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Key Issues:  
 
Gloucestershire has a long and well established history of joint and 
collaborative commissioning as a whole Health and Social Care Community.  
As co-commissioners the County Council and Gloucestershire Clinical 
Commissioning Group have been working together to improve lives and make 
public funds go further for the people we serve.

In common with the rest of England, we are experiencing an unprecedented 
period of growing demands on current services, with limited resources to 
meet these demands.  However, we believe that working together we can 
capitalise on the rare collaborative opportunities that arise from having a 
single main NHS Acute Trust, single Clinical Commissioning Group, single 
Local Authority, single main NHS Community Services Provider and single 
main NHS Mental Health Provider in Gloucestershire.

The following report provides an overview and update on the development of 
three Integrated Commissioning Hubs and the services which are monitored 
by the Joint Commissioning Partnership.

Recommendations to Board: 
 
The Board is asked to note progress on the integration of community based 
commissioning and aligned areas.



Report for the Health and Wellbeing 
Board July 2018 on
Integrated Commissioning within 
Gloucestershire:
1:Introduction

We have much to be proud of in Gloucestershire with regards to how we approach 
commissioning across our Health and Social Care system. Our shared approach and 
long history of joint commissioning directly contributes to improving the quality of life 
for our citizens. Collectively – seeing health, public health, social care, and other 
local authority functions such as housing, education and leisure, as a whole system 
rather than lots of individual services can only benefit our residents. 

The Commissioning process can be resource intensive and there are efficiencies in 
doing this in an integrated manner. In many instances, the needs of patients and 
service users are indivisible to agency boundaries but the responses to meet that 
need are often diverse and sometimes disjointed across organisations. 

The CCG and the council both face a number of common challenges across the 
health and wellbeing system:

 Rising demand/ need and expectations
 Major changes in government policy and expectations 
 Reducing or limited central government funding
 Inflexible systems and processes that do not support a focus on individuals – 

patients, service users or families
 Workforce recruitment and retention issues across the health and care system 
 Professional workforce that is less integrated than it might be and needs to 

shift to an enabling approach
 Inefficiencies, overlap and duplication as well as ‘repeat’ incidents
 Mutual interdependence so that savings in one area might increase pressure 

on another e.g. hospital admissions and discharge

For these reasons both organisations already have a number of arrangements in 
place, principally through integrated commissioning agreements, to manage and 
drive change across a number of complex systems.  The integration planning and 
delivery principles (see below) are the ‘lens’ through which integrated commissioning 



activity should be focused. They set the ethos for delivering a radically reformed way 
of working and inform how services should be planned and delivered in the future.

Integrated Commissioning and our Sustainability and Transformation 
Plan/Integrated Care System

The delivery principles below echo our ‘Our One Gloucestershire STP Strategy’ and 
are in line with our recently consigned status as a shadow Integrated Care System. 
They provide the backdrop for our shared our ambitions to deliver a step change for 
health and social care in Gloucestershire. Our Vision is to:

 Place a far greater emphasis on personal responsibility, prevention and 
self-care, supported by additional investment in helping people to help 
themselves

 Place a greater emphasis on joined up community based care and 
support, provided in patients’ own homes and in the right number of 
community centres, supported by specialist staff and teams when needed

 Continue to bring together specialist services and resources in to ‘Centres 
of Excellence’, where possible reducing the reliance on inpatient care (and 
consequently the need for bed based services) across our system by 
repurposing the facilities we have in order to use them more efficiently and 
effectively in future

 Develop new roles and ways of working across our system to make best 
use of the workforce we have, and bring new people and skills into our 
delivery system to deliver patient care

Integrated Commissioning – Planning and Delivery Principles

The main purpose of the integration planning and delivery principles is to improve 
the wellbeing of service-users/citizens/patients and to ensure that those services are 
provided in a way which:

• Are integrated from the point of view of the people who live in 
Gloucestershire

• Take account of the particular needs of the people using the services 
• Take account of the particular needs of people in different parts of the 

area in which the service is being provided
• Take account of the particular characteristics and circumstances of the 

people who live in Gloucestershire
• Respect the rights of the people using the services
• Take account of the dignity of the people using the services
• Take account of the participation by service-users in the community in 

which people live



• Protect and improve the safety of the people who live in 
Gloucestershire

• Improves the quality of the service
• Are planned and led locally in a way which is engaged with the 

community.
• Best anticipates needs and prevents them arising
• Makes the best use of the available facilities, people and other 

resources.
• Are within the resources available 

Integrated Commissioning – Overview of the structure of this paper

This paper will provide an overview of many of the varied set of activities that are 
within the three Integrated Commissioning Hubs;

 Older People (OP)
 Children and Young People (CYP)
 Disabilities (D)

In addition to the service area specific actions (OP/CYP/D) that are detailed in this 
paper there are some commissioning and service redesign tasks that are applicable 
to all of the three groups above. These significant areas of change are identified in 
this report as ‘system enablers’ and transcend all three client groups.

