
 

 

 

 

Gloucestershire Health Overview and Scrutiny Committee (HOSC) 

July 2019 

One Gloucestershire ICS Lead Report 

 
 
 
 

 
The following report provides an update to HOSC members on the 
progress of key programme and projects across Gloucestershire’s 
Integrated Care System (ICS) to date.   

Gloucestershire’s Sustainability & Transformation Plan commenced year three of four in April 2019 
continuing priorities against the central transformation programmes with refreshed delivery plans in 
place that will transition the system into delivering against the Long Term Plan. In this report we provide 
an update on 2019/20 plans and the progress made against the priority delivery programmes and 
supporting enabling programmes included within the One Gloucestershire Integrated Care System.  

 

Gloucestershire’s ICS Plan on a page  
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The Enabling Active Communities programme looks to build a 
new sense of personal responsibility and improved independence 
for health, supporting community capacity and working with the 
voluntary and community sector.  

 
The development of the Gloucestershire Prevention and Shared Care Plan, led by Public Health, aims 
to reduce the health and wellbeing gap and recognises that more systematic prevention is critical in 
order to reduce the overall burden of disease in the population and maintain financial sustainability in 
our system. 
 
Key priorities for 2019/20 will align to the refreshed Health & Wellbeing Strategy and are split across the 
4 main workstreams: supporting pathways, supporting people, supporting places and communities and 
supporting our workforce.  

 
Supporting Pathways 

 

 There have been 3,237 referrals onto the National Diabetes Prevention Programme (NDPP) 

with a 60% referral uptake. 

 Tier 2 Child Weight Management – There is a focus on increasing awareness and 

engagement in the community; we have identified families for focus groups and to support co-

production throughout the project. 

 A key achievement has been the running of a one-day Blue Light training event on the 17th 

June, delivered by Alcohol Concern. The event was targeted at Cheltenham staff and 23 people 

attended.  

 Postpartum contraception: this way of working is embedded and there is sustained delivery 
from the ward team. The Cheltenham Midwifery teams have now received training and are due 
to join the pilot this should increase uptake of postpartum contraception. 

 
Supporting People 
 

 The Early identification of domestic abuse pilot project that was due to end on 30th June 

2019 has identified further funding. The service will be commissioned by Gloucestershire County 

Council through the Gloucestershire Framework for Domestic Abuse. 

 Healthy food for NHS staff, visitors and patients: good progress was seen in a recent review 

and further work is planned over the coming year to continue to improve the healthy food offer. 

This work is being overseen by the Gloucestershire Hospitals NHS Foundation Trust (GHFT) 

Health and Wellbeing Board. 

 Social Prescribing Plus - Approximately 50 people have been referred into the Breathe In 

Sing Out project which is delivered by the local music charity Mind song. A network of arts 

based self-management groups for people with living with chronic pain is being developed. This 

will offer an accessible option for patient led self-management before, after or instead of pain 

management programme. Two local arts organisations, Artshape and Cinderford Artspace are 

running an arts based project for Children & Young People who have Type 1 Diabetes with 

accompanying mental health needs. Around 18 children and young people who have Type 1 

Diabetes have been referred into the project. 
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Supporting Places & Communities 
 

 Gloucestershire Moves Programme Update: 

o 2 Schools have signed up to the Cotswold’s Walking Project 

o Special Olympics Gloucester – Big Health check day delivery is complete. 1,500 

people attended with 14 accessible sports provided. This was delivered in partnership 

with volunteer students from Hartpury College. 

o Beat the Street launched in June 2019. A focus on the programme is given below 

o The Dear Daily Mile case study campaign is working with primary schools across the 

county to share their stories of doing the daily mile, in particular overcoming barriers and 

the impact it had in their school. 

o Strengthening Local Communities - Work continues to engage with local communities 
and groups to understand how they can work together to benefit the community. 

 
Supporting Workforce 
 

 Workplace Health and Wellbeing: The workplace wellbeing newsletter is now reaching an 

audience of 720 people. Work continues to expand the readership. There is ongoing work to 

engage and support workplaces across Gloucestershire. New workplaces are being supported 

to develop healthy workplace policies.  

