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1.1 Enhancing someone’s independence with a 
successful short intervention, or service can 
help that person remain at home longer, 
and prevent them from needing long term 
care. This not only helps the individual, it also 
helps those who plan and provide services, 
to ensure there is enough long term support 
for those who really need them. The system 
recognises some people will need longer term 
domiciliary, residential or nursing care, but 
Gloucestershire County Council (GCC) and 
Clinical Commissioning Group (GCCG) want to 
prevent people going into long term care too 
soon.  

1.2 Consistent with increasing levels of demand 
being seen by local authorities and NHS 
organisations across the UK; Health and 
Social Care in Gloucestershire continues to 
face significant challenges. It is estimated that 
47,500 people over the age of 45 are living 
with a long-term condition. This is projected to 
rise to 77,000 by 2030. The Care Act, which 
became law in April 2014, sets out a legal 
requirement for the Council to deliver a better 
response to service users and their carers; along 
with a more cohesive strategy to prevent, delay 
and reduce people’s dependency on long-term 
care.  

1.3 Alongside implementation of the Care Act and 
the increased demand for better Adult Social 
Care, there is a need to deliver services in a 
more efficient and cost-effective way whilst 
complying with the statutory requirement to 
meet a person’s identified social care needs. 

1.4  In addition to rationalising health and social 
care law, the Care Act also challenged the 
Health and Social Care Economies to work in a 
more integrated way across shared boundaries. 
Gloucestershire is at the vanguard of the 
Integrated Care System approach which will 
supersede the Sustainability and Transformation 
Partnership (STP) aiming to bring together 
services for people in need.

1.5 Underpinning the delivery of this joint 
commissioning strategy is culture change, based 
on the three-tier conversation model. This 
model is successfully being used by many local 
authorities in England to cope with increasing 
levels of demand, manage within existing 
resources and meet the requirements of the 
Care Act. This is a significant change to social 
work practice; front-line staff are being trained 
to have different conversations, favouring those 
that place the emphasis on an asset-based 
approach: this will be looked at in more detail 
in section 2. 

1  INTRODUCTION
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1.6  The Enhanced Independence Offer operating 
model will transform the current tier 2 pathways 
(see section 2): simplifying care navigation, 
managing demand more effectively to focus 
on people’s outcomes through a consistent 
‘Reabling’ philosophy that helps people remain 
at home and living independently longer.  

 Reablement is a philosophical approach that 
focuses on regaining, maintaining or improving 
those daily skills a person might need to live 
independently. It will focus on rehabilitation, 
covering a person’s physical and emotional 
needs, as well as making sure all professionals 
look at community solutions for services rather 
than stipulating state provided services that 
might be introduced to soon. The operating 
model compliments wider work across the local 
Integrated Care System (ICS) such as the Frailty 
Service and Complex Care at Home, as well as 
the increased range of support in Primary Care 
which is being developed through the new 
Primary Care Networks (PCNs).

1.7  In designing the optimum future operating 
model there has been significant work 
undertaken as part of the Adult Single 
Programme (ASP) to fully understand demand, 
capacity and cost across current Tier 2 services 
and pathways, along with a considerable level 
of engagement with key stake-holders and 
providers to understand key issues.  

1.8 It is the intention of Joint Commissioners 
that Gloucestershire will have this strategy 
document to set out the following:

 The strategic commissioning intentions for 
short term support – intermediate care and 
reablement services.

 Encompass best practice within the context of 
viability and best value 

 To explain the new Target Operating Model 
– which in essence will show how we will 
support people in the appropriate way; with 
specific outcomes

 To outline the workforce development issues, 
specifically making sure we have a workforce 
that is resilient and most likely to succeed in 
supporting people in their time of need

 Present service demand, flow and pathways, 
re-specify where necessary and work in 
collaboration with providers to improve the 
customer journey

 

 

1.9  Values

In order to develop this strategic proposal 
document we will adhere to the way in which 
the Integrated Care System would wish us to 
work. Therefore we will ensure the following:-

 That a focus on the choices of the person, at 
the centre of the services is maintained

 That any changes are relevant to local 
strategic drivers such as a healthier 
Gloucestershire and an economically viable 
Gloucestershire

 That quality services are delivered locally 
wherever possible

 All services are designed and ratified by 
commissioners and the senior representative 
boards of all the NHS Trusts and full Council 
Cabinet

1

2

3

4

5
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2  CONTEXT FOR CHANGE: Legislation, Local Practise 
 and Restrictions
As well as making sure we help people in their time 
of need, it is important to also explain some of the 
strategic drivers that have impacted upon how this 
strategy has been designed. The following national 
legislation, local guidelines and practice, help to shape 
the strategic boundaries of the new model.

2.1  The Care Act

The Care Act 2014 provided a coherent approach 
to Adult Social Care in England. It consolidated and 
modernised the framework of care and support law; it 
also laid out new statutory duties all focused around the 
following themes:-

 Fair approach to care for all,  with national eligibility 
criteria

 Focus on well-being for people and their carers

 Preventing the need for formal care and support

 Putting people in control of their care and support 
plans

The delivery of the above was to be achieved through 
integration and collaboration, which became statutory 
obligations in their own right.

This set of proposals acts in the spirit of the Care Act, 
in that they seek to reduce dependence, get right the 
persons level of care, so we do not over prescribe, and 
pull people unnecessarily into the formal care system. 
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2.2  The Three Tier Conversation 

The ‘Three Tier Conversation’ model is being 
implemented in Gloucestershire to create a new 
relationship between Social Care professionals and 
people who need support.  

The model provides a graded process of conversation 
aimed at helping people lead independent lives. 
This is central to managing the demand across social 
services, that are being redesigned through the Adult 
Single Programme (ASP) and working with local 
Health and Social Care partners.  

The ‘Three Tier Conversation’ is a key enabler to 
avoiding or reducing the more costly, traditional 
social care packages which will only be offered when 
alternative options have been exhausted. The aim of 
employing this approach is to reduce the conversion 
rates for the proportion of people requiring a formal 
service.  The ‘Three Tier’ approach is also asset 
based and will require the authority and services to 
understand the alternative sources of support that 
people can access and be able to sign-post and 
navigate to them when appropriate. 