The structure of this this paper will provide the following;

 An overview of the past year called ‘Looking Back at 2017/18’
 An overview of the actions and programmes of change that are in train for this 

year called Looking ‘Forward to 2018/19’ 
 Attached as appendices at the end of this paper are  three documents that 

provide a Plan on a Page for each of the three Integrated Commissioning 
Hubs (D/CYP/OP)

With a staff group of over a 150 staff working (across the County Council and the 
Clinical Commissioning Group) within the three Integrated Commissioning Hubs and 
with a collective system wide commissioning responsibility of in excess of 200 million 
pounds the information contained within in this report can only endeavour to provide 
a high level overview. Detailed programme and project plans are available for all key  
areas of service re-design and service implementation.

2: System Enabler: Looking back at the Better Care Fund (BCF) and Improved 
Better Care Fund (iBCF) 2017/18

The BCF is a single pooled budget to support health and social care services to work 
more closely together in local areas. Gloucestershire’s BCF Plan for 2017-19 



supports 42 community based schemes or integrated services to include Integrated 
Care teams working across all localities. 

During the last year additional funding became available through the ‘improved’ BCF 
or iBCF.

 New iBCF Funding Gloucestershire agreed to:
 Support financial viability and workforce resilience in home care
 Develop targeted initiatives to reduce delayed transfers of care and ensure 

safer discharges
 Develop a Complex Care at Home service
 Support re-modelling and procurement of carer services             

2.1: System Enabler: Better Care Fund Achievements in 2017-18

 National approval of our BCF Plan 2017-19
 Implementation of integrated commissioning hubs
 Nationally recognised improvement in system flow (supported by iBCF 

funding)
 Agreement to pool Disabled Facilities Grant across districts, county and 

health to deliver a Joint Housing Action Plan
 Development of Strategic Housing Partnership underpinned with 

Gloucestershire Memorandum of Understanding to improve health and care 
outcomes through the home

2.3: System Enabler: BCF and iBCF Looking forward 2018/19
Gloucestershire’s BCF Plan 2017-19 continues to support the integrated services 
and schemes already in place.  Over the following year we will continue to undertake 
reviews to measure success and inform future financial investment.

The total 2018-19 budget is made up of the BCF including the DFG grant, iBCF and 
the additional iBCF at £57,598,000

2.4: System Enabler: Home Care - Looking back at 2017/18

Successes:

 Delays in packages of care being sourced have reduced significantly – 
positive impact on reducing Delayed Transfers of Care (DToC)  & Average 
Length of Stay in hospital (ALOS)

 Countywide roll out of Hospital to Home service (H2H) supporting over 330 ( 
as of May 2018) people to successfully return home after a period in hospital

 Successful pilot of locality based ‘guaranteed’ hours reducing number and 
length of time people waiting for care within any local area

 Urban Dynamic Purchasing System ‘go live’



Challenges:

 During the early part of 2017/18 GCC had to manage 2 large provider failures 
which impacted on capacity both from the independent sector providers, and 
capacity for change, within adult social care brokerage and locality teams.

2.5: System Enabler: Home Care - Looking forward to 2018/19

 Review of Rural Framework following Provider Forums and consultation to 
resolve:

 Cancellations & notice periods
 Variations to packages
 2018/19 fee uplift
 Review of Maximum Usual Price structure (MUP)
 Incentives – re-ablement / outcome focus
 Full implementation of ECM
 Evaluation of H2H service for ongoing funding via iBCF
 Locality based ‘leads’ & ‘guaranteed’ hours
 Test and learn ‘bridging service’ to secure prior to winter pressures

Discussions are ongoing at the Joint Commissioning Partnership Executive ( JCPE)  
to understand the evaluations of existing work programmes funded through the iBCF 
and agree prioritisation of the investment in line with recently published grant 
guidance.

2.6: System Enabler: Gloucestershire’s Housing Programme – Overview

Table 1



2.7: System Enabler: Independence Focused Housing – Looking back at 
2017/18

Within our system the role that housing plays is seen as crucial to our collective 
endeavours. As part of this we have committed to two major programmes of work as 
key priorities;

 The Joint Housing Action Plan (JHAP)
 The Housing with Care Programme as key priorities.

In addition to a system wide approach to independence focused housing within Adult 
Social Care the following key priorities were identified in 17/18 as:

 Housing with Care Programme
 Disabled Facilities Grant  (DFG)  ‘Hub and Spoke’ Model
 One Stop Shop for equipment and assessment

The above has formed as a key part of the Adult Single Programme within Adult 
Social Care.

2.8: Joint Housing Action Plan (JHAP)

The Gloucestershire Strategic Housing Partnership has a Joint Action Plan. The plan 
is divided into 6 areas;

 Disabled Facilities Grant (DFG)- Hub and Spoke Model
 Falls Prevention and Non-Injurious Falls Pick Up Service
 Housing Advice and Expertise
 Warm and Healthy Homes – 5 projects in progress
 One Stop Shop for Equipment and Assessment
 Commissioning, Planning and Development

Below is a table that represents the above programmes of work.



