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Updated July 2014 
 
Better Care Fund planning template – Part 1 
 
Please note, there are two parts to the Better Care Fund planning template. Both parts must be 
completed as part of your Better Care Fund Submission. Part 2 is in Excel and contains metrics 
and finance.  
 
Both parts of the plans are to be submitted by 12 noon on 19th September 2014. Please send as 
attachments to bettercarefund@dh.gsi.gov.uk as well as to the relevant NHS England Area Team 
and Local government representative.  
 
To find your relevant Area Team and local government representative, and for additional support, 
guidance and contact details, please see the Better Care Fund pages on the NHS England or LGA 
websites. 
 

1) PLAN DETAILS 
 
a) Summary of Plan 

 

Local Authority South Gloucestershire Council 

  

Clinical Commissioning Groups NHS South Gloucestershire CCG 

  

  

  

  

  

Boundary Differences 

The CCG boundaries are set according 
to GP practice population for South 
Gloucestershire and vary slightly from 
the LA boundary. This has been the 
position since the PCT was in place and 
cross-boundary arrangements are in 
place with other LAs and CCGs, but 
mainly for Bristol and BANES. 

  

Date agreed at Health and Well-Being 
Board:  

11/09/2014 

  

Date submitted: 19/09/2014 

  

Minimum required value of BCF  
pooled budget: 2014/15  

£6,197,000 

2015/16 £14,920,000 

mailto:bettercarefund@dh.gsi.gov.uk
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Total agreed value of pooled budget: 
2014/15 

£14,855,000 

2015/16 £16,300,000 

 
b) Authorisation and signoff (see separate sheet for signatures) 

 

Signed on behalf of the Clinical 
Commissioning Group NHS South Gloucestershire CCG 

By Dr Jon Hayes 

Position Clinical Chair 

Date  

 
 
 

Signed on behalf of the Council South Gloucestershire Council 

By Amanda Deeks 

Position Chief Executive 

Date  

 
 
 

Signed on behalf of the Health and 
Wellbeing Board 

South Gloucestershire Health & Wellbeing 
Board 

By Chair of Health and Wellbeing Board Councillor Heather Goddard 

Date  

 
 
 
c) Related documentation 
Please include information/links to any related documents such as the full project plan for the 
scheme, and documents related to each national condition. 
 
 

Document or information title Synopsis and links 
  
South Gloucestershire Joint Strategic Needs 
Assessment (2013) 

Appendix 1 

South Gloucestershire Joint Health & 
Wellbeing Strategy 

Appendix 2 

Outcome Star for the Older Person Appendix 3 (*not published) 
South Gloucestershire Older People Charter Appendix 4 
Sirona Care and Health Transformation 
Programme Plan 

Appendix 5 

South Gloucestershire Joint Strategy for 
Carers 

Appendix 6 

South Gloucestershire Housing Strategy Appendix 7 
North Bristol Trust Integrated Operating Plan Appendix 8 (*not published) 
South Gloucestershire Rehabilitation, 
Reablement and Recovery Model of Care 
Implementation paper 

Appendix 9a 

South Gloucestershire Rehabilitation, 
Reablement and Recovery Project Summary 
Report 

Appendix 9b 
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South Gloucestershire Rehabilitation, 
Reablement and Recovery Programme Work 
Plan 

Appendix 9c 

South Gloucestershire Council Promoting 
Independence (Reablement) Briefing summary 

Appendix 10 

South Gloucestershire CCG 5 Year Strategic 
Plan 

Appendix 11 

Precious Time: A Strategy for Reducing 
Loneliness and Isolation in South 
Gloucestershire 

Appendix 12 

South Gloucestershire Good Neighbours 
Handbook 

Appendix 13 

Getting it Right Together: The South 
Gloucestershire Compact 

Appendix 14 

Connecting Care Stage 1 Benefits Evaluation Appendix 15 
ABI Risk Stratification Reports User Guide & 
FAQs 

Appendix 16 (*not published) 

Call to Action Public Survey; Phase 1 Analysis Appendix 17 
Rehabilitation, Enablement & Reablement 
Review: What Matters to Patients Report 

Appendix 18 

Connecting Care Different Perspectives report Appendix 19 
Primary Care Development: A Strategic 
Approach 

Appendix 20 

Demand & Capacity Modelling Requirements 
Outline paper 

Appendix 21 

South Gloucestershire QIPP and Planning 
Deep Dive report 

Appendix 22 

South Gloucestershire CCG 2 Year Operational 
Plan 

Appendix 23 

S256 Care Home Project Proposal Prioritisation 
Matrix 

Appendix 24 

South Gloucestershire Better Care Programme 
Draft Communications Plan 

Appendix 25 (*not published) 

Governance Arrangements for the Better Care 
Programme in South Gloucestershire (draft 
paper) 

Appendix 26 (*not published) 

North Bristol System Flow Recovery Plan 
2014/15 – Work Programme 

Appendix 27 

Delivering Better Care in South 
Gloucestershire: Working Together in 
Downend, Emersons Green & Frampton 
Cotterell 

Appendix 28 

Draft Care Coordination Design Event Report Appendix 29 (*not published) 
BCF Metrics – Proposed amendments following 
external review 

Appendix 30 

Delivering Better Care in South 
Gloucestershire – cluster pilot event slides and 
metrics 

Appendix 31 

Audit South West Final Internal Audit Report on 
Collaborative & Joint Working summary 
document 

Appendix 32 

South Gloucestershire Council Chief Executive 
delegated decision re BCF 

Appendix 33 
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2) VISION FOR HEALTH AND CARE SERVICES  

 
a) Drawing on your JSNA, JHWS and patient and service user feedback, please describe the 
vision for health and social care services for this community for 2019/20 
 
South Gloucestershire Health & Wellbeing Board  Vision for Integration:  
 

An integrated system that has the individual at the centre and empowers the 
individual to remain independent and well for as long as possible. 

 
 We will achieve this through: 
 

 Cultural change that truly sees people as individuals and recognises the impact of every 
decision and plan on the individual 

 201&E Attendance (High) £226Emergency 
 Each partner in South Gloucestershire will examine their existing and future plans to 

assess the impact upon the individual and partners within the system 
 

 To work towards co-production of individual care and support plans which underpin the 
principles of choice and control by 2016 

 

 To use integration as a means to improve systems and processes within hospitals as well 
as systems and processes outside hospitals by 2017. 

 

 Create expertise in joint commissioning that ensures we commission services that are 
focused on the individual and is able to use the financial, contracting, and commissioning 
resource efficiently and effectively to achieve this. 

 

 Build upon good practice locally as a means to encourage and enable people and 
organisations to work differently and in a way that is sustainable  

 

 Encourage a resilient community within South Gloucestershire that is a true partner in the 
commissioning and delivery of the health and social system  
 
 

 Ensuring: 

 Joint commissioning of all services within the Better Care Fund as well as 
pursuing opportunities to take the same approach for those that remain outside.   

 Common pathways into all jointly commissioned services, including combining 
brokerage functions. 

 Local cluster area co-ordination of health and social care clustered around groups 
of GP practices.  

 
Our Focus is on 5 Key Projects:  
 

 Happy, Healthy and at Home: Cluster model  

 Connecting Care to ensure data sharing 

 Enhancing the capacity and capability of our local care home sector to support the health 
& social care system 

 Developing an infrastructure to support the Rehabilitation, Reablement, and Recovery 
approach to support people better and avoid unnecessary admission and long-stays in 
acute hospital beds 

 Ensuring that our local community is focused on caring and supporting people with 
dementia through a community asset based approach 
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What did the JSNA tell us about people in South Gloucestershire?  
 
  

 
 
(JSNA – Appendix 1) 
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In common with the rest of England, South Gloucestershire Joint Strategic Needs Assessment 
2013, has identified that South Gloucestershire is and will experience an unprecedented period of 
growing demands on current services, with limited resources to meet these demands. A copy of 
the complete South Gloucestershire JSNA is included as Appendix 1, but specific reference is 
made here to the population changes that will impact upon the health and social care needs of 
the population and how we will respond within South Gloucestershire.  
 
Specific analyses has indicated that the population will grow – to an estimated 283,700 by 2018 
and 313,600 by 2035. This is largely the result of births exceeding deaths and to a lesser 
Extent,, net inward migration. Recent trends have favoured immigrants from the Indian sub-
continent and Eastern Europe but it is not clear whether these trends will continue. 
 
The population will become older up to 2035 as life expectancy increases and people from the 
post-war ‘baby boom’ age. This is shown graphically in Figure 1 as a ‘population pyramid’ – with 
the predicted number of males and females in each age group both now (in solid colours) and in 
2035 (in open colours). 
 
 
 

 
 
 
This will have a profound effect on services in the near and the long term for two reasons. Firstly, 
people of 85 years and over are in need of health and care services to a much greater extent 
than those in younger age groups. In South Gloucestershire as a whole, their numbers will nearly 
triple from an estimated 5,400 in 2010 to 15,300 in 2035. 
 
Table 1 sets out the QOF extrapolation of the people in South Gloucestershire on the primary 
care registers for specific conditions. Based on the current population projections for South 
Gloucestershire, the table projects the extrapolated increase in the number of people on the 
register by condition from 2011 to 2021.  
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Table 1: QOF extrapolation of people in South Gloucestershire on the primary care register for 
specific conditions 
 

 
 
 
 
 
 
Figure 2.  
 

 
 
 
Figure 2 illustrates the relationship between age and the complexity of people experiencing more 
than 1 long-term condition, with the clear indication that people over 65 will experience up to 6 or 
8 long-term conditions. This change in patient profile indicates the need to ensure we integrate 
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services and work with individuals to empower them to be independent and manage their 
conditions for as long as possible.  
 
The second issue concerns the balance between older and younger people. In 2010, the so-
called ‘dependency ratio’ of people aged 0-15 years and 65 years and over, as a percentage of 
people of working age 16-64 years, was 54%; in 2035 it will be nearly 68%. In 2010, there was an 
estimated four working age people to every person over 85 years; this is expected to fall to 
three by 2035. In particular, the numbers of family members in the middle age groups –
traditionally those who provide much informal care to elderly relatives – will fall during this time, at 
the same time as the number of people in very old age rises. We must therefore look at other 
ways in which services and the wider community can support people and their families in the 
future.  
 
Overall, we know that in South Gloucestershire our population is ageing and with that come 
increasing demands to support people with more complex long-term conditions, with less family 
members to support their care in the future. As health and social care commissioners and 
providers of services, our focus has to be to work together with the people in South 
Gloucestershire to best support people as they age. Our Better Care Fund (BCF) plan sets out 
how we intend to do that.  
 
The BCF plan is not a plan in isolation from the significant operational and strategic plans that are 
already in place for the Health & Wellbeing Board, each of the commissioning organisations 
(South Gloucestershire Council; South Gloucestershire CCG; NHS England), the local service 
providers (South Gloucestershire Council; North Bristol NHS Trust; Sirona Care and Health; Avon 
& Wiltshire Mental Health Partnerships Trust; GP practices; Brisdoc; SWASFT; the Community 
Voluntary Sector; family carers and individuals receiving care and support). We have referenced 
the plans as necessary within this plan, and re-emphasise the commitment of the Health & 
Wellbeing Board to ensure that as part of the enablers towards integration in the South 
Gloucestershire health and social care system:  
 
Each partner in South Gloucestershire will examine their existing and future plans to assess the 

impact upon the individual and partners within the system 
 

 
 
How do we plan to support people in South Gloucestershire to be empowered to manage 
their health and wellbeing for as long as possible?   
 
The JSNA describes how social, economic and environmental conditions influence the health of 
individuals and populations. These are referred to as the determinants of health (shown in figure 
3) and determine the extent to which a person has the right physical, social and personal 
resources to achieve their goals, meet needs and deal with changes to their circumstances. The 
JSNA sets out how these determinants can be influenced to impact upon health of the population. 
The BCF plan has drawn upon these determinants of health to ensure that we are using a 
community asset based approach in our ambitious plans to integrate care and support around the 
individual. By this we mean that we will look to use all of the resources that are available to us in 
South Gloucestershire to care and support people as they age and their health deteriorates as 
well as intervening early to keep people well for longer.  
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Figure 3: Determinants of healthellbeing 

 
 
 
 
The Joint Health and Wellbeing Strategy (JHWS; Appendix 2) for South Gloucestershire sets out 
key principles for how the Health & Wellbeing Board member organisations (the Council, the 
Clinical Commissioning Group and the community/voluntary sector) would operate to achieve the 
JHWS ambitions (a full copy is included as Appendix 2):   
 
Prevention 
 
Our actions should facilitate healthy lifestyles to keep people in good health and prevent illness. 
 
Early intervention 
 
Appropriate treatment or other support should be initiated as soon as possible through early 
diagnosis, and assessment of people’s circumstances. This minimises the risk and severity of 
illness and maximises the effectiveness and efficiency of treatment. 
 
Equity 
 
Provision of services should be proportional to need and specific services targeted to the areas, 
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groups, and individuals that need them most. 
 
Accessibility 
 
Services should be accessible to all in terms of opening hours, location, transport links and 
physical access. 
 
Integration 
 
The integration of services should be considered where it would improve ease of use and 
outcomes for people. All relevant organisations should work together to maximise benefits and 
efficiency. 
 
Effectiveness 
 
Activities and services should be evidence based and provide value for money. 
 
Safety and safeguarding 
 
Services should be delivered safely and patients treated with dignity. Processes should protect 
children and adults from abuse and neglect. 
The Better Care Fund Plan will enable us to implement the principle of integration whilst taking 
full account of all of the JHWB Strategy principles.  
 
(For how progress against these themes is measured and current performance see section 2c 
pages 28-37). 
 

OUR FUTURE INTEGRATION MODEL IN SOUTH GLOUCESTERSHIRE  
 
The BCF will not be the only finance available over the next 2-5 years to achieve this, and our 
future integration model for South Gloucestershire therefore reflects wider commissioning and 
service plans within South Gloucestershire that are funded through commissioning priorities 
already in place and described in the South Gloucestershire CCG 5-year Strategic Plan 
(Appendix 11), the CCG 2-year Operational Plan (Appendix 23), and the South Gloucestershire 
Council Plans. It should be noted that the BCF finance template therefore reflects only those 
elements of funding that are specific to the BCF. The detailed 2-year and 5-year financial plans 
for the CCG reflect the 2-year and 5-year operational and strategic plans respectively and are 
included as part of template 2 to ensure the full financial planning implications are understood for 
the 5 key changes planned in the BCF plan:  
  
The 5 Key BCF projects are as follows:  
  
 

 Cluster model  

 Connecting Care to ensure data sharing 

 Enhancing the capacity and capability of our local care home sector to support the health 
& social care system 

 Developing an infrastructure to support the Rehabilitation, Reablement, and Recovery 
approach to support people better and avoid unnecessary admission and long-stays in 
acute hospital beds 

 Ensuring that our local community is focused on caring and supporting people with 
dementia through a community asset based approach 
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Cluster Model:  
 
We are building upon the ecological system approach of the wider determinants of health to 
develop a future model of integration. We have chosen an ecological concentric circle model of a 
system (Von Bertallanfy, 1969) to help us illustrate the planned changes in figure 4. We want 
people to see how plans and decisions made at an individual (micro) level and at a strategic 
policy (macro) level will have an effect on the different parts of the system. Our aim is to move 
towards better integration in commissioning, engaging community and individual capacity, and 
the provision of services. This model illustrates that aim.  
 
Figure 4 
 
 

 

 
 
 
We have drawn our model as a series of concentric circles with the individual in the centre. All 
assessments and plans for each person should start with understanding what each person has as 
their own resources available to them (including social capital) and these need to firstly be taken 
into account when we are developing plans with people. The resources available to each person 
may include mental capacity, behaviours, cognitive function, mobility, etc.  
 
The next outer circle will contain the resources that the person has available to them from close 
friends and family (social capital). The next outer circle will contain the resources that may be 
available in the person's immediate geographical location or immediately outside their friends and 
family, e.g. faith support; school; work place; library, post office, sports club. Each concentric 
circle builds up the resources available at the next layer, and can take us to a point where we can 
see that each person will have the potential to use those resources as part of their living plan, but 
may not need them all of the time and at other times may themselves be able to contribute to 
them. The resources closest to the person are those that they will rely on most often, but perhaps 
when people become seriously unwell they will spend a greater period of their time needing 
support from one of the resources in the outer circles, e.g. emergency kidney dialysis from an 
acute hospital.  
 
This model also enables us to see that what happens in any of the circles will have an impact in 
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some way on the individual, e.g. even in the most outer circle, European policy may have an 
impact upon what local services an individual may access. There are continuous interactions 
between each of the concentric circles, meaning that what happens in one circle is likely to affect 
services and people within other circles, e.g. If a school offers a hot meal to every pupil, this may 
mean that a child receives the correct level of nutrients each day, and thus requires less 
intervention from services. The potential interactions are important across and between circles, 
e.g. if a person’s friend becomes ill and therefore cannot do her shopping one day this can result 
in a call for a service intervention from another part of the system . This example shows how 
easily the interactions can become complex. It is this complexity that means planning and 
working at a population level can appear disconnected from the individual, but in reality it has 
significant effect on each person. Using this model we can assess policy decisions and plans 
across South Gloucestershire to understand better the potential effects that they might have on 
the individual.  
 
The concentric circle model will help us work together at the individual level to develop and agree 
life plans with people, and we can use the concentric circle model to describe how and what we 
plan to do at a macro- and micro- scale within South Gloucestershire and then how these 
decisions will impact upon different services in the circles and on the individual. This will help us 
demonstrate some of the principles by which we will be operating and also highlight the central 
role that family, friends and other local networks (churches, schools, sports clubs, etc.) can play 
in helping individuals to manage their own health and wellbeing. 
 
Figure 5  
 

 
 
Moving towards Clusters: 
 
The key focus for an integrated model within South Gloucestershire  (figure 5) is the development 
of a cluster model of services, to reflect the importance of surrounding the individual with care 
and support, using all the resources available as close to the person’s home as possible. This 
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starts with the individual themselves in terms of their own ability to manage their health, then 
moving out to family and friends who support the person, then to the wider community of local 
networks, and then wrapped around by health and social care services. 
 
To organise this asset based approach to integrated care and support, we have identified six 
cluster areas, each based around 3-5 GP Practices and within clearly defined geographical 
boundaries (figure 6). The proposed model for integrated community-based care will shape 
existing and new primary and community health and social care resources into aligned multi-
disciplinary teams, focusing correct levels of intervention across the spectrum through: Intensive 
Community Support, Urgent review, Intensive Community Tracking and Self-care & Planned 
Intervention.  
 
Figure 6  

 
 

 
 
The cluster model provides a focus as close to the individual as possible through which to ensure 
we are able to implement the ambitions of the 2- and 5-year CCG plans to promote 
independence, identify the people who most need care and support, ensure that there is care co-
ordination and care planning, good practices for data-sharing, choices for people in their end of 
life care, capacity and capability to support people in the community 24/7, enable people to return 
home from hospital as soon as possible, avoid unnecessary hospital admission, and ensure 
timely and appropriate support and care for people with dementia.  
 
With the cluster model as our overarching approach, we describe below the plans in place and 
within South Gloucestershire to achieve those ambitions. These are also clearly described in the 
CCG 5-year strategic plan as follows:     
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Our Priorities for Service Change   

Laying the foundations for transforming health care 

In discussing how we can transform health care, 3 cross-cutting areas have emerged as vital 
foundations on which future changes can be made.  We believe that the delivery of these 
priorities will facilitate the future changes and service improvements that we wish to make for 
securing a financially sustainable health system that provides even better health outcomes – 
including people’s experience of health services - across South Gloucestershire. 

 

 

Our Strategic 
Priorities - 
building the 
foundations for 
transforming 
services 

What we will do  What will be 
different 

1: Transforming 
care planning 
and 
coordination 
 
Streamlining and 
integrating  health 
and social care 
across providers, 
driven by 
peoples’ own 
goals and wishes 

By 2019, people with complex health needs to 
have: 
 
- a single electronic care plan that reflects their 

wishes, used across the health care system, 
with real time uploading from clinic notes and 
accessible by NHS medical staff 
 

- a linked ‘living support’ plan that sets out 
additional care needs for daily life activities, 
which can be shared more widely, including 
with social care services, community and 
voluntary organisations, and domiciliary support 
providers 

 
- a named clinical care navigator linked to wider 

support coordination. The role of clinical care 
navigators developed for coordinating clinical 
care in and out of hospital and with the scope 
for handing over the role as patients’ health 
care needs change 

 
- Care coordination to be developed in hand with 

the primary care development strategy 
 

- ‘Living support’ care coordination to be 
developed in partnership with South 
Gloucestershire Council 

Fewer hospital 
admissions and 
shorter stays when 
admitted, for the 
elderly and patients 
with known long term 
conditions. 
 
Improved 
professional access 
to real-time patient 
information, while 
respecting patient 
confidentiality, so 
that more patients 
are treated early and 
appropriately in line 
with their wishes 
 
A better experience 
of health care 
 

2: Informed 
patients  
 
People with 
complex health 
needs, together 
with their carers, 
feel confident to 
look after 
themselves and 

Information tools developed for people with 
complex health needs (and their carers) so that 
they know what to do when their condition worsens 
and may need urgent care 
 
A programme of training and on-going support for 
people with long term conditions in self-care and 
the setting of their own health goals 
 
Training for primary care and community teams on 

Fewer trips to 
hospital, including to 
Emergency 
Departments, and 
hospital admissions 
 
Better health-related 
quality of life for 
patients with long 
term conditions 
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know what to do 
when their 
condition 
worsens 

goal setting, self care, and addressing any mental 
health concerns that may affect patients’ ability to 
look after themselves 
 

 

3: Transforming 
primary care 
 

In response to the challenges facing primary care 
and following discussion with the membership  
there are a number of emerging themes for South 
Gloucestershire which include:- 

 Partnership working/confederation 
between practices across a locality 
– delivering professional support, 
operational robustness and 
economies of scale 

 Single clinical information system 
across primary and community care 
(extending into secondary and 
social care and third sector 
providers) that is accessible to all 
health and social care providers (on 
a need to know basis), with the 
ability to be updated in real time 
by all stakeholders, and which also 
offers a patient facing interface, 
supporting patient education, self-
management and optimising access 
to urgent care  

 Urgent Care service – primary and 
community services playing their full 
part in the provision of urgent care 
(in line with developing urgent care 
strategy and as part of an urgent 
care network) concentrating on 
improved same day in hours access.  

 Enhanced services for those with 
complex care needs including those 
who are frail and elderly, the 
housebound and those in care 
homes – with sufficient resource to 
manage end of life care when it 
becomes appropriate. 