National evidence shows that using the ‘Three Tier 
Conversation’ and an asset-based approach together 
has a positive impact on people’s outcomes, and 
will contribute to delivering on cashable savings in 
Adult Social Care. The Local Government Association 
Adult Social Care Efficiency Program, Final Report 
published in 20141  contains case studies that illustrate 
how some of the principles applied within the

Three Tier Model have helped local authorities in the UK manage demand.  The Social Care Institute for 
Excellence (SCIE)2  has also published a case study on its website. 

There are some key principles and features that will underpin the implementation of this model across 
Gloucestershire are illustrated in the diagram below:

 
1LGA Adult Social Care Efficiency Programme, The Final Report (July 2014), Local Government Association

  2https://www.scie.org.uk/future-of-care/asset-based-places/case-studies/three-conversations

Fig 1
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Fig 1. Gloucestershire Three Tier 
Approach Principles

This shift in thinking and approach is required to 
enable Gloucestershire to manage demand more 
effectively, improve wellbeing and outcomes, 
reducing the reliance on formal social care support, 
creating a financially sustainable Adult Social Care 
offer.  

For the Health and Social Care economy the Three 

Tier Approach should help with issues of flow out 
of the hospital and the support of people who have 
been through a period of acute hospital care. This 
system will also support people in the community 
and hopefully prevent readmissions. Whilst a Council 
approach, the three tier offer will also enhance the 
health agenda.

Key features of the redesigned system are detailed in 
the table below:

We will move from a system that is 
characterised by….

…….to a system where there is

Doing things to/for people and creating 
dependence

There is a focus on enabling people to do things for 
themselves, promoting independence.

Seeing the individual in isolation There is an emphasis on family and social networks.

Highlighting what people cannot do There is attention given to what people can do.

Reacting to vulnerable situations when they occur There is a greater focus on prevention, early 
intervention and support for self-care.

Undertaking assessments for services which offer 
standard solutions

There is an assessment conversation which provides 
more in-depth understanding of the person and 
offers tailored solutions.

Arranging support provided by the local authority A use of creative solutions through a range of 
voluntary and community sector services.

A large amount of care for people with long term 
conditions being provided in institutional settings

A priority for providing support, when it is needed, 
in the home or local community.

2.3 
Integration 
and 
Localism

In addition to 
rationalising Health and 
Social Care law, the Care Act also challenged the 
Health and Social Care Economies to work in a more 
integrated fashion with a spotlight on team integration 
or co-location with joint or pooled budgets. 

In “Working together for a better future: supporting 
closer integration of Health and Social Care” produced 
by NHS England (NHSE) in February 2018, its Strategy 
Team published four key themes:-

 Right care in the right place – crisis avoidance

 Joining up processes of assessment

 Right care in the right place - ongoing care

 Considering the needs of the whole person

Gloucestershire is also at the vanguard of the 
Integrated Care System (ICS) approach that is being 
developed, initially with 15 regions across the UK and 
will supersede the Sustainability and Transformation 
Partnership (STP), aiming to bring together services for 
people in need with the four aims above at the heart 
of service development. This strategy will underpin 
some of the key components of our local Integrated 
Care System.
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2.4 Service Restrictions

As well as local and strategic policy drivers, one 
of the pressing reasons for change are some local 
challenges that currently makes the delivery of 
intermediate care and reablement services difficult:  

• The local geography tests current services, there 
are parts of Gloucestershire that are hard to reach 
– or local care providers cannot reach

• The current system is supported by many transient 
funding systems such as the Better Care Fund and 
Winter Resilience monies that has led to parts of 
the system being limited or unsure of its ongoing 
affordability and sustainability

• There isn’t a clear system lead officer, responsible 
for ‘Intermediate Care’ to implement and monitor 
change. The relationship between the Council, 
the CCG and current providers has been tested 
through roles and responsibilities not being clear; 
this limits the ability of key leaders across the 
local Health and Social Care system to effectively 
challenge when the system is under pressure. 

• There is a workforce shortage, nationally and 
locally, impacting upon the recruitment of care 
workers, therapist and nurses – this presents a 
significant challenge to providing equitable levels 
of access to support across all parts of the county.  



9

Care at Home: Enhanced Independence Offer

 

3.1  The future model described in this report 
is for people of any adult age; however, 
it is important to note that the key user 
group of these services are people over 
65, and for that reason the population 
statistics presented are based on this age 
demographic.

3.2 In Gloucestershire the population of over 
65s is currently estimated to increase by 
33% by 2035, which will impact upon the 
cost and availability of services if we do not 
reconfigure services and increase support in 
key areas to help people remain at home and 
living independently for as long as possible. 
It is also predicted that Gloucestershire, 
consistent with the rest of the UK will 
see increases in older people living with 
dementia, obesity and having spells in 
hospital following a fall. These and other 
factors are all likely to increase demand on 
services.

 

Demographic 2017 2020 2025 2030 2035

Total population aged 65 and 
over

132,300 140,900 157,500 178,100 196,700 

Total population aged 65 and 
over predicted to be admitted to 
hospital as a result of falls

2,721 2,987 3,543 4,008 4,490 

Total population aged 65 and 
over living in a care home with 
or without nursing

3,588 3,893 4,637 5,541 6,744 

Total population aged 65 and 
over predicted to have dementia

9,252 10,050 11,807 14,096 16,490 

Total population aged 65 and 
over with a BMI of 30 or more

34,473 36,383 40,168 44,910 49,017 

Total population aged 65 
and over predicted to have a 
longstanding health condition 
caused by a stroke

3,051 3,276 3,730 4,223 4,684 

Total population aged 65 and 
over unable to manage at least 
one activity on their own

24,202 26,026 29,856 34,728 39,863 

  3POPPI PANSI data, Oxford Brooks University, IPC website August 2018

3. KEY POPULATION & DEMOGRAPHIC FACTORS

 Local Demographic Projections for People >653
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3.3  The proposed model therefore, focuses on initially 
maximising the use of wider local assets where 
possible that people can access through the 
Voluntary, Community & Social Enterprise (VCSE) 
sector and other innovative council initiatives 
such as ‘Your Circle’, the increased use of digital 
technologies and short-term support when needed 
to delay formal care as long as possible. Reablement 
services are a key component of the short-term 
support that the authority is legally required 
to provide free of charge for up-to 6 weeks in 
accordance with current legislation. 