Table 2

2.9: JHAP: successes 2017-18

 Warm Homes Fund – Successful joint bid with Severn Wye Energy Agency 
and Stroud District Council  for £5m to provide central heating in 1,075 homes 
in Gloucestershire

 Appointment of key staff:
 Housing officer to work with frailty teams in county. Advising people 

and training frailty staff around housing options available to maintain 
independence and avoid hospital admission 

 Housing support worker to support onward care team and identify 
those in fuel poverty or with housing need on discharge



 Gloucestershire representing the UK in EU funded Build to Low Carbon 
Project

 Collaboration between public, private and third sector to efficiently and 
effectively retrofit domestic properties to relieve fuel poverty

 Additional community support and early identification of vulnerable 
households working with landlords and engineers   

 Action Plan prepared and presented at international conference in Slovenia. 

2.10: System Enabler: Independence Focused Housing – Looking forward 
2018/19

 Establish non-injurious falls pick up service working with Gloucestershire Fire 
and Rescue to support the ambulance trust. this will reduce wait times and 
reduce conveyance to hospital   

 Develop countywide hub and spoke model for administering DFGs, specialist 
OT advice and consistent application of adaptation

 Create a one stop equipment centre for Gloucestershire. Assessment 
available and opportunity to see and test equipment and place orders  

 Established a Strategic Housing Board to lead the Housing with Care Strategy 
and the BCF Housing Programme

 Established a Housing with Care Strategy Board to oversee development of 
Strategy

 Set up a project team to undertake the work required
 Started an extensive engagement programme to ascertain the aspirations of 

the local population with regard to housing with care
 Started analysing: need, demand, market, resources, best practice and policy 

requirement
 Complete and publish Housing with Care Strategy with district specific action 

plans 
 Develop a provider partnership with a view to increasing the provision across 

the county
 Have in place mechanisms for development and delivery of each action plan
 Have in place an ongoing engagement group which can inform and “sense 

check” any proposed solutions
 Set in train some of the work to complete actions from the strategy

3: Older People- Integrated Commissioning: Rehabilitation 
Programme – Overview

 Rehabilitation enables an individual to maximise their potential to live a full 
and active life



 Rehabilitation may be specialist (e.g. specific rehabilitation that is provided for 
a particular group such as amputees) or general, and may include 
rehabilitation, reablement and recovery.

 Key aims of rehabilitation locally are to; 
 promote faster recovery from periods of ill health both physical and 

mental
 support timely discharge from hospitals both acute and community
 prevent untimely admission to long term care
 improve patient flow
 enable the person to live with a quality of life that is acceptable to them 

for as long as possible

3.1:Older People- Integrated Commissioning: Rehabilitation 
Programme – Looking back at 2017/18

• Stroke Rehabilitation business case for provision of specialist inpatient 
community rehabilitation written and prioritised for development

• Postural Management Pathway business case for holistic assessment of a 
person’s postural needs (i.e. seating, wheelchair and sleep system) written 
and prioritised for development

• Core/ general rehabilitation standards developed by clinical reference group
• Wheelchair service now operating Personal Wheelchair Budget model as 

business as usual
• 6 slow stream rehabilitation beds for Acquired Brain Injury opened at 

Wheatridge Court

3.2: Older People -Integrated Commissioning: Rehabilitation 
Programme – Looking forward to 2018/19

• Implementation of stroke specialist rehabilitation and countywide postural 
management service

• Agreement and implementation of Core Rehabilitation standards to be used 
countywide

• Assessment of community rehabilitation (both in community hospitals and 
Integrated CTs) to inform core rehabilitation business case

• Evaluation of Wheatridge Court Acquired Brain Injury beds 
• Development of wheelchair service specification to national model and review 

against national Wheelchair Charter

3.4: Older People -Integrated Commissioning: Dementia Services – 
Overview



• There are circa 8,538 individuals aged  65+ people thought to be living with 
dementia

• Using the GP Quality Outcomes Framework (QoF) Dementia Register 5719 
65+ people diagnosed with dementia, which represents a Dementia Diagnosis 
Rate (DDR) of 67%

• 50% of those on the QoF Dementia Register live in care homes, and 50% in 
the community

• For those under 65, there are 250 people with a dementia diagnosis, but the 
methodology is less robust and some may be known to neurology 

• Those from BAME population do not readily access current dementia 
services, but have a higher risk of Vascular Dementia known to affect under 
65s

3.5: Older People -Integrated Commissioning: Dementia in 
Gloucestershire Looking back 2017/18

• Clarified the key areas to meet STP Priorities and aligned Dementia Clinical 
Board to meet these

• Maintained a DDR at national target of 2/3rds (67%)
• Focussed commissioned services on addressing the gap in meeting the 

Prevent Well element of the Well Framework
• Dementia Advisors closer to point of diagnosis
• Reconnect Befriending
• Developed a Red Flag Tool that facilitates MDT review
• Increased number of Dementia Friends and Dementia Friendly Communities
• Established a 6 month Community Dementia Dog Pilot with dementia 

community and inpatients (June 2018)
• Successful bid to be pilot site for national Community Dementia Project 