 Patient education, training and self-
management – optimising 
opportunities for self-management 
and reducing demand on other parts 
of the care system.  
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Building on the foundations to provide good quality services that we can afford 

Building on these foundations, we have identified the following priorities for service changes that 
reflect priority health needs and our requirement to improve the financial sustainability of South 
Gloucestershire’s health services. 

 

Our Strategic 
Priorities  
 

What we will do  What will be different 

6:  Transforming 
rehabilitation, 
recovery and 
reablement 
services,  
 
Ensuring that patients 
are able to receive 
good quality 
rehabilitation in the 
most appropriate 
setting and greatly 
reducing time spent 
in hospital 
 
 

By 2016, roll out the new model of care for 
rehabilitation, recovery and reablement 
services, via a phased process of 
commissioning new services including: 
 
- An integrated and extended approach to 

intermediate care and reablement 
 

- Removal of patients requiring non-acute 
rehabilitation from acute settings, using 
Elgar House at Southmead hospital as an 
interim step 

 
- Additional community support beds 

commissioned to enable patients to 
receive rehabilitation closer to home 

 
Working in partnership with South 
Gloucestershire Council, commission new 
hubs for rehabilitation, recovery and 
reablement services and extra care housing, 
for development on the sites of Frenchay and 
Thornbury hospitals 
 

Shorter stays in 
hospital 
 
More older people 
returning to live in their 
own homes following 
discharge from 
hospital 
 
A better experience for 
patients 

8: Transforming 
urgent and 
emergency services 
 
Including those 
provided in primary 
care and other 
community settings, 
to provide a highly 
responsive and safe 
service that delivers 
care as close to 
home as possible, 
minimising disruption 
and inconvenience 
for patients and their 
families 
 
 

Provide leadership to the complex network of 
providers with inter-dependent services, 
enabling the transformation of urgent and 
emergency care services and improving  
patient flows across the local health 
community: 
 
- design and deliver sustainable health and 

care services taking into account the 
demographic and economic challenges 
facing the community  
 

- Transform urgent and emergency care 
services, including those provided in 
primary care and other community 
settings, to provide a highly responsive 
and safe service that delivers care as 
close to home as possible, minimising 
disruption and inconvenience for patients 
and their families 

 
For people with serious or life-threatening 
emergency care needs  

A greater proportion of 
urgent care services 
delivered in primary 
and community 
settings 
 
Fewer trips to hospital 
Emergency 
Departments 
 
Fewer hospital 
admissions 
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- Work with North Bristol NHS Trust to 
embed best practice and efficient 
pathways at the Emergency Department 
in the new Southmead hospital  
 

- Enable access for hospital staff to 
patients care plans and summary 
medical records 

 
For people with urgent care needs 
 

- the provision of real time information on 
patients’ needs available to primary and 
community healthcare providers, 
enabling an integrated service 
experience 
for frail elderly patients,  
 

- Expert and comprehensive assessments 
available quickly in community settings, 
avoiding if possible trips to a hospital 
Emergency Department 
 

- Primary care urgent care services 
reviewed and redesigned as part of the 
primary care strategy 

 
- Community-based urgent care services 

reviewed and redesigned in line with 
national best practice, including at 
Cossham hospital 

 
- Streamlined services in North Bristol 

NHS Trust’s Emergency Department to 
provide early expert assessment, 
avoiding unnecessary admissions 

 
- For community and primary care 

professionals, an operational centre to 
signpost to hospital services and 
admission avoidance schemes 

 

9: Improving 
community health 
care services  
 
Integrated with 
primary and social 
care to support 
patients in remaining 
medically stable and 
as independent as 
possible 

Develop and implement under the Better 
Care Fund a programme of integration and 
joined up working with South Gloucestershire 
Council 
 
Rollout a revised model of service for 
community health services, following the 
transfer of community health services to 
Sirona in April 2014 
 
Harness the power of the wider community to 
support people in their own homes, to 
combat social isolation and improve 
prevention, through the development of 

Increased number of 
patients reporting their 
community care is 
joined up and well 
coordinated 
 
A reduction in the 
number of emergency 
admissions  
 
Increased proportion of 
South Gloucestershire 
CCG activity 
undertaken in the 
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community “nodes” 
 
A new community IT system to be in place by 
2015 
 
Review the new community health services 
contract in 2017/18 to determine 
commissioning intentions and potential re-
procurement. 
 
Provide a community diabetes specialist 
nurse service 
 
Review and redesign community health 
services for patients with chronic obstructive 
pulmonary disease 
 
Increase the capacity in community services 
to enable more patients to be supported in 
their own homes 7 days a week 
 

community 
 
Improved patient 
experience of 
community health 
services  
 
Increased number of 
patients achieving the 
goals agreed in their 
care plans 
 

10: Improving 
mental health 
 
Improving services 
for people living with 
mental health 
problems, including 
better access to 
physical health 
services 
 
 

South Gloucestershire Mental Health Needs 
Assessment to be completed Summer 2014, 
providing a baseline on current needs and 
outcomes to inform the development of a 
Mental Health strategy 
 
Annual health checks for people living with 
mental health problems 
 
Re-procurement of Improving Access to 
Psychological Therapies services  

A reduction in 
premature mortality  
for people with serious 
mental illness 
 
Increased number of 
people feeling 
supported to manage 
their condition 
 
Increased number of 
people offered 
community 
rehabilitation following 
discharge from 
inpatient mental health 
stay 
 
Increased number of 
older adults accessing 
wellbeing therapies 
services 
 
Reduction in avoidable 
admissions to acute 
and mental health 
hospitals 
 

11. Better dementia 
awareness across 
South 
Gloucestershire, 
and improved skills 
of staff working with 
older people 
 

South Gloucestershire wide ‘dementia 
awareness’ campaign 
 
Improved community support for patients and 
carers to reduce dependence on care homes 
and hospitals 
 
Better work force skills, including for staff 

Greater awareness of 
benefits of sharing 
concerns with your 
GP, and looking after 
your health 
 
People supportive in 
everyday situations 
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working in primary care, community care and 
care homes 
 
Specialist support for care homes  

with people with 
dementia and their 
carers  
 
People with dementia 
and carers able to 
access a wide range of 
support and advice 
locally 
 
People with dementia 
and carers better 
supported by 
community services 
 
More people supported 
to live independently 
for longer  
 

 
The development of our vision to achieve a cluster model aims to: 
 

 simplify the system of care and support. 
 

 enable effective deployment of resources and expertise across 
collaborating services and agencies, intervening earlier to maintain 
people’s independence, stay well in the community, and delay 
deterioration. 
 

 build strong relationships between primary, community and social care 
practitioners. 
 

 develop truly integrated and personalised assessment and care planning 
processes 

 
 provide intensive input for people for short periods  identified as needing 

the most focused support to stabilise their condition and avoid admission to 
hospital or long-term care. 
 

 harness the knowledge within non-statutory groups and services to help 
build community capacity and resilience to provide a range of support and 
care to individuals to enable them to remain at home. 

 
 
 
The cluster will provide the focus to achieve the ambitions of the South Gloucestershire BCF:  
 

 Protection of social care services through better integration of services 

 Data sharing using the Connecting Care model 

 Joint assessment and care planning  

 Identification of people with the highest risk in terms of complexity and fragility using the 
risk stratification model in GP practices in South Gloucestershire 

 Accountable lead professional for the high-risk people in the population  

 Reduction in total emergency admissions across the system 

 Reduction in permanent placements in care homes 

 Reduction in delayed transfers of care 
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 Reduction in number of falls 

 Building capacity and capability within our wider community resources – both with the 
community voluntary sector and with local care home sector 

 Empowering the individual to manage their health and wellbeing for as long as possible – 
through the development of self-care and self-management programmes 

 
The detailed operational plans to achieve this are set out clearly in section 4 plan of action.  

 
 

 

 
 
 
b) What difference will this make to patient and service user outcomes?  
 
 
IMPACT ON OUTCOMES FOR PEOPLE 
 
We have chosen to illustrate the changes we anticipate for people as a result of our cluster work 
in a case study:  
 
Mr & Mrs Pickford have been married for 60 years. They have 2 daughters: Mary who lives 
locally and Alice who lives in Scotland.   Mrs Pickford (aged 86) suffers from high blood pressure, 
chronic kidney disease & osteoarthritis.  3 years ago she had a heart attack from which she 
recovered well although she does suffer from breathlessness.  Mr Pickford (aged 89) had a stroke 
5 years ago.  While he made a reasonable recovery, he’s not very mobile & is unable to do much 
for himself other than get dressed. 
 
One Friday afternoon, 2014 …. 
 
Mrs Pickford falls and is unable to get up. Her husband calls a neighbour who in turn rings for an 
ambulance. She has fractured her wrist and is taken to a local Emergency Department where her 
wrist is reset and put in plaster.  However, Mrs Pickford also seems confused, her blood pressure 
is low and she cannot walk unaided. She is found to have a urinary tract infection.   
 
Mrs Pickford is admitted to an orthopaedic ward (there are no beds available on a medical ward) 
and is started on antibiotics. Over the weekend, she requires help to get in and out bed.  Her 
fractured wrist makes it difficult for her to eat.   She feels faint and is seen by a junior doctor who 
recommends bed rest.  By Monday Mrs Pickford is doing less and less for herself and her 
confusion is getting worse.  On Monday morning, Mrs Pickford is seen by a senior Geriatrician 
who makes a detailed assessment and arranges for a series of investigations, including a CT 
scan of her head.   Tests reveal a range of issues including poor kidney function, an underactive 
thyroid and mild anaemia.  The CT scan shows a small blood clot which may be contributing to 
her confusion.   
 
Meanwhile, Mr Pickford needs additional support.  When his wife is taken to hospital, their 
neighbour rings Mr Pickford’s daughter Mary but gets no reply. She rings the second daughter, 
Alice, who tells her that her sister and husband are on holiday.   Alice is unable to visit before 
Tuesday.  In desperation, the neighbour rings the Pickford’s GP who is in the middle of a busy 
surgery clinic.  Dr Smith rings the community services’ locality office (it is closed), the 
Intermediate Care Team (it is at full capacity and unable to see Mr Pickford before Saturday 
morning) and then the social service emergency duty desk (there are currently no safe haven 
beds and that it is not possible to arrange any additional support before Monday).  Dr Smith rings 
the neighbour to explain the situation and agrees to visit when she has finished her evening 
surgery. She sees Mr Pickford at 7.30pm.  It’s clear that he cannot be left at home in the care of 
the elderly neighbour.  In the absence of any alternative, she has to request admission to an 
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acute hospital bed 
 
….. 2 weeks later 
 
Mrs Pickford is still in hospital.  She is feeling much better but is not very confident about 
returning home.   The hospital has just completed its assessments to confirm that she is now 
ready to be discharged.  The ward sister is in contact with community health and social care 
providers to organise the support that she will need.  Mr Pickford is also still in hospital, and 
waiting to be transferred to a care home which his family is trying to organise.  It is not expected 
that he will be able to return home. 
 
One Friday afternoon, 2019…. 
Mr and Mrs Pickford have care plans in place which they have agreed with their GP practice.  
They regularly attend a long-term conditions review clinic at the GP practice where they are seen 
by a specialist nurse (care of the elderly) and by their GP who specialises in the management of 
multiple complex conditions and poly-pharmacy (prescribing multiple medications and drug inter-
reactions).  Their GP is supported by a Geriatrician who spends part of their working week in the 
community.  Mr Pickford’s care plan includes regular respite care to provide his wife with a break 
from her caring responsibilities.  Given his dependence on Mrs Pickford and their increased 
vulnerability when their daughter Mary is away, their plans have been shared with social services.   
 
Mrs Pickford’s arthritis is recognised as a potential risk factor for falling. During a recent visit to a 
GP it was noted that she was anxious about her breathlessness. The GP arranged for her to be 
seen by the community rehabilitation team who are providing further physiotherapy and an 
assessment by an occupational therapist for home adaptions.  She has also been seen by the 
community-based cardiac rehabilitation team and has an on-going exercise programme both to 
maintain her mobility and minimise her breathlessness.  Mr Pickford has early dementia and 
despite intensive rehabilitation and reablement support following his stroke, he remains very 
dependent. 
 
One Friday afternoon, Mrs Pickford falls and is unable to get up. Her husband calls a neighbour 
who in turn rings for an ambulance.   The Ambulance control centre accesses the Pickford’s 
electronic care plans, which are sent to the ambulance crew so that they have these on their 
computers at the time of arrival. Mrs Pickford has fractured her wrist and is taken to a local 
Emergency Department.  She also seems confused cannot walk unaided.  
 
Mrs Pickford is seen by the Complex Assessment Team based in Emergency Department (which 
includes a Geriatrician).  The team can access her care plan and medical records held by her GP 
practice.  A series of tests are undertaken and Mrs Pickford is fully assessed that evening. She is 
found to have a urinary tract infection, poorer than usual kidney function, an underactive thyroid, 
lower than usual blood pressure and mild anaemia.  The CT scan shows a small blood clot which 
is reviewed by consultants who conclude that this is long standing and unlikely to be contributing 
to her confusion.  It is decided that Mrs Pickford cannot be discharged.  Her wrist is sent in 
plaster, she is started on antibiotics for her infection and her medication is adjusted to take into 
account the other issues identified. Later on Friday evening, Mrs Pickford is transferred to a 
specialist rehabilitation unit attached to a local care home with the expectation that she can be 
discharged home at the earliest possible opportunity with support from the community 
rehabilitation and recovery team. 
 
When the ambulance crew notified their control centre that they had decided to take Mrs Pickford 
to hospital, the control centre contacted their daughter Alice.  She then telephones the joint 
community health and social care assessment team which liaises with Emergency Department 
staff about the likely outcome for Mrs Pickford.  The team contact Alice and with her agreement, 
then visit Mr Pickford to explain what is happening.  The team decide, in consultation with Mr 
Pickford and Alice by telephone, that he will be admitted that evening to the local care home that 
provides his respite care.  
 



 

22 

 

Over the weekend, a care-coordinator attached to Mrs Pickford’s GP practice liaises with the care 
home where she is receiving rehabilitation care and the community health care team to plan her 
discharge.  Following a review by the community Geriatrician, who discusses the discharge plans 
with Mrs Pickford’s GP, she is discharged on the Tuesday following her accident.   Mrs Pickford 
returns home with support from her daughter (Alice) who is visiting from Scotland, the community 
rehabilitation team and with a package of social care in place to help with dressing and other 
activities of daily living until her wrist heals once her daughter returns to Inverness.  
 
The next day, after a further review with Mrs Pickford and Alice of support arrangements, plans 
are made for Mr Pickford also to return home on Thursday.   The care co-ordinator arranges for 
local community organisations to provide meals and to take Mrs Pickford shopping when Alice 
returns to Inverness on Saturday.  He agrees with Mrs Pickford to review these arrangements 
when Mary returns from holiday.  On Friday, the GP undertakes a clinical review and discusses 
future management with the Geriatrician.  Arrangements are made for the community 
rehabilitation team to provide Mrs Pickford with   
physiotherapy and a package of reablement is agreed, ready to be provided when Mrs Pickford’s 
plaster is removed in 6 weeks’  time. 
 
…..2 weeks later 
Mr and Mrs Pickford are living independently in their own home.    
 
The case study is a powerful story to illustrate to people what difference they should be able to 
see between now and 2019 in the way in which they will be supported in managing their health. 
During this period we will be working with our service providers to measure the improved 
outcomes that people experience as we move towards an integrated model. We have chosen to 
use the outcomes STAR framework ( Appendix 3) as a means to measure the outcomes of 
people receiving care and support in South Gloucestershire. During 2014/15 we are starting this 
approach with older people receiving care and support from Sirona Care and Health community 
services.  
 
 
Implementation of an individual focused outcomes based approach within clusters: 
 
We aim to measure outcomes for people within each cluster using the outcomes STAR 
framework, which is already being used by Sirona Care and Health community services with older 
people, and has been used by South Gloucestershire Council for older people using social care 
services. The outcomes STAR framework provides each person the opportunity to set their own 
goals and to agree with the supporting services how they might achieve those goals and then 
provide a baseline to measure achievement against. The individual goal setting approach and 
results achieved can be assimilated to describe improved outcomes for each cluster population. 
This will be piloted with the 1st cluster pilot that starts in October 2014.  
 
Measuring outcomes following rehabilitation, reablement, and recovery:  
 
The 3 R’s project in South Gloucestershire focuses on the outcomes we want to achieve for 
people who require rehabilitation, reablement and/or recovery from specific periods of acute 
illness.  
 
The reablement service within South Gloucestershire has measures in place to review the 
outcomes for reablement as follows:  
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The community rehabilitation work that has started as phase 1 using community nursing & 
residential homes with additional rehabilitation input currently measures people’s outcomes using 
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the Elderly Mobility Score (EMS) as follows:  
 

Admission Reason EMS on Transfer EMS on D/C LOS 

EDD 
comparison- 
28 days 

# Left neck of femur Not used N/A 35 7 

# Left foot.A/W 4xdaily POC Not used N/A 19 -9 

# Right tibia in hinged brace. 
POC Not used N/A 15 -13 

Fall/long lie. A/W 4 x daily POC Not used N/A 23 -5 

Infected Hip Prosthetic 14 out of 20 13 out of 20 39 11 

Fall #  R NoF. Abdominal Surgery 11 out of 20 16 out of 20 23 -5 

Fall . Dislocated R Shoulder Not used N/A 18 -10 

#Pubic Rami 16 out of 20 16 out of 20 22 -6 

# Pubic Rami 13 out of 20  16 out of 20 42 14 

Falls 12 out of 20  16 out of 20 51 23 

Ligament Reconstruction 16 out of 20 17 out of 20 63 35 

Falls/Cognitive Impairment 4 out of 10 10 out of 20 53 25 

Falls #L NOF 10 out of 20 N/A 11 -17 

Falls #L NOF 10 out of 20 16 out of 20 37 9 

Falls/Cellulitis/?UTI 11 out of 20 14 out of 20 25 -3 

R Hip Revision 12 out of 20 15 out of 20 25 -3 

admitted after collapse and long 
lie 17 out of 20 18 out of 20 19 -9 

R Hip Pain and UTI 15 out of 20 19 out of 20 34 6 

decreased appetite CT-aneurysm 6 out of 20 16 out of 20 41 13 

Multiple Falls 12 out of 20 15 out of 20 65 37 

Cellulitis/UTI 6 out of 20 12 out of 20 57 29 

Exacerbation of COPD 16 out of 20 N/A 15 -13 

Fall and # 13 out of 20 17 out of 20 50 22 

fal # R NOF 13 out of 20 16 out of 20 38 10 

Fall/Cellulitis 6 out of 20 N/A 12 -16 

Falls #R NoF 15 out of 20 19 out of 20 8 -20 

Exacerbation of COPD 16 out of 20 N/A 15 -13 

Fall and # 13 out of 20 16 out of 20 50 22 

Fall # R NOF 13 out of 20 16 out of 20 38 10 

Fall/Cellulitis 6 out of 20 6 out of 20 12 -16 

Falls #R NoF 15 out of 20 16 out of 20 8 -20 

Falls #c2/c3/Colles 12 out of 20 17 out of 20 24 -4 

Exacerbation of COPD 16 out of 20 19 out of 20 35 7 

"Deterioration"/Carer 
Breakdown 19 out of 20 19 out of 20 47 19 

Fall # L Wrist/Faecal Fistula 19 out of 20 19 out of 20 19 -9 

Fall and # R wrist +C2+4 12 out of 20 15 out of 20 19 -9 
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Fall and reduced mobility 6 out of 20 19 out of 20 19 -9 

Hip Revision 16 out of 20 20 out of 20 18 -10 

Falls 14 out of 20       

 
 
An early example of a person’s story of improved outcomes through our phase 1 3R’s model is 
illustrated below: 
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Further outcome measures will be developed for rehabilitation and recovery as we work through 
to phase 2 of the 3R’s project. The detail of this project is set out in section 4.  
 
BCF Metrics:  
The performance measures for the BCF will provide a detailed measure of improved outcomes 
for the South Gloucestershire population in relation to:  
 

 Reduction in total emergency admissions across the system 

 Reduction in permanent placements in care homes 

 Reduction in delayed transfers of care 

 Reduction in number of falls 
The detailed metrics are set out in template 2 of the BCF submission and will be monitored 
through the BCF Delivery Group and reported to the South Gloucestershire Health & Wellbeing 
Board.  
 
It should also be noted that the 2 performance metrics: 

 Reduction in permanent placements in care homes 

 Reduction in delayed transfers of care 
are part of the National Outcomes Framework for Adult Social Care and will be subject to 
governance and assurance through the Council.  
 
The performance metric on reduction in total emergency admissions is also part of the 
performance metrics for the CCG operational plan and will also be subject to governance and 
assurance through the NHS assurance processes.  
 
As we move forward with the development of further local metrics for the BCF, we plan to include 
metrics for the new cluster that are agreed with the local cluster team. An example of a future 
metric is set out below: 
 

Potential New 
cluster Metrics: 
 
 

 

  

Metrics   

Baseline 

Planned 15/16 Jan 2015 to 

March 2015 
Proportion of people 

being case managed via 
Intensive Community 

Tracking and Intensive 
Community Support 
(Community Cluster 

Teams)with a 
personalised care plan 
and lead accountable 

professional 

Metric 

value 
  

numerator    

denominator 

  

Improvement Indicated by  Increase 

   
 
It is critical that the new clusters are able to measure outcomes for people and the above 
draft metric will be tested in the new cluster implementation. This will be led by the cluster 
project group.  
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The BCF Cluster Metrics :  
 
The BCF cluster workshop in  October 2014 looked at the potential for performance metrics to be 
agreed at the cluster level. This work is now being further developed as part of the BCF Delivery 
Group. The draft metrics are shown below:  

 
 
Service User Satisfaction 
 
During 2013/14 South Gloucestershire Council’s Service Delivery Forum of providers of 
community based care services, worked to develop an agreed customer satisfaction and quality 
survey to be used initially across all providers commissioned to provide Domiciliary Care Services 
in South Gloucestershire. The questionnaire was developed by a task and finish group of 
providers and shared with CQC and Healthwatch, and had regard to previous DoH surveys and 
those that had been used by individual providers. The Council despatched the agreed 
questionnaire to all its service users in late 2013, with Healthwatch engaged to receive and 
analyse the returned questionnaires. A 42% return rate was achieved with improvement showing 
in areas where direct comparison could be made with previous surveys. 
 
The results have been presented to the Service Delivery Forum and will be jointly presented by 
Healthwatch and council officers to the Council’s Adults and Housing Committee on 30 April 
2014. The results are being used to drive improvement at programme level and to inform sector 
workforce development and training. Healthwatch is providing a more granular analysis of results 
by provider that will be used to discuss and drive improvement at individual contract level where 
individual provider results are below upper quartile level.  Going forward, consideration will be 
given to enhancing this new approach in terms of recognising/celebrating improvement; as well 
as adapting and extending this approach for use in other service areas. 
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c) What changes will have been delivered in the pattern and configuration of services over the 
next five years, and how will BCF funded work contribute to this? 
 

