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Adult Social Care and Communities Scrutiny Committee

Report from the Director of Public Health

7th July 2020
__________________________________________________________________

Introduction

The purpose of this briefing is to provide an update to the Adults Scrutiny Committee on the 
local response to COVID-19.  This is in addition to the regular member briefings circulated 
currently twice per week.  This includes an update on NHS Test and Trace, how this relates 
to the Gloucestershire Local Outbreak Management Plan, a summary (correct at the time of 
writing) of the impact of COVID-19 (in terms of cases and deaths so far) and an update on 
the county’s response and support for rough sleepers during the COVID-19 situation.  

1. NHS Test and Trace

The NHS Test and Trace service was launched on 28 May 2020.  The service consists of 
three tiers (Figure 1).    It is an is an integral part of the national strategy to support the 
country to begin to move to recovery from the lockdown measures and local Public Health 
teams are essential to making this work.

Figure 1 – NHS Test and Trace Service (Tiers)

How NHS Test and Trace works

Contact tracing is a fundamental part of outbreak control.  As soon as somebody 
experiences symptoms of COVID-19 (or receive a positive coronavirus test but have no 
symptoms) they must self-isolate for 7 days.    All other household members who remain 

https://www.gov.uk/guidance/nhs-test-and-trace-how-it-works
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well must stay at home and not leave the house for 14 days.   Detailed guidance is available 
online and ensuring our citizens are aware of this and that they can seek advice and support 
from the NHS website and NHS 111 will be critical to ensuring low numbers of cases in 
Gloucestershire.  

Every time somebody tests positive for COVID-19, their details are automatically sent from 
the national laboratory data service to the national NHS Test and Trace service which 
immediately generates an automatic email and/or text to the individual.  This asks them to 
log on to the NHS Contact Tracing Website to complete the contact tracing.   This asks the 
person to identify anyone they have had close contact with in the two days before their 
symptoms started and since their symptoms began.  Close contact is defined as:

 having face-to-face contact with someone (less than 1 metre away)
 spending more than 15 minutes within 2 metres of someone
 travelling in a car or other small vehicle with someone (even on a short journey) or close 

to them on a plane
If the person does not complete this information, they are telephoned by one of the 3,000 
professional contact tracers (Tier 2), 24 hours after the initial test to gather this information.   

Those who they have been in contact with, are risk assessed according to the type and 
duration of that contact. Those who are classed as ‘close contacts’ are contacted and 
provided with advice on what they should do e.g. self-isolate.

Not everyone that has COVID-19 will have symptoms (asymptomatic), or they may start 
spreading the virus a few days before their symptoms develop (presymptomatic).  This is 
why people who have been in contact with confirmed cases of COVID-19 are asked to self-
isolate to reduce the chances of them unknowingly spreading the virus.   People might 
develop the infection anywhere up to 14 days after contact with a person who has confirmed 
COVID-19. 

All information on the contacts is then passed to Tier 3, consisting of over 20,000 call 
handlers employed by external providers under contract to DHSC.   Again, a text/email is 
sent in the first instance and contacts are directed to the NHS Contact Tracing Website to 
submit their details so that they can be directed to self-isolate for 14 days, and to get a test if 
symptoms develop.  They’ll also be given advice on how they can access help and support 
whilst self-isolating, which includes directing them to the Local Authority’s support offer.  As 
with the cases, if there is no response, the Tier 3 staff will make telephone contact and 
provide advice using national standard operating procedures (SOP) and scripts as 
appropriate.  

The PHE South West Health Protection Team (Tier 1) will investigate cases escalated from 
Tier 2.  This will include complex, high risk settings, and communities such as care homes, 
special schools, prisons/places of detention, healthcare and emergency workers, health care 
settings, vehicles where it has not been possible to identify contacts; and places where 
outbreaks are identified e.g. workplaces.   Advice following national guidance will be given to 
cases, their close contacts and settings/communities as appropriate.    PHE will notify the 
Local Authority and together the teams will manage any incidents or outbreaks. 

https://www.gov.uk/government/publications/covid-19-stay-at-home-guidance/stay-at-home-guidance-for-households-with-possible-coronavirus-covid-19-infection#main-messages
https://www.nhs.uk/conditions/coronavirus-covid-19/
https://contact-tracing.phe.gov.uk/
https://contact-tracing.phe.gov.uk/
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The Local Authority Role in NHS Test and Trace

Our local role as a Local Authority is to support Public Health England and the NHS Test and 
Trace team to provide local understanding and knowledge and ensure that the public and 
stakeholders understand and can be reassured about a situation.  We will also be working to 
ensure that people who might be asked to self-isolate because they have been in contact 
with a confirmed case have essentials like food and medication.  The Local Outbreak 
Management Plan (see below) will outline how these key relationships will work. 