 

 
                Focus on Beat the Street 
 
 
Originally implemented as part of Active Gloucestershire, Beat the Street aims to increase levels of 
physical activity in those least active and most vulnerable (less than 30 mins per week).  Target cohorts 
are: older people; those with long term health conditions/disabilities; women; people from lower socio-
economic groups; BME communities. In addition, it will look to change behaviour across the county as a 
whole to one where physical activity is the norm, including enabling the infrastructure to support 
sustained behaviour change. 
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Hugely successful in 2018, Beat the Street turns Gloucester into a giant game; it’s a fun, free challenge 
which aims to make physical activity part of daily life.  The scheme was so successful last year that it is 
being re-introduced to Gloucester from 26th June to 7th August 2019. 
 
Highlights from 2018 Beat the Street Gloucester: 
 

• 71 Beat Boxes across the City 
• 10 distribution points including libraries and leisure centres  
• Over 10,000 participants  
• 74,000 miles travelled in total 
• 1200+ Facebook and twitter followers 
• Over 4,300 people registered providing health, travel and behaviour data  
• 60% of registered players were female 
• 20% of registered adults were inactive (<30mins a week) 
• The proportion of adults using their car every day decreased from 32% before the game to 25% 

six months later  
• 11% increase of players meeting physical activity guidelines 
• 1200+ Facebook, Twitter and Instagram followers 
• 42.9% weekly newsletter engagement rate 

 
Comments from participants included that the scheme 
created a real buzz around the City and that they 
enjoyed “spending time with family” and “finding new 
places”.  Some examples are featured below: 
 
“I cycled to places I’d never been to; found cycle paths 
in places I didn’t know. I looked forward to the challenge 
and felt excited when looking for the boxes. Felt a sense 
of achievement and motivated to go out and exercise 
after work” 
 
“We spent time as a family, planning routes then going 
out and completing them. We would go out every 
Sunday for a long walk and then a few times during the 
week. It made us enjoy being together and outside! 
We've tried to keep it up since” 
 

 
This inclusive initiative is suitable for individuals, families, schools, community groups and workplaces to 
take part in.  To join in, players just pick up a card and map from a distribution point, register on the 
website and pick a team. 
 
The website features leader boards for schools and communities and spot prizes can be won during the 
game, the more active you are the greater the chance of winning a prize.   
 
Players use the map and move between tap point boxes.  If 2 different boxes are tapped within an hour, 
this will record as 1 journey (10 points).  The more journeys you make, the more points you get. 
 
For 2019 Beat the Street has: 
 

 more beat boxes 93 total and has new locations 

 Eye catching signs above the Beat Boxes 

 More distribution points including supermarkets and community hubs 

 New bonus points events and themed weeks 

 Prizes and incentives for registering, playing and completing end of game survey 
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 The game runs into the summer holidays 

 Better partnerships, more of a legacy and better connections to existing local activities and 
facilities 
 
Success will be measured via: 
 
• Sport England evaluation framework 
• Player registration, end of game survey and 6/12 month follow up surveys 
• Participants asked about their activity levels, travel behaviours, mental wellbeing and 

connection to their community 
• Case studies, quotes and focus groups 

 
To find out more and get involved please visit the website and signpost groups and individuals there: 
 

 www.beatthestreet.me/Gloucester 
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The Clinical Programme Approach has been adopted across our 
local health care system to ensure a collaborative approach to 
systematically redesign the way care is delivered in our system, by 
reorganising care pathways and delivery systems to deliver right 
care, in the right place, at the right time. During 2019/20 we have 
identified 4 clinical programmes for acceleration with faster paced 
work with Integrated Locality Partnerships. These Clinical 
Programmes are Respiratory, Diabetes, Circulatory and Frailty & 
Dementia.   

