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Gloucestershire Health and Care Overview and Scrutiny Committee 

(HCOSC) 

14 November 2017 

One Gloucestershire STP Lead Report 

 

1. Executive Summary  

This is an inaugural report to update HCOSC members on the progress of key 

programme and projects across Gloucestershire’s Sustainability & 

Transformation Partnership (STP) to date.   

Gloucestershire’s STP commenced year one of four in April 2017, since then we 

have made progress in embedding and delivering key schemes outlined within 

the plan, in an increasingly challenging health and care environment. We 

continue to develop our delivery plans against our main priority programmes (see 

figure 1. Below), building on the success we have had to date and learning from a 

number of innovative pilots and past implemented schemes. This work has 

shaped the way we test and embed new models of care that will enable us to 

meet the growing challenges to our local system. 

Significant work has been undertaken to develop and embed business 

processes, governance and system enablers to support our delivery of the STP, 

ensuring that ambitions are transformed into delivery plans that demonstrate 

measurable outcomes. This has been supported by a comprehensive programme 

of STP communications and engagement.  

This report provides an update against the priority delivery programmes and 

supporting enabling programmes included within the Gloucestershire STP (noting 

that a One Place Business Case update will be provided to the HCOSC as a 

presentation separately.) 
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Figure 1: Gloucestershire’s STP Plan on a page  

 

 

 

2. Clinical Programme Approach 

The Clinical Programme Approach has been adopted across our local health care 

system to ensure a collaborative approach to systematically redesign the way 

care is delivered in our system, by reorganising care pathways and delivery 

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

utilises improvement science, learning from established programmes already 

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

approach to prevention and self-care. The following highlights from clinical 

programmes are detailed below: 

The Respiratory Clinical Programme Group (CPG) continues at pace with 

significant developments in work streams such as Chronic Obstructive Pulmonary 

Disease (COPD), Bronchiectasis and Sleep Apnoea.  Self-Management plans 

have been designed to help people with COPD have more confidence in how to 

best manage their conditions. These have been piloted within Gloucester 

throughout September in order to gather feedback on their usefulness and to 

understand where changes should be made. The CCG are currently reviewing 
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uptake of these plans to take a view on potentially rolling the plan out to the wider 

county.  

The Dementia CPG has seen a slight improvement in Dementia Diagnosis Rates 

(DDR) from 68.2% to 68.4%. Furthermore, significant progress has been made 

across the Dementia Inpatient Partnership to work collaboratively on improving 

discharge for patients with dementia: 2gether NHS Foundation Trust has adopted 

Gloucestershire Hospitals NHS Foundation Trust & Gloucestershire Care 

Services Board Round and Red to Green processes and there has been 

productive Adult Social Care engagement with Willow Ward at Charlton Lane.  

The Circulatory CPG has developed a new model for Stroke services which has 

been positively received by the Clinical Senate.  

Children’s & Maternity CPG have developed a Delivery Plan as part of the 

National Maternity Review ‘Better Births’ for submission to NHS England later this 

month.  Gloucestershire recently received a highly commended award for Anti 

Stigma for Perinatal Mental Health Awareness Raising 2017 by Maternal Mental 

Health Alliance. 

 

3. Enabling Active Communities  

The Enabling Active Communities programme looks to build a new sense of 

personal responsibility and improved independence for health, supporting 

community capacity and working with the voluntary and community sector. The 

development of the Gloucestershire Prevention and Shared Care Plan, led by 

Public Health, aims to reduce the health and wellbeing gap and recognises that 

more systematic prevention is critical in order to reduce the overall burden of 

disease in the population and maintain financial sustainability in our system. The 

following highlights are noted as part of the Enabling Active Communities 

programme: 

Sport England visited Gloucestershire in September for an assessment day to 

evaluate the local bid “Gloucestershire Moves.” The project is seeking a share of 

£130m to support a cross-sector and whole system approach to raising 

population levels of physical activity. The outcome of this is expected by mid-

November 2017.  

National Diabetes Prevention Programme (NDPP) continues and following roll 

out for Gloucester locality Cheltenham locality is now being mobilised. To date, 

there have been 368 referrals onto the NDPP with an overall uptake rate of 

18.5% currently in Gloucester City, with some practices achieving a 32% uptake 

rate. Roll out to the Forest of Dean is planned for November 2017, followed by 

Tewkesbury in December 2017.  
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The Community Connector service, which commenced on 1st October 2017, has 

been renamed ‘Community Wellbeing Service’ and the community based staff will 

be known as ‘Community Wellbeing Agents’. Detailed reporting requirements for 

the service have been aligned to the emerging NHS England national dashboard, 

and built into provider contracts. A system-wide communications plan is currently 

being implemented following the change of name.  