Figure 2 – Self-Isolation Advice

Testing in Gloucestershire

Testing is available in Gloucestershire as follows:

 “drive-through” regional testing centres at Hempsted Meadows, Gloucester (with other 
nearby sites in Swindon, Worcester and at Bristol airport).

 mobile testing units (MTU) which are deployed in various locations around the county for 
a few days at a time (organised on a South West basis)

 postal/courier swab kits delivered directly to residents
 a care home testing portal for arranging whole care home testing
 NHS staff can be tested through their employer, or via the NHS drive through facility at 

Brockworth
 Additional testing is available via PHE where there is a suspected outbreak, and also via 

Brockworth for some specific scenarios e.g. someone living at home requiring a negative 
test before moving into care
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Fraud Concerns

Although concerns have been raised about the possibility for fraudsters to take advantage of 
the NHS Test and Trace system, clear guidance on what the service will and won’t ask for is 
available.  Trading Standards have also been supporting the public to avoid any scams.

The NHS Test and Trace App

When it is launched, the NHS COVID-19 app is designed to supplement the core elements 
of the Test and Trace service by increasing its speed and reach, especially for those who 
have been in close contact with someone who has tested positive but are not known to 
them, for example on public transport.

2. Gloucestershire’s Local Outbreak Management Plan - Update

Alongside the NHS Test and Trace service, the government has provided a new funding 
package of £300 million to enable Local Authorities to provide a significant role in the 
identification and management of the infection.  Gloucestershire will receive £2.2 million.

Local authorities are working with government to support test and trace services in their local 
communities, taking a place-based approach to containing the spread of the infection.  Each 
local authority, led by the Director of Public Health (DPH) has been given funding to develop 
tailored outbreak management plans, working with District Councils, the local NHS and other 
stakeholders.  Our outbreak management plan will focus on preventing, containing and 
responding to potential outbreaks in places such as workplaces, care homes, hospitals and 
schools, and monitoring the daily numbers of cases and other intelligence to get ahead of 
the curve.  

As part of this work, we will also be required to ensure testing capacity is deployed 
effectively to high-risk locations. To do so we will work closely with the NHS Test and Trace 
service, PHE Regional Oversight Board and Health Protection Team and the local NHS.  

The Local Outbreak Management Plan (LOMP) has four main functions:

a) Standard response function

Action cards will be in place to support this function and the LOMP operational team (GCC 
and partner teams involved in responding to local outbreaks and clusters). The action cards 
will enable the LOMP operational team to respond to a range of outbreak/cluster scenarios 
taking a timely, appropriate, acceptable and evidence-based approach.

Scenarios requiring action cards will include outbreaks/clusters identified in key settings 
(schools, care homes, high risk settings, vulnerable groups, public and private 
establishments such as workplaces).

b) Daily monitoring function

Data integration, surveillance, monitoring and an associated alert system is a key aspect of 
this function. The LRF Intelligence cell will support this function with strong links and data 
flows with partner organisations such as the NHS and PHE.

c) Outbreak management function

This function will be required when enhanced health protection activity is activated in 
response to local outbreaks or clusters. The operational response to support this function will 
vary dependent on the setting of geography affected. The above functions will support the 
response as will partner agencies such as PHE. 



5

d) Prevention and horizon scanning function

This is a more strategic function required to ensure ongoing prevention measures are in 
place to support specific settings and geographies, alongside more general population level 
support, signposting and communications. This function will also ensure scanning of specific 
high-risk settings is a continuous process; and ongoing learning from previous outbreaks 
and clusters is built in to the overall LOMP and supporting functions.

The plan will be complete by the end of June, and complemented by an operational plan 
which will have an exercise to test it will take place on 8 July.

