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One Gloucestershire ICS Lead Report

The following report provides an update to HCOSC 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. 
Priorities continue to be delivered across the main transformation programmes and we have reviewed 
the plans as part of our planning work on the Gloucestershire 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 ICS. One of the roles of the ICS is to improve the 
quality of Health and Care by working in a more joined up way as a system. 

Gloucestershire’s ICS Plan on a page 

1. Introduction
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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 improve health and wellbeing. It recognises that a more efficient approach to preventing ill health is 
very important. This will improve the health of the population and make an important contribution to the 
maintenance of sustainability in our ICS.

Key priorities for 2019/20 will align to the refreshed Health & Wellbeing Strategy and are split across the 
4 main work streams: supporting pathways, supporting people, supporting places and communities and 
supporting our workforce. 

Supporting Pathways

 The provider of the Tier 2 Child weight management service is in the final stage of developing 
a trial service for Gloucester and Forest of Dean. This includes establishing referral routes and 
developing ways of testing the programme.

 At the end of September the first joint Gloucester and Cheltenham Blue Light change resistant 
drinkers meeting took place. Members of the group are reaching the point of being successfully 
discharge and have been helped to find employment.

 Postpartum contraception - Delivery of 'contraceptive counselling' continues. The service has 
achieved a delivery rate of 100%; with 100% of women attending the service accepting 
contraceptives. 

Supporting People

 Referrals to Self-Management - Live Better, Feel Better are increasing. An assessment of the 
service is underway and results show people taking part are able to manage their conditions 
better than before attending the service. 

 A project has been developed which focuses on improving the quality of ‘Stop Smoking’ 
services.

Supporting Places & Communities

The Community Wellbeing Service (CWS) continues to make a positive impact to individuals, with 
3,971 referrals made since the service began nearly 3 years ago. A successful workshop was held 
during October between CWS providers and district council colleagues. The workshop aimed to further 
develop how the CWS and Strengthening Local Communities project work together. An assessment of 
the service to date is currently underway.

We Can Move programme:
 The Active Youth Network provides opportunities for people to get together, equipping them with 

the tools to recognise and support those who may be experiencing mental health issues.
 15 people have been upskilled through practical courses including safeguarding and the 

2. Enabling Active 
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‘Inclusive Activities course’ focuses on equipping people with the skills to work with disabled 
people and people with long-term health conditions more effectively in activities.

 Active Gloucestershire blog article exploring potential for a public transport, walking and cycling 
bridge across the River Severn generated considerable positive feedback.

 The Fall-Proof website has had 565 views in September, with over 500 people having received 
packs via community groups. As a result 83 champions / influencers have been identified. The 
programme looks at how people can improve strength and balance to help prevent them from 
falling. 

Strengthening Local Communities

 In Cotswold the second Bourton Funstival took place on 21st September. Health champions and 
‘Dementia Friendly Bourton’ were promoted at the event.

 
Supporting Workforce

 Workplace Health and Wellbeing: The distribution list for the workplace wellbeing newsletter 
continues to grow.  The newsletter has received very positive feedback. Planning is underway to 
formally launch the newsletter in January 2020.

Focus on Community Wellbeing Service: Case Study

A couple in their 80s had been referred by the GP as both were feeling low and were struggling with 
everyday life. A home visit was carried out to establish their needs. The initial issue was that they were 
struggling financially and this was having an impact on many areas of their lives, not least their mental 
health. They didn't know where to get support and were concerned that things might deteriorate. On 
discussion it was suggested that a referral be made on their behalf to Age UK for support and a review 
around benefits and pensions. 

Both agreed to this and a referral was made. Working with Age UK the couple were able to get their 
finances sorted and benefits/pensions reviewed. This resulted in a more positive mental attitude and 
they were more relaxed. On a follow-up visit they said that their wedding anniversary was imminent and 
they would love nothing more than a few days away. It was suggested that as the husband had been in 
the armed forces that they contact the British Legion to see if they were able to provide a short break or 
some financial support. The husband subsequently did this and they were able to provide a break at a 
hotelat the sea side. . The couple were able for the first time in a few years to have a break away and 
were delighted that they even had a room with a view.  They were able to spend quality time together 
with few worries as their finances had been sorted as well.