An interim report from Bristol University West of England has been produced 

indicating a short term improvement in many of the health and illness attitudes 

targeted by the Facts4Life intervention in schools. The Enabling Active 

Communities Board was pleased with this outcome and has extended the 

contract for a further year.  

The Social Prescribing evaluation phase of the procurement process is currently 

underway. 

 

4. One Place, One Budget, One System 

 

New Models of Care & Place Based Model 

The One Place, One Budget, One System programme takes a place based 

approach to resources and ensures we deliver best value. Our community care 

redesign will ensure responsive community based care is delivered through a 

transformative system approach to health and social care. The intention is to 

enable people in Gloucestershire to be more self-supporting and less dependent 

on health and social care services, living in healthy communities, benefitting from 

strong networks of community support and being able to access high quality care 

when needed. New locality led ‘Models of Care’ pilots commenced in 2016/17 to 

‘test and learn’ from their implementation and outcomes, working across 

organisational boundaries, and leading to the formation of 16 locality clusters 

across the county. The following highlights from the programme are noted below: 

Stroud & Berkeley Vale locality is progressing a number of projects across each 

of the clusters, with particular focus on Multidisciplinary Teams, Community 

Dementia Nurses in practice and repeat prescribing.    

An interim evaluation of the Community Dementia Nurse pilot, at 6 months (April 

to October 2017), has shown the following outcomes for the pilot cohort of 

patients (n=275): 

 Reduced A&E attendance of 6.8% (5 people) and increased use of Minor 

Injury Units. 

 Increased emergency admissions to Gloucestershire Hospitals NHS 

Foundation Trust (4.1% n= 2)  

 Reduced emergency admissions out of county  (80% n= 4) 
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 0-2 day emergency admissions reduced by 25% (n=24)  

 Increase of 4 admissions lasting 3 or more days although excess bed days 

fell by 6% 

 Potential saving of £275k across the county based on reduced short stay 

admissions extrapolated to 5,743 patients on Quality & Outcomes 

Framework (QOF) dementia registers, although correlation to project 

cannot be proved. 

 Positive feedback from patients and GPs. 

A pilot to test a different approach to repeat prescription ordering has been 

implemented in Berkeley Vale and provides a new and convenient way for 

registered patients to order repeat prescriptions. The scheme has seen the 

introduction of a Repeat Prescription Centre telephone service based locally at 

May Lane Surgery in Dursley. As well as introducing a convenient, personalised 

and timely service for patients, the Repeat Prescription Centre telephone service 

will also ensure that the correct quantity of medication is identified and that 

medicine waste is reduced.  

Data from the Berkeley Vale Repeat Prescription Centre Hub to date (April-

September 2017) demonstrates the following level of activity and early impacts: 

 16,289 repeat requests received in the first 20 weeks of the pilot    

 1796 items requested but not issued 

 Prescribing data from ePACT for the period April to July 2017 shows that 

the number of items prescribed at Walnut Tree reduced by 22.6%, Acorn 

by 2.1% and Marybrook by 4.7%.  Of this total reduction, £52K can 

reasonably be estimated to be attributable to the repeat prescribing hub. 

 Significant savings in GP time as receptionist time freed up and 

receptionists now able to manage clinical correspondence once reviewed 

by GPs. 

The South Cotswold Frailty Service pathway continues to be adapted, aiming to 

take a case management approach to care for the moderately and severely frail 

patients in the locality, with a view to improving patient’s health and wellbeing, 

managing their conditions better and keeping them at home wherever possible. 

Key priority workstreams consist of upskilling of matrons, development of care 

plans, updating pathways with secondary care and completing remaining case 

reviews for analysis 

  

Urgent Care 

Our vision for Urgent Care will deliver the right care for patients, when they need 

it. In order to make this vision a reality and provide safe and sustainable services 

in to the future, we need to consider how to make best use our resources, 

facilities and beds in hospitals and in the community. We want to improve 
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arrangements for patients to access timely and senior clinical decision making 

about their treatment and ensure specialist support is accessed as soon as 

possible. We propose potentially changing the way some care and support is 

organised in Gloucestershire to meet changing demands, make best use of our 

staff, their skills and the money we have. Updates from the programme include: 

 Winter Planning has commenced with a range of schemes which aim to 

streamline the patient journey and ensure that this winter elective 

cancellations are minimised and constitution target delivery is improved and 

maintained.  

