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These reports provide an update to HCOSC members on the 
progress of key programme and projects across 
Gloucestershire’s Sustainability & Transformation Partnership 
(STP) to date.   

Gloucestershire’s STP commenced year two of four in April 2018, 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 (figure 1). In the May 2018 report we outlined the progress made 
in 2017/18 and the priorities for plans in 2018/19; in this report we provide an early update on 
2018/19 progress made against the priority delivery programmes and supporting enabling 
programmes included within the Gloucestershire STP. 

 
Figure 1: Gloucestershire’s STP Plan on a page  

 

1. Executive  
Summary 
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The One Gloucestershire STP brings services together across the county of Gloucestershire. 
The county faces a number of changes over the life of the programme including rising 
population and a rising elderly population and increasing number of people living with a long-
term condition (figure 2). 
 

 

Figure 2: The One Gloucestershire Challenge  

 

 
 
 
 
 

 
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. 
 

Key priorities for 2018/19 are: 

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

 Appoint a GP Clinical Champion in Diabetes to further raise the profile of diabetic care in 
general practice  

 Commission a new Child Weight Management Service and implement our new adult 

2. Enabling Active 
Communities 
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Weight Management Service Model to support people to reduce their weight in a 
sustainable way 

 Continue to deliver an early identification and intervention model for victims of domestic 
abuse  

 Develop a Breastfeeding Social Marketing campaign  

 Progress the Gloucestershire Moves project (getting 30,000 inactive people active) and 
see the first pilots underway; including ‘Beat the Street’ and older people at risk of falls  

 Launch a new postpartum contraception service  

 Launch our new Gloucestershire Self-Management Education Programme called ‘Live 
Better, Feel Better’ and Support over 200 individuals through our new Self-Management 
Service  

 Create a direct route into the community wellbeing service from urgent care (A&E, 
urgent treatment centres) to support people who attend for non-medical reasons 

 Expand the arts on prescription service  

 Increase our focus on support the following pathways with self-care and prevention 
schemes: adult mental health; paediatric epilepsy; paediatric Type 1 diabetes; Tier 3 
obesity, adult chronic pain and adult respiratory pathways 

What we’ve achieved so far: 

 Launched “Beat the Street” on 7th June 2018 in Gloucester 
City; this is an interactive walking/running/cycling game 
with over 70 sensors called beat boxes that have to be 
electronically collected by those who participate. The 
project is due to run until the start of the school summer 
holidays. As at 24th June 37,500 miles have been covered 
by 60 participating  teams.   

 126 schools are now participating in the Daily Mile, meaning that 22,500 pupils are 
getting involved 

 There have been 1,487 referrals onto the National Diabetes Prevention Programme. 

 The Workplace Health and Wellbeing Charter survey has been finalised and was 
agreed. This went live on 27th April for 3 weeks. 

 Community Engagers have been appointed in Forest of Dean, Tewkesbury and 
Gloucester to work alongside communities to ensure services are designed by and meet 
the needs of those communities.  The First Action Learning Set has been completed to 
lay the ground work for this project. 

 A Domestic Abuse (DA) Champion has been identified in A&E at Gloucestershire Royal 
Hospital to help support victims of domestic abuse as early as possible. 

 There have been approximately 1640 referrals into the Community Wellbeing Service. 
60% of these came from GPs, 10% were self-referrals and 30% came from other 
sources. 

 

 
 

 

  

Community Wellbeing Case Study - Stroud Community Wellbeing Service  

A 36 year old female who had recently split up with her partner was experiencing anxiety and social isolation. She 

had also been signed off work due to her anxiety  

Assessment with Community Wellbeing Agent (CWA) established she had strengths and talents around 

creativity. An art group was identified in the local community and she felt comfortable to attend.  

She was linked in with the Mental Health and Wellbeing Service for ongoing support around her anxiety. She also 

started to attend an Art group with the MH&WB service. She has also been signposted to Listening Post.  

Over a couple of weeks her confidence grew and she began to feel less anxious, she felt ready to go back to 

work and has now re-established her work pattern and relationships within the work environment.  

Going forward she feels that as she grows in confidence and reduces her isolation she will be in a position to 

volunteer and help support the group.  
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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. 

 Priorities 2018/19 Progress So Far… 

Respiratory 

Deliver a comprehensive education and 
training package for health care 
professionals working in primary care and 
managing long term respiratory conditions.  

Support primary care to stop prescribing 
steroids where they are not having a 
significant impact on an individual’s quality 
of life 

Continue to bring together the hospital and 
community respiratory teams together into 
one integrated team  

We are looking at the best option to provide 
a more streamlined service for 
Brochiecstasis including IV Therapy. 