Strategic Changes in the South Gloucestershire Health & Social Care System  
 
The Health & Wellbeing Board has already set out through the Joint Health & Wellbeing Strategy – 
the changes that are needed across the health & social care system within the next 5-years (see 
also Section 2a, pages 4-10). The JHWS for South Gloucestershire, covers the period 2013 to 
2016 and was approved by the Health &Wellbeing Board and published in June 2013.  It is 
important to note that the CCG 2-year Operational Plan and 5-year Strategic plan, the Children, 
Adults & Health service plan and the BCF plan  have taken full account of the Joint Health & 
Wellbeing Strategy. It is therefore appropriate to set the strategic context for the BCF by 
considering the Joint Health & Wellbeing Strategy 6 priority themes and the progress to date. This 
is set out here.   
 
The JHWB Strategy has 6 priority themes:  
 

 Priority theme one: Making the healthy choice the easy choice  

 Priority theme two: Tackling health inequalities  

 Priority theme three: Making the best start in life  

 Priority theme four: Fulfilling lives for all  

 Priority theme five: Ageing well  

 Priority theme six: Accessing the right services in the right place, at the right time  
 
The Health & Wellbeing Board will provide the governance and assurance of the planned changes 
through a system of agreed metrics against the 6 priority themes contained in the Joint Health & 
Wellbeing Strategy as follows:  
 
Progress monitoring 
 
For each indicator, the baseline period is identified and baseline data for South Gloucestershire 
and England are presented. The most up to data are also presented in addition to a summary of 
the observed trend for each indicator. The status of indicators is rated on a ‘red/amber/green’ 
(RAG) scale based on South Gloucestershire’s performance against the England average or 
national targets.  
 
Six localities in South Gloucestershire have been defined as Priority Neighbourhoods because of 
high deprivation (Filton, Patchway, Kingswood, Staple Hill, Cadbury Heath and West 
Yate/Donnington). These localities face the greatest health inequalities and have the greatest 
health need. Therefore, the performance of certain indicators is also examined by Priority 
Neighbourhoods compared to the South Gloucestershire average to determine whether health 
inequalities are widening locally. 
 
The current progress against the 6 priority themes related to the BCF are given below:  
 

Key Indicators 
(Structure, 
Process and 
Outcomes) 

Frequency Baselin
e period 
 

Englan
d 
baselin
e 

13/14 
Annual  
 

Trend Comme
nt on 
trend  

RAG  
Rating  

Making the 
healthy choice 
the easy choice 

       

1.8 Reducing        
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injuries 
Injuries due to 
falls in people 
aged 65 years 
and over – 
indicator 2.24 
Public Health 
Outcomes 
Framework. 
Source- PHE 
Public Health 
Outcomes 
Framework 
 

Annual 
 

1872 
per 100, 
000 
(11/12) 
 

2035 
per 100, 
000 
(11/12) 
 

1795 
per 
100,000 
(12/13) 

Declin
ed  

  

Falls in people 
aged 65 to 79 
years per 
100,000 
population  
 

Annual 
 

867 per 
100, 000 
(11/12) 
 

1001 
per 100, 
000 
(11/12) 
 

788 per 
100,000 
(12/13) 

Declin
ed 

 G 

Falls in people 
aged 80 years 
and over per 
100,000. 

Annual 4785 
per 100, 
000 
(11/12) 

5034 
per 100, 
000 
(11/12) 

4713 
per 
100,000 
(12/13) 

Declin
ed 

 G 

Tackling health 
inequalities 

       

Alcohol related 
admissions to 
hospital -indicator 
2.18 Public 
Health Outcomes 
Framework when 
available-current 
source South 
Gloucestershire 
Health profile**. 
 

Annual  
and 
quarterly 
 

584.6 
per 100, 
000 
(11/12) 
 

 652.8 
per 
100,000 
(11/12) 
 

496.1 
per 
100,000 
(12/13) 

Declin
ed 

 G 

Fulfilling lives 
for all 

       

4.1 Long term 
conditions 

        

SMART Action 
plans on long 
term conditions 
(LTCs) to be 
determined 
(mental health 
problems- see 
priority theme 1, 
dementia- see 
priority theme 5) 
 

Once       n/a 

For Sep 2014 
HWB meeting 
use QOF 
2012/2013 data 
and 2011/2012 
as baseline 

        

Hypertension         

There is a 
register of 
patients with 

Annual 99.9% 
practice
s have a 

 All 
practice
s have 

   n/a 
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established 
hypertension. 
BP01 
 

register a 
register 

Percentage of 
patients with 
hypertension in 
whom the last 
blood pressure 
reading 
(measured in the 
preceding 9 
months) is 
150/90 mmHg or 
less. BP05 
 

Annual 89.98 89.81 
 

90.00 
 

90.08 
 

England 
statistical
ly 
significan
tly (ss) 
lower in 
12/13 

No 
change 
from 
11/12 to 
12/13 for 
SG 

G 

Diabetes 
mellitus 

        

There is a 
register of all 
patients aged 17 
and over with 
diabetes mellitus 
which specifies 
the type of 
diabetes. DM32- 
only present from 
QOF 2012/2013 
 

Annual  all 
practice
s have a 
diabetes 
register 
 

all 
practice
s have a 
diabetes 
register 
 

all 
practice
s have 
a 
diabete
s 
register 
 

all 
practi
ces 
have 
a 
diabet
es 
regist
er 
 

  n/a 

There are now 9 
care processes 
recommended for 
all diabetes 
patients: 

        

DM02 BMI 
recorded in last 
year? 

Annual 92.06 91.70 
 

92.20 91.70 England 
ss lower 
in 12/13 

SG 
similar to 
England 

G 

DM13 micro-
albuminuria test 

Annual 84.44 83.52 86.97 87.06 England 
ss lower 
in 12/13 

SG ss 
better 
than 
England 

G 

DM15 proteinuria 
or micro-
albuminuria who 
are treated with 
ACE inhibitors 

Annual 81.69 80.63 81.29 82.45 England 
ss lower 
in 12/13 

SG 
similar to 
England 

G 

DM17 cholesterol 
5mmol/l or less 

Annual 73.94 72.91 75.05 72.75 England 
ss lower 
in 12/13 

SG ss 
better in 
2011/12, 
similar in 
2012/13 

G 

DM21eye exam  Annual 85.47 84.83 88.76 87.98 England 
ss lower 
in 12/13 

SG ss 
better 
both 
years 

G 

DM22 serum 
creatinine 
measured? 

Annual 95.02 94.68 95.02 95.48 England 
ss lower 
in 12/13 

SG ss 
higher in 
12/13 

G 

DM26 HbA1c 59 
mmol/mol 

Annual 62.95 59.60 64.59 58.31 both 
lower in 
12/13 

SG ss 
higher in 
11/12 

G 

DM27 HbA1c 64 Annual 71.95 68.55 73.99 68.84 both SG ss G 
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mmol/mol or less lower in 
12/13 

higher in 
11/12 

DM28 HbA1c 75 
mmol/mol or less 

Annual 82.70 80.12 85.15 81.98 both 
lower in 
12/13 

SG ss 
higher in 
both 
years 

G 

DM29 foot exam   Annual 
83.63 
 
 
 

84.94 
 
 
 

86.46 88.15 Ss 
improve
ment in 
both 
areas 

SG ss 
higher 
rates 
than 
England 

G 

DM30 blood 
pressure is 
150/90 or less 

Annual 86.34 86.67 86.22 86.47 Ss 
improve
ment in 
England 

SG 
similar to 
England 

G 

DM31 blood 
pressure is 
140/80 or less 

Annual 65.23 67.17 66.27 66.76 Ss 
improve
ment in 
England 

SG 
similar to 
England 

G 

Smoke: smoking 
status Indicator 
for all patients 
with LTCs (11/12 
Smoke 03, 12/13 
Smoke 05) 

Annual 94.95 95.17 95.01 95.29 Ss 
improve
ment in 
England 

SG 
similar to 
England 

G 

         

Percentage of 
patients with 
diabetes who 
receive an annual 
review covering 
all nine care 
processes  

 not 
possible 
to 
calculat
e 

 not 
possibl
e to 
calculat
e 

   - 

         

COPD         

There is a 
register of 
patients with 
COPD. COPD14 
 
 

Annual 99.8% 
practice
s have a 
register 

99.8% 
practice
s have a 
register 

all 
practice
s have 
a 
register 

all 
practi
ces 
have 
a 
regist
er 

  n/a 

Percentage of 
patients with 
COPD who have 
had influenza 
immunisation in 
the preceding 1st 
September to 
31st March. 
COPD08 
 

Annual 81.37 81.15 
 

84.85 84.83 Rates 
stable 

SG ss 
higher 
than 
England 

G 

Chronic Kidney 
Disease 

        

There is a 
register of 
patients aged 18 
and over with 
CKD. CKD01 
 

Annual 99.83% 
practice
s have a 
register 

99.81% 
practice
s have a 
register 

all 
practice
s have 
a 
register 

all 
practi
ces 
have 
a 
regist
er 

  n/a 

Percentage of Annual 70.49 71.59 72.24 73.07 Ss SG ss G 
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patients on the 
register in whom 
the last BP 
reading 
(measured in the 
preceding 12 
months) is 
140/85 mmHg or 
less. CKD03 
 

improve
ment in 
England 

higher 
than 
2011/12 

Stroke         

There is a 
register of 
patients with 
stroke or TIA. 
STROKE01 
 

Annual 99.9% 
practice
s have a 
register 

 all 
practice
s have 
a 
register 

   n/a 

Percentage of 
patients with 
stroke or TIA who 
have had 
influenza 
immunisation in 
the preceding 1

st
 

September to 31
st
 

March. 
STROKE10 
 

Annual 77.56 77.33 
 

82.06 82.10 Rates 
stable 

SG ss 
higher 
than 
England 

G 

CHD         

There is a 
register of 
patients with 
coronary heart 
disease. CHD01 
 

Annual 99.9% 
practice
s have a 
register 

99.9% 
practice
s have a 
register 

all 
practice
s have 
a 
register 

all 
practi
ces 
have 
a 
regist
er 

  n/a 

Percentage of 
patients with 
coronary heart 
disease in whom 
the last blood 
pressure reading 
(measured in the 
preceding 12 
months is 150/90 
mmHg or less). 
CHD06 
 

Annual 87.75 88.12 
 

88.54 89.62 England 
ss 
improve
ment 

SG rates 
similar to 
England 

G 

4.2 Support for 
carers 

        

Carer reported 
quality of life -
indicator 1D Adult 
Social Care 
Outcomes 
Framework 
2013/2014. 
Currently no data 
are available on 
young carers. 
 

Annual no data no data no data no 
data 

  n/a 

4.5 Tackling         
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loneliness and 
isolation 

Social isolation- 
indicator 1.18i 
Public Health 
Outcomes 
Framework 2013-
2016 which is the 
same as (Adult 
Social Care 
Outcomes 
Framework 2013-
2014 indicator 
1l). Percentage of 
adult social care 
users who have 
as much social 
contact as they 
would like.  
 

Annual 42.30 42.30 
 

46.00 46.00   G 

1.18ii - Social 
Isolation: % of 
adult carers who 
have as much 
social contact as 
they would like  

Annual No data 41.30 No data 43.20   A 

Ageing well         

5.2 Maintaining 
independence 

         

Proportion of 
older people (65 
and over) who 
were still at home 
91 days after 
discharge from 
hospital into 
reablement/rehab
ilitation services -
Adult Social Care 
Outcomes 
Framework 
2013/2014 
Indicator 2B and 
NHS Outcomes 
Framework 3.6i. 
See Better Care 
Fund metrics 
 

Quarterly 83.9% 
(2012/2
013) 

81.4% 
(2012/2
013) 
 

89.0% 
SG 
81.9% 
(Englan
d)  

87.6% 89% Increase 
in % of 
older 
people 
remainin
g at 
home 
after 
discharg
e 

To 
maintain 
improvem
ent 

G 

5.3 Dementia          

Actions from the 
joint Dementia 
Strategy action 
plan are to be 
updated. 
 

Annual          

Percentage of 
estimated 
numbers of 
people with 
dementia on 
practice dementia 
registers -

Annual 
(currently 
only 
available at 
national-
England 
level) 

n/a 46.0%  
(2011/2
012) 

48.7 % 
(Englan
d) 
(2012/2
013 
Local 
data 

n/a n/a Increase 
in % of 
people 
with 
dementia 
who 
have a 

To 
maintain 
improvem
ent  

n/
a 
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Indicator 4.16 
Public Health 
Outcomes 
Framework 2013-
2016 and NHS 
Outcomes 
Framework 2.6i. 
 

are not 
availabl
e  

clinical 
diagnosi
s 

5.5 End of life 
care 

         

Increased 
percentage of 
End of Life (EoL) 
patients with care 
plans on Adastra. 
 

Annual 18% 
(2012/2
013 Jan 
snapsho
t) 

n/a 19% 
(2013/2
014 Jan 
snapsh
ot) 

n/a n/a Stable No 
improvem
ent  

n/
a 

Percentage 
deaths by place 
of death i.e. 
increased 
percentage of 
EoL patients 
dying in their 
place of choice- 
reduced 
percentage dying 
at hospital. Data 
include 
percentage dying 
in hospital  
 

Annual  40% 
(2012/2
013) 

n/a 42% 
(2013/2
014 
until 
Dec 
2013) 

n/a n/a Increasin
g 

Not all 
data are 
included 

n/
a  

Accessing the 
right services in 
the right place, 
at the right time 

         

6.1 Increasing 
demand for 
services 

         

A&E 
attendances. 
(taken from the 
NHS national 
‘Monthly Activity 
Report’) 
 

Monthly 68,364 
(April 
2012 to 
March 
2013) 

 71,701 18,94
7 

17,165 Rising 
(note Q4 
is usually 
the 
lowest 
quarter 
for 
attendan
ces) 
 

CCG plan 
is to 
reduce 
rate of 
increase 

A 

Emergency 
readmissions 
within 30 days of 
discharge from 
hospital-NHS 
Outcomes 
Framework 
2013/2014 
Indicator 3b.  
 

Suggest 
this 
indicator is 
replaced 
with 
Access to 
IAPT 
Indicator 
below due 
to 
unpredictab
ility of data 
and the fact 
that 
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outcome is 
largely 
outside of 
CCG 
control/influ
ence 

Improving Access 
to Psychological 
Therapies 
(IAPT) 

Monthly 
Note 
cumulative 
quarterly 
target 
 

1250 
(13%) 
Nov 
2012 to 
March 
2013 
 

 4,785 
(14.5%) 
 
 
 

974 
(14.7
%) 
 
 

1505 
(22.7%) 
 
 
 
 
 

Increasin
g 
coverage  
 
 
 
 

CCG aim 
for 15% 
coverage 
by March 
2015 
(3960) 
National 
target  

G 

Unplanned 
hospitalisation for 
chronic 
ambulatory care 
sensitive 
conditions 
(adults). This 
includes COPD, 
diabetes etc -
NHS Outcomes 
Framework 
2013/2014 
Indicator 2.3 i. 
 

Monthly 
 

1571(Ap
ril 2012 
to March 
2013) 

 1509 
 

330 403 Falling 
 

CCG aim 
to 
continue 
to reduce 
rate 

A 

Unplanned 
hospitalisation for 
asthma, diabetes 
and epilepsy in 
under 19s- NHS 
Outcomes 
Framework 
2013/2014 
Indicator 2.3 ii. 
 

Monthly 112 
(April 
2012 to 
March 
2013) 

 107 
 

29 19 Falling  CCG aim 
to 
continue 
to reduce 
rate 

A 

Better Care Fund 
(BCF) national 
metric 
Avoidable 
emergency 
admissions (to be 
replaced with all 
emergency 
admissions- new 
BCF guidance) 
 
 

This metric 
is now void 
due to 
major 
revision 
within the 
BCF 
guidance 
and has 
been 
changed to 
include all 
emergency 
admissions  

To be 
confirme
d  

n/a n/a n/a n/a n/a n/a n/
a 

6.2 Appropriate 
use of services 

         

-Emergency 
readmissions 
within 30 days of 
discharge from 
hospital-NHS 
Outcomes 
Framework 
2013/2014 
Indicator 3b.  

Suggest 
this 
indicator is 
replaced 
with 
Access to 
IAPT 
Indicator 
due to 
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SEE 6.1 Above 
Repeated 
indicator 
 
 

unpredictab
ility of data 
and the fact 
that 
outcome is 
largely 
outside of 
CCG 
control/influ
ence 

-Unplanned 
hospitalisation for 
chronic 
ambulatory care 
sensitive 
conditions 
(adults). This 
includes COPD, 
diabetes etc -
NHS Outcomes 
Framework 
2013/2014 
Indicator 2.3 i 
SEE 6.1 Above 
Repeated 
indicator 

Measure 
identified 
above 
 
 
 

        

-Unplanned 
hospitalisation for 
asthma, diabetes 
and epilepsy in 
under 19s- NHS 
Outcomes 
Framework 
2013/2014 
Indicator 2.3 ii. 
 
SEE 6.1 Above 
Repeated 
indicator 
 

Measure 
identified 
above 

        

Other Better 
Care Fund 
national metrics 

         

Delayed transfers 
of care from 
hospital per 
100,000 
population 
(ASCOF 2C) 
 

Quarterly 
 

To be 
confirme
d  

n/a n/a n/a n/a n/a n/a n/
a 

Permanent 
admissions to 
residential and 
nursing care 
homes per 
100,000 
population 
(ASCOF 2A) 
 

Quarterly 
 

821 per 
100,000 
resident 
populati
on  
(Apr 
2012-
Mar 
2013) 

 
 

832.2 
per 
100,000 
 

411.6  
per 
100,0
00 

644.3 
per 
100,000 
(Q3) 

Rising  National 
Target = 
701.2/100
,000 in 
2014-
2015 

A 

Effectiveness of 
reablement (older 
people who were 
still at home 91 

Quarterly  83.9 % 
(12/13) 

81.4% 
(12/13) 

89.0% 87.6% 86.6% 
(Q3) 

More 
people 
are 
remainin

National 
Target = 
87.5/100,
000 in 

G 
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days after 
discharge from 
hospital into 
reablement/rehab
ilitation services) 
(ASCOF 2B)  

g at 
home 

2014-
2015 

 
 
The performance metrics for the JHWB Strategy include those for the BCF. The strategic changes are 
therefore incorporated within the governance mechanism for the Health & Wellbeing Board.  
 
BCF Strategic Approach:  
By recognising the role that individual services have in maintaining health and wellbeing we will be able to 
consider how these could be delivered differently and in particular how we could improve the way different 
services work together to support the individual.  
 
The approach being taken forward through the Better Care Fund Plan will be applied across all of our 
strategic planning to ensure that the different agencies and organisations develop their thinking based on 
the common principle of putting the individual at the centre of everything we do.  
 
Our aim through the move towards integration over the next 3-5 years is to shift the pattern of service 
delivery away from the stage when people have high complexity and low stability in their lives towards 
integrated care and support provided earlier and to more people when they are at the lower complexity and 
higher stability stage. Thus the focus shifts from reacting to problems towards prevention.  
 
This is clearly set out in the BCF plan as the complexity and stability model and in the CCG 5-year Strategy 
as follows:  
 

Meeting the challenge 
 
 In order to meet the challenges outlined above the CCG must take account of the changing needs of the 
local population, whilst living within the financial resources that are available. To achieve this, we will need 
to rebalance our expenditure towards services that are focussed on maintaining the health and wellbeing of 
individuals, particularly those with complex health needs to maintain the stability of their health and enjoy a 
better quality of life. 
  

 

 

Complexity 

 

 

 

 

 

Achieving a focus on managing complexity and maintaining stability for individuals will require us to 
transform both the services we commission and the way we commission them.  Key to our success will be 
how effectively we can agree common approaches to the challenges we face by working in partnership with 
our population, primary and community based care services, the local authority, the voluntary sector, 
neighbouring CCGs, NHS Trusts and other providers. It is by using a sound evidence base and health 
economic modelling, building upon our existing relationships, and strengthening our communication and 

L 

H L 
Stability 

Self-care and 

active 

monitoring and 

support 

Intervention 

to address 

instability  

Support to 

manage 

health and 

wellbeing 

Intensive 

specialist 

intervention   

H 
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engagement processes we will increase our ability to deliver transformation.       
 
 
In order to be best positioned to be able to respond to the challenges in the health and social care sector 
we have to be committed to transformation and not be content with transactional changes that don’t 
fundamentally change how we do things. As a system we need to ensure that we have the right skills and 
competency mix in the right places in the pathway to ensure that we can deliver the changes that are 
required. Organisations will need to have properly developed workforce plans and strategies that recognise 
the changes we are trying to make and deliver a workforce that is capable of making these changes. 
Secondary care health services (acute hospitals) will also focus on providing services that helps people to 
increase their capacity to stay well.  The offer from the voluntary and independent sector has a significant 
part to play in this approach, and we are committed to empowered and healthy communities.  
 
Key Projects for Strategic Change in the BCF South Gloucestershire:  
 
To achieve the South Gloucestershire ambition of integration of services around the individual, there are 5 
key projects that will be implemented over the next 5 years: 
 

 Cluster model across South Gloucestershire (see below pages 

 Connecting Care to achieve data sharing across the system 

 New joint commissioning care homes framework to enhance the capacity and capability of the care 
home sector within South Gloucestershire and move to a care home rehabilitation and reablement 
approach that minimises permanent admissions. 

 The South Gloucestershire Rehabilitation, Reablement, and Recovery model of care 

 Dementia Strategy  
 
The BCF will not be the only finance available over the next 2-5 years to achieve this, and our future 
integration model for South Gloucestershire therefore reflects wider commissioning and service plans within 
South Gloucestershire that are funded through commissioning priorities already in place and described in 
the South Gloucestershire CCG 5-year Strategic Plan, the CCG 2-year Operational Plan, and the South 
Gloucestershire Council Plans. It should be noted that the BCF finance template therefore reflects only 
those elements of funding that are specific to the BCF. The detailed 2-year and 5-year financial plans for 
the CCG reflect the 2-year and 5-year operational and strategic plans respectively and are included as part 
of template 2 to ensure the full financial planning implications are understood for the 5 key changes 
planned in the BCF plan.  
 
BCF projects that will be partially funded from the BCF from April 2015 include: 
 

 Connecting Care to achieve data sharing across the system:  
 

Delivering health and social care services across our community is complex. There are multiple 
organisations with multiple agendas and multiple professionals all seeking to provide the best care they 
can. Multiple professionals record information about the patient or service user in multiple systems provided 
by multiple vendors in multiple formats. For the person who traverses this range of ‘multiples’ seeking help, 
advice and treatment this complexity is irrelevant. However, it is often a source of frustration when the care 
professional they encounter simply does not have access to the information needed to provide the best 
care possible at the point of contact. There are very sad, but well documented, cases where this lack of 
information sharing between health and social care agencies has led to tragic circumstances.  
 