 (Autumn 2018)

3.6:Older People - Integrated Commissioning: Dementia in 
Gloucestershire Looking forward 2018/19

• Dementia Advisor will become key worker for non-complex dementia, 
focussing on prevention plans and reflecting the 3 Tier Conversations 
approach

• Community Dementia Nurse to be key worker form moderate to severe 
dementia, but looking at collaborative working with emerging community 
services such as frailty and Complex Care @ Home

• Combined Care Home Support Team and Dementia Training & Education 
Strategy resources to reduce avoidable admissions from care home to acute



• Age UK pilot to test & learn approaches to reducing avoidable admissions in 
early dementia

• Work with acute hospital colleagues to improve outcomes for those patients 
admitted with dementia

• Combining Community Dementia Dogs with Intergenerational Dementia 
Project to develop dementia awareness raising work to now focus on 
prevention 

• Research project with Mindsong and GPs to reduce inappropriate admission 
to acute or care home

3.7: Older People - Integrated Commissioning: Frailty Overview

Over the last 12 months a considerable amount of work has been undertaken to 
design, create and implement a new initiative called the Frailty Service. In essence
The Frailty Service focuses on the following;

• Promotes timely identification of people at risk with complex care needs
• Permits sub-stratification by needs, rather than age
• Crosses health and social care so can drive integration
• Is predictive: finding those who can benefit from active and healthy ageing
• Will guide and track commissioning, design & service delivery
• Directs towards key outcomes: maintained functional ability & wellbeing
• Provides opportunities to standardise care for people with similar needs

3.8: Older People - Integrated Commissioning: Frailty Model

Table 3



3.9: Older People - Integrated Commissioning: Frailty Looking back 
2017/18

Developed an integrated system & pathway of care to:

• Improve patient experience
• Improve quality of life
• Achieve good outcomes
• Deliver within agreed financial budget

Supported by the following work-streams:

• Countywide Frailty Clinical Programme
• Countywide frailty lead
• Supporting the development and delivery of the Primary Care Offer  for frailty 
• Countywide MDT’S 
• New and Enhanced frailty model front door at GHFT
• Clinical Lead IPC
• Cluster owner Primary Care
• Complex care@home
• Telehealth
• South Cotswolds frailty service 
• Commissioning lead Sollis 
• Short term beds

3.10: Older People - Integrated Commissioning: Frailty Looking 
forward 2018/19

• Operationalisation of ‘My Goals and Me at my Best’ plans within wider frailty 
services

• Launch of a pilot to test personal health budgets for people with long term 
complex conditions including frailty 

• Evaluation to include whether patient’s wellbeing and activation improves as a 
result of receiving a personal health budget

• Initially launched in Gloucester and Cheltenham; further roll out to South 
Cotswolds  (phase 2)

3.11: Older People - Integrated Commissioning: Multidisciplinary 
Team Meetings (MDT) Overview  



Table 4

3.12: Older People - Integrated Commissioning: Multidisciplinary 
Team Meetings (MDT) Looking back 2017/18

• Local Primary Care Offer for frailty 
• MDT framework developed
• MDT’s to be developed at cluster level
• Pilot sites identified to ‘test & learn’ MDT’s
• MDTs operational in 6 sites

3.13: Older People - Integrated Commissioning: Multidisciplinary 
Team Meetings (MDT) Looking forward 2018/19

• Embed MDT’s across the county
• Scope the use of Skype for virtual MDT’s
• Widen attendance to VCS, wellbeing service & housing organisations

3.14: Older People - Integrated Commissioning: Complex Care at 
Home (Cheltenham & Gloucester) Overview



The Complex Care at Home service is a new initiative which has at its focus a case 
finding approach to identifying people who are losing resilience and independence, 
increasing in frailty and at risk of hospital admission or long term care. The following 
factors were taken into account as part of the design of this new service;  

• Service co-designed with a range of stakeholders GCS, primary care,2G and 
third sector organisations. 

• person-led care planning via a health coaching approach to include the 
identification and provision of longer term low level support to maintain 
benefits. 

• multi-disciplinary team led by community matrons
• partnerships with third sector organisations
• The Service was operational from 1st April 2018

The service now forms a part of a range of interconnected  offers across our system 
as can be seen from the table below.

Table 5

3.15: Older People - Integrated Commissioning: Complex Care at 
Home (Cheltenham & Gloucester) Looking forward 2018/19

• The numbers of people accessing the service will scale up according to our 
phased approach to recruitment and implementation

• The team will expand to include: Community dementia matrons, wellbeing 
coordinators, dietitian, therapists, social care assessors and care navigators.



• Further engagement with practitioners will be undertaken to promote and build 
referral pathways to and from the service including with GHFT, GFRS and 
third sector.

• Use of risk stratification tool (SOLLIS) to proactively identify appropriate 
patients

• The service will be closely monitored to establish need, demand and 
outcomes

• Evaluation measures will include the impact on quality of life.