Key dates have now been identified to 
ensure a smooth period of transition to an 
integrated service across acute and 
community areas including: 

• Go Live with Supported Discharge – 1 
Sept 2018 

• Go Live with Admission Avoidance at the 
front door- 1 Sept 2018 

• Go Live with Admission Avoidance in the 
community - 1 November 2018 

• Go Live date for a 7-day Integration 
service - 1 December 2018 

Musculoskeletal 

Embed the Advanced Practitioner Service 
providing physiotherapy support to patients 
in primary care.  

Roll out MSK triage service which provides 
expert clinical review at the point of referral. 

Design and implement a countywide 
integrated approach to falls prevention 

The Foot and Ankle MSK Specialist Triage 
is now functioning and is working well. 

There has been a great deal of work on the 
MSK dashboard in order to monitor the 
impact of the changes we are making. 

Services are reporting an increase in self 
referrals. The CCG team continues to work 
with partners to promote self-management 
of MSK conditions and self-referral into core 
physiotherapy. 

Circulatory 

Improvements to heart failure care 

Develop proposal for cardiac rehabilitation 

Progress community stroke rehabilitation 

CVD Prevention was included in Primary 
Care Offer for 2018/19 with GP 
Masterclasses booked for July & 
November. 

Business case for Community Stroke 
Rehabilitation has been agreed and is 
moving forwards. 

A workshop to review the Cardiac 
Rehabilitation pathway took place in May. 

Dementia 

Develop a countywide approach to 
community dementia services  

Implement the Community Hospital Mental 
Health Liaison Team pilot 

Evaluation of the Integrated Community 
Dementia Services Pilot is in progress and 
is on target. Initial findings are that primary 
care has seen significant improvements 

  

3. Clinical 
Programme 
Approach 
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Cancer 

Progress towards the 2020/21 ambition for 
more cancers to be diagnosed at the 
earliest stages  

Implementation of the Optimal Lung Cancer 
pathway to support quicker diagnosis 

Deliver the Prostate Cancer Surveillance 
Project 

Implement the Colorectal Streamlining 
Project, including the Straight to Test 
pathway which speeds up diagnosis for 
patients 

Macmillan Project Manager has been 
appointed 

National Cancer Transformation funding for 
the local Cancer Alliance for 2017/18 has 
now been drawn down against agreed 
project plans for the Living With & Beyond 
and Early Diagnosis Projects 

The straight to test colonoscopy pathway 
began at the end of May and is being 
closely monitored. This means that patients 
referred with suspected cancer receive the 
most common tests within 14 days of 
referral helping to reduce time to diagnosis.  

Eye Health 

Explore the enhanced community eye care 
offer to provide additional eye care services 

Implement the new NICE guidelines within 
Ophthalmology 

All five phases of the new community eye 
health service are embedding well with 
continued positive feedback from patients 
using the service. 

Work is ongoing with the ophthalmology 
community service (PEG) to further develop 
services available in Optometry practices 

Diabetes 

Recruit a part-time Consultant Diabetologist 

Training to care homes on “caring for 
patients with diabetes” 

Appoint a GP Champion in Diabetes to 
reduce differences between GP practices in 
diabetes care 

A workshop took place on 'what does 
diabetes look like in 2030' on 18th April 
2018 with good attendance from acute, 
community, private and voluntary sector 

CCG has progressed to the next round of 
Wave 2 Test Beds for commissioning an 
on-line education tool. 

CCG has appointed a GP Clinical 
Champion 

Children & 
Maternity 

Develop community hubs and integrate 
better together services that support 
women and families in the early years 

Implement our ‘Safer Maternity Care’ Action 
plan 

Develop models of care to support women 
to have the same carer throughout 
pregnancy, birth and post-natal care 

Aim to have 30 to 40 children with 
Personalised Care Plans by Mar 19 

Plans for community hubs have been 
established and venues are being scoped 
across the county. Pilot venues will be from 
July to November 2018.  

Gloucestershire Local Maternity System are 
working with the South West Clinical 
Network to explore an electronic template 
for personalised care planning. 

STP Better Conversations Board has been 
established. 
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Mental Health 

Continue to take steps to Improve Access 
to Psychological Therapies (IAPT), to 
ensure we meet standards for access, 
recovery and waiting times to treatment  

Make further improvements to the Eating 
Disorder Pathway 

Implement an all age Autism strategy  

Roll out mandatory mental health training 
for staff in schools 

Improve support to foster carers and 
children entering the care system 

Procure emotional support for children who 
have experienced sexual assault / abuse 

Procurement will proceed aiming to have a 
service in place for October 2018 for 
therapeutic support for victims of sexual 
violence.  