There is a separate task and finish group who are developing the LOMP and the staffing 
structure to deliver it.  All seven local authorities, the CCG and representatives of the LRF 
are represented on this group.

Outbreak Definitions

Confirmed – this means a laboratory confirmed case of COVID-19 from that setting.
Suspected – this means there has been someone reporting COVID-19 symptoms (new 
continuous cough or high temperature or a loss of, or change in, normal sense of taste or 
smell (anosmia)) from the setting and swab result is awaited.
Outbreak - An outbreak is where two or more persons with the confirmed or suspected 
COVID-19 who are linked through common exposure, personal characteristics, time or 
location.
Incident - An incident is any event involving COVID-19 which presents a real or possible risk 
to the health of the public and requires urgent investigation and management.

Governance structure needed to implement the LOMP

The national guidance for the development of LOMP’s is very clear.  There should be an 
executive level COVID-19 Health Protection Board Chaired by the DPH.  And a COVID-19 
Outbreak Engagement Board to oversee the LOMP.  Gloucestershire already has a Health 
Protection Assurance Board that supports the Director of Public Health in their statutory role 
around health protection.  This will be re-purposed to become the COVID-19 Health 
Protection Board (HPB) by altering the terms of reference and making some changes to the 
membership.  This board would lead the implementation of the plan.  The delivery of the 
LOMP would become the main response activity for COVID-19 (see four main functions 
above) and includes allocation of testing resource.  In implementing the plan, it will be 
necessary to draw upon some of the SCGs cells (Testing and PPE, Logistics, Intelligence, 
Warning and Informing and Community Resilience).

The delivery of this plan will in effect be the multi-agency response to COVID-19.  Therefore, 
it has been agreed that from July the COVID-19 Health Protection Board will assume the 
primary responsibility for overseeing the multi-agency response to COVID-19 from the SCG.  
It will meet weekly to begin with and will work closely with PHE to manage the 
consequences of local cases and outbreaks, whilst also seeking to horizon scan using the 
intelligence from the new Joint Biosecurity Centre to prevent future occurrences.   The SCG 
will then meet less frequently (once a month) but will exist in the background so that it could 
be stood back up in the event of a second wave of such magnitude that the HPB needed 
further support.  It has also been agreed by the SCG that the SCG Chair will pass from the 
DPH to the Police.

The other new governance structure that is being created is a COVID-19 Outbreak 
Engagement Board.  This is to be chaired by the Leader of the Council.   Essentially the 
COVID-19 Outbreak Engagement Board will be cross party and include district council 
representation.  This will be chaired by Cllr Mark Hawthorne, with Cllr Tim Harman as Vice 
Chair.  There will be three further cross party GCC members and all six districts will be 
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invited to nominate a representative.  The board will not be decision making or perform a 
scrutiny function but instead play an advisory role in the further development and delivery of 
the Local Outbreak Management Plan and ensure local communities are kept informed of 
the work to prevent and mitigate cases of COVID-19.

Resourcing the LOMP

The County Council has received £2.2 million to support the delivery of the LOMP.  Plans 
are being developed to allocate the money.  This will include additional staffing, ICT support, 
communications and campaigns, prevention and training and consumables.

3. COVID-19 Infections and mortality update for Gloucestershire 

3.1. Infections

Cases to date

To date, there has been limited testing of COVID-19 (primarily those admitted to hospital or 
health and care workers and residents) therefore distribution of risk factors, key workers and 
care homes may affect the distribution of laboratory confirmed cases, The true prevalence of 
COVID-19 is likely higher and information on cases should be interpreted with caution.

As of 17th June 2020 there have been 1,381 confirmed COVID-19 cases in Gloucestershire 
residents (GOV.UK).  The total confirmed cases by districts in Gloucestershire are as follows 
(15.06.20): Cheltenham Borough (n= 323), Cotswolds (n=156), Forest of dean (n=117), 
Gloucester City (n=404), Stroud (n=199) and Tewkesbury (n=182) [see inequalities section 
for rate of confirmed cases by district]. 