On their return, a phone call was received saying how grateful they had been for the support, 
information and help they had received. if they had not come to us their lives would not have changed 
for the better and they would not be in such a positive place. The couple just wanted to thank the 
service. They also informed us that they had had the time of their lives while on holiday. It had all had 
such a positive impact on their mental health.
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The Clinical Programme Approach has been adopted across our 
local health care system to make sure services work together to 
redesign the way care is delivered in Gloucestershire. , By 
reorganising the way care is delivered and services that deliver this 
care we can make sure that people get the right care, in the right 
place, at the right time. During 2019/20 we have identified 4 clinical 
programmes which will be moved forward more quickly.  These are 
Respiratory, Diabetes, Circulatory and Frailty & Dementia.  

Respiratory: 
Health Education England funding has been approved to continue education and training in 2019/20 
across primary care, community and acute care. This includes developing bespoke training packages 
including diagnostics, management and preventative support for teams working in Primary Care.

A Chronic Obstructive Pulmonary Disease (COPD) Self-management plan is to be evaluated in the 
Hospital, community and 13 GP practices. The trial phase commenced in September 2019

The specification for Home Oxygen and its Assessment is being relooked at. Changes to this process will 
mean a more joined up approach to help discharge patients from hospital. The design of an Integrated 
triage for community and outpatient referrals is underway.

Diabetes: 
The new National Diabetes Prevention Programme (NDPP) provider, ICS Health and Wellbeing, started 
on 1 August 2019 is working well with nearly 400 referrals made to date. A letter is also being sent out to 
Clinical Directors of Primary Care Networks showing their referrals onto NDPP against their total patient 
population The CCG is waiting to hear about the start date to be an early implementer site for the HeLP 
online tool for people with type 2 diabetes. 

The pathway for children with Type 1 diabetes going onto a Continuous Glucose Monitor is working with 
50 children in receipt of this device. The device will  help manage their diabetes and reduce its 
complications

Research into all major diabetes related amputations commenced on 8th September 2019. This is being 
undertaken by diabetologist and podiatrist and  learning from the  work will be fed back to those involved 
in the patients care to help  improve the quality of care in the future

7 national sites have been chosen to trial a Low Calorie Diet Programme of which Gloucestershire is one. 
Virtual clinics (patients are not present in the surgery) are being held by one of our GP’s. They are 
working well but it is too early to identify longer term positive effects on patients’ health and care.  

The 10 Year Diabetes Strategy has been finalised and will be submitted for approval to Diabetes Clinical 
Programme Group in November 2019.

The CCG was successful in being awarded £40,500. This money will be used to look at how people with 
Diabetes can volunteer to work with other suffers in the community to help improve the uptake of 
available education and support.

3. Clinical 
Programme 
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Circulatory: 
Joint GP and Hospital Consultant review of Cardiology referrals have been undertaken. This highlighted 
issues with both the quality and appropriateness of referrals. Meetings are planned with the Cardiology 
Leader to discuss options and next steps.

A Workshop was held in October with important stakeholders to develop the management of patients with 
palpitations as part of the Gloucestershire Hospitals NHS Foundation Trust (GHNHSFT) palpitations 
pathway.

REACH-HF home-based rehabilitation programme for people with Heart Failure commenced with the first 
group of patients.

‘Nature on Prescription’ in partnership with Gloucestershire Wildlife Trust launched, with actions identified 
to try to increase referrals.

Meeting held with the Hospital to agree actions to increase referrals for cardiac rehab. Patient 
engagement has taken place to gather feedback on ways to increase uptake with a proposal for an on-
line tool to be developed.

Frailty & Dementia: 
From the data provided, there is an early suggestion that the care home trial that is being delivered by the 
Rapid response team is reducing the number of call outs to the Ambulance Service in targeted care 
homes.