Kingfisher Treasure Seekers have engaged 
4 individuals in the support and training 
package service and personalised care 
plans have been completed for all 
individuals. 

Roll out of training continues for all qualified 
clinicians in Mental Health Acute Response 
Service 

Development of a decision making matrix to 
guide professionals to the most appropriate 
form of transport, as part of the Mental 
Health Transport Review. 

Pilot to be implemented with 2gNHSFT 
using Wotton Lawn staff/vehicle to provide 
rapid response where clinical vehicle 
(ambulance/PTS) is not required and level 
of risk can be managed 

Learning 
Disability 

Enabling individuals with a Learning 
Disability to use Personal Health Budgets to 
ensure they have control of the support 
they receive 

Embed the “Stopping Over Medication of 
People with LD” campaign to reduce the 
prescriptions of anti-psychotic drugs where 
they are not clinically recommended 

Ensure that 75% of people with a LD on the 
GP LD Register receive an Annual Health 
Check by Quarter 4 19/20 

GP Annual Health Check promotion 
campaign and training was launched at the 
10

th
 Big Health Check Day in May 2018. 

65 reviews have been received from the 
LeDeR programme. Links with other 
mortality and learning from death reviews 
have been established.  

Work is ongoing to help establish a “At risk 
of admission” register as part of the 
Transforming Care Programme. 

  



 

7 
 

 
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. 

 
Key priorities for 2018/19 are 

 The successful Prescribing Support dietetics role will be expanded to support change in 
the recommendation of oral vitamin B vs Vitamin B injections, advice and support 
around optimising the use of calcium and vitamin D, as well as reviewing and producing 
infant milk guidance to ensure appropriate support to patients via primary care 

 Continue to support, develop and extend the Repeat Prescription Ordering Service for 
Gloucestershire patients to support the reduction of prescribed waste medication. 

 Continue to support reducing Polypharmacy (the use of multiple medications at the 
same time) in patients, initial focus on frail patients, and extend it to groups such as 
those in care homes with the aim of reducing unwanted side effects  

 Implement a paper referral switch off so that all referrals to consultant led services are 
made via an electronic system by October 2018 (in line with national guidance.)  

 Implement patient led booking to give patients more control over their follow up care. 

 Implement GP peer review of referrals to support consistency of patient management at 
a locality level. 

 Continued development of alternatives to face to face follow up appointments 

 Reducing the number of people who failed to attend a booked hospital appointment 
through a public awareness campaign and by establishing a reminder services 

 Continue to make improvements to Operating Theatre, Radiology and Pathology 
pathways to reduce waste 

What we’ve achieved so far: 

 Continued work at pace on Individual Funding Review policies. 

 2018/19 Medicines Optimisation savings plan has been established with the 
Prescribing Improvement Plan laying this out in detail. 

 Fully engaged with the recommendations of the “Conditions for which over the 
counter items should not routinely be prescribed in primary care” consultation being 
undertaken nationally. 

 Thirteen specialties now offer Advice and Guidance (A&G). Usage of A&G increased 
by 64% where GPs are able to access advice directly from hospital services they are 
considering referring a patient to, 

 Paper referrals were successfully switched off on 4th June 2018 meaning that all 
referrals now go through a single electronic route ensuring that there is equity 
between all referrals. 

 GP/Consultant referral reviews have been completed in ENT, Gastroenterology, 
Gynaecology, Dermatology, Colorectal, Upper GI and Urology with work underway to 
trial GP Peer review/GP referral support at Cluster level 

 Straight to test for colonoscopy alongside the Colorectal suspected cancer pathway 
has been agreed and was implemented at end of May. 

  

4. Reducing Clinical 
Variation 
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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. 

Key priorities for 2018/19 are 

 Led by STP partners, pilot three Integrated Locality Boards in both rural and urban 
areas.  The pilots will be in Stroud and Berkeley Vale, Forest of Dean and Cheltenham.  
These aim to give more control to local GPs to develop and tailor services to best meet 
the needs of people in the local area. 

 Increase the range of roles in primary care available to support GPs and patients 
including the use expanding paramedics, clinical pharmacists and mental nurses 

 Support the roll out of the Community Dementia pilot across the county 

 We will continue to work with practices to support them through merger or federation 
conversations as required.  