3.16: Older People - Integrated Commissioning: Short Term Nursing 
Home Bed Pilots Overview

There are currently 2 pilots that focus on the support that care homes in our market 
can offer. These two pilots have a slightly different but complementary focus; 

• Cheltenham –4 Safe Haven beds, accessed directly by GPs.
• Gloucester –6 Observation beds accessed by GHT admission prevention 

team.

Whilst these pilots are still relatively new the current evaluation shows the following 
benefits:

• Admission avoidance increasing capacity at GRFT
• Cost savings
• Reduced risk of pyjama paralysis as home rather than hospital environment
• Higher ratio of staff to patient
• Ability to access social activities
• Better outcomes for patients

3.17: Older People - Integrated Commissioning: Short Term Nursing 
Home Bed Pilots Looking forward 2018/19

 Extend the pilot period at both sites to further test and develop the model
 Expand the access to  Complex Care at Home Community Matrons and the 

GHFT OPAL service to increase the occupancy rate and further reduce 
hospital admissions

 Scope wider roll-out of model

3.18: Older People - Integrated Commissioning: Older Person’s 
Assessment and Liaison Service (OPAL) looking back over 2017/18



The OPAL service continues to assess frail people in A&E and associated 
assessment units to prevent unnecessary hospital admissions. This service has 
seen an activity increase in the previous year and the numbers of people who 
progressed to requiring an admission have had a shorter length of stay on average.
In addition;

 The team expanded its functions (physio and pharmacist); people received 
more comprehensive assessment over greater part of the day.

 The team continued to struggle to recruit consultants so alternative models 
are being considered

3.19: Older People - Integrated Commissioning: Older Person’s 
Assessment and Liaison Service (OPAL) Looking forward 2018/19

 Expansion of the service; the new model will have an additional out-reaching 
community focus with emphasis on preventing unnecessary attendances to 
A&E - from care homes in particular. It will also offer extended working hours 
matched to predicted demand.

 The team will continue to recruit to an occupational therapist and additional 
staff once model is signed off. The alternative model utilises consultant 
practitioners which may be nurses or allied health professionals.

3.2: Older People - Integrated Commissioning:  Proposed New Model

Table 6



4: Disabilities (Mental Health)- Integrated Commissioning:  
Mental Health Looking back at 2017/18

Successes:
 Mental Health Five Year Forward View:  Significant investment/service 

developments against all of the key deliverables across CYP/Dementia/Crisis 
Care.

 High Intensity Case Management:  Significant reduction in high intensity 
users at ED and reduction in admissions.

 Street Triage Scheme:  Joint working with police to reduce Section136 
detentions.

 Out of Area Placements:  Below national average and one of the lowest 
rates in SW for acute admissions not going out of area.

 Improving Access to Psychological Therapies:  Implementation of new 
service pathways and maintenance of 50% recovery rate for people with 
common mental disorders.

 Voluntary Sector initiatives:  Piloting of Wellbeing House and Wellbeing 
Cafe.

 Approved Mental Health Professionals:  Remodelling of service into 
Hub/spoke

4.1: Disabilities (Mental Health)- Integrated Commissioning:  
Mental Health Looking Forward to 2017/18

 Delivering in all the requirements of the Mental Health Five Year Forward 
View.  These include:

 Access and wait time targets for Improving Access to Psychological 
Therapies.

 Early Intervention in Psychosis – expanding the service to work with adults up 
to 64 (currently 14-35) and meeting the 2 week access/wait/treatment 
standard.

 Remodelling of the existing all age Eating Disorder service with a view to 
ensuring that we can meet the increased demand for specialist support for 
Children/Young People.

 Ensuring that the remodelled Approved Mental Health Professional service 
delivers on statutory requirements and expend from 9-11 to 24/7 model

 Remodel Mental Health Social Work service.
 Deliver a balanced external care budget (Social Care)
 Business Case for Specialist Personality Disorder Service



4.3: Disabilities (Physical Disabilities) - Integrated 
Commissioning:   Physical Disabilities Looking back 2017/18

Acquired Brain Injury (ABI):
• Wheatridge Court  - 12 month pilot to create 6 ABI rehab beds commenced 

in January 2018.
• Headway - Started to have conversations about the service commissioned 

from Headway
• Health & Social Care Big Check Day - held in May with a range of 

stakeholders to enable more providers to enter the market in this service 
provision area.

Supported Housing:

• New model of care within Leonard Cheshire Care Home. Which supports 
individuals to maximise their independence by moving to supported living 
within Leonard Cheshire

• Ongoing work to identify residential care settings that could be de-registered 
by utilising the same methodology applied to LD

Quality Assuring: 

• Improved the assurance offer from Inclusion Gloucestershire to include:
 Out of County quality checks

• Expanded the Disability Commissioning Hub Quality Team to include Physical 
Disability and Sensory  Impairment services  Quality Checks

• Inclusion Gloucestershire are now able to provide enhanced support to 
providers who require quality improvements

• Expansion of the Disability Electronic Call Monitoring for all providers across 
all disability care group.