As Gloucestershire is on the edge of the South West, and borders both the West Midlands 
and the South East region (which have had much higher case numbers than the South 
West) it is appropriate to compare Gloucestershire to both our statistical and geographical 
neighbours.   As of 13th June 2020 the rate of confirmed cases in Gloucestershire is lower 
than the England rate, and comparable to the majority of our nearest neighbours (but higher 
than Bristol, South Gloucestershire and Wiltshire) (figure 3). Compared to our statistical 
neighbours we are 8th out of 17 (with 1 having the highest rate of COVID-19 confirmed 
infections) (figure 4).

Figure 3:                                                          Figure 4:

    

For the majority of areas, the rate of infection began a downward trend w/c 19/04/20 with the 
exceptions of Cotswold and Gloucester, the latter experiencing a later peak and the highest 
number of cases in the county. The number of new cases in Gloucester has now slowed and 
is stable (figure 5).
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Figure 5:

The rate of confirmed COVID-19 cases (as of 27th May) is highest in the urban centres of 
Gloucester (311.7 per 100,000) and Cheltenham (275.9 per 100,000) (figure 6). 

Figure 6:

South West early warning system for confirmed cases

PHE have recently developed an early warning system for confirmed cases which flags 
when a local authority area has seen a rise in cases that exceeds the SW average. 
Gloucestershire is currently rated as having a lower rate of cases in the last 5 days per 
100,000 than the South West average.

Incidents and outbreaks

Between 11th and 17th June GCC has not been notified of any new outbreaks within specific 
settings or the community. Between 11th and 17th June GCC has been notified of a number 
of suspected cases across a number of settings (mainly schools), testing has been carried 
out for all notifications of suspected cases.

3.2. Mortality Update

The Office for National Statistics (ONS) have published data on deaths and deaths where 
COVID-19 was mentioned anywhere on the death certificate by local authority. There is a 
delay on this data and this current briefing relates to deaths that occurred up to ending 5th 
June  2020 (Week 23) but were registered up to the 13th June   Please note that this data 
is released weekly by the ONS and is not provided to local areas prior to being publically 
available via https://www.ons.gov.uk/ 

https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/conditionsanddiseases
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Deaths from all-causes

Using ONS data we have compared the mortality in the county by week with the 5 year 
average for the same week (2015 – 2019). This allows for “smoothing” of effects such as 
heavy seasonal flu years, or Easter weekend moving. This analysis allows us to see if there 
are more deaths than we would expect per week in the county.  Importantly, the counts are 
of deaths by all causes combined, meaning that the uncertainty of what is or is not a 
registered death attributable to COVID-19 is less relevant. 

Key points:

 The weekly all cause death rate in Gloucestershire was significantly higher compared to 
the five year average for weeks 14-18 but is now lower than the five year average, 
although the difference was not statistically significant in week 23 (Figure 7).

 The provisional number of deaths that occurred in the week was 86; this represents a 
decrease of 23 deaths registered compared with the previous week and is 28.4 deaths 
less than the five-year average.

Figure 7:

Deaths from all-causes: Comparison with statistical and geographic neighbours

Statistical neighbours are counties considered to be most similar, and therefore most 
comparable, to Gloucestershire in terms of demographics and other characteristics. 
However, due to the variation in COVID-19 infection rates between geographical areas in the 
UK it is also helpful to compare the County to its geographical neighbours (differences 
between Gloucestershire and neighbouring counties may be strongly influenced by both 
socio-demographic and geographical factors).

This analysis compares the death rate for all causes rather than just deaths from COVID-
19.

Key points:

 Gloucestershire is comparable to the majority of it’s nearest and statistical neighbours for 
all-cause mortality (figures 8 and 9)
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Figure 8:                                                             Figure 9:

       

Deaths where COVID-19 was mentioned on the death certificate

In addition to all-cause mortality ONS publish figures on deaths where COVID-19 was 
mentioned anywhere on the death certificate by local authority. This includes deaths in 
hospitals, care homes and private homes. The number of cases, severity of illness and 
deaths from COVID-19 will be affected by a variety of factors including population size, 
density, age and general health. Looking at deaths as a rate per 100,000 takes into account 
the population size to enable fairer comparison between areas. 