Across the health and social care community in Bristol, North Somerset and South Gloucestershire our 
response to this challenge has been the development of the Connecting Care programme - a single, 
overarching partnership working together to safely share information to support better more integrated care. 
The programme went live with our first shared record in December 2013, and the response from people 
using Connecting Care to support their work has been overwhelmingly positive. Our aim with this initial pilot 
with 500 clinicians and practitioners was to ‘prove the concept’. We have done this in many more ways than 
we had initially imagined and our success is now being recognised on a national stage.  
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The Bristol, North Somerset and South Gloucestershire (BNSSG) vision for information management and 
technology is that of ‘IT as an enabler’: 
 
• Joining up information and driving integration within, and between, organisations, to ensure care is 
focused around the person and their needs  

• Delivering clinicians and practitioners the information that they need, when they need it and where they 
need it so that information fully supports care pathways and care processes  

• Increasing efficiency in the delivery of health and social care  

• Increasing the availability of business intelligence information  

• Moving towards a “paperless NHS”  
 
Connecting Care is a platform that all partners can contribute to and all partners can seek to use and 
benefit from.  
• Individual organisations can use Connecting Care to support their own internal ambitions. It can be used 
to drive change and efficiencies. Stage 1 has clearly demonstrated that Connecting Care offers the real 
ability to support teams in times of rising demand, enabling them to manage increased workload within their 
current resources, whilst also reducing risks on a daily basis.  

• Connecting Care is also an enabling asset - a platform that we can use and develop jointly across multiple 
health and social care organisations. It can support strategic and transformational change ambitions and 
underpin more integrated care across our economy.  
 

Ambitions for 2014/2015:  
  
There are a number of projects in the pipeline for 2014/15 including –  

• Improving the sharing of clinical communications and improvements to electronic discharge 
information  

• Sharing information with and from mental health services  

• Supporting joint care plans  

• Increasing the number of people using Connecting Care  

• Further information governance projects  

• Supporting the IT system changes that are happening in some organisations  
 
 

Ambitions 2015/2016 and on...  
 
Further ambitions in the Connecting Care development pipeline include –  

• Integrating children’s IT systems to support improved child safeguarding  

• Integrating specialist systems to support a particular pathway – e.g. maternity, renal, oncology  

• Introducing mobile access to Connecting Care to support clinicians and practitioners on the move  

• Further development of electronic pan-community shared plans (care plans or end of life plans)  

• Focus on safety and medicines consolidation – seeking to include information on hospital 
prescribed information within Connecting Care  

• Introducing patient access and patient portals and/or building local patient apps (e.g. self / home 
diabetes monitoring / links with tele-health and care systems)  

• Use Connecting Care to support GP practice collaborative work  
The South Gloucestershire Council plans to enter the Connecting Care project at phase 2. One of 
the national conditions of the Better Care Fund is the sharing of key health and social records. 
Working across the Bristol, North Somerset and South Gloucestershire area the Connecting Care 
programme provides shared key data across primary care, secondary care, community health and 
social care. It is proposed to submit a bid for DCLG Transformation Challenge Award funding bid by 
1 October 2014 to progress phase 2 of the programme that will include adult social care records in 
South Gloucestershire  and extend the programme to  include Children and Young People records. 
A decision by the DCLG will be made in November 2014. Ongoing maintenance costs of the 
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Connecting Care IT system of £75k p.a. are currently unfunded from April 2016. Consideration will 
be given during 2015/16 as to whether this cost can be met after April 2016 from savings achieved 
through BCF initiatives. 

 
The full business case and benefits analyses for Connecting Care is shown in Appendix 15.  

 

 New joint commissioning care homes framework to enhance the capacity and capability of 
the care home sector within South Gloucestershire: 
 
South Gloucestershire CCG has invested approximately £7m into the BCF from April 2015 to 
commission care homes provision within South Gloucestershire. South Gloucestershire Council 
currently commissions care homes with approximately £30m p.a. budget. The plan for April 2015 is 
to have a new joint commissioned care home framework in place across South Gloucestershire that 
will enhance the capacity and capability of the local care home sector. Our aim is to build on the 
joint framework by adopting single contract monitoring and moving towards placements brokered by 
a single team. 
 
Over the past 18 months South Gloucestershire Council and CCG have worked closely together 
and invested £300k in developing the capability within care homes.  
 
Schemes have included:  

• Improving clinical skills for staff in Nursing Homes 
• Improving infection control 
• Improving diet and nutrition 
• Supporting care home managers to develop leadership skills 
• Growing support for dementia (Gardening scheme) 
• Telehealth and telecare schemes 

 
Complementing this,  the CCG has invested in a Local Enhanced Service for GP practices 
(identified by NHS England as best practice) to provide enhanced medical cover to individuals who 
live in care homes. We know that the number of emergency admissions to hospitals of patients who 
live in care homes covered by the LES in targeted HRGs has reduced as a result of these 
interventions.  
 
We know that there is significant pressure in our system from a growing cohort of individuals with 
extremely challenging behaviours who need long term residential care.  Mainstream care homes are 
often unable to meet these patient’s needs.  
We know that South Gloucestershire makes more permanent placements into nursing care than 
areas with similar populations. We know that there is fixed capacity in care homes across South 
Gloucestershire (approx. 1800 beds) and occupancy rates are high. 
 
The BCF focus for 14/15 and 15/16 is on the development of a joint commissioning framework 
between the CCG and the Council to effect change within the local care home sector and enhance 
capacity and capability to support the health & social care system. The Council and the CCG are 
working with care homes to change the ethos.  Together we wish to end the practice of making 
permanent care home placements for most new admissions. For most people we wish to replace 
this in the majority of cases with interim placements, establishing a reablement and rehabilitation 
approach within care homes. Providers will focus on supporting individuals to regain independence, 
empowering them to return to their own homes, or to be cared for in the in a lower intensity setting 
(such as extra care housing) which affords individuals most independence.  
The CCG and LA are developing a new service specification for care homes which is aimed to be 
implemented from April 2015.  Key features will support the ambitions of the BCF and include:  
 

• Reablement/ Rehabilitation approach 
• 7 day per week return to and new admissions to care homes from hospital 
• Specification of technologies (e.g. IV antibiotics for nursing homes) and equipment that care 

homes are expected to provide 
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• Improved information provided by care homes when patients are admitted to hospital 
 

The CCG and the Council are also working with our mental health partners and other partners to 
explore what support could be provided to homes, and whether a new level of service could be 
commissioned, to help them to support patients with challenging behaviour to ensure patients who 
are currently delayed in NBT and AWP are able to be cared for in the community. The detailed 
plans are set out in Annex 1 and the detailed project plan is in Appendix 9 (a, b & c).  
 
Implementation of the South Gloucestershire Rehabilitation, Reablement, and Recovery 
(3R’s) model of care:  
 

 
 
The BCF will partially fund the South Gloucestershire 3R’s model of care from April 2015 onwards, 
with the increased investment to protect social care services. The investment will enable the 
continued commissioning and delivery of the Promoting Independence Service and the Brunel Care 
Reablement Service delivered/commissioned by South Gloucestershire Council. These are key 
elements of the South Gloucestershire 3R’s model of care, that enable people to be discharged in a 
timely way from acute hospital inpatient beds and to enable people to be supported at home and 
prevent unnecessary admission into an acute hospital. The detailed implementation plan for the 3 
R’s model of care is provided in Annex 1.  
 

 Dementia Strategy  
 
The BCF planned for April 2015 includes the CCG funding to support carers and to support people 
with dementia in the community via the voluntary sector. The Dementia Strategy is an integrated 
strategy to deliver a Dementia Friendly South Gloucestershire that supports early diagnosis of 
dementia, and works with primary care, the voluntary sector, specialist dementia services, care 
homes, family carers, people with dementia, and the wider community (including the commercial 
business sector and schools), to ensure we support people as they move through the different 
stages of dementia. Dementia is a key strategic priority in the CCG 5-year strategy as set out below    
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 Better dementia 

awareness across 

South Gloucestershire, 

and improved skills of 

staff working with 

older people 

 

South Gloucestershire wide ‘dementia awareness’ 

campaign 

 

Improved community support for patients and carers 

to reduce dependence on care homes and hospitals 

 

Better work force skills, including for staff working 

in primary care, community care and care homes 

 

Specialist support for care homes  

Greater awareness of 

benefits of sharing 

concerns with your GP, 

and looking after your 

health 

 

People supportive in 

everyday situations with 

people with dementia 

and their carers  

 

People with dementia 

and carers able to access 

a wide range of support 

and advice locally 

 

People with dementia 

and carers better 

supported by community 

services 

 

More people supported 

to live independently for 

longer  

 
 
 
 

 
 
The overarching strategic changes planned for the South Gloucestershire health and social care system 
are set out under the Joint Health & Wellbeing Strategy, and then underpinned by the BCF and the CCG 5-
year Strategy which states:  
 
 

Our vision for future health care services in South Gloucestershire 

 
We want to help create a community within South Gloucestershire in which local people have access to the 
information and services that help them maintain their health and wellbeing. The emphasis will be on 
developing partnerships between individuals, their family and friends, the wider community, voluntary, 
public and private organisations, all working together to promote healthy lifestyles and to support those 
living with on-going health conditions.   
 
The goal is for local people to be supported to achieve and maintain good health and wellbeing, monitor 
and manage their own health with the provision of appropriate education and support. For individuals with 
more complex health needs, care plans will be developed which describe the care and support they will 
receive. These plans will be regularly reviewed to ensure individuals continue to receive the most 
appropriate and effective services.  We will ensure appropriate service delivery to the most vulnerable 
groups in South Gloucestershire.  

Where possible, care will be provided at home or within the local community, with health and social care 
staff working with individuals and their carers to coordinate access to services.  Primary and community 
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care clinicians will be supported by a team of community-based geriatricians and other hospital-based 
specialists. 
 
Through this coordinated approach, our aim is to reduce the risk of individuals becoming unwell or being 
admitted to hospital. Individuals with urgent healthcare needs will have improved access to services in 
primary care and community settings seven days a week, and we will work to raise the understanding of 
the most appropriate services to use.  It will be supported by an integrated IT system that will allow 
clinicians across the our local health system to access patients’ records and care plans, eliminating the 
need for people to give repeat histories or have repeat tests.  
 
If admission to hospital is required, it will be in the most appropriate care setting and for the shortest 
possible time. In order to achieve this for individuals with more complex care needs a comprehensive 
assessment including physical and mental health and social care will be undertaken at the time of 
admission.  This will be supported by active discharge planning to enable individuals to return to the most 
appropriate place of residence as soon as possible.  
 
Early discharge will be supported by packages of health and social care that will allow individuals to return 
safely back to where they live, with the aims of keeping them as healthy and independent as possible and 
minimising further risk to their health. Discharge will require close co-operation between individuals, their 
carers or family and health and social care providers. The plans for discharge and recovery will be clear 
and will explain what services will be provided and who to turn to if those plans need to change.  
 
The overall strategic shift towards this vision and the ambitions of the Joint Health & Wellbeing Strategy 
and the BCF will be mapped using the detailed operational plans that are described in section 4.  
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3) CASE FOR CHANGE  
 
Please set out a clear, analytically driven understanding of how care can be improved by 
integration in your area, explaining the risk stratification exercises you have undertaken as part 
of this.  
 
The NHS is facing its biggest funding challenge since being established 65 years ago.  Nationally, a 
funding gap of £30bn is projected by 2020/21 if services continue unchanged. This reflects the 
challenges from an ageing population, continuing medical advances, and rising public expectations 
of the services that are provided.   
 
Both the proportion and absolute numbers of older people are expected to increase markedly in the 
coming years, particularly the number over 85 years old.  While it is excellent news that people are 
enjoying longer lives, nationally older people are the most intensive users of health care services:  
 

 Nearly two-thirds of people admitted to hospital are over 65 years old. 

 

 There are more than 2 million unplanned admissions per year for people over 65, accounting for 

nearly 70% of hospital emergency bed days 

 
These national trends are reflected locally.  In South Gloucestershire, one of the biggest challenges 
for future health services is the expected increase in the number of older people:  over 26% in the 
very elderly (over 85s) and 11% in the elderly (over 65s) by 2018. 
 
We expect this to be accompanied by a large rise in the number of people with long-term health 
conditions associated with ageing - for example, heart disease, diabetes, hypertension and 
dementia.  This is expected to be exacerbated by the relatively high levels of obesity in South 
Gloucestershire. Health care for patients with a single long-term condition currently costs on average 
£3,000 per year whilst for those with three or more conditions costs are nearly £8,000 per year.  
 
The challenges for the health and social care system in South Gloucestershire are set out in more 
detail in the Joint Strategic Needs Assessment published in 2013, and the Joint Health and 
Wellbeing Strategy.  For ease of reference we have set out the key issues that set out the case for 
change within South Gloucestershire. 
 
In common with the rest of England, South Gloucestershire Joint Strategic Needs Assessment 2013, 
has identified that South Gloucestershire is and will experience an unprecedented period of growing 
demands on current services, with limited resources to meet these demands. A copy of the complete 
South Gloucestershire JSNA is included as Appendix 1, but specific reference is made here to the 
population changes that will impact upon the health and social care needs of the population and how 
we will respond within South Gloucestershire.  
 
Specific analyses has indicated that the population will grow – to an estimated 283,700 by 2018 and 
313,600 by 2035. This is largely the result of births exceeding deaths and to a lesser 
extent, net inward migration. Recent trends have favoured immigrants from the Indian sub-continent 
and Eastern Europe but it is not clear whether these trends will continue. 
 
The population will become older up to 2035 as life expectancy increases and people from the post-
war ‘baby boom’ age. This is shown graphically in Figure 1 as a ‘population pyramid’ – with the 
predicted number of males and females in each age group both now (in solid colours) and in 
2035 (in open colours). 
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This will have a profound effect on services in the near and the long term for two reasons. Firstly, 
people of 85 years and over are in need of health and care services to a much greater extent than 
those in younger age groups. In South Gloucestershire as a whole, their numbers will nearly triple 
from an estimated 5,400 in 2010 to 15,300 in 2035. 
 
Table 1 sets out the QOF extrapolation of the people in South Gloucestershire on the primary care 
registers for specific conditions. Based on the current population projections for South 
Gloucestershire, the table projects the extrapolated increase in the number of people on the register 
by condition from 2011 to 2021.  
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Figure 2.  
 

 
 
 
Figure 2 illustrates the relationship between age and the complexity of people experiencing more 
than 1 long-term condition, with the clear indication that people over 65 will experience up to 6 or 8 
long-term conditions. This change in patient profile indicates the need to ensure we integrate 
services and work with individuals to empower them to be independent and manage their conditions 
for as long as possible.  
 
 
The second issue concerns the balance between older and younger people. In 2010, the so-called 
‘dependency ratio’ of people aged 0-15 years and 65 years and over, as a percentage of people of 
working age 16-64 years, was 54%; in 2035 it will be nearly 68%. In 2010, there was an estimated 
four working age people to every person over 85 years; this is expected to fall to 
three by 2035. In particular, the numbers of family members in the middle age groups –traditionally 
those who provide much informal care to elderly relatives – will fall during this time, at the same time 
as the number of people in very old age rises. We must therefore look at other ways in which 
services and the wider community can support people and their families in the future. To do this at a 
local cluster level we need to have specific information about the people who are at most risk of 
needing care and support. NHS England is working with primary care within South Gloucestershire 
to gain this detailed information from practice registers. The details of this risk stratification work are 
described further in this section.  
 
The CCG 2-year Operational Plan set out clearly the evidence from the JSNA that provided a case 
for change locally. The CCG performance against the NHS Outcomes Framework; the CCG 
performance on the Public Health Outcomes Framework; and the public perception of local services 
are detailed in the Operational Plan and set out below as part of the story for the case for change in 
our local health & social care system:  
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Performance against NHS Outcomes Framework.  
Taken from the Outcomes benchmarking support packs: CCG level; NHS South Gloucestershire 
CCG7, which incorporates data ranging from 2009 to 2012.  

 
 
 
 

http://www.england.nhs.uk/wp-content/uploads/2012/12/ccg-pack-12a.pdf
http://www.england.nhs.uk/wp-content/uploads/2012/12/ccg-pack-12a.pdf
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Current Performance against Domain 4 of the Public Health Outcomes 
Framework.  
Taken from South Gloucestershire’s Public Health Outcomes Framework Area Profile9, which 
incorporates data ranging from 2009 to 2012.  

 

 
 
 
 
 
 
 
 
  
 
 

http://www.nepho.org.uk/pdfs/public-health-outcomes-framework/E06000025.pdf
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CCG Results from online public consultation about healthcare services in 
South Gloucestershire.  
 

 
 
1. Urgent and emergency care (including NHS 111, ED and ambulance services)    
2. Out-of-hours primary medical services    
3. Elective hospital care    
4. Community health services (e.g. speech and language therapy, district nurses)    
5. Rehabilitation services   
6. Maternity and new born services    
7. Children’s healthcare services (both mental and physical health)    
8. Services for people with learning disabilities    
9. Mental health services    
10. NHS continuing healthcare    
11. Infertility services    
12. Older people’s healthcare  
13. Home oxygen services    
14. Wheelchair services    
15. Treatment of infectious diseases 
 
What the National Outcome Frameworks tell us 
 
In developing commissioning plans and identifying priorities for 2014/15-2015/16, we have 
considered carefully the health outcomes reported for South Gloucestershire in the national outcome 
frameworks for the NHS, public health and adult social care. This section summarises current 
performance and the areas identified for improvement action.  
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The NHS Outcomes Framework 
 
The NHS Outcomes Framework2 sets out the high-level national outcomes identified by the 
Department of Health that the NHS should be aiming to improve. South Gloucestershire’s 
performance and where it benchmarks nationally can be explored in detail using the following online 
tools: Operational Planning Atlas, Levels of Ambition Tool, and is summarised in the NHS 
Commissioning Board’s Outcomes Benchmarking Support Pack: CCG level7, which uses a range of 
data from 2009 to 2012. This demonstrates that outcomes are currently better than the England 
average and the ONS cluster median for almost all the high-level measures. Further improvements 
are expected across the measures as a result of the CCG’s commissioning plans.   
 
Patient reported outcome measures (PROMs) for knee replacement and groin hernia are below the 
England average. However, recently released data for 2012/13 shows significant improvements 
have been made: PROMs for knee replacement are now in line with the England average and are 
better than the England average for groin hernia. The incidence of healthcare associated infections 
(MRSA and C. difficile) remains a key area of concern for the CCG and is subject to on-going 
assurance and performance mechanisms. Proposals are under negotiation with the CCG’s main 
acute services providers to include these as CQUINs in 2014/15, to ensure that existing performance 
management mechanisms are reinforced by financial incentives for delivering improvements. 
 
The Public Health Outcomes Framework  
 
Under the governance of the South Gloucestershire Health and Wellbeing Board, the Council’s 
public health team works closely with the CCG. Performance against the Public Health Outcomes 
Framework8 provides a vital part of the wider context in which the CCG’s plans are developed. The 
most recent published performance is detailed in South Gloucestershire’s Public Health Outcomes 
Framework Area Profile9 and summarised in the NHS Commissioning Board’s Outcomes 
Benchmarking Support Pack: LA level10, both of which use data ranging from 2009 to 2012. South 
Gloucestershire’s outcomes are consistently better than the national average. However, with public 
health colleagues, the CCG has identified two areas which should be reflected in the CCG’s service 
improvement plans for 2014/15-2015/16: to reduce injuries due to falls and to reduce preventable 
sight loss. In February 2014 we are introducing a unified approach to the way GPs assess patients’ 
risk of falls and associated injuries. GPs are being trained in the use of an evidence-based 
assessment, and also the various options for treatment or further, specialised, assessment.  
 
The Adult Social Care Outcomes Framework  
 
Overall performance against the Adult Social Care Outcomes Framework10 can be found the NHS 
Commissioning Board’s Outcomes Benchmarking Support Pack: LA level11. As part of the Better 
Care Fund (see accompanying Better Care Fund Plan), which is building on the joint partnership 
commissioning programme already in place, the CCG is working with social care services colleagues 
to develop community-wide approaches to support the frail elderly and other vulnerable patients with 
complex needs (JHWS priority theme 5 – ageing well). The new community health services provider 
from April 2014, and the new rehabilitation and reablement model of care to be commissioned as a 
priority in 2014/15, are expected to contribute to improving South Gloucestershire’s performance 
against the following indicator in the adult social care outcomes framework: to reduce permanent 
admissions to residential and nursing homes, per 100,000 population.  
 