 Within Gloucestershire, there are a wide range of 
services to support people to live independently 
in their communities (tier 1). Many of these tier 
1 services work together to support discharge 
from acute and community hospitals, as well as 
supporting people to remain in their own homes for 
longer and reducing reliance on long term services. 
These include, but are not limited to: 

  Charity Organisations such as the Age   
 UK/British Red Cross ‘Out of Hospital’    
 Service 

  Housing Support delivered by P3, Green   
 Square and Gloucester City Homes

  Community Support via community    
 meals, wellbeing and befriending services

  Equipment including telecare, telehealth,   
 Gloucester Life Link (https://lifelink.uk.com/)

These services and more can be found by searching on Your 
Circle 
(https://www.yourcircle.org.uk/). Within the acute and 
community hospitals, there is a team of Care Navigators to 
support discharge with signposting, advice and guidance to 
service users as well as health and social care professionals. 

In addition, the Know Your Patch initiative builds networks of 
organisations within the county, who work with individuals and 
groups to help people stay independent for longer 
(https://www.knowyourpatch.org.uk/). 
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3.4 Demand
A baseline position regarding current demand 
patterns and flows has been modelled4  using 
a number of validated Gloucestershire County 
Council and local NHS data sources to develop 
an agreed baseline from which the impact of 
demographic and planned service changes can be 
modelled and understood.

It is accepted by all partners across the health and 
care system that the growth in numbers of older 
people across the county over the coming years, 
will also see demand for services grow if services 
aren’t redesigned, transformed and independent 
living supported and promoted – ‘do nothing’ is 
not an option. 

  4iMPOWER Demand, Capacity & Flow Model Aug 2018
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The tables below show the current levels of demand from the 
initial point of contact through the referral centre and into Tier 2 
services alongside the predicted changes in demand associated with 
demographic growth from 2017/18 to 2020/21. This represents the 
“worst case” scenario of demand growth by using the population 
growth figures for over 65s, as used in the MFST.

Initial Contact 
Point

2017/18 2018/19 2019/20 2020/21

Admin 204 208 213 217

Customer 
Services

48,090 49,100 50,131 51,184

Hospital 4,201 4,289 4,379 4,471

LD 940 960 980 1,000

MH Provider 17 17 18 18

OP/PD 709 724 739 755

Other 5,027 5,133 5,240 5,350

Referral Centre 13,067 13,341 13,622 13,908

SC Team 8,343 8,518 8,697 8,880

Total 80,598 82,291 84,019 85,783

The growth in demand through demographic growth alone 
could be as much as 5,185 by 2020/21, equivalent to 100 cases 
per week in extra contacts.

Demographic growth could see an increase in referrals being 
processed by the referral centre of 3,427 more by 2020/21.
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The numbers below refer to anticipated growth to services that are currently 
configured. The new model will anticipate the appropriate pathways for people, 
and therefore the flow and growth of people will change as the tier 2 system is 
refined.

Referral Centre 
Outcome

2017/18 2018/19 2019/20 2020/21 Projected 
growth by

Hospital 2 Home 595 607 620 633 38

Discharge to 
Assess

354 361 369 377 23

Reablement 2,430 2,481 2,533 2,586 156

Bed Based 
Reablement

253 258 264 269 16

Therapy 7,548 7,707 7,868 8,034 486

Enablement 661 675 689 704 43

Total 11,841 12,090 12,344 12,603 762

This rise in Tier 2 service requirements over 
time will also pass on an increase into Tier 3 
and will result in a financial overspend.  

As can be seen from the table above the 
biggest rises are in reablement and therapy, 
although it is important to note the steady 
rise of bed based services for reablement 
and discharge to assess. One of the biggest 
challenges will be to try and deliver more 
assessment services in a person’s own home.

Whilst future configuration will change the 

pathways and therefore the demand for 
those pathways, it is useful to note that 
some of the effects of the current system 
on outcomes for people, is as a result of 
tactical commissioning; that is for example, 
the commissioning of short term measures 
to help flow out of the acute hospital 
setting, or response to localised crises. It 
is envisaged that the future state will plan 
more strategically for peaks and troughs in 
demand.
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4  REVIEW OF CURRENT SERVICES

4.1 Between April 2018-April 2019 the Adult Single 
Programme and Joint Commissioners carried 
out a full review of all of the existing services. 
This also included a review of interdependencies 
too.

The service areas reviewed were as follows:-

 Short Term Domiciliary Care

 Reablement at Home

 Hospital to Home

 Bridging services

 Discharge to Assess at Home

 Reablement Beds

 Discharge to Assess Beds

The following sections are a summary of the detailed 
findings from this work.

4.2  Domiciliary Care

The Domiciliary Care Dynamic Purchasing System 
(DPS) currently allows the Integrated Brokerage Team 
to buy home based support across a wide needs 
base and geographical locations. The framework 
covers the following set of needs, and supports 
people for short term periods of care as well as 
ongoing care, so it has a great importance for the 
Enhanced Independence Offer. The framework 
allows us to buy the following.

 Personal Care

 Reablement

 Discharge Home to Assess

 Hospital to Home

 Continuing Health care

 End of Life/Palliative Care

In addition to the core elements, localised and 
targeted frameworks were re-commissioned to look 
at delivering care to meet the demand in the urban 
and rural localities within Gloucestershire. 

The importance of supplying care in a diverse and 
largely rural County such as Gloucestershire is a 
challenge which is complex and difficult to manage. 
One of the intentions of this strategy is to ensure 
people can receive the care they need irrespective of 
their location.

4.3  Reablement at Home

Gloucestershire provided over 2400 Reablement 
packages in 2017-18. Predominantly supplied by 
Gloucestershire Care Services NHS Trust, reablement 
has supported many people 
to remain independent in 
their own homes with some 
good outcomes. 