Respiratory: The Respiratory CPG has made strong progress with integration, initially concentrating on 
the Chronic Obstructive Pulmonary Disease (COPD) pathway. The test and learn cycles have resulted in 
changes to how patients are seamlessly transferred between acute and specialist community elements of 
the pathway. 
 
An education and training programme to embed the pathway is being developed, to be delivered at a 
Primary Care Network Level.  
 
A focus will be placed on prevention in 2019/20 including smoking cessation, the use of pulmonary 
rehabilitation and links with local communities 
 
Diabetes: The CCG has been selected as an early implementer sit to use the HeLP online tool for people 
with type 2 diabetes. The new offer will mean people with type 2 diabetes have evidence-based 
information and support available at the touch of a button, via an online portal, giving them convenient 
and quick help to deal with the physical and mental challenges of diabetes. 

The resource will make the right advice available from home, work or on the move, helping people 
manage their health and wellbeing independently, potentially preventing the need for extra medical 
attention or the condition becoming worse. 

Trials of the online package showed people making use of the online courses and information reduced 
their blood glucose levels, a crucial part of managing type 2 diabetes. 

There are 11 pilot sites nationally and Gloucestershire will be the only pilot site in the South West.  
 
24 children with Type 1 diabetes attached a camp over the early May Bank Holiday to help provide a peer 
network and support to children and their families. The camp was well-received by those who attended.  
 
The number of patients attending the NHS Diabetes Prevention Programme continues to increase with 
3155 patients having attended this programme aimed at supporting those at high risk of developing 
diabetes with behaviour change and reducing their risk. 
 
A draft 10 Year Diabetes Strategy has been produced and is being reviewed by stakeholders.  
 
Circulatory:  

 The Cardio Vascular Disease (CVD) prevention work has been well aligned with NHS Long Term 
Plan and NHS Rightcare National Priority Initiative. 

  Community blood pressure programme has commenced and work is underway to improve the 
management of Atrial Fibrillation. 

 Proposal from Gloucestershire Wildlife Trust for a Social Prescribing offer for Cardiac rehab has been 
agreed 

 
 

3. Clinical 
Programme 
Approach 
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Frailty & Dementia  
Work is underway to agree a Frailty Strategy for Gloucestershire. As part of the Frailty Strategy, the 
Frailty CPG will develop and agree a core set of requirements for PCN based frailty services. 
 
Work is well underway in the re-commissioning the Falls Assessment and Education Service (FAES 
which has shown excellent results in reducing falls; the graph below shows the year on year reduction in 
the cost of emergency hospital admissions for patients following a fall. 
 

 
 
Active Gloucestershire have been working closely with the Frailty Clinical Programme to produce a 
Strength and Balance exercise leaflet  

 
 

                Focus on Complex Care @ Home  
 
 
The Complex Care @ Home service was launched on 1st April 2018 with a phased approach to 
recruitment and implementation. The service focuses on identifying people who are losing 
resilience and independence, increasing in frailty and at risk of hospital admission or long term 
care. The team is multi-disciplinary led by Community Matrons and includes dementia 
specialists, therapists, wellbeing coordinators, a dietitian and social care practitioners. They 
adopt a person-led care planning approach and promote the self-management of health 
conditions by using health coaching and the Patient Activation Measure. The team works closely 
with the person and resources in the community to identify and access longer term low level 
support to maintain benefits.  
 
The service has recently undertaken an evaluation and to 31st January 2019 the service has 
worked with 423 people. 
 
The evaluation showed a significant reduction in A&E attendances and GP appointments for 
patients before and after the support from Complex Care at home as shown below. 
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Alongside this analysis the evaluation also presented really positive case studies for 
individuals who had benefitted from being supported. One of the case studies is shown 
below. 

Person 

Mrs H. Lives at home with husband independently, neither have support from Adult Social 
Care 

Living Circumstances 

Mrs H has a history of falls with a number of hospital admissions. She has Arthritis, spinal 
damage, poor mobility, probable difficulties with short term memory and a catheter in situ. 