From Macro to Micro – population stratification: 
To support the population case for change and population risk stratification set out in the JSNA and 
detailed within the graphs above, risk stratification is also carried out at GP practice level within 
South Gloucestershire to ensure that specific local information is available to the GP practices and 
enable targeted approaches to care and support the people who need it. This is governed by an 
Enhanced Service Specification between NHS England and the GP practices, “avoiding unplanned 
admissions: proactive case finding and patient review for vulnerable people”. This fits perfectly with 
the cluster model for South Gloucestershire, as the risk stratification at GP practice level will inform 
the proportion of people to be case managed via the Intensive Community Tracking and Intensive 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/256456/NHS_outcomes.pdf
http://ccgtools.england.nhs.uk/opa/flash/atlas.html
http://ccgtools.england.nhs.uk/loa/flash/atlas.html
http://www.england.nhs.uk/wp-content/uploads/2012/12/ccg-pack-12a.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/263658/2901502_PHOF_Improving_Outcomes_PT1A_v1_1.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/263658/2901502_PHOF_Improving_Outcomes_PT1A_v1_1.pdf
http://www.nepho.org.uk/pdfs/public-health-outcomes-framework/E06000025.pdf
http://www.nepho.org.uk/pdfs/public-health-outcomes-framework/E06000025.pdf
http://www.england.nhs.uk/wp-content/uploads/2013/01/la-pack-e06000025.pdf
http://www.england.nhs.uk/wp-content/uploads/2013/01/la-pack-e06000025.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/263783/adult_social_care_framework.pdf
http://www.england.nhs.uk/wp-content/uploads/2013/01/la-pack-e06000025.pdf
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Community Support (Community Cluster Teams) with a personalised care plan and lead 
accountable professional. The detailed arrangements as part of the enhanced service agreement are 
as follows:  
 
Proactive case management and personalised care planning  
 
i. The practice will use an appropriate risk stratification tool or alternative method, if a tool is not 
available, to identify vulnerable older people, high risk patients and patients needing end-of-life care 
who are at risk of unplanned admission to hospital. If a risk profiling tool is used, clinical 
commissioning groups (CCGs) should ensure that a suitable tool has been procured for practice use.   
ii. The risk stratification tool or other alternative method used should give equal consideration to both 
physical and mental health conditions.  
iii. The practice will establish a case management register of patients identified as being at risk of an 
unplanned hospital admission without proactive case management. This register will be a minimum 
of two per cent of the practice's registered2 adult patients (aged 18 and over). The minimum number 
of patients to be on the register each quarter will be set on the first day of the respective quarter, 
starting from quarter two (i.e. 1 July 2014 for quarter two, 1 October 2014 for quarter three and 1 
January 2015 for quarter four). The minimum register size will be calculated as two per cent of the 
practice list size (patients aged 18 and over) from the Exeter (NHAIS) system on each of these days. 
In addition to this two per cent, any children (aged 17 and under) with complex physical or mental 
health and care needs, who require proactive case management, should also be considered for the 
register.  
iv. In each quarter a tolerance of -0.2% will be allowed (i.e. a register size of 1.8%) to account for 
situations which temporarily lead to a dip in the number of patients on the register at the end of that 
quarter. However, practices will need to ensure that over the last three quarters of the year, the 
register covers at least an average of two per cent of the practice's registered adult patients. 
Therefore, should the circumstances of any patient change during the year, resulting in their removal 
from the register, practices will need to identify additional patients as soon as reasonably possible to 
ensure the two per cent is maintained. Where a practice fails to deliver at least an average of two per 
cent across the last three quarters of the year, payments can be reclaimed. See payment and 
validation section for more details.  
v. Practices will need to ensure that they manage any in-year risk associated with changes in 
practice list size. In exceptional circumstances which temporarily lead to the register falling below the 
tolerance, practices and their area teams will need to discuss and review the situation.  
vi. The practice will undertake monthly reviews of the register to consider any actions which could be 
taken to prevent unplanned admissions of patients on the register. For example, the reviews may 
consider whether those patients requiring multi-disciplinary team input are receiving it, or that the 
practice is receiving appropriate feedback from the district nursing team.  
vii. Practices will be required to inform relevant patients that they are enrolled on the register and 
what it is they can expect from being part of this ES.  
viii. Patients initially added to the register will be informed of their named accountable GP and, where 
applicable, their care coordinator by the end of July 20144. Any new patients coming onto the 
register in-year should be notified within 21 days.  
4 This applies to patients initially added to the register who are under the age of 75. Any patient on 
the register aged 75 and over would already have been informed as per the requirements for Named 
GP for patients aged 75 and over. However, patients aged 75 and over will still need to be informed 
of their inclusion on the register and the name of their care coordinator if applicable.  
ix. The practice will implement proactive case management for all patients on the register. This will 
include developing collaboratively with a patient and their carer (if applicable) a written/electronic 
personalised care plan, jointly owned by the patient, carer (if applicable) and named accountable GP 
and/or care coordinator. If the patient consents, the personalised care plan should be shared with 
the multi-disciplinary team and other relevant providers. Personalised care plans should be in place 
for all patients initially added to the register by the end of September 2014. Thereafter, any new 
patients coming onto the register in year should have their personalised care plans created and 
agreed within a reasonable timeframe, but no later than one month after entry onto the register.  
x. The aim of proactive personalised care planning is to improve the quality and coordination of care 
given to patients on the register to improve their health and well-being. This should also aid in 
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reducing of individual risk of avoidable emergency hospital admissions or A&E attendances.   
xi. Personalised care plans should be developed taking account of the supporting ES guidance.  
xii. Patients and carers (if applicable) should be invited to contribute to the creation of the 
personalised care plan. Members of the multi-disciplinary team (when relevant) and other relevant 
providers could be invited to contribute to the creation of the personalised care plan. These 
contributions should inform both the holistic care needs assessment (e.g. to take into account social 
factors as well as clinical requirements) and the actions that can be taken as a result.  
xiii. The personalised care plan should, where possible and through encouragement from the 
attending practitioner, include a record of the patient's wishes for the future. It should identify the 
carer(s) and give appropriate permissions to authorise the practice to speak directly to the 
nominated carer(s) and provide details of support services available to the patient and their family.  
xiv. The patient’s care and personalised care plan should be reviewed at agreed regular intervals 
with them and if applicable, their carer. Clinician(s) should look at the patient’s personalised care 
plan to ensure that it is accurate and is being implemented, making any changes as appropriate and 
agreeing these with the patient and where appropriate, the carer. In some instances, the review may 
be as a result of a social issue, which could require the assistance of the named accountable GP or 
care coordinator (if applicable) to link with the right people in the multi-disciplinary team or as an 
area for commissioning or design improvement. Practices will be required to use the new Read2 or 
CTV3 codes (see section on monitoring) to record when a patient’s care plan has been reviewed. 
This is a specific code introduced solely for use of practices participating in this ES.  
xv. Where a patient has had a review undertaken by a member of the multi-disciplinary team (i.e. 
outside of their practice), then the professional having conducted the review must inform the practice 
and the patient’s record updated. CCGs will need to ensure, through their commissioning 
relationships with the organisations that work with the practice, that they inform the practice that a 
review has been undertaken.  
xvi. The named accountable GP will be responsible for ensuring the creation of the personalised 
care plan and the appointment of a care coordinator (if different to the named accountable GP). They 
will also maintain overall accountability for ensuring that the personalised care plan is being 
delivered and patient care, including the personalised care plan, is being reviewed as necessary.  
xvii. The care coordinator for the patient (appointed by the named accountable GP, unless they plan 
to undertake this role themselves) will act as the main point of contact for the patient. They are 
responsible for overseeing care for the patient, that the care plan is being delivered and that the 
patient and/or carer (if applicable) is informed of and agrees any changes made to their personalised 
care plan (if applicable). They will also keep in contact with the patient and/or their carer (if 
applicable) at agreed intervals. In the event the named accountable GP is also the care coordinator, 
then they will be required to undertake all responsibilities for both roles. Where elements of a 
patient’s care or personalised care plan, provided by professionals outside of the practice, is not 
being delivered then the named accountable GP or care coordinator (if applicable) will be required to 
raise this accordingly with the relevant organisation and ensure that all those involved are clear of 
their roles and responsibilities with respect to the patient’s care and personalised care plan.  
 
In summary the case for change highlights the importance of our 5 key projects as the 
mechanisms for delivering our integration agenda: Overall, we know that in South 
Gloucestershire our population is ageing and with that come increasing demands to support people 
with more complex long-term conditions, with less family members to support their care in the future. 
As health and social care commissioners and providers of services, our focus has to be to 
work together with the people in South Gloucestershire to best support people as they age. 
Our Better Care Fund (BCF) plan sets out how we intend to do that, with the key focus on 
integration of care and support around the individual through the cluster model, and through 
our 5 key projects:  
 

 Cluster model  

 Connecting Care to ensure data sharing 

 Enhancing the capacity and capability of our local care home sector to support the health & 
social care system 

 Developing an infrastructure to support the Rehabilitation, Reablement, and Recovery 
approach to support people better and avoid unnecessary admission and long-stays in acute 
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hospital beds 

 Ensuring that our local community is focused on caring and supporting people with dementia 
through a community asset based approach 

 

 

 
 

4) PLAN OF ACTION  
 
a) Please map out the key milestones associated with the delivery of the Better Care Fund plan 
and any key interdependencies 
 
PLANNING & GOVERNANCE FRAMEWORK FOR DELIVERY OF THE BCF  
 
The Health & Wellbeing Board agreed at its March meeting to establish a BCF Delivery Group from 1st April 
2014 to replace the BCF Project Board that developed the approved BCF Plan submitted at the end March 
2014 to NHS England as part of the CCG planning submissions. Since then the BCF Delivery Group’s 
responsibility has been to co-ordinate the monitoring of all the planned schemes described within the BCF 
Plan, to establish the reporting and monitoring mechanisms for the performance targets of the BCF, and to 
specifically lead the development of the cluster model for South Gloucestershire during 2014.  
 
The BCF Delivery Group is chaired by a local GP and the CCG Clinical Lead for Long Term Conditions and 
Integration, and membership consists of representation from all partnership bodies across South 
Gloucestershire:  
 
South Gloucestershire Council 
South Gloucestershire CCG 
Sirona Care and Health 
North Bristol NHS Trust 
Community Voluntary Sector 
Healthwatch 
Avon and Wiltshire Mental Health Partnership 
NHS England 
Primary Care 
 
The BCF Delivery Group is required to report to the Health & Wellbeing Board on progress against delivery 
of the BCF plan. More recent changes to the BCF guidance nationally has required further work to amend 
the BCF plan to meet the new guidance, and rewrite the BCF templates for submission to NHS England. 
During this review phase against the new national guidance, the BCF Delivery Group has focused on the 
development and implementation of the 1st pilot cluster to start in October 2014.  
 
The structural arrangements for the governance of the BCF are set out in figure 6. The Better Care Fund 
includes a figure at or close to the minimum required CCG transfer and will be the subject of a s75 transfer. 
As with current s356 and s75s, the transfer agreement and member authority will seek administrative 
delegation to officers, overseen by a joint health and social care s256/s75 group which reports to the 
Senior Officer Group which in turn supports the Health & Wellbeing Board. 
 
The budgets within the initial BCF include those services that health and social care already jointly 
commission, together with those where both health and social care already commission from the same 
market (e.g. Care Homes) and where we are already working together towards joint frameworks and 
joint/lead commissioning. However our ambition spreads far beyond the initial BCF budget transferred from 
the CCG. It is our intention to evolve into a fund that includes relevant local authority budgets plus 
additional relevant CCG budgets. It is for this reason that our plan refers to initiatives and joint working that 
are not confined to the BCF finances and where redesign and lead commissioning achieves closer 
alignment, then using the principle that form follows function, this will trigger consideration as to whether 
the funding for such services would more appropriately sit within the BCF. 
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The vision of future expansion of the budgets that sit within our future BCF will require revised governance 
arrangements. The current HWB Board is not a budget holding committee and the arrangements for budget 
responsibility and decision making will require careful consideration and constitutional change. South 
Gloucestershire Council has all-out elections in May 2015 which is timely in enabling a new council to be in 
place to consider opportunities for taking this forward as appropriate. 
 
Figure 6. The Governance Framework in South Gloucestershire for the Better Care Fund  
 

 
 
The BCF performance metrics are set within the South Gloucestershire Joint Health & Wellbeing Strategy 
performance metrics and the Health & Wellbeing Board have agreed the governance and assurance 
processes for the monitoring of those metrics. The detail is set out in section 2c of this template.  
 
 
PLANNED CHANGES TO THE SOUTH GLOUCESTERSHIRE SYSTEM  
 

Key Projects for Strategic Change in the BCF South Gloucestershire:  
 
To achieve the South Gloucestershire ambition of integration of services around the individual, 
there are 5 key projects that will be implemented over the next 5 years: 
 

 Cluster model across South Gloucestershire 

 Connecting Care to achieve data sharing across the system 

 New joint commissioning care homes framework to enhance the capacity and capability of 
the care home sector within South Gloucestershire 

 The South Gloucestershire Rehabilitation, Reablement, and Recovery model of care 

 Dementia Strategy  
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Moving towards Clusters: 
 

The key focus for an integrated model within South Gloucestershire is the development of a 
cluster model of services, to reflect the importance of surrounding the individual with care and 
support, using all the resources available as close to the person’s home as possible. This starts 
with the individual themselves in terms of their own ability to manage their health, then moving out 
to family and friends who support the person, then to the wider community of local networks, and 
then wrapped around by health and social care services. 
 

To organise this asset based approach to integrated care and support, we have identified six 
cluster areas, each based around 3-5 GP Practices and within clearly defined geographical 
boundaries. The proposed model for integrated community-based care will shape existing and 
new primary and community health and social care resources into aligned multi-disciplinary teams, 
focusing correct levels of intervention across the spectrum through: Intensive Community Support, 
Urgent review, Intensive Community Tracking and Self-care & Planned Intervention. We start the 
1st pilot on the 2nd October and aim to evaluate the pilot within 12 months to enable us to roll-out 
the model across South Gloucestershire. The implementation of the pilot will adopt an action 
learning approach to ensure that people within the cluster design the model according to local 
preferences.  
 
The cluster model provides a focus as close to the individual as possible through which to ensure 
we are able to implement the ambitions of the 2- and 5-year CCG plans specifically:  
 
Promoting Independence 
 
Clinical leads: Dr Tharsha Sivayokan & Dr Jon Evans 
 
The aim of the programme is to optimise peoples’ ability to manage their own conditions and outcomes, 
minimising inappropriate unnecessary treatment & interventions. The Promoting Independence work 
programme includes developments within both the planned care and long term conditions agendas.  
 
3 key themes: 

•   Self-care and management 
•   Out of hospital care  
•   Reduction in hospital services and cost 

 
 What we have done so far: 
 
A significant number of individual projects have been progressed in 2013/14 led by the respective clinical 
leads within the CCG. 
 
For long term conditions, to improve long term conditions and self-care management ‘EMIS search and 
report ‘is now available in all GP practices to enable easier identification of patients most at risk of 
admission. A trial of telehealth has been undertaken in Yate using monitoring units loaned from Bristol. The 
learning gained in the pilot will help inform longer term developments. The CCG has worked with the care 
home project team to develop and support nursing homes to better manage residents with long term 
conditions. To improve management of patients with heart failure, BNP testing is now available to GPs. 
Continuing into 2014/15 a review of respiratory services is commencing to identify gaps in current service 
provision and develop a community wide model. 
 
In 2013/14 the planned care programme board has been established within the CCG and is attended by 
commissioners, commissioning support and provider colleagues.  One of the major developments has 
been to develop and implement the use of advice and guidance to provide GPs with access to secondary 
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care advice via Choose and Book. This is now piloting in a number of specialty areas within NBT. 
Increased usage of the Emersons Green Treatment Centre has been high on the priority list with significant 
improvements now showing. Other developments are progressing into 2014/15 having started in 2013/14 
including community ophthalmology, a musculoskeletal review and dermatology provision.  
 
The initiatives relating to the BCF ambitions within the cluster model for 2014/15 – 2015/16: 
 

Initiative What patients 
will notice 

How it will be 
measured 

Start date Financial 
implications 
(cost and 
any 
associated 
QIPP): 

Develop self-
care and 
management 
programme for 
patients with 
long term 
conditions 
(LTCs), through 
electronic care 
planning and a 
CQUIN on 
personalised 
care plans. 

 Improved 
health and 
quality of 
life for 
people with 
LTCs 

 Increased 
confidence 
in patients 
and carers 
in 
managing 
LTCs 

 Increased 
healthcare 
satisfaction of 
people with 
LTCs 

Negotiations 
for the CQUIN 
currently on-
going.  

This is an 
enabling 
scheme, so 
the impact is 
not quantified. 

Scope the 
opportunities 
available 
expand use of 
telehealth 
locally, 
following an 
evaluation of 
the pilot which 
used the Bristol 
telehealth kits.  

 Improved 
health and 
quality of 
life  

 Increased 
confidence 
for self-
care in 
patients 
and carers 

 Reduced 
emergency 
admissions 

 Reduced face to 
face 
appointments in 
primary and 
secondary care 

On-going. 
Evaluation of 
the pilot 
currently 
underway. 

To be 
confirmed 
following 
evaluation 
and scoping.  

Improve use of 
risk 
stratification in 
primary care 
through training 
and promotion. 
To include 
greater use of 
the ABI tool, 
exploring the 
potential use of 
the EMIS 
Search and 
Report, and 
identifying 
patients for 
primary care 
virtual wards. 

 Targeted 
GP care 
towards 
patients in 
greatest 
need 

 Reduced ED 
attendances  

 Reduced 
emergency 
admissions 

Currently 
operational. 

This is an 
enabling 
scheme, so 
the impact is 
not quantified. 

Continuation 
and expansion 

 Care  Reduced May 2014. Net saving: 
£57,239 



 

57 

 

of advice and 
guidance pilot 
into additional 
specialities. 

closer to 
home 

 Improved 
outcomes 
and quality 
of life 
including 
reduced 
need for 
travel 

number of 
outpatient 
referrals 
requested 

 Improved patient 
outcomes and 
quality of life 

 Increased 
number of 
patients whose 
care is managed 
through 
management 
plans in Primary 
Care 

 
 

 
 
End of Life 
 
Clinical lead: Dr Jonathan Evans 
 
The vision for end of life care is to support more people, regardless of their condition, to be cared for and to 
die in their preferred place of care. This will result in an increase in the number of people dying at home, 
reduced admissions in the last year of life and more people with a non-malignant condition dying at home. 
To achieve this three work streams have been identified;  

 Communication – with patients to decide their plan and between healthcare professionals to 
ensure everyone knows the plan. 

 Co-ordination – there are many healthcare professionals involved in EOL care so it is essential to 
ensure everyone is organised in order to provide the best possible care for the patients. 

 Education – of the staff so that they can properly carry out the above actions. 

 
What we have done so far: 
 
North Somerset model has been evaluated and is being reviewed by South Gloucestershire CCG, and 
incentives are in place to encourage the development of care planning in primary care, including virtual 
wards. 
 
The initiatives for 2014/15 – 2015/16: 
 

Initiative What patients will 
notice 

How it will be 
measured 

Start 
date 

Develop a plan for EOL care co-
ordination, including work with Sirona 
to develop a partnership with a hospice 
to assist with end of life services. The 
government paper Better Care Better 
Lives (Department of Health, 2008) 
recognises the specialist skills and 
expertise of the voluntary sector in 
palliative care and end-of-life care. 

 Emotional and 
physical support at 
the end of life for 
patients, carers and 
families. 

 Greater likelihood of 
being able to follow 
your EOL plans 

 Patient, carer and 
family feedback on 
if needs are met 
and support for 
improved quality of 
life is provided. 

 Percentage of EOL 
patients dying in 
their place of 
choice, reduced 
percentage dying 
at hospital. 

April 
2014 

Improve education of EOL and  That they are easily  Increased April 
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palliative care needs through 
developing a competence framework 
by 2017. 

able and comfortable 
to talk about and 
identify their 
preferences for end 
of life care with 
health care 
professionals 

percentage of EOL 
patients with care 
plans on Adastra 

 Patient experience 
of EOL care 

 Increased 
percentage of EOL 
patients dying in 
their place of 
choice, reduced 
percentage dying 
at hospital. 

2014 

Improve communication of EOL care, 
by promoting Adastra usage to GPs via 
linking with Connecting Care and EMIS, 
as only 510 out of 1753 EOL patients in 
South Gloucestershire currently have 
care plans on Adastra. Also consider 
dedicated business analyst for Adastra. 

 Greater awareness 
and communication 
between healthcare 
professionals about 
your choices and 
plans.  

 Greater likelihood of 
being able to follow 
your EOL plans 

 Increased 
percentage of EOL 
patients with care 
plans on Adastra 

 Patient experience 
of EOL care 

 Increased 
percentage of EOL 
patients dying in 
their place of 
choice, reduced 
percentage dying 
at hospital. 

April 
2014 

Improve communication of EOL care by 
improving advanced care planning 
(ACP) and increasing utilisation of the 
Electronic Palliative Care Coordination 
System (EPaCCS) 

 Greater awareness 
and communication 
between healthcare 
professionals about 
your choices and 
plans.  

 Greater likelihood of 
being able to follow 
your EOL plans 

 Increased 
percentage of EOL 
patients with care 
plans on Adastra 

 Patient experience 
of EOL care 

 Increased 
percentage of EOL 
patients dying in 
their place of 
choice, reduced 
percentage dying 
at hospital. 

April 
2014 

Improve quality of palliative care in the 
community  by implementing the 
BNSSG Anticipatory prescribing 
Guidelines and Community Drug Chart 

 Improved 
management of 
symptoms  

 More expedient 
provision of required 
medication 

Evaluation of pilot to 
be undertaken, to 
include: 

 How healthcare 
professionals 
(DNs and GPs) 
experience of 
using the chart  

 Family and carer 
view of the 
patient’s EOL care 

April 
2014 

 
 

COMMUNITY HEALTH SERVICES   

Priority JHWS 

theme 

What we have done so 

far 

What we plan to do in 2014/15 – 2015/16 



 

59 

 

Improve services for frail 

elderly patients and those 

with long term conditions  

5 The CCG awarded a 

new 5 year contract to 

Sirona Health and Care, 

a non-for-profit social 

enterprise, in August 

2013 for the provision 

of community health 

services from April 

2014.  Significant 

improvements in 

services are expected 

under the new contract. 

 Rollout of new community health services model. 

 Establishment of specialist community nursing service 

for patients with complex needs. 

 Joint ICES procurement with South Gloucestershire 

Council, Bristol City Council and Bristol CCG. 

 Review Yate MIU contract value and agree sum with 

Sirona. 

 Enhanced Quality Commissioning Framework for all 

individual commissioning arrangements (e.g. LD, MH, 

CHC, Joint Funding, Children). 

 Develop a funding strategy for nursing homes. 

 S256 Joint Care Home Project with South 

Gloucestershire Council. 

 Implement the NHS standard contract for nursing 

homes. 

 
The work towards cluster development is also supported by the NHS England and primary care enhanced 
service agreement to avoid unplanned admissions as follows:  

 
 Enhanced service specification for Primary Care (NHS England)  
 
Avoiding unplanned admissions: proactive case finding and patient review for vulnerable people 2  
 
Enhanced service specification  
Avoiding unplanned admissions: proactive case finding and patient review for vulnerable people  
Prepared by: NHS England  
Gateway reference: 019333  
 
Contents  
Introduction ................................................................................................................. 4  
Aims ............................................................................................................................ 4  
Process ....................................................................................................................... 4  
Service specification.................................................................................................... 5  
Data ........................................................................................................................... 12  
Monitoring ................................................................................................................. 12  
Payment and validation ............................................................................................. 14 4  
 
1 Introduction  
This enhanced service (ES) is designed to help reduce avoidable unplanned 1.1admissions by improving 
services for vulnerable patients and those with complex physical or mental health needs, who are at high 
risk of hospital admission or re-admission. The ES should be complemented by whole system 
commissioning approaches to enable outcomes of reducing avoidable unplanned admissions.  
The enhanced service will commence on 1 April 2014 for one year, subject to 1.2review.  
2 Aims  
The aims of this ES in 2014/15 are to encourage GP practices to:  
a. increase practice availability via timely telephone access;  
b. identify patients who are at high risk of avoidable unplanned admissions, establish a minimum two per 
cent case management register and proactively manage these patients;  
c. review and improve the hospital discharge process for patients on the register and coordinate delivery of 
care; and  
d. undertake internal practice reviews of emergency admissions and A&E attendances.  
 
