire has not only 

made good progress, but has the ability, capacity and relationships in place to meet our 

challenges and ultimately improve outcomes for our population through working together. 
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