4.4: Disabilities (Physical Disabilities)- Integrated 
Commissioning: Looking forward 2018/19: 

• Develop Key Priorities using the Physical Disabilities and Sensory 
Impairment (PDSI) Needs Analysis 

• Work in partnership with people with a physical disability and/or sensory 
impairments, providers and the voluntary sector through the PDSI Partnership 
Board to improve and develop service provision, improve outcomes and 
reduce dependency on specialist services.



4.5: Disabilities (Learning Disabilities)- Integrated 
Commissioning: looking back at 2017/18

Successes:

1. We now have 80+ accredited All Age and All Disability providers: increased 
choice in the market

2. Investment in Quality Assurance in mental health and physical disability 
services from the BCF

3. Savings from ECM came to £1million+
4. Successfully created a business case for a Social Impact Bond for Positive 

Behaviour Support, as well as securing £360,000 from the government’s Life 
Chances Fund to subsidise outcomes payments

Challenges:

1. Continuing levels of high demand: increasingly complex transitions and 
ageing disability population

2. Providers experiencing problems with staff retention and recruitment – 
impacts on service provision

3. More work needed to develop the skills of Older Persons’ providers to support 
older adults with learning disabilities confidently

4. We need to continue to identify new transformational initiatives to delivery 
efficiencies

5. Gloucestershire continues to be one of the top 5 importing areas of 
placements from other authorities.

4.6: Disabilities (Learning Disabilities):  Health Overview

We continue to implement a range of improvement programmes in line with the 
national plan “Building the Right Support” (2015). Whilst we recognise that this is 
specific to the Transforming Care Programme we believe that the principles, values 
and model are applicable to anyone with a learning disability and/or autism. We 
endeavour to work in collaboration where possible to prevent duplication and ensure 
a whole system approach to health initiatives for people with learning disabilities.



Annual Health Checks

• Current national performance is 58% (Public Health England) for 2016-17.  
Recent Enhanced service mapping (Dec 17) rated at 63%. Versus national 
target of 65% (note this increases to 75% for 2019-20).

• Get Checked, Stay Well Film commissioned from Inclusion Gloucestershire 
was published https://youtu.be/KRefv2sIaNk 

• Health & Social Care Big Check Day held in May with a range of stakeholders 
could learn more about Learning Disabilities services support

Transforming Care

• All patients in inpatient settings received a bi-annual care & treatment review

LeDeR

• 63 notifications have been received to date, 19 initial investigations have been 
undertaken

• Learning from completed reviews has highlighted work to be done around 
aspiration pneumonia, cancer screening & heart failure in people with LD

• G-Care LD Pages being utilised as a system enabler to reduce clinical 
variation

4.6: Disabilities (Learning Disabilities)- Integrated 
Commissioning: Looking forward 2018/19: 

• Support One Gloucestershire: Transforming Care, Transforming Communities 
(Sustainability and Transformation Plan) using the core principles of Building 
Better Lives (2014-2024).  

• Assess the market place to achieve improved choice and outcomes for 
individuals and create cost effective alternatives to existing provision.  

• Development of non-statutory advocacy services. Including the use of 
‘individual supporters’ or ‘befrienders’ in addition to an IMHA/ IMCA.

• Ongoing co-production & engagement via Community of Practice & 
Challenging Behaviour Working Group

5: Integrated Commissioning: Continuing Healthcare Criteria (CHC) 
National Overview

• Nationally almost 160,000 people received or were assessed as eligible for 
CHC

https://youtu.be/KRefv2sIaNk


• Nationally almost 77,000 referrals for a full CHC eligibility assessment 
process were undertaken in a 12 month period

• Around 88,000 Fast Track Pathway Referrals received
• Around 23% of individuals assessed for standard CHC were found eligible
• Approximately £3.2 billion nationally was spent on CHC
• 609 Independent Reviews took place, 122 of which resulted in an eligibility 

recommendation for at least some of the period
• Continuing Care expenditure has been growing at an average rate of over 8% 

a year for the last three years

5.1: Integrated Commissioning: Continuing Healthcare Looking back 
2017/18

Successes:

• Learning Disability CHC service integrated into wider generic CHC team to 
minimise unwarranted variation in practice, experience and outcomes for 
service users.

• Positive Internal Audit PWC.
• Reduction of backlog of reviews from more than 1000 cases to less than 200.
• Gloucestershire County Council Brokers co-located with CCG Fast Track 

team to improve communication and responsiveness to issues.
• Working with End of life commissioners to look at all end of life provision 

including Fast Track with a view to minimising delays in Fast track provision.
• Met the quality premium target of less than 15% of CHC assessments being 

completed in an Acute Hospital setting.
• Supporting the Discharge to Assess pathway to ensure discharge is not 

delayed for individuals waiting CHC assessments.
• Improved the accuracy, timeliness, and completeness of CHC activity data 

information.

Challenges:

• Increasing numbers of referrals and assessments.
• Current Backlog of Learning Disability assessments.
• 28 day timeframe quality premium.
• Changing landscape of the provider Market.
• Improving efficiency.
• Personalisation: All community based (own home) CHC funded individuals 

are given the choice of a Personal Health Budget as a Managed Account or 
Direct Payment by April 2019.