(n.b: It is probable that not all deaths due to COVID-19 will be registered as such, conversely COVID-19 may be mentioned in 
the death certificate but not have been a contributory factor in a death. When a care home resident dies in hospital, it will be 
included within hospital deaths figures).
Key points:

 To date there have been 573 deaths mentioning COVID-19 in Gloucestershire, of those 
4 have been in the last week data is available for (Week 23). 

 Of the deaths registered in Week 23, 4 mentioned “novel coronavirus (COVID-19)”, 
which is 4.7% of all deaths, this compares with 13 (11.9% of all deaths) in Week 22.

 The rate of deaths mentioning COVID-19 is significantly higher in Cheltenham, 
Gloucester and Tewkesbury than Cotswold and Forest of Dean (figure 10).

 While using a rate helps allow for variation in population size, these crude rates are not 
adjusted to take into account other features of the population that may make them more 
vulnerable to severe illness or death, such as age or co-morbidities.

Figure 10:
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COVID-19 Deaths: Comparison with statistical and geographical neighbours

Statistical neighbours are counties considered to be most similar, and therefore most 
comparable, to Gloucestershire in terms of demographics and other characteristics. 
However, due to the variation in COVID-19 infection rates between geographical areas in the 
UK it is also helpful to compare the Gloucestershire to its geographical neighbours. 

This analysis compares COVID 19 deaths as a percentage of all deaths, and focuses on the 
period since the 29th Feb, the week when the first death from COVID-19 was reported in 
England and Wales.

Key points:

 When compared to our statistical neighbours Gloucestershire is ranked 2nd out of 16, 
behind Warwickshire (with 1 having the highest rate of COVID-19 deaths). The rate of 
COVID-19 deaths is statistically similar to Warwickshire, Derbyshire, Staffordshire, 
Essex, Worcestershire and Northamptonshire but is higher than the remaining areas 
(figure 11)

 When compared to neighbouring areas Gloucestershire has the 2nd highest rate of 
deaths from COVID-19, behind Warwickshire. The rate of COVID-19 deaths is 
statistically similar to Warwickshire, Worcestershire, Oxfordshire and Monmouthshire 
(figure 12)

Figure 11:                                                                            Figure 12:

          

Deaths in care homes 

 Due to the more timely availability of Care Quality Commission (CQC) data on deaths in 
care homes this is the primary source used for care home death analysis being used in 
Gloucestershire. A separate intelligence report into care homes has been produced, 
which is shared with and utilised by the ICS Care Home Cell and other relevant 
groups.

 Sadly between 10th April and 12th June there were 222 COVID-19 suspected deaths 
notified from care homes in Gloucestershire, with a total of 455 deaths from all causes 
notified. There has been a decline in care home deaths since the week ending 24th April 
2020. Week 23 saw 0 new COVID deaths compared to week 22.

 During week 17 there was a spike in care home deaths that has been declining since 
week 18 and deaths in care homes are now lower compared to the 5 year average. The 
rate of care home deaths in week 17 was significantly higher when compared to our 
statistical, but not geographic, neighbours. In week 23 Gloucestershire continues to have 
a comparable rate of COVID-19 related care home death notifications per 1,000 than its 
statistical neighbours (figure 13).
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 We cannot compare previous years with other areas as we do not hold the comparison 
information for other geographies.

Figure 13:

Where is this data available? 
www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/conditionsanddiseases
https://www.cqc.org.uk/publications

When is this data updated?  
All cause and COVID-19 deaths: Weekly
CQC date: Weekly

Can this data be shared? 
The source of this data is publically available and this summary can be shared within Local Resilience Forum 
member organisations to inform strategic and tactical planning. This has not been written to be a public facing 
document and alternative public facing resources are being developed.

Glossary of statistical terms
 A statistically significant result is one that is assessed as being due to a true effect rather than 

random chance. Using 95% confidence intervals means that there is less than a 5% probability that the 
results occurred by chance), it is considered that there probably is a real statistically significant 
difference.

 Confidence internals (CI) are a way of expressing how certain we are about findings. It gives a range of 
results that is likely to include the 'true' value for the population. A wide confidence interval indicates a 
lack of certainty about the true effect of the test or treatment and is typical with small numbers of an 
event. A narrow confidence interval indicates a more precise estimate. 

 The confidence interval is usually stated as '95% CI', which means that the range of values has a 95 in a 
100 chance of including the 'true' value.