There have been difficulties 
however. The reablement 
provider has found it difficult 

to supply a service county wide, partly due to dealing 
with inappropriate referrals and lack of capacity; 
in some parts of Gloucestershire, reablement has 
been supplied by other providers from the external 
domiciliary care framework. 

Financial pressures in recent years have also led 
to a hold on recruiting to vacant posts within the 
Reablement Service, creating major limitation, the 
providers’ ability to cope with demand and a gradual 
decline in the service. 

4.4  Hospital to Home

Hospital to Home is a short term service designed to 
get people home from hospital and to support them 
for up to 72 hours, with the choice of extending the 
service to four weeks for those who might benefit 
from reablement support.

 Despite being a very successful, outcome focused 
service for some people, Hospital to Home has 
managed people with increasing acuity, this had a 
negative effect,  leading to 33% of people returning 
to hospital, some who have passed away due to the 
severity of their illness.

The Hospital to Home service has also been very 
flexible in supporting the economy, in supporting 
people in difficult to reach parts of the county. This 
has also had a negative impact upon unit costs due 
to long travel times.
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4.4  Reablement Beds

Some people cannot 
go home after a period 
in hospital and some 
may need a period 
of convalescence or 
further support, and 

assessment, in an environment where their needs will 
be assessed and enhanced wherever possible.

There are currently 98 reablement beds utilised in 
the county at many different locations, but again 
coverage is not balanced across the six localities in 
Gloucestershire. Whilst choice policies do not cover 
short term beds, the geography of the county would 
suggest that some attention has to be paid to both 
the coverage and location of Reablement beds, in 
order to support carers and the logistics of having 
people so far from home. The current provision of 
reablement beds is also operated by both internal 
council resources or external care home providers 
– the application of a true ‘Reablement Philosophy’ 
is inconsistent which means people are not always 
having the focus on maximising their independent 
living skills and quite often transfer into longer-term 
packages of care to early in their lives.  A consistent 
approach and philosophy to Reabling people needs 
to be adopted and standardised across all the units 
delivering this service in the future.

4.5  Discharge to Assess

People accessed the current Discharge to Assess 
pathway 345 times in 2017/18. This service supports 
people who are clinically optimised, and have 
ongoing health needs, but do not require an acute 
hospital bed. Assessment for longer-term nursing, 
residential care and support is then undertaken in the 
most appropriate setting and at the right time for the 
person.

The system is already over reliant on Discharge 
to Assess beds and needs to redefine the way in 
which it uses this capacity. The NHS currently funds 
26 Discharge to Assess beds, but quite often over 
commissions, the highest number of beds used in any 
one week in 2017-18 was 56.

Outcomes for people using discharge to assess beds 
are mixed, between July 2017-18 27% of people 
discharged into the service died. This suggests people 
in the last 1000 days of their lives who are more 
complex are ending up in an assessment bed rather 
than having the choice to go home and die.

Gloucestershire will need to develop more ways of 
carrying out assessment in people’s own homes 
following a period in hospital.

4.6  Bridging Service

The bridging service was set up to support people 
who cannot restart their domiciliary care package 
immediately following discharge from hospital. The 
service supports people until their provider is ready 
to mobilise again. 197 people benefitted from these 
services during 2017-18
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Gloucestershire Equipment and Technology Service 
has been subject to major transformation as detailed 
elsewhere. 

In 2017 the Strategic Equipment Review set up a 
Board to oversee the development of one single 
service that would bring together the disparate 
elements of technology and equipment services 
and bring them together as one. Following the 
redesign, GETS will begin to support the people of 
Gloucestershire with their specific needs. This model 
will create a more equitable, streamlined and more 
financially viable offer.  We anticipate that this model 
will launch in August 2019.

The work carried out by the Strategic Equipment 
Board is multi-faceted and complex, and will bring 
all of the equipment pathways together under one 
team, reducing duplication of referral, ordering, 
warehousing, assessing, delivery and training 
processes. The old services were all mapped ready 
for integration and they will in future sit under the 
operations arm of GCC.

There are three aspects to the changes and 
refinements

 Organisational and Development (Human 
Resources)

 Procedural

 Operational

The following issues will be resolved:-

 Procurement compliance, so that all aspects of the 
services are procured in the same way

 Minor Adaptations

 Support for the Disabled Facilities Grant process

 Issues with the servicing and maintenance contract

 Hoist services

 Equipment going into care homes

 Use of trusted assessor

 Sensory support

 Wheelchair services

 Postural support

 Telehealth – to be brought into GETS in the 
medium term

 Development of a One stop shop model

 Lifestyle monitoring to support complex assessment

 Ensuring the joint service is ready for the Digital 
Switch

 Children’s equipment and access to Telecare

The aim is to use equipment in many ways but the 
main objectives are as follows

 Can equipment or technology enhance a person’s 
independence and management of any long term 
conditions or need

 Can the use of equipment or technology reduce or 
end the need for formal care

 Can specialist equipment support in the planning or 
assessment of services for complex individuals

 Can equipment and technology be a strategic lever 
for ongoing savings for already reduced public 
budgets?

In addition the Adult Single Programme has 
embraced an initiative to fund technology that 
will support people’s independence by reducing 
care packages, or provide data that can be used 
when assessing people for ongoing support and 
care if needed. In a partnership with MySense and 
Swindon Council, 200 sets of sensors and base units 
were purchased, that could be used to support the 
assessment processes outlined later in section 5.

4.7  Technology and Equipment
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4.8  Interdependencies

For any health and social care system with 
independence at its heart, the fitting and delivery of 
the equipment is key. Where we have an aspiration to 
discharge patients in a timely way into the community 
we need to ensure that there is equipment available 
or response time’s work within the thresholds of the 
model.

Further work on the interdependencies between 
Reablement and the GETS service will help to hone 
joint response times and prevent delays to getting 
people home on the basis of basic equipment not 
being available, for example:-

 Key safes

 Minor Adaptations 

 Equipment for daily independence

 Equipment that reduces risk in the home for 
someone who is frail or suffering from cognition 
issues.

The list is not exhaustive.