What we’ve achieved so far: 

 All pilot Integrated Locality Boards are up and running, and taking place monthly and are 
starting to set priorities for their populations following the process developed in Stroud. 

 Health Coaching training has been completed in North East Gloucester and South East 
Gloucester, with colleagues from provider and GP organisations across the cluster.  

 Patients are being sent follow up patient activation measures surveys to complete and a 
steady number are being returned to help evaluate the South Cotswolds Community 
Frailty Service. 

 
Urgent Care 

Our vision for Urgent Care will deliver the right care for 
patients, when they need it. In order to make this vision a 
reality and provide safe and sustainable services in to the 
future, we need to consider how to make best use our 
resources, facilities and beds in hospitals and in the 
community. 

We want to improve arrangements for patients to access timely and senior clinical decision 
making about their treatment and ensure specialist support is accessed as soon as possible. 
We propose potentially changing the way some care and support is organised in 
Gloucestershire to meet changing demands, make best use of our staff, their skills and the 
money we have.  
 
An overview of the One Place Programme was shared with HCOSC in November 2017, 
describing how the programme aims to deliver an integrated urgent care system and hospital 

5. One Place, One 
Budget, One System 

5. One Place, One 
Budget, One System 
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centres of excellence to ensure we realise the vision for urgent care. Since this update work 
has continued to develop the programme timetable, engaging with clinicians, patients, and staff 
and community partners to develop the proposals for consultation. 

During 2018/19 we are planning 3 test and learn projects which will contribute to the overall 
design of what the future system might look like, the overall programme of work includes 

 Development and implementation of Acute Floor test & learn project. This project 
will aim to better support the delivery of A&E waiting time standards and rapid senior 
assessment of patients. The acute floor is envisaged to bring together the current 
ambulatory services which support the emergency department including to Acute 
Assessment Unit, Surgical Assessment Unit, Ambulatory Emergency Care and the 
OPAL (older persons advice & liaison) service. It will also bring in the AMIMA (acute 
medical initial assessment) unit to support winter flow. It is envisaged that the acute floor 
would enable co-location of services resulting in improved patient flow, better outcomes 
and reduced pressure on staff.  

 Development and implementation of the Urgent Care Treatment Centre (UTC) test 
and learn project.  As part of the rollout of the national programmes for urgent and 
emergency care Gloucestershire CCG will pilot a rural UTC and key elements of an 
urban UTC. These centres will offer enhanced support for patients who may currently 
attend an emergency department but for non-life and limb reasons. These pilots will be 
operational for September 2018 and will inform the recommended models of care and 
activity plans within the One Place programme  

 Clinical Advice and Assessment Service (CAAS). We will work with professionals 
and members of the public to shape our CAAS. This service will provide advice and 
guidance to healthcare professionals across Gloucestershire. This service will support 
informed decision making and support patients to get to the right clinician / setting first 
time. The Pre-CAAS test and learn project will provide an inter-connected, clinically 
resourced hub for access by both patients and health care professionals via 111 and 
aims to begin by June 2018. The purpose is to reduce preventable referrals through 
appropriate clinical intervention at the point of first enquiry.  

 Hot advice service We will pilot a hot advice service during 2018/19.  This service will 
allow GPs and other healthcare professionals to access specialist consultant advice.  

 Deliver 111 direct booking pilot. We will work with primary care, 111 and the wider 
healthcare service to implement 111 direct booking of GP appointments in Q3 / Q4 of 
2018/19.  

To date, we have put in place 

 7-day service provision is embedded in all new service specification.  Performance 
against the key 7-day standards is regularly monitored.  

 Upcoming test and learn pilots (including acute floor and UTCs have confirmed they will 
be trailing new telephone roles) will support the move to 7-day provision and increase 
the percentage of patients reviewed by a consultant within 14 hours. 

 County wide bed modelling is ongoing and being used to inform wider modelling for the 
one place programme. 

 Developing the commissioning strategy for urgent care services 
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Our vision is underpinned by our enabling programmes which 
are working to ensure that the system has the right capacity 
and capability to deliver on the clinical priorities. 

 

 Joint IT Strategy – Local Digital Roadmap Governance has been established and will 
be managed by the Countywide IM&T Group with Project Boards and work streams 
established for the key IM&T Enablers. The wifi project has progressed with 97% of 
Practices being installed with access points for both corporate and public wifi. NHS Mail 
2 has been implemented across the majority of the County which has supported 
improved collaboration between organisations. Gloucestershire’s health and social care 
community have been awarded Health Foundation funding to deliver an innovative Data 
Analyst Apprenticeship programme within health and social care in 2018. The first go 
live of Joining Up Your Information will share Primary Care and Community Information 
with the Mental Health Crises and Liaison Team and Children and Young People 
Service at 2gether NHS Foundation Trust.  
 