We want to make sure that the person is at the centre of decision making. The Frailty and Dementia 
Group are drafting and testing assumptions about what individuals living with frailty want. The drafted 
principles have been agreed and are now being tested with different groups.

The Integrated Community Dementia Team has been operational since July 2019 as a pilot, with all of the 
additional Community Dementia Nurse and Dementia Advisor posts successfully recruited to. Early 
feedback suggests that families value the improved contact with dementia services and the staff value the 
shared base and joint approach to planning care

The Community Dementia Dog project has been extended to 12 months based on positive results 
following a review during the middle of the trial. The project has worked with Charlton Lane staff to help 
discharging people home using activities designed to improve outcomes for patients. 
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The Reducing Clinical Variation programme looks to elevate key 
issues of clinical variation to ICS level. This will include having 
conversations with the public around some of the harder priority 
decisions we will need to make. This includes building on a 
different approach with primary care, promoting ‘Choosing Wisely’, 
thinking about how medicines can be used in a better way to 
reduce cost and waste, undertaking a review of diagnostic services 
and working to improve Outpatient services. 

Key priorities for 2019/20 are
 We will continue to use the successful Prescribing Improvement Plan (PIP) to ensure that we 

continue to save money and improve benefits 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 Hospital colleagues to consider areas including medication choice 
and how medicines are supplied so that benefits are shared across the ICS.

 Continue to include Medicines Optimisation topics within the annual Primary Care offer to 
support primary care colleagues to maximise savings available from prescribing in a better way

 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 scheme, specifically in 
residential homes. 

 Develop & improve mechanisms to allow GPs to access specialist opinion/advice and guidance.
 Develop appropriate alternatives to Hospital outpatient services where there are opportunities to 

manage patients in a less specialist and lower cost setting.
 Support changes to how Outpatient Care in delivered across the ICS Improve how money is 

spent to commission services through changing and developing relevant policy. 
 Referrals to Hospitals will be triaged and managed using improved procedures.  A review of 

diagnostic services across the ICS will be undertaken to support programmes of change.

What we’ve achieved so far:
 Work within GP practices is progressing towards achievement of the 2019-2020 Prescribing 

Savings target through the updated Prescribing Improvement Plan and Primary Care agreement 
which have been combined for the first time this year. 

 Our team of Prescribing Support Pharmacists Prescribing Support Technicians and Clinical 
Pharmacists are working with their allocated practices and provide support to help achieve 
prescribing savings for individual practices.

 Ongoing communication with the public around changes to medicines policies including the 
prescription of over the counter (OTC) medicines. OTC medicines information leaflet, relating to 
encouraging people to buy their own medications where possible, has been updated.

 GHNHSFT are looking at ways of improving outpatient services looking at 5 specialist areas. 
The specialties are dermatology, diabetes, neurology rheumatology and booking functions and 
patient communications. A bid has been submitted to Health Education England for some 
additional funding to provide on the ground support to deliver change.

 A meeting has taken place to discuss Public Involvement in Diagnostics and agree the purpose 
and attendance of a public involvement workshop for diagnostics.  A plan for the aim of the 
workshop will be taken to the programme board and further work is needed on securing 
representation.

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 ICS 
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, 
 Live  in healthy communities,
 Benefit from strong networks of community support 
 Be able to access high quality care when needed. 

New locality or Place led ‘Models of Care’ trials started in 2016/17. The trials were to ‘test and learn’ 
from this process including benefits, challenges and working across organisational boundaries. This led 
to the formation of 16 locality clusters/ Places across the county.

Key priorities for 2019/20 are
 Senior leaders from health and social care, locally elected government and non-professional 

representatives are working together to inform and support integration at Primary Care Network 
(PCN) level.  This will help with 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 by working together. .

 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 an approach which concentrates on their 
population which includes keeping people healthy (prevention) and public health. The agreed 
priorities will help to improve health and wellbeing for their population.  