4.9  Overall Conclusions from the 
Deep Dive into existing services

The review of the above services gave commissioners 
an overview of what might need to change when 
implementing a new strategy and operating model. 
The following list is a summary of the issues

 Services have been commissioned and 
developed tactically - often in response to 
system pressures and often using new sources of 
temporary funding

 Variation in service capacity at a locality level 
– as coverage of the county has been varied

 There isn’t always a full understanding of the 
range of services available – some of which 
are in high demand, others of which are not fully 
utilised. 

 People can end up in the wrong places – for 
example people with personal care needs are in 
Reablement (and vice versa) and people are in beds 
that could be supported at home.  

 Outcomes could be improved - directly in terms 
of the number of people able to live independently 
at home but also in terms of people going into long 
term statutory services and readmissions to hospital

 There is a variation in cost - between services 
and against benchmarks 



18

Care at Home: Enhanced Independence Offer

4.10 Activity, Capacity & Flow 

Following the review of the current “as is” capacity the below table reflects the table below reflects 
current demand and future need.

Work has been undertaken within the Adult Single Programme to conduct detailed analysis of current 
activity, capacity and workforce to create a baseline from which future projections can be calculated.  
The baseline has been developed using a consistent time period of sample data where practicable5.  
Future projections have been calculated using a set of validated assumptions about the proposed new 
pathways and/or best practice benchmarks where they exist and will be applied to forward looking 
projection of 3 years.  

Active Summary

4.11  Capacity 
The projected activity levels detailed in the table above 
in conjunction with a set of validated assumptions 
relating to workforce in the Home Based Reablement 
Service plus Length of Stay and Occupancy rates in beds 
have been used to model future capacity and workforce 
requirements.  

4.12 System Flow  
Flow is important to a transient care system. To ensure 
that people move quickly with the least hand-offs 
through the system as possible. The future model will 
need to have a customer journey that is seamless and 
responsive to their needs.

Churn is the optimal turnover of patients in order for 
their system to operate smoothly. Ideally if you flow 
30 people into the system a day you need to discharge 
30 people out the other end to ensure there are no 
blockages. The new model will have to quickly assess 
the optimal churn through the service and be ready to 
flex during times of high intensity, for example during 
winter or during periods of unusually high temperatures 
when some conditions are exacerbated. 

  5Data period for baseline activity, capacity & workforce covers 12 months from August 2017 – July 2018
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5 DEVELOPING A NEW MODEL

5. Developing a New Model

The new target operating model has developed 
out of the system review as detailed in the previous 
section. It has also adopted the following aims

 Making sure people receive the right care in the 
right place at the right time

 Reducing hand-offs and bureaucracy

 Improving flow – pulling people from the hospital

 Increasing churn – getting more people exited 
from the service, either the same or more each 
week

 Simplify pathways and assessment

 A sustainable set of services that are viable and 
possibly incentivised

5.1  This proposal is to implement a new operating 
model for the Gloucestershire Reablement service, 
that will improve outcomes for people by allowing 
them to remain at home living independently 
for longer. It will simplify the customer journeys 
through the care system; maximise efficiency and 
cost effectiveness whilst ultimately contributing to 
financial savings, by reducing the number of long-
term domiciliary and residential packages required.  
The new model will also build on elements of 
current good practice and ensure that the three-
tier conversation being adopted by the Social Wort 
Team is fully integrated into new ways of working. 

5.2  In reconfiguring Reablement Services the 
programme will ensure that aspects of the service 
are compliant with CQC registration requirements 
and implements the principles of the latest guidance 
and best practice recommended for Intermediate 
Care Services, including Reablement by the National 
Institute for Health & Care Excellence6, the Local 
Government Association (LGA) and the Association 
of Directors of Adult Social Care (ADASS).

  6NICE guideline [NG74], 2017
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5.3 It is intended that simplifying 
the model will improve outcomes 
by reconfiguring services into 
two clear pathways that will 
navigate people back to their 
own homes with support as 
the default. There will also be 
short-term beds commissioned in 
designated units for people with 

more complex support needs 
to commence their Reablement 
or assessment of on-going care 
needs prior to a return home 
or into a further package of 
support. Currently there are also 
several referral routes into home-
based services, which also add to 
the complexity and inefficiencies. 

Referral sources are as follows; 
42% from acute hospitals 20% 
from community hospitals and 
38% from the community itself. 
The new model will continue 
support referrals from these 
sources in the future but there 
will be basic rules that ensure:

Model overview 
REFERRAL SOURCE 

Short Term Reablement Beds - 
ringfenced capacity with reablement and therapy 
input accessible from the community and hospital 
Short Term Assessment Beds - 
ringfenced capacity with reablement and therapy 
input supporting social care and CHC 
assessments for patients discharged from 
hospital. 
 

OUTCOMES 

Home First service – support for 
hospital discharge for a maximum of 10 
days with a therapy led assessment of 
ongoing service need within 48 hours.  
Reablement Service - support for a 
maximum of 6 weeks from hospital and 
community with a therapy led approach 

HOME PATHWAY 

BED PATHWAY HOSPITALS 
Acute and 
Community 
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5.4  The New Model

In summary the new model will:-

• Simplify the referral process through two clear 
pathways; home and bed based

• Stop assessments in a hospital setting;  rather 
people should be triaged by Adult Social Care to 
ascertain whether they can safely be supported (and 
assessed) at home

• Align with National Institute for Clinical Excellence 
guidelines thus delivering services at home where 
possible i.e. a ‘home first’ philosophy which also 
reduces hospital delays.

• Have a ‘therapy led reablement approach’ where all 
opportunities for people to live independently are 
pursued

• Support both step down from the acute and step up 
from the community with almost half of reablement 
support provided direct from community settings

• Reduce ‘reactive brokerage’ through having 
brokerage at a later stage of the customer journey, 
when there is more information about the service 
user and allows more time to secure the most 
appropriate services

• Support the adult social care innovation work to 
reduce the demand for long term care services as 
well as reducing readmissions to hospital

• Align with the wider Health & Care System i.e. 
Integrated Care System and Transfer of Care Bureau
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 6Personalisation in Practice: Lessons from experience, Age UK 2010
 7Analytical work undertaken by iMPOWER / Caja (2018/19) and validated and verified through the Adult Single   Programme key stake-holders.