3 Process  
Area teams will seek to invite GP practices to participate in this enhanced service by 31 May 2014. GP 
practices wishing to participate will be required to sign up to it by no later than 30 June 2014. GP practices 
signing up to this service will be signing up to all components.  
NHS England will record GP practices' participation on the Calculating Quality Reporting Service (CQRS). 
CQRS calculates and reports quality and outcomes, including those enhanced services where achievement 
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data can be obtained from clinical systems, via the GP Extraction Service (GPES). GP practices signing up 
to this enhanced service by 30 June 2014 will qualify for the component one payment set out in the 
payment and validation section below.  
 
4 Specification  
The requirements for GP practices participating in this enhanced service cover four areas and are as 
follows:  
a. Practice availability  
i. The practice will provide timely telephone access via an ex-directory or by-pass number to ambulance 
staff and A&E clinicians to support decisions about hospital transfers and admissions relating to any patient 
on their registered list1. This could, for example, be done by providing different extension options to callers 
to the practice, as long as this gets the caller straight through to the practice as a priority call. Where an 
ambulance staff member or A&E clinician specifically ask to speak to a clinician in the practice, then they 
should be enabled to do so whenever practically possible. Access should be within a suitable timeframe, 
recognising that the query being raised relates to whether or not to transfer or admit a patient to hospital 
i.e. it may be prompt, within an hour or same day. The area team will be required to compile a list of all the 
by-pass or ex-directory telephone numbers for practices participating in the ES and share it with relevant 
ambulance staff and A&E clinicians. This number is only to be used when ambulance staff and A&E 
clinicians require support from a patient’s practice in making decisions about transferring or admitting 
patients.  
ii. The practice will provide timely telephone access via an ex-directory or by-pass number to care and 
nursing homes, encouraging them to contact the patient's GP practice to discuss options before calling an 
ambulance (where appropriate – for example, this is not applicable if the patient is at high risk of severe 
harm or death, if treatment is delayed). This could, for example, be done by providing different extension 
options to callers to the practice, as long as this gets the caller straight through to the practice as a priority 
call. Where care or nursing home staff specifically ask to speak to a clinician in the practice, then they 
should be enabled to do so whenever practically possible. Access should be within a suitable timeframe 
recognising that the query being raised relates to whether or not to call an ambulance i.e. it may be 
immediate or within a couple of hours. The area team will be required to compile a list of all the by-pass or 
ex-directory telephone numbers for practices participating in the ES and share it with relevant care and 
nursing homes.  
iii. The practice will provide timely telephone access to other care providers (e.g. mental health and social 
care teams) who have any of the practice's registered patients in crisis and who are at risk of admission. 
Where a specific request is made by one these individuals to speak to a clinician in the practice, then they 
should be enabled to do so whenever practically possible. Access should be within a suitable timeframe 
recognising that the query being raised relates to a patient in crisis i.e. it may be immediate, within an hour 
or same day.  
iv. The practice will provide patients identified on the case management register, who have urgent clinical 
enquiries, with a same day telephone consultation and, where required, follow-up arrangements (e.g. home 
visit, face-to-face consultation, visit by community team etc.). This same day telephone consultation will be 
with the most appropriate healthcare professional in the practice.  
b. Proactive case management and personalised care planning  
i. The practice will use an appropriate risk stratification tool or alternative method, if a tool is not available, 
to identify vulnerable older people, high risk patients and patients needing end-of-life care who are at risk of 
unplanned admission to hospital. If a risk profiling tool is used, clinical commissioning groups (CCGs) 
should ensure that a suitable tool has been procured for practice use.  
ii. The risk stratification tool or other alternative method used should give equal consideration to both 
physical and mental health conditions.  
iii. The practice will establish a case management register of patients identified as being at risk of an 
unplanned hospital admission without proactive case management. This register will be a minimum of two 
per cent of the practice's registered2 adult patients (aged 18 and over). The minimum number of patients to 
be on the register each quarter will be set on the first day of the respective quarter, starting from quarter 
two (i.e. 1 July 2014 for quarter two, 1 October 2014 for quarter three and 1 January 2015 for quarter four). 
The minimum register size will be calculated as two per cent of the practice list size (patients aged 18 and 
over) from the Exeter (NHAIS) system on each of these days. In addition to this two per cent, any children 
(aged 17 and under) with complex physical or mental health and care needs, who require proactive case 
management, should also be considered for the register3.  
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2 Head count and not weighted list  
3 Children on the case register will not be counted towards the minimum two per cent as detailed in the 
payment and validation section.  
iv. In each quarter a tolerance of -0.2% will be allowed (i.e. a register size of 1.8%) to account for situations 
which temporarily lead to a dip in the number of patients on the register at the end of that quarter. However, 
practices will need to ensure that over the last three quarters of the year, the register covers at least an 
average of two per cent of the practice's registered adult patients. Therefore, should the circumstances of 
any patient change during the year, resulting in their removal from the register, practices will need to 
identify additional patients as soon as reasonably possible to ensure the two per cent is maintained. Where 
a practice fails to deliver at least an average of two per cent across the last three quarters of the year, 
payments can be reclaimed. See payment and validation section for more details.  
v. Practices will need to ensure that they manage any in-year risk associated with changes in practice list 
size. In exceptional circumstances which temporarily lead to the register falling below the tolerance, 
practices and their area teams will need to discuss and review the situation.  
vi. The practice will undertake monthly reviews of the register to consider any actions which could be taken 
to prevent unplanned admissions of patients on the register. For example, the reviews may consider 
whether those patients requiring multi-disciplinary team input are receiving it, or that the practice is 
receiving appropriate feedback from the district nursing team.  
vii. Practices will be required to inform relevant patients that they are enrolled on the register and what it is 
they can expect from being part of this ES.  
viii. Patients initially added to the register will be informed of their named accountable GP and, where 
applicable, their care coordinator by the end of July 20144. Any new patients coming onto the register in-
year should be notified within 21 days.  
This applies to patients initially added to the register who are under the age of 75. Any patient on the 
register aged 75 and over would already have been informed as per the requirements for Named GP for 
patients aged 75 and over. However, patients aged 75 and over will still need to be informed of their 
inclusion on the register and the name of their care coordinator if applicable.  
ix. The practice will implement proactive case management for all patients on the register. This will include 
developing collaboratively with a patient and their carer (if applicable) a written/electronic personalised care 
plan, jointly owned by the patient, carer (if applicable) and named accountable GP and/or care coordinator. 
If the patient consents, the personalised care plan should be shared with the multi-disciplinary team and 
other relevant providers. Personalised care plans should be in place for all patients initially added to the 
register by the end of September 2014. Thereafter, any new patients coming onto the register in year 
should have their personalised care plans created and agreed within a reasonable timeframe, but no later 
than one month after entry onto the register.  
x. The aim of proactive personalised care planning is to improve the quality and coordination of care given 
to patients on the register to improve their health and well-being. This should also aid in reducing of 
individual risk of avoidable emergency hospital admissions or A&E attendances.  
xi. Personalised care plans should be developed taking account of the supporting ES guidance.  
xii. Patients and carers (if applicable) should be invited to contribute to the creation of the personalised care 
plan. Members of the multi-disciplinary team (when relevant) and other relevant providers could be invited 
to contribute to the creation of the personalised care plan. These contributions should inform both the 
holistic care needs assessment (e.g. to take into account social factors as well as clinical requirements) 
and the actions that can be taken as a result.  
xiii. The personalised care plan should, where possible and through encouragement from the attending 
practitioner, include a record of the patient's wishes for the future. It should identify the carer(s) and give 
appropriate permissions to authorise the practice to speak directly to the nominated carer(s) and provide 
details of support services available to the patient and their family.  
xiv. The patient’s care and personalised care plan should be reviewed at agreed regular intervals with them 
and if applicable, their carer. Clinician(s) should look at the patient’s personalised care plan to ensure that it 
is accurate and is being implemented, making any changes as appropriate and agreeing these with the 
patient and where appropriate, the carer. In some instances, the review may be as a result of a social 
issue, which could require the assistance of the named accountable GP or care coordinator (if applicable) 
to link with the right people in the multi-disciplinary team or as an area for commissioning or design 
improvement. Practices will be required to use the new Read2 or CTV3 codes (see section on monitoring) 
to record when a patient’s care plan has been reviewed. This is a specific code introduced solely for use of 
practices participating in this ES.  
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xv. Where a patient has had a review undertaken by a member of the multi-disciplinary team (i.e. outside of 
their practice), then the professional having conducted the review must inform the practice and the patient’s 
record updated. CCGs will need to ensure, through their commissioning relationships with the 
organisations that work with the practice, that they inform the practice that a review has been undertaken.   
xvi. The named accountable GP will be responsible for ensuring the creation of the personalised care plan 
and the appointment of a care coordinator (if different to the named accountable GP). They will also 
maintain overall accountability for ensuring that the personalised care plan is being delivered and patient 
care, including the personalised care plan, is being reviewed as necessary.  
xvii. The care coordinator for the patient (appointed by the named accountable GP, unless they plan to 
undertake this role themselves) will act as the main point of contact for the patient. They are responsible for 
overseeing care for the patient, that the care plan is being delivered and that the patient and/or carer (if 
applicable) is informed of and agrees any changes made to their personalised care plan (if applicable). 
They will also keep in contact with the patient and/or their carer (if applicable) at agreed intervals. In the 
event the named accountable GP is also the care coordinator, then they will be required to undertake all 
responsibilities for both roles. Where elements of a patient’s care or personalised care plan, provided by 
professionals outside of the practice, is not being delivered then the named accountable GP or care 
coordinator (if applicable) will be required to raise this accordingly with the relevant organisation and 
ensure that all those involved are clear of their roles and responsibilities with respect to the patient’s care 
and personalised care plan.  
c. Reviewing and improving the hospital discharge process  
i. The practice will ensure that when a patient on the register, or newly identified as vulnerable, is 
discharged from hospital, attempts are made to contact them by an appropriate member of the practice or 
community staff in a timely manner to ensure co-ordination and delivery of care. This would normally be 
within three days of the discharge notification being received, excluding weekends and bank holidays, 
unless there is a reasonable reason for the practice not meeting this time target (e.g. the patient has been 
discharged to an address outside the practice area or is staying temporarily at a different address unknown 
to the practice).  
ii. The practice will share any whole system commissioning action points and recommendations identified 
as part of this process with the CCG and if appropriate the area team, to help inform commissioning 
decisions. Information shared with the CCG is in order to help CCGs work with hospitals to improve 
planning for discharge and to improve arrangements for hospital/practice handover at point of discharge.  
d. Internal practice review  
i. The practice will be required to regularly review emergency admissions and A&E attendances of their 
patients from care and nursing homes (i.e. to understand why these admissions or attendances occurred 
and whether they could have been avoided). The reviews should take place at a regular interval deemed 
appropriate by the practice, in light of the number of emergency admissions or A&E attendances by these 
patients. During the review, the practice should give consideration as to whether improvements can be 
made to processes in care and nursing homes, community services, or practice availability or whether any 
individual care plans require amendment with agreement from the patient and carer (if applicable).  
ii. Where a practice has a large percentage of their patients in care and nursing homes, they should focus 
their reviews on any emerging themes from a sample of patients and on any patients who have regular 
avoidable admissions or A&E attendances. Practices will be required to agree this with their area team at 
the start of the year. In some circumstances, this may require different arrangements to be made locally to 
support these practices in undertaking this requirement. Examples of ‘local arrangements’ may include, but 
are not limited to, support from the CCG to coordinate this or support through a care home community 
based service.  
iii. The practice will undertake monthly reviews of all unplanned admissions and readmissions and A&E 
attendances of patients on the register or those newly identified as vulnerable (i.e. a patient who would now 
be at high risk of admission such as a patient who has had a stroke). During the reviews, the practice will 
give consideration to:  

ctice's processes;  

attendances;  
 

ion and discharge processes; and  

provision and either resolving them (if within the practice's control) or raising them with the CCG or area 
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team as appropriate.  
 
5 Data  
Area teams and/or CCGs will need to ensure the provision of timely practice level data on admissions and 
hospital discharges (as well as anonymous benchmarking data for comparison) to their practices. This may 
require area teams and / or CCGs to review their arrangements for the provision of data, to ensure 
appropriate support for practices.  
 
6 Monitoring  
The practice will complete a reporting template on a quarterly6 basis, no later than the last day of the 
month following the end of the relevant quarter, for submission to the area team and CCG. The final end of 
year report (i.e. that for quarter four) should take account of the entire year and is due for submission to the 
area team and CCG on or before 30 April 2015. A national reporting template has been developed and sets 
out the minimum reporting requirements.The quarterly reporting is designed to assist practices and area 
teams (and CCGs, if relevant) in ensuring that the service is being delivered effectively and to provide any 
support in year or address any issues/concerns arising. 
The reporting template is designed to assess the practice's performance against the four key requirements 
of the scheme:  

 
 

 
nd external practice processes.  

Additionally the practice may also be required, on an exceptional basis, to participate in peer reviews 
relating to assessment of the practice's implementation of this ES. This would only apply where there were 
concerns regarding a practice’s performance in adhering to the terms of this ES. It is recommended that in 
this instance, the Local Medical Committee should be involved.  
When available, GPES extractions will be used to support the achievement of the ES, covering both 
payment and management information requirements. In the meantime, practices will be required to 
manually submit data to support claims for achievement reporting and associated payment claims. Data will 
be extracted on the number of patients who have been included on the register, the number of patients who 
have had a personalised care plan drawn up by the practice (and the number of patients who have refused 
a care plan) and the number of patient care reviews (which may include a review of the personalised care 
plan) that have been reviewed.  
In addition, the data manually submitted or extracted will also be used to trigger the three quarterly 
payments for the registers (see payment and validation section below). Practices will also be required to 
complete the relevant sections of the reporting template.  
Practices will be required to use the relevant Read2 and CTV3 codes as published in the supporting 
business rules on the HSCIC website. NHS Employers and the GPC have also published a “Technical 
requirements” document for the 2014/15 GMS contract that lists the Read2 and CTV3 codes relevant for 
this service. The Read2 and CTV3 codes will be used as the basis for the GPES extract, which will allow 
CQRS to calculate payment based on the aggregated numbers supplied and support the management 
information extracts, when available. Although practices will be required to manually enter data until such 
time as GPES is available, it is still required that practices use the relevant Read2 or CTV3 codes within 
their clinical systems. This is because only those included in this document and the supporting business 
rules will be acceptable to allow CQRS to calculate achievement and payment and for area teams to audit 
payment and service delivery. Practices will therefore need to ensure that they use the relevant codes and, 
if necessary, re-code patients as required. CCGs will be involved in supporting practices to deliver this ES.  
 
7 Payment and validation  
Area teams will seek to invite practices to participate in this ES before 31 May 2014. Practices wishing to 
participate will be required to sign up to this service by no later than 30 June 2014.  
The total funding available for this ES is £162 million. 
The payments will be based on a maximum of £2.87 per registered patient.  
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Care Planning 
 
During 2014/15, care planning will be undertaken jointly by the case manager and each individual patient. It 
is important that patients understand their role in managing their condition and the role of the team working 
with and supporting them. The needs of the carer will also be taken into account when developing the plan. 
Patients will be encouraged to manage their condition(s) more effectively through the provision of 
education sessions and peer support.  Our recently appointed community healthcare provider, Sirona, will 
be introducing an approach that will embed an integrated and best practice ways of working to enable 
professionals to effectively support patients with long term conditions to self-manage.  
The ultimate vision will be to enable the development of a living plan for each individual in South 
Gloucestershire, which reflects the concentric circle model approach of integration of services around the 
individual. The cluster model provides the appropriate integration model to deliver this approach for the 
individual.  
 

 Identification of people with the highest risk in terms of complexity and fragility using the risk 
stratification model in GP practices in South Gloucestershire:  
 

Risk Stratification 
 
With primary care leadership across South Gloucestershire, all our GP practices currently use risk 
stratification software which guides the most effective utilisation of our resources. The software is an 
enabler for clinical discussion between our multi-disciplinary teams about how we can meet the needs of 
individual patients. As we develop our IT systems we are continually working towards a unified resource 
which can be accessed and added to by all the stakeholders within our health /social care system. As 
outlined previously included within this care system are the patient, carers, family and friends themselves.  
 
Our ultimate aim is to include within our care plan the most recent risk score of each patient and the ability 
to see how this score has changed over a set period of time. In this way the patient (or carer, friend, 
keyworker) is aware at any one time if their health and wellbeing has deteriorated or improved. The 
personalised care plan will then be shared, accessed and updated by all those involved in providing care. 
In this way a virtual care community can be created where each party is continually aware of the input of 
others and essential information can be accessed by the right person at the right time to optimise the care 
delivered. 
 
From April 2014, across BNSSG the risk stratification tool will be accessible through the Avon Business 
Intelligence (ABI) website. It has been developed by South West Commissioning Support Unit (CSU) and is 
based on the updated Nuffield Algorithm. In its initial implementation it will calculate risk scores based on 
secondary care data. The reports produced for each practice will outline the top 2% of patients at highest 
risk in each practice, as required by the unplanned admissions directed enhanced service (DES).There is 
also capacity to provide filters so practices can segment lower risk patients based on long term condition, 
age band and change in risk score over time. 
 
Current research has demonstrated little increase in sensitivity through adding in primary care data, though 
as a health community we are interested in the possibility of including this information at a later date. Data 
from one practice in the region is being used to investigate the practicalities of doing this. 
 

 
The cluster will provide the focus to achieve the ambitions of the South Gloucestershire BCF:  
 

 Protection of social care services through better integration of services 

 Data sharing using the Connecting Care model 

 Joint assessment and care planning  

 Accountable lead professional for the high-risk people in the population  

 Reduction in total emergency admissions across the system 

 Reduction in permanent placements in care homes 

 Reduction in delayed transfers of care 
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 Reduction in number of falls 

 Building capacity and capability within our wider community resources – both with the community 
voluntary sector and with local care home sector 

 Empowering the individual to manage their health and wellbeing for as long as possible – through 
the development of self-care and self-management programmes 
 

 
Connecting Care- sharing data across the system:  

Connecting Care – Enabling Data Sharing:  
 
In partnership, health and social care organisations across Bristol, North Somerset and South 
Gloucestershire have implemented an IT system called Connecting Care, which is a new way of safely 
sharing health information locally.  
 
The system enables authorised professionals from local organisations to see a single electronic view of 
specific, up-to-date, clinical information via the delivery of a ‘clinical portal’. Connecting Care did not 
replace any existing systems, and each organisation continues to create health records using their own 
systems.  
 
Connecting Care then enables professionals to access information which is not available within their own 
system. For example, GPs have access to information about care given to their patients within secondary 
care, social care and community care, and vice versa. Many individuals, particularly those with complex 
needs or severe long term conditions, frequently  
move between primary, secondary, social and community care, and therefore Connecting Care will be 
crucial in supporting the safe and effective delivery of care across the whole health community. 
 
The project has completed phase 1 of implementation which has focused on pulling basic information from 
participating systems. Locally, the following organisations which provide services to South Gloucestershire 
residents are involved in phase 1 of the project: 
 

 South Gloucestershire Clinical Commissioning Group (GP Practices) 

 South Gloucestershire Community Health Services 

 Bristol Community Health 

 North Bristol NHS Trust 

 University Hospitals Bristol NHS Foundation Trust 

 BrisDoc 

 

Phase 2 is about to commence and will include South Gloucestershire Council to ensure we can deliver our 

ambition of local data-sharing. This is a key project for the BCF, but the capital cost of implementation is 

being bid for from DCLG’s Transformation Challenge Award Bid. Revenue maintenance costs from 2016 

remain unfunded, however if sufficient efficiencies are delivered from the BCF during 2015/16 

consideration will be given to meeting the future revenue costs of Connecting Care from within the BCF. 

The detailed plan is set out in Annex 1. 

 
Delivering health and social care services across our community is complex. There are multiple 
organisations with multiple agendas and multiple professionals all seeking to provide the best care they 
can. Multiple professionals record information about the patient or service user in multiple systems 
provided by multiple vendors in multiple formats. For the person who traverses this range of ‘multiples’ 
seeking help, advice and treatment this complexity is irrelevant. However, it is often a source of frustration 
when the care professional they encounter simply does not have access to the information needed to 
provide the best care possible at the point of contact. There are very sad, but well documented, cases 
where this lack of information sharing between health and social care agencies has led to tragic 
circumstances.  
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Across the health and social care community in Bristol, North Somerset and South Gloucestershire our 
response to this challenge has been the development of the Connecting Care programme - a single, 
overarching partnership working together to safely share information to support better more integrated 
care. The programme went live with our first shared record in December 2013, and the response from 
people using Connecting Care to support their work has been overwhelmingly positive. Our aim with this 
initial pilot with 500 clinicians and practitioners was to ‘prove the concept’. We have done this in many more 
ways than we had initially imagined and our success is now being recognised on a national stage.  
 
The Bristol, North Somerset and South Gloucestershire (BNSSG) vision for information management and 
technology is that of ‘IT as an enabler’: 
 
• Joining up information and driving integration within, and between, organisations, to ensure care is 
focused around the person and their needs  

• Delivering clinicians and practitioners the information that they need, when they need it and where they 
need it so that information fully supports care pathways and care processes  

• Increasing efficiency in the delivery of health and social care  

• Increasing the availability of business intelligence information  

• Moving towards a “paperless NHS”  
 
Connecting Care is a platform that all partners can contribute to and all partners can seek to use and 
benefit from.  
• Individual organisations can use Connecting Care to support their own internal ambitions. It can be used 
to drive change and efficiencies. Stage 1 has clearly demonstrated that Connecting Care offers the real 
ability to support teams in times of rising demand, enabling them to manage increased workload within their 
current resources, whilst also reducing risks on a daily basis.  

• Connecting Care is also an enabling asset - a platform that we can use and develop jointly across multiple 
health and social care organisations. It can support strategic and transformational change ambitions and 
underpin more integrated care across our economy.  
 

Ambitions for 2014/2015:  
  
There are a number of projects in the pipeline for 2014/15 including –  

• Improving the sharing of clinical communications and improvements to electronic discharge 
information  

• Sharing information with and from mental health services  

• Supporting joint care plans  

• Increasing the number of people using Connecting Care  

• Further information governance projects  

• Supporting the IT system changes that are happening in some organisations  
 
 

Ambitions 2015/2016 and on...  
 