 Joint Workforce Strategy – the Workforce and Organisational development Strategy 
has been refined and updated; the strategy focuses on three themes: capacity, 
capability and culture. Developing 7 day working across urgent care services is a priority 
for the coming year. Looking to develop a shared recruitment function across STP 
organisations and expanding the Trainee Nursing Associate programme are also central 
priorities. Continuing to improve workforce planning and development across the system 
will be increasingly important to system-wide working. 
 

 Joint Estates Strategy – the estates strategy is moving forwards with a number of 
strands of work. Significant progress in the Primary Care Infrastructure Plan with a 
further 4 schemes are planned to delivered in full in 18/19. The re-provision of 
community hospital services in the Forest of Dean will remain a priority in 2018/19 
following public consultation in 2017/18. Capital requirements for the urgent & 
emergency care plan are also key to delivery in the next year and a revised estates 
strategy will be approved and submitted to NHS England in July 2018. 
 

 Primary Care Strategy – the Primary Care Strategy works alongside One Place, One 
Budget, One System to ensure we have really high quality primary care provision. 
Improved access has been successfully rolled out, which offers evening and weekend 
access to primary care across all clusters, equating to a total of 40,000 additional 
appointments. There has been engagement with the 111 online team and the CCG has 
become members of the project team, to ensure the two projects are aligned. The CCG, 
in partnership with the Community Education Providers Network, has agreed to support 
a Health Inequalities Tutor Role to ensure that roles that persistently struggle to recruit 
to are supported and successful. 4 Newly Qualified GPs (NQGP) are being recruited as 
part of the NQGP Scheme. 

 
  

6. Enabling 
Programmes 
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 A national announcement was made by NHS England that 
Gloucestershire in June 2018 to confirm that Gloucestershire 
is to become one of only 14 Integrated Care Systems (ICS) 
across the country; we will be one of 4 new systems to join 
the other 10 systems who have been working in a ICS way 
during 2017/18. 
 

At the same time, the county was given a huge vote of confidence and praised by NHS 
England Chief Executive, Simon Stevens for providing strong leadership, for effective 
partnership working and ambitious plans to join up support and services for the benefit of 
communities. Gloucestershire was also praised for improvements in access to GP services, 
A&E performance, cancer treatment times as well as a reduction in cancelled operations and 
delays for people ready to leave hospital. 
 
In a joint statement, the Chief Executives and lead elected members of the local NHS and 
social care organisations explained what they believed an ICS for Gloucestershire will mean: 

 an even greater focus on supporting people to keep healthy and independent and 
developing active communities 

 local people with long term conditions – whether those are physical health, mental health 
or learning disability related – should see more joined up care and support in their own 
homes, GP surgery, community or in hospital 

 staff should find it easier to work with colleagues from other organisations to support 
shared health priorities 

 greater freedom and control to make local decisions about services and use of the 
Gloucestershire pound 

 Ability to attract additional money to develop services and support. 
 
The announcement recognises the strong and positive partnerships already in place across 
health and care in Gloucestershire. There is already a strong track record in the county for 
working together to break down organisational barriers and to support seamless, joined up care 
and support for local people. Working as ‘One Gloucestershire’, the county has made 
tremendous strides over the last few years, using its collective strength to improve the way 
support and care is provided. This was highlighted by the magnificent way professional staff 
worked together to manage winter pressures so successfully this year. By working with local 
communities, Gloucestershire continues to make significant progress in supporting people to 
look after their own health and keep 
healthy. It also resonates with what 
people told us when we asked 
them what they wanted from their 
health and social care system. 
 
Gloucestershire is 1 of 4 areas to be named in the Wave 2 announcement and will initially 
become a ‘shadow’ ICS with specific timescales for full establishment to be determined. 
Movement to an ICS does not mean a merger of existing organisations or creation of a new 
organisation, rather organisations coming together in voluntary partnership. A memorandum of 
understanding will set out the principles of collaboration between the partners for development 
of services and use of resources. HSCOC will be involved as the system progresses through 
the ICS process and we will all have a significant ability to influence what enhanced integrated 
care will look like for One Gloucestershire. 
  

8. Integrated Care 
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This report is provided for information and HCOSC Members 
are invited to note the contents.  
Mary Hutton  
STP Lead, Gloucestershire STP Footprint  
 

 

 

 

8. Recommendations 