5.4.1  Customer Journey Mapping

As part of the review of Enhanced Independence Offer services commissioners 
also looked at the customer journey, in order to understand how a person 
might be best served. Commissioners looked at the “as is” as well as the “to 
be”. The high level customer journey map is below.

Customer Journey Mapping

5.5 The Two Pathways

5.5.1.  The new home-based pathway will consist of the Home First Service 
and the Reablement Service. 

They will be provided by a lead provider with additional capacity provided from 
the external domiciliary care sector.

5.5.2 Home Based Pathway-  
Will be therapy led and delivered 
through a Home First & Reablement 
Service that begins with up to 48 
hours of intensive support and 
assessment overseen by a lead 
therapist. During this time decisions 
will be made regarding a person need 
to go onto further Reablement for up 
to six weeks or proceed to Tier 3 for 
continuing care (statutory assessment) 
services.  Following a maximum of 10 
days in the Home First Service those 
with further Reablement potential 
will transfer into the Reablement 
Service for up-to six weeks of funded 
care inclusive of the time spent in 
the Home First part of the service. 
Reablement users will not perceive 
a change in their service provision 
unless it is a reduction in visits based 
upon an assessment. 

5.5.3  The proposed strategy to 
implement this service will be to 
reconfigure and expand the current 
Reablement Service that is managed 
by Gloucester Care Services NHS 
Trust and utilises the Gloucestershire 
County Council employed Reablement 
workers. There is a requirement to 
reinvest in this service to establish 
the correct staffing levels and 
professional/grade ratios to ensure 
sufficient capacity is in place to 

support the demand levels predicted 
through detailed capacity and 
workforce modelling7.

5.5.4 One of the criticisms of 
the current model is its lack of 
appropriately specified capacity, 
access criteria and operating 
frameworks. This model will address 
all three with a set of agreed aims and 
objectives, key performance indicators 
and management information that is 
helpful.

5.5.5  Bed Based Pathway – 
Will be delivered from ‘ring fenced’ 
capacity, commissioned to support 
therapy supported Reablement or 
assessment on a short-term basis for 
a maximum of 6 weeks. It is intended 
that capacity will be provided in 
each locality across the county in 
designated units commissioned from 
the external care market. There will 
be clearly specified requirements to 
support people rehabilitate and regain 
maximum independent living skills 
possible in order that they can return 
home.  This pathway and bed capacity 
will also replace the existing Discharge 
to Assess (D2A) beds that are currently 
spot purchased across the county 
to ensure better outcomes for these 
people.
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5.5.6 The reconfiguration of 
these short-term Reablement 
and assessment beds will be 
undertaken as part of the 
Gloucestershire County Council 
Care Home Strategy. A cabinet 
paper outlining the changes to 

the configuration of reablement 
and assessment beds will be 
delivered to the June 2019 
Cabinet. Capacity will also be 
reconfigured to provide care in 
each of the Districts across the 
county, resulting in the delivery 

of short-term bed-based care 
closer to people’s normal place of 
residence. The proposed capacity 
requirements have been based 
on predicted demand levels8 the 
individual District population 
density and demographics.

District Reablement Assessment Totals

Cheltenham 12 4 16 beds

Cotswold 12 4 16 beds

Forest of Dean 11 3 14 beds

Gloucester 12 13 15 beds

Stroud 14 15 18 beds

Tewkesbury 11 3 14 beds

Total 72 beds 22 beds 94 beds

 Enables more people to be actively re-abled

 Reduces delays in hospital

 Reduces the number of people going into Nursing or Residential Care

 Reduces unnecessary social care and CHC assessments

5.5.7 The proposed capacity configuration of short-term beds is detailed 
below:

Future Short-Term Bed Capacity Requirement9

8Analytical work undertaken by iMPOWER / Caja (2018/19) and validated and verified through the Adult Single Programme key 
stake-holders.
9Capacity assumptions based on mid-year ONS projections for population >65 by District and proportioned against total projected future bed capacity
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5.5.8  Triage & Navigation
There is work being undertaken at a system level 
with support from NHS England to ensure that the 
routes out of hospital for patients returning home 
works more efficiently.  This is being facilitated 
through the establishment of integrated Multi-
Disciplinary Teams (MDTs) that include social 
workers in hospitals and the locality Integrated 
Care Teams (ICTs). The Adult Single Programme is 
working closely with colleagues in the local Clinical 
Commissioning Group (CCG) to design how MDTs 
will work, defining access criteria for the new 
pathways and ensuring that the decisions regarding 
discharge destinations are aligned to both the Care 
Act and the three-conversation approach that is 
being implemented.  The MDT and ICT referrals will 
be administered by a local Transfer of Care Bureau 
(ToCB) that will have access to the commissioned 
capacity.

5.6  Integrated Brokerage

A brokerage system is essential to any system that 
procures then commissions health and social care 
services. Since the development of support planning, 
support brokerage has become important to 
commissioners who wish to find the right supply.10

Gloucestershire has an integrated brokerage 
function that supports the health and social care 
economy by facilitating the following: 

 a consistent communication pathway for both 
providers and practitioners

 consistency of the way individual commissioning 
of placements, care packages and support services 
for Adult Social Care, are commissioned

 consistent process for the management of Adult 
Social Care contracts at both a strategic and 
individual commissioning level

 increasing consistency of the way these services 
are recorded and monitored

 reducing inefficiencies caused by multiple handing 
of information

The Care Act introduced the principles of market 
management and market shaping expecting local 
authorities to:

 Facilitate markets that offer a diverse range of 
high-quality and appropriate services. Ensuring 
the continuous improvement of those services 
and encouraging a workforce which effectively 
underpins the market 

 work to develop markets for care and support that 
ensure the overall provision of services remains 
healthy in terms of the sufficiency of adequate 
provision of high quality care, and support needed 
to meet needs

When Gloucestershire introduced brokerage, the 
overall aim was to provide a one stop shop for 
providers in order to identify the where, how and 
why of commissioned services.