 Develop how teams made up of different health and social care staff will work together at a PCN 
level.

What we’ve achieved so far:
 ILP members participated in Place based workshops, with local people, focussed on urgent care 

in Gloucestershire throughout September and October. 
 ILP Plans commenced for Forest of Dean and Stroud & Berkeley Vale, using a framework 

agreed by all ICS partners which made sure priorities fed into the NHS Long Term Plan. A 
workshop held in Tewksbury was very well attended and produced lots of good work. 
Participants in the workshop agreed that they would like to work together to create a Strategic 
ILP to include a common set of short, medium and longer term strategic priorities.

South Cotswolds Frailty Service
 Flu clinic training has started and leaflets have been ordered.  The team have been undertaking 

a health promotion exercise in as many flu clinics as they are able to attend including offering 
the “Sit to Stand” challenge and information about the importance of strength and balance and 
nutrition as we age.

 End of Life Care: the frailty team are undertaking development to improve confidence and 
competence in recognising when End of Life planning is needed and starting Advance Care Plan 
conversations earlier.

5a. One Place, One 
Budget, One System
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 Supporting GP’s in End of Life Quality Improvement.  
 Process for improved joined up working with Cirencester Community Hospital has been 

reviewed and a new process developed and expected to start in November.
 Dementia lead at the Community and Mental Health Trust is providing monthly Question and 

Answer sessions and also helping the team to explore identifying people who are at the End of 
their Life and planning care for people with Dementia. 

Fit For The Future
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 Fit for the Future 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. 

Our key deliverables for 2019/20 include;
 Continue to develop and refine the “Fit for the Future” 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 plans identified within the Emergency Department attendance ( 
A&E) admission avoidance programme and length of stay management.

 To further develop and deliver plans which look at the journey patients take from the time they 
are admitted until discharge which will reduce bed occupancy of long stay patients by 25%:

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

 To further develop and deliver plans identified within the Find and Prevent programme.

Current progress
An independently chaired Engagement Hearing took place on the 24th October in public and live 
streamed; giving people an opportunity to share their ideas and views on developing urgent and 
specialist hospital care in Gloucestershire in the future. The Hearing was also an opportunity for 
individuals and groups to discuss their thoughts on what they think should be taken into account in 
arriving at the best solutions for services. A group of experienced doctors and other healthcare 
professionals made up the panel on the day. 

Health leaders in Gloucestershire have ‘paused’ the current programme of public engagement in 
response to the Government’s announcement that a General Election will be held on Thursday 12 
December 2019. The pause, which is in line with NHS England guidance in relation to a Pre-Election 

5b. Fit For The 
Future
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Period means that the Citizen’s Jury and Solutions Appraisal Exercise, both scheduled to be held in 
December, will be rescheduled. New dates for the events will be published in due course.

Health partners in Gloucestershire would like to thank everyone who has taken the time to share their 
views and ideas as part of the public engagement programme that was launched in August. All 
feedback received is being collated into a comprehensive Engagement Report and this will be used to 
inform the development of potential solutions for the future local NHS services.

Our vision for future Health and Social Care in 
Gloucestershire is supported by our enabling programmes. 
These are   working to ensure that the ICS has the right 
capacity and capability to deliver on the clinical priorities 
which have been identified.

Joint IT Strategy: Local Digital Roadmap  
 Funding has been offered by NHS England to appoint a Chief Clinical Information Officer to 

support Mental Health, Digital & Data Strategy and Regional Diagnostics Sharing. 
 Cinapsis (an Advice and Guidance system), has now been rolled out to 47 practices across the 

county. This supports GPs and hospital consultants and other clinical staff communicating to 
support GPs with advice for patients on a quick turnaround. 

 Joining Up Your Information (JUYI) is being viewed 240 times a day on average supporting the 
sharing of information across our health and care providers.

 26.18% of patients are now registered for online primary care digital services. 