                      Source: NICE (2020). Glossary. Available from: https://www.nice.org.uk/Glossary

Data and intelligence on COVID-19

Data and intelligence on the risk and impact of COVID has been a key requirement across 
Gloucestershire to support the COVID-19 response, as well as plan for recovery. To enable 
this members of the PWC hub and Data and Analysis team have been leading a system 
wide Intelligence Cell to provide timely and accurate information to strategic groups within 
the Local Resilience Forum, Integrated Care System and GCC. This information has been 

https://www.cqc.org.uk/publications
https://www.nice.org.uk/Glossary
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used to collate a compendium of COVID-19 specific measures, including cases and 
mortality, alongside broader measures of the indirect impact of COVID-19 such as 
unemployment and inequalities. This intelligence has also been used by colleagues in adult 
social care and infection control to enable them to support care homes and schools during 
this period, and respond to possible cases and outbreaks. 

To ensure the public are kept informed Information on cases and mortality from COVID-19 
has been shared through video updates from Sarah Scott, as well as in multiple 
presentations at public Q&A sessions and scrutiny briefings.

Situation to date: As of 17th June 2020 there have been 1,381 confirmed COVID-19 cases 
in Gloucestershire residents (Cheltenham Borough (323), Cotswolds (156), Forest of Dean 
(117), Gloucester City (404), Stroud (199) and Tewkesbury (182). Cases in the county 
peaked around the 15th of April and are currently very low with only 1 or 2 cases confirmed 
each day.

During April the weekly all cause death rate in Gloucestershire was significantly higher when 
compared to the five year average during April, but has returned to what would be expected. 
Between the w/e 28th Feb and w/e 29th May there were 2201 deaths registered in the 
county. The average number of deaths for the same period is 1792, suggesting that there 
were 409 additional deaths during this time, although we don’t know how much COVID-19 
contributed to these deaths.

The next stages of development are to further define the information and intelligence needed 
to implement the Local Outbreak Management Plan for Gloucestershire, including ensuring 
viability of information (where known) on testing, case and outbreak with the public and 
district councils.

4. Homelessness

COVID-19 posed a significant problem for people who were rough sleeping or at imminent 
risk of rough sleeping as they had nowhere to be able to isolate and protect themselves or 
others during lockdown.  

In response to this the County Council, District Councils and CCG co-ordinated a county 
wide emergency response for Rough Sleepers and those at risk of Rough Sleeping during 
the pandemic. This was done by procuring accommodation for rough sleepers, people in 
communal shelters and those at imminent risk of rough sleeping including ineligible 
individuals due to the risk to life, under the Gloucestershire COVID-19 Emergency 
Accommodation Protocol (CEAP).

Gloucestershire County Council block purchased three hotels for an initial twelve-week 
period. Two hotels have been open for more than twelve weeks (initial twelve weeks ended 
17th June and 19th June) and have been extended for a further six weeks. The third hotel is 
booked until the 30th June but has not been block booked for a further period as the numbers 
in CEAP accommodation have decreased. District Councils also had spot purchasing 
arrangements with a further two properties, which together with the block purchased hotels 
provided the CEAP accommodation for all those who needed it.  District councils have also 
used spaces within their existing temporary accommodation provisions as these have 
become available.  The number of units block booked under this arrangement was informed 
by COVID guidance, including the lockdown restrictions that affected business across the 
Country. Many hotels where homeless applicants were placed temporarily early on made the 
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decision to close at short notice following lockdown restrictions, meaning additional provision 
was required to prevent these individuals from having to sleep rough.  

Support Provided

The immediate task at the end of March was to bring as many people in off the streets and 
out of communal shelters and make safe those at imminent risk of rough sleeping during the 
pandemic.   Through the concerted efforts of our Homeless Outreach Service and wider 
partnership all rough sleepers who would engage, and a number of displaced homeless 
people were brought into emergency accommodation, at the same time.  Due to the number 
of individuals, some of who were known to services and others who had not engaged or 
presented before, we also procured concierge services in the three block purchased hotels 
and one spot purchased property, together with additional support arrangements via the 
district councils. These services were brought in to create a safe environment for residents 
and to provide additional reassurance to hoteliers who had limited experience with this client 
group.

