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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 One 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  
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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. Tier 2 services focus on lifestyle changes to support 

healthly weight. 

 Tier 3 (specialist) Child weight management service clinics are due to start in January 2020.  

 As at the end of November there are now 12 people on the Gloucester Cohort and 8 people on 

the Cheltenham cohort as part of the Blue Light Change Resistant Drinkers project. There 

was more attendance at the Cheltenham meeting, with colleagues from YMCA, Police, Safe 

Spaces and Cheltenham Borough Homes.  

 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 

 

 The Self-Management - Live Better, Feel Better has shown positive results for how people 

manage their conditions and report their progress and concerns to health care staff. The service 

has managed to reach the right people  as planned.  

 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 

4,314 referrals made since the service began nearly 3 years ago. Of these referrals, 73% of individuals 

have shown an improvement in their mental health. Staff within Primary Care and the CCG are working 

closely together tomake sure we have staff in the right places. 

 

We Can Move programme: 

 Stroud district council have purchased 800 falls sets to train their housing staff. A total of 717 

People have now received falls packs via community groups. These will help prevent people 
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from falling.  

 There are currently 155 schools taking part in The Daily Mile. The 'Big Day' campaign registered 

133 Gloucestershire primary schools, with a total of 26,380 children taking part. 27 of these 

schools had never run The Daily Mile before which was a fantastic outcome for this campaign. 

 Barton & Tredworth women's steering group have linked to the Friendship Cafe Inspire women's 

project. Monthly female-only activity sessions and Wednesday Wellbeing Evenings are being 

planned. They are working with local activity providers to help train individuals. 

 The first Active Travel session for staff was held and 2 new Action Learning Groups (young 

people and disability groups) took place in November. We are looking at how knowledge can be 

shared on line as well exploring the development of the ‘We can move’ website.  

 
Strengthening Local Communities 

 

 In the Cotswolds 13 local people have been trained to become Community Dementia Link 

Workers and in Gloucester City, Monday evening community engagement drop-ins are being run 

by an active resident. In the area.  . 

  

Supporting Workforce 

 

 Workplace Health and Wellbeing:  The Healthy Lifestyle Service has successfully recruited to 

the accreditor post. Work is underway to plan an official launch event for the new 

Gloucestershire accreditation. 
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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. 

 

Health Education England funding has been approved to support the education and training approach in 

2019/20 across primary care, community and acute care. There are significant opportunities for education 

across community and hospital teams including Pulmonary Rehabilitation, Leadership and Asthma. 

 

Educational video and podcast resources are being planned and developed for the Forest of Dean.  

 

There has been an agreement to change the prescription for Home Oxygen Assessment and 

detailed planning is under way. This change will enable a joined up approach to supported 

discharge to be embedded across the respiratory specialist team. 

 

Diabetes:  

The new National Diabetes Prevention Programme (NDPP) provider ICS Health and Wellbeing is working 

well and there have been 650 referrals made since August 2019. The CCG is working closely with 

Primary Care Networks to look at ways to increase referrals onto NDPP and share good practice 

examples. 

The pathway for children with Type 1 diabetes going onto Continuous Glucose Monitor is working with 50 

children in receipt of this device. The device will help manage their diabetes and reduce its complications. 

The 10 Year Diabetes Strategy has been finalised and has been approved by the Diabetes Clinical 

Programme Group in November 2019. 

The virtual clinics held by the GP Clinical Champion are progressing and working well. 

A diabetes integration workshop is taking place with Gloucester City in December 2019 to test the 

proposed way of working. 

The CCG was successful in being awarded £40,500 for using volunteering approaches to appoint a 

person/s with a lived experience of diabetes to interact with others in community setting to improve health 

& wellbeing outcomes.  
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Circulatory:  

An evaluation workshop for the Community Stroke Rehab Unit has taken place with a report and action 

plan to follow 

 

Atrial fibrillation (AF) podcast has been recorded as part of action in Primary Care. All practices are in the 

process of completing a review of patients prescribed treatment for AF to provide assurance that patients 

are receiving the correct dose. 

 

We are looking at the journey for patients with chest pain who go to hospital. This involves working with 

the Urgent Care team to identify ways to reduce emergency admissions for this condition. 

 

Gloucestershire Hospital has commenced a quality improvement project to increase referrals to Cardiac 

Rehab. 

 

REACH-HF project for home-based rehabilitation for patients with heart failure is on track, with positive 

feedback from patients so far. 

 

The Nature on Prescription project for people who have had a cardiac event is now on the 2nd intake and 

referrals are starting to be received for the Forest of Dean as well as Gloucester, 

 

Frailty & Dementia:  

At the most recent Frailty Clinical Programme Group, the group agreed the approach to divide people into 

4 groups (pre-frail, patients living with mild frailty, patients living with moderate frailty and patients living 

with severe frailty). The definition of these groups were agreed and the approach to looking at data and 

defining appropriate interventions was also agreed. 

 

Health Education England funded Young Onset Dementia training which was delivered to Community 

Dementia Nurses and Dementia Advisors which was well received and outcomes included best practice 

examples and research. 