Joint Workforce Strategy 
The following 2019/20 Workforce Development Projects have been signed off by Health Education 
England and therefore supported with funding; 

 Advancing Practice,
 Apprenticeship Hub supporting us to continue to provide excellent apprenticeships in health and 

care roles, 
 Support to the clinical programmes (see section 3)
 Primary Care Network (PCN) Health Coaching Skills Training,
 Gloucestershire Improvement Community Programme,
 Outpatients and Upskilling Allied Healthcare Professionals in Ophthalmology Clinics.
 Cohorts 5 (CVD & Diabetes) and 6 (Respiratory & End of Life Care) of the ICS Leadership 

Development Programme are full and started in October.
 
Joint Estates Strategy
The ICS Estates Strategy is being developed which brings together updated organisational estates 
strategies of each partner organisation, as part of the long term plan. An updated Primary Care 
Infrastructure Plan with plans up 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.

6. Enabling 
Programmes
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Primary Care Strategy
Our first ICS digital primary care priority is to have a main offer for all practices.  It will test further digital 
improvements to establish the benefits for patients and GP practices. At the same time it will keep an 
eye to the future developments with 111 Online and the NHS App roll out. 
The 2019-2024 Primary Care Strategy must demonstrate how the ICS will: 

 enable services to remain flexible and sustainable, 
 improve integration and partnership working,
 detail priorities and  how these will be achieved, 
 describe how Primary Care Networks will be the focus as the key enabler to the strategy. 

We continue to deliver over and above the national mandated target of 30 minutes for improved access. 
In October, we had a visit from the national Access Team from NHS England as part of their 
investigations to inform the Access Review. We coordinated this visit which included visits to practices 
in the Forest of Dean and Gloucester City and were pleased to be able to report back from the ground 
how Improved Access is working locally.  Five practices in county have taken up the opportunity to 
develop admin staff to undertake some clinical tasks as part of their role – including phlebotomy, clinical 
correspondence and other activities to support GP workload. The new website (Footfall from Silicon 
Practice) supports Care Navigation and signposting to self-help and other services. It allows secure 
electronic communication between patients and practices and administrative functionality which should 
reduce telephone calls to practices. Currently 54 practices, out of Gloucestershire’s 74 practices have 
accepted the Footfall solution.
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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. 

The final output of public engagement has been completed and will be used it to inform our next 
steps in building the One Gloucestershire response to the NHS Long Term Plan.

 Further work has continued to seek additional transformational funding for the county to support 
early 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 group met in 
September and discussed the direction of the ICS including the Long Term Plan response and the 
Health and Wellbeing Strategy. 

Focus on One Gloucestershire
As part of moving towards integrated care the ICS Board have reviewed the ICS priorities and have 
emphasised the following:

o Improving mental health: including improving dementia care and a renewed focus on mental 
health and wellbeing, additional support for regular users of health and care services. Ensuring 
that everyone has equal access to services no matter who they are or where they live. 
Supporting Urgent & Emergency Care: the Fit for the Future programme remains central to 
delivering our new model of care within Gloucestershire 

o Focusing on proactive care in partnership with local communities: including building 
capacity in primary, community and VCSE (voluntary, community and social enterprise) care, 
reducing demand for acute services and improving end of life care 

o Improving population health: including rapid delivery of place based integrated working 
through Integrated Locality Partnerships and a focus on wellbeing and prevention and self-care. 
Increasingly we will work to influence the wider factors of health including loneliness and 
isolation whilst also improving or use and application of population health management. 

o Focus on enabling conditions including 
 fostering a culture of engagement and co-creation 

7. Integrated Care 
System
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 continuing existing enabling programmes of workforce, estates and digital 
 ensuring effective governance that facilitates shared decision making 

As we evolve our response to the NHS Long Term plan we have reviewed our transformation 
programmes and prioritised our focus since the publication of the 2016/17 Sustainability & 
Transformation Plan. The priorities are felt to be of increasing importance within our existing programme 
structure therefore they are being given more focus and resource over time. 

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

Mary Hutton 
ICS Lead, One Gloucestershire ICS 

8. Recommendations