The new model will not expect brokerage to interact 
with the homebased and bed-based pathways. It is 
expected that any extra capacity for the homebased 
pathway will be accessed by the Lead Provider, 
rather than brokerage. It is also expected that any 
beds within the tier 2 system will be a set of self-
managed, but ring-fenced capacity that will be 
called off by the MDT with overall control by the 
most appropriate team in the Reablement service.

  10Personalisation in Practice: Lessons from experience, Age UK 2010
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5.7  Commissioning for Outcomes

GCC unlike many other Local Authorities deliberately 
factored commissioning for outcomes into their 
domiciliary care frameworks, in line with national and 
local transformation and integration agendas.

It is important to move away from traditional 
mainstream ‘time and task’ business models for 
home care into a model where there are components 
of integrated outcome based services, funded on a 
capitated basis, where providers will be incentivized 
to drive efficiencies in our local health and social care 
economy.11  

Outcome based commissioning is being used to 
deliver innovative new services for specific client 
groups across an entire population in a range of 
health care, primary care and community based 
settings.  By rewarding both value for money and 
outcomes, that are important clinically, professionally 
and to people, and by engaging with providers in 
their delivery, it is anticipated that this will release 
capacity wasted on overuse, misuse or underuse of 
care.

A key factor for the success of the framework is 
robust costing and a carefully thought through 
approach to sharing financial risks between 
commissioners and providers.

This outcome focus is achieved not just through 
commissioner and provider dialogue, which in itself 
is a step away from traditional provider responses to 
service specifications written by commissioners, but 

achieved through active dialogue with our citizens 
in what matters to them. This is an important and 
key distinction in how we commission services into 
people’s homes. 

Commissioning for outcomes will support the Three 
Tier Model to deliver services that both meet people’s 
needs and improve their independence and well-
being outcomes.

5.8  Incentivising Providers 
Pressure and strain on the health and social care 
system can result in people failing to get the care 
they need. This has a detrimental impact on people’s 
health and is distressing for families and individuals.  
Introducing reablement into the care home market 
means that there will be a shift in focus for providers 
from providing long term residential care to re-
ableing people to return home within a matter of 
weeks.  There will also be a shift for providers in 
extending their admission timeframes (i.e. 7 days a 
week).

We understand the difficulties of operating as a care 
provider, or working as a carer during busy periods 
and we have identified that paying an incentive for 
the speed of picking up new care packages and 
undertaking intensive reablement support to facilitate 
timely discharge home can strengthen the workforce 
and support resilient services.

In consideration of the changes required to the care 
markets and to support a change in culture from long 

term residential and domiciliary care to short term 
reablement a number of options for incentivising 
providers are being developed for consideration.

5.9  Performance and Key Metrics

Gloucestershire County Council’s vision to support 
people to live more independent lives will mean 
transforming how we use services and focus on the 
goals that are important to people, their families and 
carers.  If we can achieve this then the benefits for 
the local health and care system are significant and 
we anticipate that it will relieve some of the pressures 
being felt in our hospitals and local care homes.  Our 
proposals will ensure that we make better use of our 
money and resources, focussing our effort supporting 
people when they really need it.  In order to know if 
our work is successful we are developing a range of 
measures that will focus on these aims, for example:

 People improve in our care

 People aren’t readmitted to hospital

 People are living independently

 People don’t go into long term care if they could 
be at home

 Our care workers have capacity to care for people

The list above is not exhaustive and along with 
management information we will monitor the 
pathways in order to make sure people receive the 
care they need at the right time, in the right place 
and with the right service.

  11Messages on the Future of Domiciliary Care Services Professor John Bolton and Dr Jane Townsend IPC, Oxford Brookes April 2018, pp 27
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5.10  Therapy
As part of the service mapping work, commissioners 
will look at how any therapy service interacts with 
Home First and Reablement.  

Recent work with the acute trust has led to 
discussions about therapy outreaching into the 
community with people who have been discharged 
from hospital. This may well be a good point 
to explore the relationship between acute and 
community therapy.

The new therapy capacity will be verified, set against 
demand and included in any future workforce plan.

5.11	 Benefits	of	implementing	the	
model

 There will be a reduction of 30 of beds required 
in the future Bed Based Pathway as more service 
users return home as the default. Home based care 
is generally more cost efficient and achieves better 
outcomes for people.

 The new model is expected to have a wider 
positive impact at a system level, including:  276 
fewer long-term Domiciliary Care packages, 6 
fewer Residential Care places, 151 fewer Nursing 
Care places and 197 fewer Hospital Readmissions.  
These benefits will help reduce the pressure and 
costs within Tier 3 services.

  Improving outcomes for people receiving 

reablement to increase the proportion of people 
being fully re-abled with no requirement for on-
going support from statutory services. This will 
benchmark Gloucestershire positively against the 
National Audit of Intermediate Care.
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6 WORKFORCE DEVELOPMENT 

6.1  GCC and CCG will still expect the lead provider 
to manage the existing staff team, and work in 
partnership to produce a workforce plan that will 
meet the needs of the people using it and the 
demand from the system. It is envisaged that the 
new model will need more capacity and so as part 
of the workforce plan we will need to plan for the 
following:-

 Recruitment to care roles can sometimes be 
challenging due to completion from other 
employers, care is quite a volatile market with high 
turnover

 Pay rates particularly from external providers can 
be lower than other roles such as supermarkets, 
hospitality or retail services

With this in mind it is important to ensure we 
maximise the use of existing staff teams such as 
those managed by Gloucestershire Care Services, the 
current cohort of reablement staff.

In addition we will have to ensure we carry out the 
following:-

 Review and refresh of all training

 Embed the culture and philosophy of reablement.

 Recruit to the vacancies we currently have in the 
system that were previously held vacant due to 
savings targets

 Carry out a full workforce review and set a 
workforce plan in place for the next five years

6.2  Staff Experience and Training

All of the reablement staff in commissioned 
services, as per specifications, will work under 
CQC registered managers and will be trained to a 
minimum standard, as well as having the opportunity 
to achieve vocational qualifications and the care 
certificate.