 

The Community Dementia Dog project has been extended to 12 months based on positive outcomes 

from mid-point review. The most effective and beneficial referral source is Social Prescribing and it is 

hoped that this can be continued. The national Dementia Dog project in Forest of Dean has seen a mix of 

regular community Dog Days and home based interventions.  

 

 
Focus on Stroke Early Supported Discharge (ESD) 

 
 

The following case studies give some insight into the support the early supported discharge team and 

approach can give to stroke patients. 

 

Mr T 

Mr T was seen over a period of 3 years and is now walking independently, managing the stairs and his 

speech continues to improve.  He has the flexibility to self-refer back to Assessment and Rehabilitation 

Unit as required. Mr T’s discharge from the Dean Hospital was expedited by ESD therefore making cost 

savings and enabling him to get home which benefitted his wellbeing and rehabilitation. The 

severity/complexity of his stroke required longer term stroke specialist intervention and there was an 
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overall improvement achieved with further rehabilitation.  The fact that Mr T could access the Tewkesbury 

Assessment and Rehabilitation Unit after ESD and the community neuro physio specialist enabled him to 

achieve his goals of walking independently indoors, making a meal for himself, attending to his own 

personal care (therefore not being reliant on a package of care) and improve his cognition. 

 

Mr C 

Mr C benefitted from 12 weeks with ESD, preventing admission to another rehabilitation facility or 

needing to go out of county for treatment. Mr C had significant loss of independence with regards to his 

communication, personal care, mobility and had already had a long stay in hospital, he needed a 

significant level of input from the Occupational Therapists, Physiotherapist  and Speech and Language 

Team  over the 12 week period: 

• At 6 weeks he was walking supported with one carer, but it was evident that he was unlikely to be 

independently mobile in the future. The additional 6 weeks enabled ESD to concentrate on getting 

him out of the house, exploration of potential interests/hobbies and onward referral for Electrically 

Powered chair.  

• Mr C and his wife needed time to adjust to life after stroke. It was essential that ESD had 

adequate time to support this beyond the standard 6 weeks of service. At discharge Mr C and his 

wife felt well supported and that great progress had been made in the 12 weeks, with onward 

plans established. 

• He significantly improved in confidence in his ability to transfer, balance and mobilise with 

supervision from his wife independently in his home environment. 

•  

Mr C did not fit into the mild to moderate category of stroke and as such did not meet ESD criteria.  

However, the team accepted him because it was his best interests to receive stroke specialist input and 

because there was no other appropriate community service available. Mr C would not have been able to 

attend outpatient services at 6 weeks as he was still unable to get out of the house, get in a car, and was 

too fatigued to have managed a session if he had been taken on hospital transport. Providing longer term 

intervention at home was definitely the most appropriate service for him.  
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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. 

 Funding from the Primary Care Training Hub has enabled Gloucestershire CCG to run training 

days for GPs covering how to identify skin lesions and how to take high quality images. Training 

days were well received with a total of 96 GPs being trained. Further resources to continue to 

support learning have been provided on the G-care website. 

 In Rheumatology the GP practices with high numbers of inappropriate referrals have been 

identified and agreed a programme of training with GPs in Forest of Dean to improve their 

knowledge of Rheumatic Disorders. 

 A trial neurology telephone clinic commenced on 2nd November 2019. 

4. Reducing Clinical 
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 Primary care pathology referral route differences were investigated and presented at Reducing 

Clinical Variation Board (RCV). The RCV Board agreed that a series of bitesize guides for 

primary and secondary care would be beneficial. 

 The £200 million capital announcement for replacement of old (over 10 year at March 2019) 
diagnostic equipment resulted in the hospital receiving an allocation of new machines. 
 

 
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 networks/ 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: 

 Wave 2 Population Health Management Programme commenced across Cheltenham Integrated 

Locality partnership with an initial workshop held in November 2019. This will support the three 

primary care networks in Cheltenham to focus on the needs of their patients using data from 

across the system to tailor services to those who are at greatest need. 

 A number of projects continue to progress across each of the geographies, with particular focus 

on new ways of working, MDTs, Community Dementia, Frailty and Care Homes.    

 Planned launch of the Tewkesbury Integrated Locality Partnership on 10th December. 

 
South Cotswolds Frailty Service 

 Flu’ clinic packs have been assembled and Wellbeing Coordinators have dates in their diary to 

5a. One Place, One 
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attend the clinics. 

 Work continues to look at identifying and supporting people who are at the End of Life.  This 

includes supporting GP practices and looking at how patients can be supported to call the Frailty 

Team directly. This will help make sure that resources are used correctly  and free up Frailty 

team time 

 Aiming to improve partnership working with Cirencester Community Hospital 

 Development of a communications and training plan for the Ambulance Trust, to include “Me @ 

My Best” and training on managing frailty in urgent situations is being developed. 

 
 
 

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 views about 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.  

 

Following the programme ‘pause’ for the Citizen’s Jury and Solutions Appraisal Exercise will progress in 

January and February respectively. The dates and details of any public events will be available on our 

5b. One Place, One 
Budget, One System 



 

10 
 

website. 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. The report will be 

made public in the new year.  