The Reablement Service identified no long term care needs following the most recent 
hospital admission 
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Complex Care @ Home Team intervention  

Joint visits were undertaken by the Care Navigator and Matron to support Mr and Mrs H. 
The team supported Mr H to better provide personal care for Mrs H. A range of equipment 
was suggested allowing Mrs H to elevate her legs during periods of the day to reduce the 
risk of falls. Occupational therapy intervention provided for handrail in bathroom and to 
promote independence with personal care. Information and advice was given on 
preventative support – fall detectors, Gloucestershire Fire and Rescue Service Fire Safe 
and Well check and Carer Support as well as the Adult Social Care process. Mrs H was 
supported to contribute to daily living tasks and now helps with meal preparation and going 
out jointly on shopping trips relieving pressure on her husband. 

The whole intervention entailed: 

 6 Community Matron Visits  

 1 visits by Occupational Therapist  

 2  visits by Physiotherapist  

 9 Wellbeing Coordinator visits 

 2 Care Navigator visits 

Outcomes 

Mrs H’s risk of falls has reduced; she now contributes to daily tasks. They are going out as 
a couple and enjoying the summer. 

They both have improved wellbeing due to: 

 Provision of equipment and reduced risk of falls  

 Promotion of independence in daily living and personal care tasks 

 Improved social interactions as the couple are accessing the community together 

 Reduced anxiety due to safer environment because of equipment and digital 
technology 

Admission to permanent care is prevented at this time. 

 
Overall the evaluation has informed the action plan for the service going forwards over the 
next 12 months to further refine and improve the service alongside recognising the success 
of the programme to date whilst also considering the next steps for the roll-out of the service 
more widely within the county. 
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The Reducing Clinical Variation programme looks to elevate key 
issues of clinical variation to system level and have a new joined up 
conversation with the public around some of the harder priority 
decisions we will need to make. This includes building on the 
variation approach with primary care, promoting ‘Choosing Wisely’ 
and a Medicines Optimisation approach, undertaking a diagnostics 
review and working to optimise Outpatient services.  

Key priorities for 2019/20 are 

 We will make continued use of the successful Prescribing Improvement Plan (PIP) to ensure the 
early in-year savings, and subsequent in-year benefit for as much of the year as possible. 
Actions include working with GP practices via the prescribing support team to identify and record 
beneficial changes to prescribing activity. 

 We will continue to work with secondary care colleagues to consider areas for mutual benefit 
within medication choice and supply routes.  

 Continued inclusion of Medicines Optimisation topics within the annual Primary Care offer to 
support primary care colleagues to maximise efficiencies available from appropriate prescribing 

 Continue the successful provision of the Clinical Pharmacist team working within many GP 
practices by recruiting to fill current vacancies.  

 Implement a two year programme Medicines Optimisation in Care Homes (MOCH) scheme, 
specifically in residential homes.  

 Develop and improve mechanisms to allow GPs to access specialist opinion/advice and 
guidance. 

 Develop appropriate alternatives to secondary care outpatient services where there are 
opportunities to manage patients in a less specialist and lower cost setting. 

 Support transformation in the outpatient approach across the system. 

 Strengthen our approach to commissioning thresholds through changes and developments to 
the CCGs Effective Clinical Commissioning Policies list. 

 Develop stronger secondary care gatekeeping functions through effective referral 
triage/management processes. 

 Undertake a review of diagnostic provision across the system to support transformational 
programmes. 

What we’ve achieved so far: 

 Work within the practices is progressing towards achievement of the 2019-2020 Prescribing 
Savings target through the updated Prescribing Improvement Plan and Primary Care Offer which 
have been merged for the first time this year.  

 Our team of Prescribing Support Pharmacists (PSPs), Prescribing Support Technicians (PSTs) 
and Clinical Pharmacists (CPs) are working to continue to interact with their allocated practices 
and provide support to achieve the allocated prescribing savings to individual practices. 

 The Go-live of phase 1 of the community Ear Nose & Throat (ENT) service (microsuction for ear 
wax removal, nose bleeds, and otitis externa) is planned from 1st July 2019. 