 Additional winter schemes have been approved from: 

o New Better Care Fund allocation including a Surgical Assessment unit, 

enhanced frailty unit at the front door and the development of a virtual 

ward for Gloucester City and Cheltenham.  

 Gloucestershire’s STP has recently submitted a bid to NHS England as part 

of the Urgent and Emergency Care Transformational fund. The presented 

schemes included are noted below; outcome of the bids are still awaited: 

o The development of “hot advice” supported by “hot clinics” to support 

appropriate admission avoidance.  

o Support to deliver key fundamentals of the “Joining Up Your 

Information” strategy for Urgent and Emergency Care 

An update on the One Place Programme has been provided as a presentation to 

this meeting.  

 

5. Reducing Clinical Variation 

The Reducing Clinical Variation programme looks to elevate key issues of clinical 

variation to system level and have a new joined up conversation with the public 

around some of the harder priority decisions we will need to make. This includes 

building on the variation approach with primary care, promoting ‘Choosing Wisely’ 

and a Medicines Optimisation approach and undertaking a diagnostics review. 

In 2017/16 our aim was to develop a new and innovative medicines optimisation 

approach for patients living with pain in Gloucestershire. The Living Well with 

Pain Programme has now successfully distributed the Joint Countywide Pain 

Formulary across Primary Care to include GP’s, Locums and Pharmacists with 

the aim of harmonising prescribing practices across the healthcare community. 

Effective distribution to all clinical staff within secondary care is underway and the 

formulary is available via G-Care and the Joint Formulary website. The 

programme’s Complex Pain Outreach Pilot continues to provide bespoke support 

to complex patients with a joined up approach from primary and secondary care 

clinicians involved in the patients ongoing care and provides the development of 

a joint personalised plan.  
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Furthermore, the programme has recognised the challenge for primary care 

colleagues when managing pain in general practice. A suite of masterclasses 

were therefore produced to look at the role of medicines vs evidence, -

recognising complexity and challenging consultations. Three out of four 

masterclasses have been successfully facilitated with excellent attendance from 

primary care colleague’s to date (double the minimum requirement of attendance 

as stated within the Primary Care Offer.) A bespoke Pharmacist Masterclass is 

now being developed to take place in November to launch the Risk Mitigation 

Plan which has been developed to actively identify patients on complex 

combinations of medicines and look to reduce the associated harms within our 

local population. 

 

6. Enabling Programmes  

The Workforce & Organisational Development (OD) Programme has three main 

work streams (Culture, Capacity and Capability) as well as a Social Partnership 

Forum to allow engagement with staff-side representatives from the STP partner 

bodies. The Programme have successfully secured £652k Health Education 

England funding for workforce transformation against the bids which were 

submitted earlier in the summer.  A new Project Manager has been appointed to 

focus on the programme two days per week funded by Health Education 

England.  

The Primary Care Strategy workstream continues to progress delivery of the GP 

Forward View plan and Primary Care Strategy. From October, Tewkesbury, 

Newent & Staunton and the Forest of Dean have been delivering additional 

evening and weekend access to primary care in their respective clusters. 

Following closely are two further pilots, the Aspen & Saintbridge cluster and the 

St Pauls cluster in Cheltenham, by end of October/early November.  This has 

involved considerable work on Information Governance, IT, logistics, financial 

and operational planning.  Feedback from GPs and patients so far has been very 

positive.  A positive article in the Forest of Dean local newspaper created interest 

from BBC Radio Gloucestershire, who ran a piece on this scheme on 24 October 

2017. 

Our significant quality improvement programme, under the “Time for Care” 

programme, has continued this month, with a second cohort of a local General 

Practice Improvement Leaders Programme, running for two days in early 

October, which aligns with Quality Service Improvement and Redesign 

programme (QSIR) and focused on primary care improvement 

methodology.  Furthermore, 35 practices have commenced their Productive 

General Practice Programme, running through until December 2017.   
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The programme development group continue to develop a system-wide approach 

to performance reporting to provide assurance of progress against delivery of 

commitments set out in our plan to local, regional and national bodies.  

 

7. Recommendations 

This report is provided for information and HCOSC Members are invited to note 

the contents.  

 

Mary Hutton  

STP Lead, Gloucestershire STP Footprint  

 