 

 
 

 

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 

 Cinapsis (an Advice and Guidance system), has now been rolled out to 58 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% of patients are now registered for online primary care digital services. 

 A Children’s & Young People Mental Health digital bid has been submitted for central support to 

develop an online portal for young people to manage their appointments, advice, message their 

therapist and access a moderated group chat 

 

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. 

 

The Gloucestershire Leadership Programme is progressing well and positive feedback has been 

received. In terms of cohorts; 

 Cohort 3 (Urgent Care) has finished the programme; 

 Cohort 4 (Dementia & Frailty) remains ongoing; 

 Cohort 5 (CVD & Diabetes) remains ongoing; and 

 Cohort 6 (Respiratory & End of Life Care) remains ongoing. 

 

We held our first workshop to look at the whole system impact of the promoted new roles in primary 

care. This focused around pharmacists and working together as a system to support the best way to 

deliver these new roles.  
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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. The 

proposal for a new Minchinhampton surgery has been approved. 

 

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. 

 

Developing the Primary Care Workforce: A number of schemes are ongoing to help develop and 

improve the Primary Care Workforce. We have continued the Care Navigation trial with a training 

provider. Roles Reimbursement scheme is continuing with a Gloucestershire ICS stakeholder workshop 

for Pharmacy and Medicines Optimisation taking place in 10 December 2019. There are Three GPs 

currently on the Health Equalities Fellowships scheme.  The Primary Care Workforce website has been 

developed.  

 

 

 

 

 

 

Focus on Digital Technology 
 

 

Our vision is to work together to deliver digital convergence and collaboration across the ICS and to 

ensure that digital technology is one of the key drivers facilitating service transformation and 

sustainability. We will invest in a sustainable and underpinning technical infrastructure to support the 

delivery of transformational service changes, driven by care professionals and focused on empowering 

people to take control of their own health and care. 
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Doing Things Differently 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

So Far…. 

 The first phase of the new Hospital Electronic Patient Record went live in Gloucester Royal 

Hospital in December. This started with electronic documentation, tracking boards and a clinical 

record portal, which also allows access to a Shared Care Records. Time savings for staff as well 

as improved quality of care are already being evidenced, helped by a high level of engagement 

from nursing staff in In-patient wards. 

 The clinician to clinician messaging pilot, called Cinapsis, has been rolled out to 68 GP practices 

and the frailty service. This allows GPs to seek specialist advice on patients that may need to be 

sent to urgent care services and dermatology services. Early feedback on the impacts are 

positive  

 Funding has been awarded to the hospital and mental health services in Gloucestershire to 

implement Electronic Prescribing and Medicines Administration. This will improve safety and 

efficiency significantly compared to the paper based mechanisms in place currently. 

 40 new GP websites have gone live, including new capabilities to do online messaging from 

patients to the practices. A programme of support is being developed for best usage and 

benefits from increasing usage of digital primary care services. 

 A new Gloucestershire Digital Technology professional network has been established called 

Glos Care Informatics. The Academic Health Science Network has sponsored the first two 

events and speakers have been lined up for the next two from national and local teams. The 

group aims to increase the network, skills and knowledge of technology and health care staff in 

the county. This includes introducing aspiring informaticians to the career pathways and 

opportunities to learn more.  
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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; 

 Dame Gill Morgan has been appointed as Independent Chair of the One Gloucestershire Integrated 
Care System (ICS) and will take up her role in January 2020. Gill has enjoyed a long and 
distinguished career in the NHS and third sector at national and local level. She has extensive 
leadership experience having held a number of senior roles including Chair of the Alzheimer’s 
Society, Chief Executive of the NHS Confederation and Chief Executive of North and East Devon 
Health Authority. She has also been a Permanent Secretary in the Welsh Government. More 
recently Gill has been Chair of NHS Providers since 2014, Vice Chair of the Lloyds’ Bank 
Foundation for England and Wales, Commissioner (Vice Chair) for the review of physical and sexual 
abuse in women suffering multiple disadvantages and is Patron of the Infection Prevention Society. 
We are excited to welcome her to the One Gloucestershire system. 

 One Gloucestershire ICS Web ‘Bitesize’ Priority Summaries: A useful resource for community 
partners and health and care professionals these summaries cover everything from active 
communities to transforming services. The summaries cover what we are doing as a partnership, a 
case study and highlight our plans going forward. The first 16 summaries have recently been added 
to the onegloucestershire.net website and provide a ‘bitesize’ overview of ICS priorities. A further 13 
are in production. The summaries can be found at https://www.onegloucestershire.net/  

 The third draft of the One Gloucestershire Long Term Plan response has been submitted and the 
overall shift in compliance was positive. The plan is moving towards finalisation in early January with 
a plan to publish a public facing guide and the full narrative plan. 

 A number of system wide strategies are progressing rapidly including outpatients, digital, primary 
care, Health & Wellbeing Strategy and the Prevention & Inequalities Framework. 

 
 
 
 

 
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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