 Work is progressing towards the Gastroenterology Referral Assessment Service (RAS) with an 
estimated go live date on 15th July 2019. 

 There has been continued growth in Advice and Guidance usage in April and May 2019. 

 Outpatient service transformation is focusing on 4 key specialties at Gloucestershire Hospitals 
with the intent to roll-out improvements. The specialties are dermatology, diabetes, neurology 
and rheumatology. 

 We are building the strategy for diagnostic service across the county in-line with the 
development of a national approach. 
 
 
 

4. Reducing Clinical 
Variation 
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New Models of Care & Place Based Model 

The One Place, One Budget, One System programme takes a 
place based approach to resources and ensures we deliver best 
value. Our community care redesign will ensure responsive 
community based care is delivered through a transformative 
system approach to health and social care. 

The intention is to enable people in Gloucestershire to be more self-supporting and less dependent on 
health and social care services, living in healthy communities, benefitting from strong networks of 
community support and being able to access high quality care when needed. New locality led ‘Models of 
Care’ pilots commenced in 2016/17 to ‘test and learn’ from their implementation and outcomes, working 
across organisational boundaries, and leading to the formation of 16 locality clusters across the county. 

Key priorities for 2019/20 are 

 Operational and Strategic partnership of senior leaders of health and social care providers and 
locally elected government and lay representatives informing and supporting integration at 
Primary Care Network (PCN) level, unlocking issues and sharing responsibility for finding local 
solutions to deliver ICS priorities and tackling issues which arise for their population which can 
only be resolved collectively. 

 Clinically-led integration, involving staff and local people in decisions, to support more people in 
the community and out of hospital. 

 Integrated Locality Partnerships (ILP) Plan to deliver defined population strategy including 
prevention and public health, with aligned priorities agreed to improve outcomes.   

 Develop multidisciplinary workforce models which will operate at PCN level. 
 

What we’ve achieved so far: 

 Integrated Locality Partnerships (ILPs) have now commenced in all geographical areas. 

 Primary Care Networks have confirmed their boundaries and Clinical Directors have been 
appointed.  

 The Place based development group are now routinely meeting with representatives from 
education and Gloucestershire Voluntary Community Services Alliance (VCSA).   The first 
“Place development session” has been organised for 9th July. 

 South Cotswold Community Frailty Service have been working with Specialist Falls 
physiotherapists and they have been looking at strength and balance awareness project in flu 
clinics. 

 - 
 

  

5. One Place, One 
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Urgent Care 

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

We want to improve arrangements for patients to access timely and senior clinical decision making 
about their treatment and ensure specialist support is accessed as soon as possible. We propose 
potentially changing the way some care and support is organised in Gloucestershire to meet changing 
demands, make best use of our staff, their skills and the money we have.  
 
Regular updates on the One Place Programme have been shared with HOSC, describing how the 
programme aims to deliver an integrated urgent care system and hospital centres of excellence to 
ensure we realise the vision for urgent care a further update on progress is given at the July meeting in 
addition to this paper. 
 
Our key deliverables for 2019/20 include; 

 Continue to develop and refine the “One Place” strategy focussing upon development of same 
day urgent care services, Centres of Excellence and Integrated Urgent Care (Clinical Advice and 
Assessment Service). 

 To further develop and deliver schemes identified within the Emergency Department attendance, 
admission avoidance programme and length of stay management (overseen by the Urgent and 
Emergency Care Alliance). 

 To further develop and deliver schemes identified within the improving system flow programme 
which will reduce bed occupancy of long stay patients by 25%: 

 To further develop and deliver schemes identified within the Community Admission Prevention 
programme. 

 To further develop and deliver schemes identified within the Find and Prevent programme. 
 
 
Current progress 
Pre-consultation engagement will continue through the summer to support a developing dialogue on the 
solutions for Centres of Excellence and same day urgent care services.  
 

  

5. One Place, One 
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Our vision is underpinned by our enabling programmes which 
are working to ensure that the system has the right capacity 
and capability to deliver on the clinical priorities. 