5.2: Integrated Commissioning: Continuing Healthcare - Looking forward 
2018/19

• 80% of assessments completed within 28 days
• Align Gloucestershire with CHC Benchmarking against relevant comparators.
• Reduction in numbers of Fast Track patient’s access service too soon.
• Increase in client and resident satisfaction offering. 
• Establish an integrated health and social care MDT team to undertake CHC 

assessment to meet the 28 day timeframe.
• Establish links and pathways with the acute and specialist providers for 

complex patients with the system. 
• Foster a better relationship and understanding of roles and responsibilities 

between the CCG and the care home market.
• PHB’s (Personal Health Budgets) to be considered as business as usual.
• Improve the accuracy, timeliness, breath and completeness of the CHC 

financial information.

6: Integrated Commissioning: End of Life Care - Overview

Gloucestershire’s End of Life Care Strategy (2016-19) was developed in partnership 
with health, care and VCS organisations and in line with the National Ambitions 
Framework for End of Life Care

Main aim is to support people at end of life, their carers and families, to be cared for 
and die with dignity and respect in their place of choice. This requires services and 
the system to ensure that a higher proportion of people die in their usual place of 
residence and a lower proportion die in hospital in Gloucestershire than the England 
average

6.1: Integrated Commissioning: End of Life-  Looking Back 2017/18

• End of Life Care Clinical Programme Group established to implement 
Gloucestershire’s End of Life Care Strategy - work-streams, projects and 
priorities identified

• Timely access to symptom management at end of life:
• ‘Just in Case’ medication pilot in Forest of Dean
• Implemented a research project around carers and family members 

administering pre-prescribed end of life care medication



• Health, care and VCS partners co-produced a County-wide Education and 
Training Framework for end of life care

• Improved access to Hospice at Home support across Gloucestershire for 
people who were eligible for CHC fast-track funding, in particular for 
Gloucester City residents 

• ‘Knead to Know’ pilot (Age UK Gloucestershire/Wiggly Worm) to encourage 
community conversations and actions around later life and future care 
planning

• CQC rating for Gloucestershire NHSFT and Gloucestershire Care Services 
NHST end of life care services were rated as ‘good’

6.2: Integrated Commissioning: End of Life - Looking Forward 2017/18

• Improve identification of end of life in non-cancer diagnosis through the use of 
a prognostic indicator tool to initiate Advance Care Planning conversations – 
people will be better prepared, informed and supported at end of life

• Improve access to 24/7 specialist palliative care advice and support for 
people, carers and their families

• Develop a shared electronic end of life care record of people’s end of life care 
wishes and preferences – end of life care is personalised and more co-
ordinated 

• Gloucestershire, working with West of England area colleagues to be an 
implementer site for standardising end of life care across the SW region, to 
include resuscitation decisions and ‘ceilings’ of care

• Reduce variation and improve the offer of specialist care for people who are 
rapidly deteriorating (CHC fast-track funding) who wish to be cared for and die 
at home

• Improve the offer of end of life care education and training for domiciliary care 
staff (Proud to Care Programme) 

• Launch of refreshed shared care plan for last days of life

7: Integrated Commissioning: Overview of Children  Families and 
Maternity 

Improving outcomes for our most vulnerable children including the 
development of:

• Family Drugs and Alcohol Court
• Our response to Child Sexual Exploitation and Missing Children
• Transition
• Leaving Care Offer



• Placement Sufficiency Strategy
• Integrated Personalised Commissioning – personal budgets for children in 

care and children with complex needs
• And commissioning individual placements for children in care

Working together to ensure babies and children have the best possible start in 
life including:

• Better Births Programme
• Safer Care 
• Transitional and Postnatal Care 
• Transforming the Workforce 
• Choice and Personalisation
• Normalising Birth 
• Prevention 
• Perinatal Mental Health

Building resilience by improving the mental health and wellbeing of our 
children and young people including:

• Future in Mind (Children and Young People’s Mental Health Programme)
• Mental health support for children in care
• Psychological support for children with long term conditions

Supporting children and young people with additional needs, disabilities and 
illnesses including:

• Medical Support in Schools
• Education, health and care plans
• Children’s Community Nursing Team
• Autism 
• Speech language, OT and Physiotherapy
• Acute and community paediatrics
•

Contract management and responsibility for:

• Children’s Centres
• Youth Support
• Translation and Interpretation
• Welfare
• Family Support
• Medical assessments for children in care



• Bereavement Support
• Online and Face to face mental health support

7.1: Integrated Commissioning: Children,  Families and Maternity -  
Looking back 2017/18

The following actions and initiatives were started in 2017/18
• The successful transfer of 21 of the 22 Children’s Centre nurseries to 

community organisations
• Winning a bid for £48,000 Department for Education funding to support the 30 

hours free childcare programme
• Reviewed and revised the CSE screening tool, guidance and referral process, 

regular CSE and missing quality checks are now taking place
• A partnership bid with voluntary organisation has been submitted for a Home 

Office Trusted Relationships fund
• Undertaken a comprehensive review of the payment system for foster carers
• Consulted with Young people in care,  care leavers, ambassadors, young 

people in supporting people services, providers of current services, social 
workers, placement officers and  partners to inform the development of our 
Sufficiency Strategy

• All children who had a statement of special educational need have transferred 
on to an Education, Health and Care plan.