Further ambitions in the Connecting Care development pipeline include –  

• Integrating children’s IT systems to support improved child safeguarding  

• Integrating specialist systems to support a particular pathway – e.g. maternity, renal, oncology  

• Introducing mobile access to Connecting Care to support clinicians and practitioners on the move  

• Further development of electronic pan-community shared plans (care plans or end of life plans)  

• Focus on safety and medicines consolidation – seeking to include information on hospital 
prescribed information within Connecting Care  

• Introducing patient access and patient portals and/or building local patient apps (e.g. self / home 
diabetes monitoring / links with tele-health and care systems)  

• Use Connecting Care to support GP practice collaborative work  
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Enhancing the Capacity & Capability of our Local Care Home Sector:  
New joint commissioning care homes framework to enhance the capacity and capability of the care 
home sector within South Gloucestershire: 

 
South Gloucestershire CCG has invested approximately £7m into the BCF from April 2015 to commission 
care homes provision within South Gloucestershire. South Gloucestershire Council currently commissions 
care homes with approximately £30m p.a. budget. The plan for April 2015 is to have a new joint 
commissioned care home framework in place across South Gloucestershire that will enhance the capacity 
and capability of the local care home sector. Our aim is to build on the joint framework by adopting single 
contract monitoring and moving towards placements brokered by a single team. 

 
Over the past 18 months  South Gloucestershire Council and CCG have worked closely together invested 
£300k in developing the capability within care homes.  

 
Schemes have included:  

• Improving clinical skills for staff in Nursing Homes 
• Improving infection control 
• Improving diet and nutrition 
• Supporting care home managers to develop leadership skills 
• Growing support for dementia (Gardening scheme) 
• Telehealth and telecare schemes 

 
Complementing this, the CCG has invested in a Local Enhanced Service (LES) for GP practices (identified 
by NHS England as best practice) to provide enhanced medical cover to individuals who live in care 
homes. We know that the number of emergency admissions to hospitals of patients who live in care homes 
covered by the LES in targeted HRGs has reduced as a result of these interventions.  

 
We know that there is significant pressure in our system from a growing cohort of individuals with extremely 
challenging behaviours who need long term residential care.  Mainstream care homes are often unable to 
meet these patient’s needs.  
We know that South Gloucestershire makes more permanent placements into nursing care than areas with 
similar populations. We know that there is fixed capacity in care homes across South Gloucestershire 
(approx. 1800 beds) and occupancy rates are high. 

 
The BCF focus for 14/15 and 15/16 is on the development of a joint commissioning framework between the 
CCG and the Council to effect change within the local care home sector and enhance capacity and 
capability to support the health & social care system. The Council and the CCG are working with care 
homes to change the ethos.  Together we wish to end the practice of making permanent care home 
placements for most new admissions. For most people we wish to replace this in the majority of cases with 
interim placements, establishing a reablement and rehabilitation approach within care homes. Providers will 
focus on supporting individuals to regain independence, empowering them to return to their own homes, or 
to be cared for in the in a lower intensity setting (such as extra care housing) which affords individuals most 
independence.  
The CCG and Council are developing a new service specification for care homes which is aimed to be 
implemented from April 2015.  Key features will support the ambitions of the BCF and include:  

 
• Reablement/ Rehabilitation approach 
• 7 day per week return to and new admissions to care homes from hospital 
• Specification of technologies (e.g. IV antibiotics for nursing homes) and equipment that care 

homes are expected to provide 
• Improved information provided by care homes when patients are admitted to hospital 

 
The CCG and the Council are also working with our mental health partners and other partners to explore 
what support could be provided to homes, and whether a new level of service could be commissioned, to 
help them to support patients with challenging behaviour to ensure patients who are currently delayed in 
NBT and AWP are able to be cared for in the community. The detailed plans are set out in Annex 1. 
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REHABILITATION, REABLEMENT & RECOVERY   

Priority JHWS 

theme 

What we have done so 

far 

What we plan to do in 2014/15 – 2015/16 

Build on the new 

rehabilitation and 

reablement model of care 

to support timely hospital 

discharge and prevent re-

admission.  

6 In 2013, the 

Rehabilitation and 

Reablement Review 

agreed a new model of 

care for Rehabilitation 

and Reablement in 

BNSSG.  

2013/14 winter 

pressure funding has 

been used to commence 

the process of creating 

greater capacity in the 

community to enable 

the acute trusts to 

discharge people to 

community based 

services. This has 

included the 

commissioning of 

additional nursing and 

residential home beds 

and associated in reach 

support 

Work underway on 

financial model to 

support new 

commissioning 

approach. 

 Commission sub-acute rehabilitation and reablement 

beds as a physically separate and discrete unit in Elgar 

House for 2014/15 with a defined and transparent tariff 

structure and agreed service specification, in readiness 

for move into the community. 

 Commission non-acute rehabilitation and reablement 

beds in both residential and nursing homes for patients 

who are medically stable but require on-going 

rehabilitation and nursing needs, or who are awaiting 

assessment or adaptation of their equipment before 

returning home, or who are waiting for their residential 

/ nursing home of choice to become available. This will 

be in addition to the services at Henderson Ward 

(Thornbury Hospital) and by the reablement service 

currently provided by Brunelcare.    

 Commission in-reach support to the residential / nursing 

home beds (above) from physiotherapists, occupational 

therapists and community nursing teams when the 

needs of the patient exceeds those usually supported by 

the home. 

 Commission care co-ordinators to identify patients who 

could benefit from the nursing / residential home beds 

(above) and work with the nursing / residential home 

provider to help move the patients through the system 

effectively. This is a widely accepted and well-

evidenced approach that is increasingly being 

implemented across the health and social care system. 

 Commission community matrons to in-reach into acute 

hospitals. This will improve communication between 

acute and community services and support the care co-

ordinators (above) in following patients through the 

system and ensuring relevant care plan information is 

transferred through the system with the patient. 

 Commission additional occupational therapist and 

physiotherapist support at Henderson Ward. 

 Model changes which will be required to primary and 

community services, including any additional demand 

and capacity required, as a result of the implementation 

of the new model of care and the new bedded facilities.   

 Patients to have a single assessment document detailing 

their needs, with contributions from 

specialities/clinicians as appropriate (evolving 

assessment), and one set of rehabilitation 

documentation (rehab prescription) both of which are 

continually updated as the patients’ needs change. 

Rehabilitation and 

reablement services should 

be provided in non-

acute/community settings 

by appropriate providers, 

where appropriate. 

4 

Develop an integrated 

pathway covering 

community services, social 

care and secondary care, 

which provide holistic care 

and support for patients. 

4 

Develop alternative 

capacity, and associated 

financial mechanisms, to 

enable rehabilitation and 

reablement services to be 

delivered outside of 

traditional acute settings. 

6 

Provide accessible, and 

flexible, rehabilitation and 

reablement services which 

meet the needs of local 

people. 

 

 

 

 

 

 

 

The Council’s Housing 

Strategy (see Appendix 7) 

seeks the provision of 

suitable supported housing 

opportunities including 

Extra Care Housing, 

providing housing choice 

where people’s needs can 

be met most effectively. 

Where people remain in 

current homes, or move to 

other properties, an 

adaptation service funded 

by  Disabled Facilities 

Grant, delivers reasonable 

and practicable changes to 

their homes.   

4 
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DEMENTIA   

Priority JHWS 

theme 

What we have done so 

far 

What we plan to do in 2014/15 – 2015/16 

Increase the capacity of 

health services to meet 

needs of people with 

dementia 

6 The dementia diagnosis 

pathway redesign for 

South Gloucestershire 

introduced in May last 

year, along with the 

introduction of a 

performance related 

scheme by the CCG. 

This has led to a 

transformation of the 

picture for Dementia 

over the last couple of 

years, meaning that 

currently diagnosis 

rates, waiting times for 

referral, and waiting 

times for diagnosis are 

better than the national 

average. These 

improvements in 

waiting times in the last 

two years are amongst 

the best in the country. 

 Dementia Pathway: Define and confirm ‘whole system’ 

pathway from prevention to end of life care. 

Recognising that dementia is a long term condition and 

the needs of those with mild cognitive impairments and 

those with learning difficulties, as well as exploring the 

potential contribution of non-cognitive therapies and 

research opportunities. 

 Dementia Diagnosis in Primary and Secondary Care: 

Confirm primary care involvement in diagnosis and the 

partnership with the Memory Service in the light of the 

University of the West of England (UWE) and Strategic 

Clinical Network (SCN) evaluations. 

 South Gloucestershire ‘Dementia Friendly’: Working 

with South Gloucestershire Council, Southern Brooks 

Community Partnership, Alzheimer’s Society and other 

partners in the community to support the Patchway 

Dementia Action Alliance in 2014 and to agree and 

action further steps to make South Gloucestershire more 

‘dementia friendly’ and inclusive in a wider sense 

(bridging health and social care). 

 Identify and support more carers: Partnership with 

South Gloucestershire Council to encourage carers to 

come forward, raise the profile of carers in practices, 

maintain the joint provision of short breaks and 

consider the provision of carer health checks.    

 Workforce Strategy: Support South Gloucestershire 

Council to develop a joint Dementia Workforce 

Strategy from public awareness to master-classes for 

GPs. Initiatives to include opportunities for care home 

staff to hone their skills. 

 OOHs community support for older people with mental 

health issues: Out of hours support for older people 

with mental health issues, both organic and functional. 

AWP to be funded to provide a flexible skill mix of 

bank staff between RMN Bands 2-5 for a year.    

 Psychiatric Liaison Service 7 days a week: Additional 

resources to enable the Psychiatric Liaison Service to 

provide a 7 day service at both Frenchay and 

Southmead Hospitals. AWP to be funded to employ 

additional Band 5-6 RMN nurses for a year. 

Improve physical activity 

services for people with 

long term conditions and 

those with physical and 

mental disabilities. 

1 

Personalised care planning 

for all patients with long 

term conditions, including 

those with dementia 

4 

To commission respite care 

for ‘unseen carers’ for 

example those who care for 

people with dementia and 

long term neurological 

conditions.  

4 

Services for dementia 

should also take into 

consideration the 

additional impact of 

sensory loss. 

4 

Support the promising 

‘Post Diagnosis’ 

partnership between local 

clinicians and the 

Alzheimer's Society to 

improve the provision of 

information and advice 

during the weeks after 

diagnosis.  

5 

Partnership between the 

local authority and health 

commissioners to enable 

local voluntary 

organisations to increase 

the quantity and variety of 

opportunities available to 

people living with 

dementia, with particular 

reference to geographical 

access and support for 

carers.  

5 

Partnership between the 

local authority and health 

commissioners to support 

local care homes to provide 

a quality service for 

residents with dementia. 

5 

Support the Patchway 

Dementia Action Alliance, 

and seek other 

opportunities to make 

5 
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South Gloucestershire 

more ‘dementia friendly’. 

 
Good News Stories/Areas that have been progressing well in first half of 2014/15: 

 

 Integrated primary and secondary care diagnosis and review continuing to deliver more activity, shorter waits, 

more post-diagnosis support and fewer complaints without additional resources.   

 Dementia Masterclass for GPs and other professionals attended by half of S Glos practices and should have a 

positive impact on GP involvement.  

 Dementia diagnosis rate increased to 53.4% by March 2014. Please see below for initiatives to get as near as 

possible to national 66.6% target. 

 Dementia Action Alliance focus on Patchway has very successfully raised awareness and developed support for 

local people with dementia and their families and other carers. Recent improvements in Coniston practice 

dementia diagnosis rate partly attributed to this work. 

 Living Well with Dementia’ Roadshows continue to be well supported by our partners and well attended (62 

booked at this month’s event) 

 Dementia Information Prescription continues to be used and updated quarterly by our partners and Guideposts 

Trust.    

 Joint Bristol and South Gloucestershire Dementia Board recently integrated with the Dementia HIT Executive, 

supported by NBT.  

 

Developments planned for the second half of 2014/15: 

 

 Initiatives to increase diagnosis rates include assisting practices to undertake admin checks to ensure that all with 

dementia are on their registers, and the roll out of the Dementia Action Alliance across South Gloucestershire. 

Yate Town Council has very recently agreed to fund their own post to be supported by Eleanor Fairbrother who 

will work across South Glos. We are also exploring a joint initiative with Bristol to increase public awareness, 

inviting community facilities to display Public Health England dementia awareness posters and seeing if Wiltshire 

Farm Foods will circulate leaflets to their clients.    

 Work recently started to explore what the CCG and partners might be able to do to address delayed transfers of 

care (DTOC) at Laurel Ward and NBT. The wider range of issues to be addressed are outlined in the Mental 

Health brief also on the agenda for the COE September 2014 meeting.    

 The South Glos Dementia Working Group will develop our local post-diagnosis dementia pathway. We are 

initially focusing on a description of the overall pathway for patients and carers, and will then work up particular 

areas such as; care planning, post diagnosis support, mild cognitive impairment, younger people with dementia, 

dementia and health promotion and improving the access of people living with dementia to talking and other non-

pharma therapies.  

 Work begins in November 2014 to develop the Dementia Workforce Strategy for both Bristol and South 

Gloucestershire. This is a Dementia HIT workstream.  

 
7-day working  
 
All of our BCF Plans are predicated on us continuing as a system to work towards achieving integrated 
seven day working and provision of services across the South Gloucestershire health and social care 
community on a sustainable basis and recognise the importance of creating working arrangements in 
partnership between local health and social care provider organisations, including South Gloucestershire 
Council social care services, North Bristol Trust (as the main provider of acute care) and Sirona Care and 
Health as the provider of community health services in South Gloucestershire (from April 2014). The Local 
Authority has commenced a project with NBT and Sirona on a model for sustainable 7 day working and will 
need to prepare for a sustainable and structural response to seven-day working across ASC services (both 
hospital and community) between now and autumn 2014. This stage will require careful project planning 
and negotiations with the trade unions and staff and will be subject to agreed consultation frameworks and 
associated timescales. 
 
 
Considerable work has been done already through the South Gloucestershire Winter Plan 2013/2014 to 
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assist organisations to work on a 7-day per week basis, with examples of extending Continuing Health 
Care assessment across weekends, providing therapy, pharmacy and radiology within the acute hospital, 
and through the increased availability of social care services. This work will continue in 2014 and will be 
overseen by the NBT System Flow Partnership. These schemes will help us to achieve our ambition to 
reduce avoidable admissions to acute hospitals. Discussions about the approach for 7 day working in the 
new 0-25 Disability Service will be held as part of the service delivery model currently being developed and 
the Council are now providing increased social work input during weekend and out of hours. 
 
 
Supporting Carers:  
 
We have set out our key strategic aim towards an integration cluster model based around the individual. 
The cluster model includes the integration of work that is already in place to support carers. Within South 
Gloucestershire we have invested in a carer’s liaison service both within the acute hospitals but also 
crucially within GP practices. The service provides initial contact by the Carer with the Carers’ Support 
Centre, linking Carers to appropriate universal services and referring on to the Council those requiring a 
social care assessment of the carers’ needs.  

 
The Council, in partnership with the carers’ support centre has transformed the way it supports carers over 
the last 12 months.  We will continue to build on these changes to ensure that carers are supported in the 
important role they carry out.  There is a clear link to the Cluster development workstream in that all three 
areas of the pilot cluster have active, carer led support groups, who would be ideally placed to be involved 
in the development of new approaches to carer support via the BCF programme. In particular, the type of 
carer specific services that are currently commissioned and will continue to be commissioned are listed 
below. 
 

Support for all carers – delivered mostly, but not exclusively, by the Carers Support Centre.    
Provides a wide range of support for carers of all ages, including information, casework support, 
counselling and volunteering opportunities. Other organisations, such as the Alzheimer’s Society, 
offer carer support through casework and Dementia Support Workers, as well as Memory Cafes 
and carers groups.   
 
The Carers Register – to enable identification and communication with carers. Held by the Carers 
Support Centre.  
 
Volunteer sitting services – free, volunteer sitting services are offered by the Carers Support 
Centre.  
 
Carers Emergency card – initially administered by the Carers Support Centre, offers peace of 
mind to carers should they be taken ill while out. Increasingly a vehicle for offering discounts to 
carers.  
 
Carers groups -  a number of carer led groups are funded by the council. Includes groups for 
people from the Chinese and South Asian communities.  Funding extends to activities either inside 
or outside the group. 
 
Social opportunities for carers – funding is given to Time for Carers to support carers with 
social opportunities.  
 
Carers Assessments – the carers assessment, Getting Help and Connected, is carried out in a 
minority of cases by social care staff, but delegated mostly to the Carers Support Centre.  The 
assessments offer a real opportunity for carers to be listened to, and are valued highly by carers.  
 
Direct payments -  following assessment, either a one off carers direct payment of up to £200 
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may be offered, or a different amount depending on need.  Some carers receive an ongoing direct 
payment to meet their needs as a carer. 
 
Support for the cared for person – the council assesses the need of the cared for person and 
can provide packages of support which relieve the cared for person, including sitting services to 
give the carer a break and short break funding.  This also includes the provision of direct 
payments for the cared for person. 
 
Support for young carers – a range of evolving support is supplied by the Carers Support 
Centre.  
 
Advocacy services – carers may access advocacy services offered by the Care Forum. 
 
Clinical Commissioning Group Support to Carers 
In addition, the following services are commissioned by the CCG:  
 
Carers Breaks - The Clinical commissioning Group contributes to the council budget for carers 
breaks, offered via carers’ direct payments.  
 
The Extra Care Service – providing a planned and emergency breaks service. 
 
McMillan  - offer complementary night sitting support  
 
Carer Health Team – currently funded by the CCG, will be commissioned by the council from 
April 2015. The team work in GP practices and hospitals to raise awareness of carers issues and 
promote the identification and support of carers. 
 
 
The existing NHS budget for carers support will move into the BCF.  Successful joint commissioning 
approaches with the local authority will continue to be developed, with robust arrangements for co-
production with carers.  Particular strengths of the joint arrangements are the process for assessing carers' 
needs and allocating direct payments to meet carers’ needs; and the identification of carers and provision 
of support through health settings, which successfully raises awareness with NHS staff of carers needs and 
ensures carers are signposted to appropriate further support.  
 
From 1 April 2015 there will be an integrated contract in place with the Carers Support Centre, which will 
bring together all streams of carers support delivered by the Carers Support Centre. The CCG and Local 
Authority will be negotiating common outcomes and targets with the Carers Support Centre. The integration 
of all funding streams will help to ensure that our approach to carers, and particularly to the process for 
identifying new carers and offering carers assessments is embedded across the organisation. 
 
Work will begin with carers and partners in the voluntary and community sector in April 2015 to revise the 
current Joint Carers Strategy. The full South Gloucestershire Joint Carer’s strategy can be found as 
Appendix 6. Areas for development in relation to carer support that have already been identified, and where 
work is underway include: 
 

 Improving support to carers following bereavement 

 Understanding better how carers are enabled to take breaks from their caring role, and whether the 
current provision for alternative care is adequate and appropriate 

 Developing support for carers to remain in work. The Carers Support Centre in conjunction with the 
Local Authority (with the support of the Health and Wellbeing Board) have been invited to submit a 
funding bid to the Government Equalities Office to improve the support for carers to remain in work. 
Funding is for two years, and we are awaiting the outcome of the bid 

 Rolling out the processes for carers assessments and carers direct payments to parents of disabled 
children.  
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Acute Facing Schemes: 
 
North Bristol Trust (NBT) has been engaged in an extensive programme of service and system review and 
development to support the opening of the new Brunel Building at Southmead from May 2014. The Trust 
recognises the unique opportunity that this new facility offers to achieve changes in the way that we deliver 
care both in the acute phase, but also through working with our partners, across pathways of care and 
organisational boundaries.   
 
NBT’s clinical strategy has been informed by a set of guiding principles that were defined to support the 
Trust’s development of its wider strategies for the future.  These principles have been reflected in the work 
undertaken in developing the clinical models for the future provision of care at NBT and are consistent with 
the visions outlined by both the South Gloucestershire and Bristol Better Care Fund plans: 

 

 Community focus: Patients will benefit and service quality will be enhanced by maintaining and 

supporting patients within their own home wherever possible.  

 Joined up hospital and community services: Better outcomes can be achieved by joining up 

hospital, community and social care services more effectively. 

 Patient-centred investigation and decision-making: Patient experience will be improved with 

the minimising of repeat visits by getting investigations done on the same day, getting joint 

specialist opinions rather than sequential ones, not repeating investigations. 

 Concentration of specialist services: More rapid and effective decision-making, avoidance of 

duplication and increase in quality, flexibility and speed of throughput can be achieved by a 

concentration of acute and specialist resources and expertise in a smaller number of places.  

 Standardisation: Quality and efficiency of services will be enhanced by introducing greater 

standardisation, innovation should be concentrated in the development of the standard; 

 Personalised care: Notwithstanding the standardisation principle, care will be personally 

tailored to meet the needs of the individual; 

 Simplification: Efficiency will be improved by reducing numbers of steps in processes and 

movements of patients between services. 

 Patient empowerment: Patients and carers will be supported and encouraged to make 

informed decisions regarding their health and condition and will be full partners in the 

development and delivery of care plans. Patients will have access to their clinical records, 

electronically. 

 Equity of access: Access to, and outcomes, of healthcare will be the same regardless of 

culture, language, ethnicity, educational achievement or socioeconomic status. 

The NBT Operating Plan is the strategic design framework, based on these principles, describing the 
models of care and systems of delivery that will be implemented in the new Brunel building. Some 
elements of the plan are already in place (e.g. CALS, see below). The Operating Plan is constantly being 
advanced to reflect partnership working and organisational change as our shared vision for services 
develops and is refined.  
 
Within this plan, the Patient Flow Theme is the implementation project for the key enablers that will 
enhance and accelerate flow: prevent admission where appropriate; reduce length of stay, and support 
coherence with the wider health and social care community.
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Individual schemes which will be implemented include: 
 

 Full implementation of CALS (Complex Assessment and Liaison Service) at the “front door” of the 

hospital to support people who are complex and frail. Enabling rapid discharge and/or supporting 

on-going co-ordinated care in the acute phase through expert Case Management and liaison with 

community/primary care. This includes a front door team based within the emergency zone, a 

Complex Liaison team working within the wider hospital, and a team based rehabilitation to bedded 

facilities within secondary care. 

 

 Expanding across NBT the ethos of the integrated, multi-disciplinary evolving assessment inherent 

in the CALS approach. 

 

 Consider implementing Blackpool reception triage model in NBT ED and front door improvements 

such as REACT 7 day working and synergy with CALS, Brisdoc to be co-located at the new 

Southmead ED, and improved redirection to primary care slots. 

 

 7 day/week services, responding to needs consistently and effectively with rapid access to senior 

professionals and diagnostic services when they are needed. 

 

 practical mechanisms (i.e. the “hub”) to support the delivery of a shared “real time” understanding of 

capacity across the health and social care system and to offer a single point for referral and 

discharge. 

 

 Commissioning emergency ambulatory care in ED and seated assessment, with strong clinical and 

managerial leadership embracing both ED and acute physicians driving AEC agenda and 

unplanned admission avoidance, and ensuring consistent and effective liaison across acute and 

primary care. 