Food was provided to the CEAP accommodation (from Faith/VCS groups or at County 
Council cost) at the start of the hotel use. It was initially agreed to feed everyone due to the 
pressures of accommodating large numbers quickly and not having the intelligence on 
individuals’ situations/need, and then subsequently food has been provided on an individual 
need basis via VCS, districts and county arrangements for residents who are shielding, self-
isolating, do not have an income (No Recourse to Public Funds) or have mobility issues. 
 One hotel does not have adequate facilities in the room to allow residents to warm meals so 
arrangements have been made for hot meals to be delivered to them. 

Since then, the numbers of placements have continued to fluctuate across the additional 
emergency accommodation settings, with a number of individuals having repeat placements 
due to placement breakdown.   We have continued to reach out and seek to engage with 
rough sleepers during this time to encourage them to access accommodation.  Homeless 
outreach, the community drug and alcohol service (CGL), and other relevant support 
agencies continue to support and encourage engagement by those clients with complex 
needs and chaotic lifestyles, both for those remaining in the accommodation and reaching 
out for those cases who have either refused to access or have left the emergency 
accommodation.  

To date, 333 people have been placed in the block purchased hotels.  The total number of 
placements is greater than this due to repeat placements because people abandon or need 
to leave due to their chaotic lifestyles.   People also moved onto longer term accommodation 
during and at the end of the initial twelve-week bookings. Some of these individuals will also 
have been accommodated at some point in the spot purchased hotels through the districts, 
whereas others will only have been in spot purchased properties. 

The significant collaboration across statutory, VCS and support agencies has helped to 
prevent rough sleeping during this time and the assessment of individual housing and 
support needs has continued to be undertaken during stays in the emergency 
accommodation.  We have been collating local needs data and analysing the availability of 
housing options on a county wide basis to inform the allocation of current resources and 
inform actions taken to address any gaps in provision (such as accommodation and support 
to meet the needs of those within the complex case group) and availability of general needs 
housing.  Staff are liaising with the commissioned rough sleeper outreach teams daily about 
those individuals who have either lost accommodation and returned to the streets, those 
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entrenched rough sleepers who have not been ready to come in to accommodation and 
those new to the streets. We are currently working with 19 such individuals.

During the initial stages of the lockdown accommodation moves were severely restricted.  
This has meant securing more stable, longer term accommodation for those housed under 
the CEAP has been challenging.  However, as restrictions have begun to ease, move 
options are beginning to become available again in both the private rented and social 
landlord sectors and we are taking advantage of this to find sustainable solutions for this 
population.

Over 30 individuals have moved on to private rented, social housing or accommodation-
based support so far. Many others now have housing pathways identified and are waiting for 
suitable properties to become available either through commissioned services or the private 
and social housing markets. 

Through a countywide response, a Supply Group has been established to look at solutions 
to meet the housing demand. A Complex Case Group has also been set up to enhance 
multi-agency working to try and meet the needs of the most complex and chaotic individuals 
including those in temporary accommodation (CEAP hotels/District purchased 
accommodation) and those who are rough sleeping or at risk of returning to the street.

Next Steps

Mapping the needs of individuals accessing CEAP accommodation continues to be an 
integral part of planning for the future post-COVID. Progress is being made to truly 
understand the needs of this cohort and identify suitable pathways out of homelessness. 
Access to this data will provide strong evidence-based groundwork to inform future 
commissioning. District, County wide and National discussions are taking place currently to 
inform how we can use the circumstances of the COVID-19 lockdown and emergency 
response to inform our shared ambition to address Rough Sleeping in Gloucestershire in 
both the immediate and longer term.  This is an essential part of Gloucestershire’s recovery 
plans and we are ensuring we are aligned to them as we acknowledge the true impact of 
COVID-19 on the population is yet to be understood.  For example, we know that the 
number of people claiming unemployment-related benefits in Gloucestershire increased by 
4,635 people in May 2020 compared to April 2020.  This might mean that financial hardship 
as well as mental health difficulties continue to become apparent in the coming months and 
might put strain on existing stable housing arrangements.  We need to be mindful of this and 
ensure that we continue to support those who are at risk of or currently rough sleeping in our 
county. 