The expectation is that the staff who work on the 
Enhanced Independence Pathway will receive the 
following additional training if they have not done so 
already:

 Core training (Care Certificate and/or NVQ 
equivalent) 

 Reablement or reablement refresher, for those who 
have recently received training

 Knowledge of low level equipment and technology 
to enhance independence

6.3  Terms and Conditions and TUPE

 There will be no change to the terms and 
conditions of the current reablement workforce 
who will remain on Gloucestershire County Council 
terms and conditions. 

 TUPE does not apply as the staff team will not in 
the foreseeable future transfer into Gloucestershire 
Care Services

 Redundancy is not being offered to the current 
staff team as they are required to support the 

delivery of reablement on an ongoing basis.

 There may need to be discussions regarding 
logistics and reduction in travel for staff



27

Care at Home: Enhanced Independence Offer

6.4  Recruitment and Retention

Gloucestershire has been at the forefront of planning 
for its future health and social care workforce with 
its Proud to Care Workforce Planning Board and 
implementation groups. Gloucestershire links in with 
a vibrant Proud to Care network operating in the 
South West.

Key challenges coming from this strategy for the care 
workforce will be:-

 Job satisfaction and career progression

 Permanency of roles 

 Making sure the workforce has the right skills for 
the industry

With reducing resources in Health and Social Care 
over the last eight years it is not surprise that there 
needs to be a view taken of Gloucestershire health 
and social care workforce. The NHS has just launched 
its first workforce planning document for 25 years,12  
and Skills for Care has recently published a workforce 
document to address the needs of the social care 
workforce in England13 .

6.5 Additional capacity – not 
hands on.

In order for the system to work, there does need 
to be some extra capacity developed to help 
manage the whole system, flow and churn.

It is proposed that the following areas will be 
developed to help the model

1. A Tier Two System Lead –  a named responsible 
individual reporting to the various partners 
(GCC, GCCG, GCS and GHT)

2. A number of Flow coordinators to support the 
developing caseloads – responsible for helping 
people access low level services,breaking 
bureaucracy and challenging the wider system 
on behalf of the people using it.

3. Dedicated contract management time for the  
system to hold partners to account.

  12Facing the facts, Shaping the Future, Public Health England 2017
  13The State of the Adult Social Care sector and workforce in England, Skills for Care, September 2018

Recruitment 
and 

Retention
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7  ENGAGEMENT AND CONSULTATION 

7 Engagement and ConsultationMany of the services discussed within this proposal have already been subject 
to broad consultation. The purpose of this document is to inform and engage 
with people who use services as well as clinicians, health and social care staff, 
partners, providers and the general public. 

Engagement has taken take place as a series of deep dive reviews mapping 
services and discussing issues with providers and partners, and this will 
continue throughout the model. Consultation will take place via networks, 
partner provider meetings, local presentations and focus groups throughout 
Gloucestershire. 

It is hoped that the deep dive process outlines above will provide the 
opportunity for wide ranging engagement and consultation with the partners 
and providers who deliver the services we are trying to improve. 

7.1  Internal consultation has been held with:

Cabinet Member for Adult Social Care Commissioning 

Commercial services 

Information Management Services 

Adult Social Care staff

Commissioning staff

7.2  External Consultation has been 
held with:-

Gloucestershire Healthcare Trust

Gloucestershire Care Services

Gloucestershire Hospitals Trust

Gloucestershire CCG

Gloucestershire CC
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8  FINANCE AND RESOURCES

£
It is envisaged that this change in model 

will be a cost neutral exercise. The proposed 
model will make better use of existing 

Council and CCG expenditure on reablement 
and domiciliary care provision enabling the 

achievement of Medium Term Financial 
Plan savings and the better use of staffing 
resources to improve productivity. It also 
creates the potential to enhance service 

delivery to meet wider Health and Social Care 
system needs funded through reduced use 
of acute hospital services and the need for 
residential care. The final shape and scope 

of this joint service will be determined by the 
Joint Commissioning Partnership Board.

£
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9  RISK

A full risk register has 
been developed for 
the EIO Cluster and the 
top	5	risks	identified	in	
respect	of	reconfiguring	
Reablement Services are 
as follows:

9.1

5
There are currently issues 
recruiting and retaining 
reablement staff and there 
have been recruitment 
restrictions placed on vacant reablement worker 
posts resulting in variation of staffing levels 
and ability to deliver current services across the 
county. Having a sufficient and well-trained 
workforce is critical to enabling delivery of the 
new model, particularly with competition for 
workforce from other sectors. 

9.2

Staff and Union relations are important in any 
service transformation. However the risk is 
that tension and risk can escalate depending 
upon the stage of negotiations and outcome. 
There could also be significant resistance from 
operational staff to proposed changes.

9.3

There is a 
risk that the 
new simplified pathways 
will be overwhelmed with 
referrals, as the system may 
see reconfigured services as 
an easy answer to immediate 
operational issues facing 
acute discharge. However, 
predicted future capacity has 
been calculated using local 
data and capacity will be 
capped based on predicted 
levels of activity and the 
affordability envelope.

9.4

Provision from the local care market to support either 
additional reablement worker/personal care capacity in 
the Home-Based Pathway and provision of both short-
term or on-going Domiciliary Care packages in all parts 
of the county to support the flow out of reablement 
services could create issues with system flow. It will 
be essential that the local care market is shaped and 
incentivised to be responsive across the county.

9.5

Whilst there is a good working 
relationship between GCS and 
GCC there is a 3 month notice 
period to enact changes to the 
contract or operational plan. 

With so much transformation taking place 
within the local health and social care 
sector there is a risk of strategy, policy 
and procedural misalignment. Whilst this 
is mitigated through the Integrated Care 
System approach good partnership working 
and consultation, it still remains a low level 
risk.  

9.6

9.7

3
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10  IMPLEMENTATION TIMELINE

There are some key delivery dates for the project. They can be seen below 
in the diagram, however in summary:-

June 19th 2019          Report and Strategy to go to Cabinet

July 2019                  Report and Strategy to go to CCG Boards

June-October 2019 Engagement Period with partners and workforce

November 2019 Implementation of the Home First and 
 Reablement pathway

April 2020              Implementation of the Bed Based pathway