 

 
Joint IT Strategy – Local Digital Roadmap  The WiFi project has been completed across all 74 
Practices. Cyber security action plans have been consolidated.  The latest Primary Care data shows 
Gloucestershire has 25% of patients registered for patient facing services. All practices have enabled 
patient online services with some practices achieving in excess of 30%.  E-Consultations are now live 
across the 5 pilot practices within the County, with 5 more being planned to go live. As part of the 
Cinapsis Advice and Guidance workstream, the average time GPs wait for a call response is 19 second. 
24 Practices across Gloucestershire have now received a demonstration of Cinapsis with 57 GPs 
having used the service. There are 1000+ users now live on Joining Up Your Information (JUYI) 
providing an, average of over 200 accesses per day and over 18,000 patient records viewed overall 
since initial Go-live. This is an additional 400+ users since the previous report. 
 

Joint Workforce Strategy – system-wide workforce planning workshops are taking place over the 
summer to support our long-term workforce strategy.  The third cohort of the ICS Leadership 
Development Programme started on 18th June with 20 leaders attending from organisations across the 
county.  Organisation executives are currently making nominations for the fourth which is prioritised for 
Dementia & Frailty.  The programme has been highly recommended by previous attendees and has 
been funded by Health Education England (HEE) Workforce Development funding and the South West 
Leadership Academy. This will ensure as many of the system leaders as possible can benefit from, and 
implement, the programme learning.      
 
Joint Estates Strategy – The ICS Estates Strategy is being developed which brings together updated 
organisational estates strategies of each constituent, as part of the long term plan. Within the Primary 
Care Infrastructure Plan, an updated Primary Care Infrastructure Plan with forward look to 2026 is being 
drafted and developed. The South Western Ambulance NHS Foundation Trust strategy for future estate 
provision will deliver a range of operational sites. These will consist of the development of new Hubs 
(Make Ready Centres) mainly close to Acute hospitals and supported by a network of Book On 
locations (staff start and finish shifts) and Spokes (standby points). Each Hub will be subject to a 
detailed Business Case for approval by the Trust. 
 

Primary Care Strategy – Our local digital first primary care strategy is to have a core offer for all 
practices, while also testing further digital enhancements to establish the benefits for patients and 
practices, while keeping an eye to the future developments with 111 Online and the NHS App roll out.  
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 As a Wave 2 Integrated Care System we are working towards 
increased integration to improve health and wellbeing, we 
believe that by all working better together, in a more joined up 
way, and using the strengths of individuals, carers and local 
communities, we will transform the quality of care and support 
we provide to local people. 
 

 
The System Development work stream captures the work to develop the overarching ICS programme. 
The responsibilities of this programme are as follows: 

 Provide Programme Direction to the Gloucestershire ICS 

 Manage a Communications and Engagement approach on behalf of the ICS, including ensuring the 
Health and Social Care Act duties regarding significant services changes are met in relationship to 
the ICS 

 Ensure the ICS has a robust resources plan in place that all ICS partners are signed up to and that 
is aligned to organisational level plans. 

 To ensure that the ICS has clear governance and performance management in place to ensure the 
system can manage and oversee delivery. 

 
Our key achievements made since the last report include; 

 Completion of the “what matters to you” engagement on the deliverables within the Long Term Plan. 
We are currently awaiting the final output of engagement and will use it to inform our next steps in 
building the One Gloucestershire response to the NHS Long Term Plan. 

 We continue to seek additional transformational funding for the county to support being at the 
forefront of developments in care. 

 We have relaunched the ICS Strategic Stakeholder Group which brings together a wide variety of 
stakeholders to steer the direction of the ICS and support delivery of our priorities. 

 The Implementation Framework for the Long Term plan has now been published and we will be 
building the One Gloucestershire response aligned to the timeframe laid out with our response being 
finalised by mid-November 19.  

 
 
 
 This report is provided for information and HOSC Members are 

invited to note the contents.  
 
Mary Hutton  
ICS Lead, One Gloucestershire ICS  
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