• Running a pilot to meet the complex medical needs of children in schools
• Extending the Mental Health in schools approach to Gloucester City
• Scoping of support required for children and young people with persistent 

functional symptoms
• Scoping of a model of psychological support for children and young people 

with long term conditions
• Commenced My Life, My Plan personalised approach to supporting the 

mental health of children in care with NHS England.
• Developing the Better Births programme and set up the Local Maternity 

System
• Winning a bid of over £100,000 for perinatal mental health staff and training.
• Expanded our support offer via the VCS for women with mental health issues 

in the perinatal period

7.2: Integrated Commissioning: Children, Families and Maternity- 
Looking forward 2017/18

• Continue to implement ‘Gloucestershire’s Future in Mind including



• Commence a pilot to provide mental health placement support to children in 
care. Develop an offer of psychological support for children with long term 
conditions

• Evaluate My Life, My Plan personalised care approach to supporting the 
mental health of children in care with NHS England

• Working with parents and carers to support their children’s mental health
• Implementation of IRIS
• Work to ensure a smooth transition to the Regional Adoption Agency – 

Adoption West
• Develop and begin to implement a Placement Sufficiency Strategy 
• Finalising the School Age Autism pathway
• Further embed a joined up offer for children and young people with Special 

educational needs and disabilities. 
• Review the pathway for children with urgent/complex care needs and 

community/acute provision
• Continue to implement the Better Births programme providing safer, 

personalised maternity care
• Re-commission of Youth Support and Adolescent Social Care
• Develop a Leaving Care Strategy including the authority’s “Leaving Care 

Offer”
• Remodelling the Family Drugs and Alcohol Court (FDAC) and exploring the 

development of a problem solving court and Early FDAC model
• Support Gloucestershire’s response to Child Sexual Exploitation



8: Integrated Commissioning: My Life, My Plan – Personalised Care 
Overview

My Life, My Plan is Gloucestershire’s name for the NHS England (NHSE) and the 
Local Government Association (LGA) Personalised Care Programme (formerly 
called Integrated Personalised Commissioning) – we are one of 15 ‘demonstrator’ 
sites around the country.

The programme aims to embed the principles of person-centred care across the 
health and social care system - Table 7: 

Specific cohorts include:

 People with complex long term 
conditions including frailty 

 People eligible for s117 mental 
health 

 People at end of life
 Children in care with mental health 

needs
 Frequent attenders in ED  An individual’s experience of personalised care

8.1: Integrated Commissioning: My Life, My Plan – Looking back 2017/18

 Investment of 200K from NHS England in support of the programme
 Rebranded from Integrated Personal Commissioning to ‘My Life, My Plan’
 Delivered personalised approaches and personal wheelchair budgets for 

wheelchair users
 Launched pilot for personal health budgets for children in care with mental 

health needs
 Development of the PA register to help service users find PAs and to promote 

the role of PAs from volunteers to paid staff
 Linked with ‘Better Conversations’ programme to develop a system-wide 

framework for personalised conversations
 Improved the pathway for people at end of life transferring from social care 

direct payments to Continuing Health Care
 Funded research by Active Gloucestershire into barriers to physical activity for 

people with mental health conditions
 Supported VCS Alliance engagement events to help co-produce the VCSE

8.2: Integrated Commissioning: My Life, My Plan – Looking forward 
2018/19



 Now a demonstrator site for NHSE ‘Personalised Care’ programme with 
anticipated investment of 300K+ to support the programme

 Pilot joint health and social care assessments for selected groups of people 
as one of three sites in UK

 Work with providers to ensure sustainable approaches 
 Map where personalised care is already taking place within the system and 

encourage joint up care where possible
 Further develop personalised approaches for people with long term 

conditions including frailty,  children eligible for a EHCP plan and at the end of 
life

 Launch pilot for personal health budgets for people with s117 mental health 
needs

9: Conclusion

As can be seen from the above a considerable amount of progress has been 
achieved within the last 12 months across all areas of integrated commissioning. The 
three Integrated Commissioning Hubs involved in this endeavour continue to show 
commitment, an extremely high level of competency and passion for improving the 
offer to our citizens. Indeed we have been approached several times over the past 
12 months to share both our knowledge and expertise with other health and social 
care systems. Our joint approach is held as an exemplar of both regional and 
national best practice.

Detailed below are three diagrams that provide an overview of the planned work 
within this financial year for each of the three Integrated Commissioning Hubs

Appendix 1: Integrated Disability Hub – Plan on a Page

Appendix 2: Children, Families and Maternity – Plan on a Page

Appendix 3: Older People – Plan on a Page
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