 

 Commissioning additional Occupational Therapists to facilitate discharge during weekend and out of 

Patient 
Flow 

1. Early Senior 
Review 2. Daily Clinical 

Management 
planning; 

includes board 
rounds/ EED/ 7 

day working  

3. Operational 
Hub 

4. Complex 
Assessment & 
Liason Service 

5. Community 
Geriatric Clinics  

6. Pathway re-
design 

7.Rehabilitation 
Planning 

8. Improved 
diagnostic 

turnaround 

9. Ambulatory 
Care 

10. Care & Case 
Management 
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hours. 

 

 Introducing advanced Nurse practitioner posts to support the increase and sustainability of 

Ambulatory care pathways (including 6 hours per day Sat/Sun). 

 

 Extending the hours of the Pharmacy service at NBT, to open on weekends until 2pm to support 

discharge. 

 

 Commissioning Occupational/Physiotherapy service to provide a weekend service focussing on 

discharge management for medical and trauma orthopaedics patients. 

 
 
Community Facing Schemes: 
 
Community facing schemes which will be implemented to improve patient flow through the local health and 
social care system will include: 
 

 Working to improve/replace the Clinical Operations Gateway (COG). The COG was established in 

2013 to operate alongside the NHS 111 service. The model of the service is designed to allow 

primary care clinicians to access clinical advice as well as providing a point of access for patients 

requiring referral from primary care to community or acute services. Difficulties in accessing the 

COG have seen a reduction in its use and effectiveness, therefore an improved model is required. 

Therefore, consider development of a single point of access model (e.g. Dorset) with other 

commissioners of SWASFT services, to allow clear, efficient and effective access to resources 

across local geographical areas to ensure the patient can access the right service, first time. 

 

 Commissioning community geriatricians to in-reach into nursing homes and Henderson Ward 

(Thornbury Hospital). 

 

 Improving nursing/residential home skill-set by incentivising homes to take more complex patients, 

and expanding up-skilling of staff programme into residential homes. 

 

 Creating a 7 day a week acute mental health liaison service with an increased ageless model, to 

integrate the over-75 and under-75 psychiatric services. 

 

 Promoting close working between SWASFT and primary care to reduce inappropriate conveyance 

to ED and increase the use of alternatives, and increase communication and referral from 

ambulance to primary care. 

 

 Improving consistency in all GP practices receiving notifications from SWASFT about falls and 

episodes of hypoglycaemia. 

 

 Reviewing provision for extended access to primary care for non-registered patients, to ensure 

resources are focused on patients with the greatest health needs. 

 

 Providing services at Cossham hospital which make the most efficient and cost effective use of 

resources, so the appropriate professional care can be focused on patients with the greatest health 

needs. 

 

 Developing an integrated health + social care response to maintain people in the community and 

avoid hospital admission / promote timely discharge 
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 Promoting the use of the voluntary, independent and not for profit sector to connect and engage 

community resources to provide greater choice and control for individuals requiring social support to 

maintain their health and wellbeing 

 

 Ensuring support for carers to continue with the vital role of informal caring whilst maintaining their 

own health and wellbeing  

 

 Extending the Bristol Community Health rapid in-reach model (REACT) by increasing ANP and 

support worker hours to cover weekends and provide 7 day working. 

 

 Increasing psychiatric liaison service to cover 9-5 on weekends. 

 

 Commissioning urgent care services at Cossham to include: Brisdoc OOH, community dressings 

service and GP frail older people weekend service. 

 

 new roles that support the co-ordination of care and prevention strategies across the different 

phases of care for an individual – i.e. Community Geriatrician; Case Management and Care Co-

ordination  

 

 Commissioning additional district nurse capacity to support out of hours community services 

 

 
ALIGNMENT OF PLANS 
The 5 key projects under the BCF: Cluster model; Connecting Care; Enhancing the capacity & capability of 
local care home sector; the 3R’s model; and Dementia Strategy, are complementary to the work that is 
progressing within the remit of the CCG Operational Plan and the Council Children’s, Adults and Health 
Plan. Both, the CCG 2-year and 5-year plans have been developed with close alignment to the BCF plan, 
e.g. the 2-year operational plan for the CCG makes clear what the plan is for rehabilitations, reablement 
and recovery. The 5-year CCG Strategic plan makes clear reference to the BCF vision to build our future 
approach around the individual with emphasis on co-ordination and effective care planning and risk 
stratification.  
 
 Section 2 sets out the alignment of the BCF plan and Performance Metrics with the South Gloucestershire 
Joint Health & Wellbeing Strategy and how the Health & Wellbeing Board plan to monitor the achievement 
against the metrics.  
 
 
The South Gloucestershire Local Account reports half-yearly and will be monitoring the progress of the 
BCF Plan and the Council’s work programme to deliver these. 
 
b) Please articulate the overarching governance arrangements for integrated care locally 
GOVERNANCE FRAMEWORK FOR DELIVERY OF THE BCF  
 
The Health & Wellbeing Board agreed at its March meeting to establish a BCF Delivery Group 
from 1st April 2014 to replace the BCF Project Board that developed the approved BCF Plan 
submitted at the end March 2014 to NHS England as part of the CCG planning submissions. 
Since then the BCF Delivery Group’s responsibility has been to co-ordinate the monitoring of all 
the planned schemes described within the BCF Plan, to establish the reporting and monitoring 
mechanisms for the performance targets of the BCF, and to specifically lead the development of 
the cluster model for South Gloucestershire during 2014.  
 
The BCF Delivery Group is chaired by a local GP and the CCG Clinical Lead for Long Term 
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Conditions and Integration, and membership consists of representation from all partnership 
bodies across South Gloucestershire:  
 
South Gloucestershire Council 
South Gloucestershire CCG 
Sirona Care and Health 
North Bristol NHS Trust 
Community Voluntary Sector 
Healthwatch 
Avon and Wiltshire Mental Health Partnership 
NHS England 
Primary Care 
 
The BCF Delivery Group is required to report to the Health & Wellbeing Board on progress 
against delivery of the BCF plan. More recent changes to the BCF guidance nationally has 
required further work to amend the BCF plan to meet the new guidance, and rewrite the BCF 
templates for submission to NHS England. During this review phase against the new national 
guidance, the BCF Delivery Group has focused on the development and implementation of the 1st 
pilot cluster to start in October 2014.  
 
The structural arrangements for the governance of the BCF are set out in figure 6. The Better 
Care Fund includes a figure at or close to the minimum required CCG transfer and will be the 
subject of a s75 transfer. As with current s356 and s75s, the transfer agreement and member 
authority will seek administrative delegation to officers, overseen by a joint health and social care 
s256/s75 group which reports to the Senior Officer Group which in turn support the Health & 
Wellbeing Board. 
 
The budgets within the initial BCF include those services that health and social care already 
jointly commission, together with those where both health and social care already commission 
from the same market (e.g. Care Homes) and where we are already working together towards 
joint frameworks and joint/lead commissioning. However our ambition spreads far beyond the 
initial BCF budget transferred from the CCG. It is our intention to evolve into a fund that includes 
relevant local authority budgets plus additional relevant CCG budgets. It is for this reason that our 
plan refers to initiatives and joint working that are not confined to the BCF finances and where 
redesign and lead commissioning achieves closer alignment, then using the principle that form 
follows function, this will trigger consideration as to whether the funding for such services would 
more appropriately sit within the BCF. 
 
The vision of future expansion of the budgets that sit within our future BCF will require revised 
governance arrangements. The current HWB Board is not a budget holding committee and the 
arrangements for budget responsibility and decision making will require careful consideration and 
constitutional change. South Gloucestershire Council has all-out elections in May 2015 which is 
timely in enabling a new council to be in place to consider opportunities for taking this forward as 
appropriate 
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Figure 6.  The Governance Framework in South Gloucestershire for the Better Care Fund  
 

 
 
The BCF performance metrics are set within the South Gloucestershire Joint Health & Wellbeing 
Strategy performance metrics and the Health & Wellbeing Board have agreed the governance 
and assurance processes for the monitoring of those metrics. The detail is set out in section 2c of 
this template.  
 
 
 

 
c) Please provide details of the management and oversight of the delivery of the Better care Fund 
plan, including management of any remedial actions should plans go off track 
 
GOVERNANCE FRAMEWORK FOR DELIVERY OF THE BCF  
 
The Health & Wellbeing Board agreed at its March meeting to establish a BCF Delivery Group from 1st 
April 2014 to replace the BCF Project Board that developed the approved BCF Plan submitted at the 
end March 2014 to NHS England as part of the CCG planning submissions. Since then the BCF Delivery 
Group’s responsibility has been to co-ordinate the monitoring of all the planned schemes described 
within the BCF Plan, to establish the reporting and monitoring mechanisms for the performance targets 
of the BCF, and to specifically lead the development of the cluster model for South Gloucestershire 
during 2014.  
 
The BCF Delivery Group is chaired by a local GP and the CCG Clinical Lead for Long Term Conditions 
and Integration, and membership consists of representation from all partnership bodies across South 
Gloucestershire:  
 
South Gloucestershire Council 
South Gloucestershire CCG 
Sirona Care and Health 
North Bristol NHS Trust 
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Community Voluntary Sector 
Healthwatch 
Avon and Wiltshire Mental Health Partnership 
NHS England 
Primary Care 
 
The BCF Delivery Group is required to report to the Health & Wellbeing Board on progress against 
delivery of the BCF plan. More recent changes to the BCF guidance nationally has required further work 
to amend the BCF plan to meet the new guidance, and rewrite the BCF templates for submission to 
NHS England. During this review phase against the new national guidance, the BCF Delivery Group has 
focused on the development and implementation of the 1st pilot cluster to start in October 2014.  
 
The structural arrangements for the governance of the BCF are set out in figure 6. The Better Care Fund 
includes a figure at or close to the minimum required CCG transfer and will be the subject of a s75 
transfer. As with current s356 and s75s, the transfer agreement and member authority will seek 
administrative delegation to officers, overseen by a joint health and social care s256/s75 group which 
reports to the Senior Officer Group which in turn support the Health & Wellbeing Board. 
 
The budgets within the initial BCF include those services that health and social care already jointly 
commission, together with those where both health and social care already commission from the same 
market (e.g. Care Homes) and where we are already working together towards joint frameworks and 
joint/lead commissioning. However our ambition spreads far beyond the initial BCF budget transferred 
from the CCG. It is our intention to evolve into a fund that includes relevant local authority budgets plus 
additional relevant CCG budgets. It is for this reason that our plan refers to initiatives and joint working 
that are not confined to the BCF finances and where redesign and lead commissioning achieves closer 
alignment, then using the principle that form follows function, this will trigger consideration as to whether 
the funding for such services would more appropriately sit within the BCF. 
 
The vision of future expansion of the budgets that sit within our future BCF will require revised 
governance arrangements. The current HWB Board is not a budget holding committee and the 
arrangements for budget responsibility and decision making will require careful consideration and 
constitutional change. South Gloucestershire Council has all-out elections in May 2015 which is timely in 
enabling a new council to be in place to consider opportunities for taking this forward as appropriate. 
 
 
Figure 6. The Governance Framework in South Gloucestershire for the Better Care Fund  
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The BCF performance metrics are set within the South Gloucestershire Joint Health & Wellbeing 
Strategy performance metrics and the Health & Wellbeing Board have agreed the governance and 
assurance processes for the monitoring of those metrics. The detail is set out in section 2c of this 
template.  
 
Governance of the Performance and Financial Implications of the BCF plans:  

 

The BCF focuses on 5 key projects:  

 

• Cluster Model 

• Connecting Care 

• Enhancing the Capacity & Capability of the local care home sector 

• The Rehabilitation, reablement and recovery model (3R’s model)  

• Dementia  

Each of these projects have their own programme management arrangements in place as set out in 

Annex 1. The BCF Delivery Group receives reports on progress from each programme area to ensure 

that progress is made and reported to the Health & Wellbeing Board.  

The cluster model development is led by the BCF Delivery Group; Connecting Care is led by a Bristol, 

North Somerset, & South Gloucestershire Programme Board, the Care Home programme is led by a 

Care Home Partnership Group (multi-agency); the 3R’s model has a programme board (multi-agency 

but led by the CCG) and project group implementing phase 1; and Dementia has a joint Bristol & South 

Gloucestershire Partnership Board.  

Governance of the work of all the above programme boards is governed through the CCG Governing 

Body. The CCG Governance Structure is set out below:  
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The CCG assurance to the Governing Body on the operational plan is set out below from our March 

2014 Board:  

 

 Agenda item: 6.1  
Two Year Operational Plan 2014/15 – 2015/16  
1 Purpose  
 
To present to the Board the CCG’s 2 Year Operational Plan for 2014/15 – 2015/16 and request 
approval.  
2 Recommendations  
 
Board members are asked to approve the 2 Year Operational Plan for 2014/15 – 2015/16, including the 
accompanying Equalities Impact Assessment.  
3 Background  
 
In line with the planning guidance issued in December by NHS England, the CCG has developed a 2 
Year Operational Plan for 2014/15 – 2015/16, which outlines the health needs and performance 
priorities that we have identified, the work programmes to address this, the Better Care Fund 
implementation plan and our approach to delivery.  
In September 2013, the Board was briefed on the proposed approach for developing the CCG’s 2 Year 
Operational Plan and 5 Year Medium Term Strategic Plan. A great deal of work was then done under 
the leadership of the GP clinical leads to develop detailed plans in line with the health needs of South 
Gloucestershire residents, and the draft 2 Year Operational Plan was presented to the Clinical 
Operational Executive and CCG Board in January 2014.  
Following the discussions at the Board and Clinical Operational Executive, further work was done to 
develop and improve the plan, and the draft was submitted to NHS England on 14th February 2014. 
Developments since the plan was last presented to the Board include:  
- a review of the proposed plans to ensure that these meet the national requirements for the NHS, as set 
out in the planning guidance;  

- inclusion of the detailed financial plan for 2014/15 – 2015/16;  

- changes to some initiatives and confirmation of further details for others; and  

- completion of an equalities impact assessment for the plan as a whole (also attached for approval).  
 
 
4 Discussion of issues  
 
The CCG has now received the feedback from NHS England on the draft submission made in February. 
The feedback was very positive and the plans largely matched the expectations of the Local Area Team. 
There were 2 areas requiring additional assurance; prioritisation and enabling plans.  
To provide assurance about the prioritisation which has been undertaken, the process for initiative 
planning and prioritising has been further explained and the prioritisation tool used has been included as 
an appendix to the plan. To further evidence the enabling plans the CCG has underway, the Operational 
Plan now mentions the IT Strategy and Primary Care Strategy which are currently under development 
and will be key to enabling all CCG work programme areas. In addition, care planning and care 
coordinating have been identified as important pieces of enabling work for the CCG, with the full details 
of the plans to be presented in the 5 Year Strategic Plan in June 2014.  
The CCG commissioned the Commissioning Support Unit to review our Operational Plan alongside 
those from Bristol and North Somerset, with the aim of identifying any areas for potential collaboration 
over and above current activity, and any areas of inconsistency. This has confirmed that South 
Gloucestershire CCG is already collaborating within BNSSG for all appropriate work projects identified in 
the Operational Plans.  
The finalised plan is now presented to the Board for approval, which is required by NHS England before 
the plan is finally submitted on 4th April 2014.  
Following the sign off of the plan, a prospectus will be produced that will explain our priorities for patients 
and the public, including in terms of what will be different for patients.  
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5 Financial implications  
The CCG’s allocation for 2014/15 – 2015/16 is detailed on page 13 of the Operational Plan, and the full 
financial plan for the 2 years can be found on page 109.  
 
6 Legal implications  
None identified.  
 
7 Risk Implications  
None identified.  
 
8 Implications for health inequalities  
The Patient and Public Involvement and Equalities officer has worked with the commissioning leads to 
develop an Equalities Impact Assessment for the Operational Plan as whole. This assessment is 
accompanying the Operational Plan for approval by the Board today.  
 
9 Implications for equalities (Black and Other Minority Ethnic/Disability/Age Issues)  
As above in section 8  
 
10 Consultation and Communication including Public Involvement  
The Operational Plan details the ways in which the CCG has encouraged feedback from patients and 
the public, and incorporated their comments into the commissioning plans. 
 

  

  
The governance and assurance of the CCG QIPP plans has been subject to NHS England Deep 

Dive audit and the results are given below:  
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During 2014/15, all transformational work on commissioned areas within the BCF pooled budget will 

have to model how the transformational work will: 

 

 impact upon the commissioning and/or provision of social care services.  

 reduce significantly the demand for hospital services 

 have to demonstrate delivery against the national and local performance indicators. 

 have to demonstrate impact upon the acute services within the local system 

 have to demonstrate how they meet the BCF national conditions  

This modelling will be carried out using the NHS England Integration Modelling tool during 2014/15 to 
ensure that all effects and implications for the system are established before end March 2015 and 
includes: 
 
Support for the Planning and Design of Commissioning Programmes (including QIPP) and Contract Negotiations 
 
1. To understand the expected impact of population changes (growth and age profile) over 5 years from 2014/15 
on acute sector activity 
 
- the impact on acute sector activity from the expected changes in the South Glos population (modelled using 5 

year age bands) with the ability to interrogate the model by: 

 
o work type (first and FU outpatient appointments, elective and non-elective admissions, diagnostics, 

ED attendances) 

o specialty 

o GP practice-level impact 

 
- Population growth should be broken down by age bands, with different assumptions about expected acute 

sector activity by work type.  These assumptions to reflect levels of demand over the previous financial year.  

 
- With the option to change the assumptions about population change (to enable planning for impact of 

housing developments).  Initially, this can be at whole population level.  As a future development, we would 
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want this modelling to be age-band sensitive. 

 

- Acute sector activity to include NBT and UHB as core providers.  Also to cover SG activity at the RUH and 

independent sector (as separately commissioned by the CCG, ie excluding work sub-contracted by the main 

providers). Initially, we would expect Emerson’s Green NHS Treatment Centre activity to be modelled.  

However, as a future development we would want all significant independent providers to be separately 

identified.  

 

- Required by end September 2014 to inform the design of 2015/16 QIPP programmes as part of the 

operational planning cycle 

 
2.  To monitor demand for ED services, including changes in flow between the main providers for South 
Gloucestershire residents (NBT, UHB and RUH), and understand the outcomes for patients attending ED (ie 
admission, discharge, ED treatment category). 
 
- number of calls to the ambulance service, and the number of resulting conveyances by type and by 

destination ED 

 

- ED attendances to be broken down by type, with the conversion rates to admission and discharge.   

 

- Admissions from ED to be analysed by time (against 4 hour standard) and length of admission 

 
 

- Each of the above 3 requirements to be identified at GP practice level, and also by individual care home (if 

place of residence for patient). 

 
- Required by end September 2014 to inform the design of 2015/16 QIPP programmes as part of the 

operational planning cycle 

 
3.  To understand the impact on acute sector capacity from changes in the length of stay for admitted patients. 
 
- Translate the number of admissions, with specialty-level LOS assumptions, into estimates of capacity required 

in terms of number of hospital beds. 

 
4.  To understand the additional capacity required in community services (health and social services) in order to 
support a reduction on the level of non-elective admissions in the acute sector 
 
- Capacity model for community services already developed by Alamac to be used 

 

- A set of assumptions is required that link changes in acute sector non-elective admissions to demand for 

community services, to be specified using the Alamac categories for service type (eg rehabilitation beds, 

discharge support).  To be based on the model proposed by the King’s Fund (Report published February 2014, 

by Nigel Edwards; ‘ Community Services How They Can Transform Care, page 16), which needs mapping to 

the Alamac categories.   

 
- acute sector non-elective admissions to be identified at GP practice level, and also by individual care home (if 

place of residence for patient). 
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Evaluation  
 
1.  Evaluation of the impact of QIPP programmes – an annual, end of year review to evaluation whether QIPP 
programmes delivered the expected change in acute sector activity.  In-year, on-going monitoring also required. 
 
2.  Annual review of the accuracy of the demand and capacity assumptions used in developing South 
Gloucestershire CCG’s plans. 
 
To test whether increased capacity in community services has resulted in reduced non-elective admissions 
 
The modelling  work is a critical enabler to the further development of the BCF from April 2015.  
 
Drawing the Governance Together for all the Plans:  
The CCG has drawn together the Joint Health & Wellbeing Strategy, the CCG 5-year Strategy; the BCF; 
and the CCG 2-year Operational plan (includes the QIPP programme) to ensure there is clear read 
across to the strategic and operational priorities. The governance and assurance of the plans has also 
been drawn together. It is anticipated that the NHS England planning round will also enable the drawing 
together of these plans to ensure there is ongoing alignment within the annual planning cycle.   
 
 
GOVERNANCE PROCESS FOR THE BCF PROGRAMME IN SOUTH GLOUCESTERSHIRE 
 
Governance Outline: 
The need for governance exists anytime a group of people come together to accomplish an end. Most 
definitions of governance rest on three dimensions:  authority, decision-making, and accountability. 
 
Governance determines who has power, who makes decisions, how other players make their 
voice heard and how account is rendered. 
 
This document proposes the programme and project structure for the South Gloucestershire Better Care 
Programme.  Successful programmes operate within a governance framework to ensure that 
programme remains aligned to strategic objectives. The governance framework also ensures that 
appropriate levels of control and authority are in place and are scaled for the complexity and risk 
associated with the programme.  
Clarity of Governance is critical for this programme because: 

a. of the number and range of stakeholders who will be included and involved in the development 

and implementation of the programme; 

b. of the complex network of relationships between and within the partner organisations and 

individuals; 

c. of the focus on change, outcomes and benefits; and 

d. the accountability for success will reach into the senior levels of both the commissioning and 

provider organisations; 

By following this Governance, this programme will: 
a. Have a defined structure which is guided and driven by a Programme Board but with the 

capability to provide local flexibility in the way services are developed.   

b. Have progress reports which go before the Programme Board for approval. 

c. Successfully deliver outcomes in a variety of organisations, including GP Practices, Hospitals, 

Community Health, Social Care and Voluntary Sector services. 

d. Demonstrate compliance to organisational and national standards.  

e. Have business justification for the changes introduced.  

f. Have a current log of lessons learned. 
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Why Programme & Not Project: 

A programme is made up of a specific group of related projects that together will deliver a set of 
defined objectives for the organisations involved. The objectives, or goals, of the programme are at a 
strategic level so that the organisations involved can achieve benefits and improvements in the way 
services are delivered.  

There is a close link between programme management and project management because the 
programme is made up of projects and is only successful if the projects within it succeed. The concept of 
a programme is that it should deliver more than the 'sum of its parts'.  

Figure 7 below outlines how the programmes of work within the South Gloucestershire BCF Plan will link 
together. 
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Programme Organisational Structure: 

One of the core workstreams within the Better Care Programme is the Cluster Model approach. This 

approach is seeking to engage local communities in the redesign of services and the network of support 

available for individuals.  

The approach is based on working within six geographical areas (clusters) within South Gloucestershire. 

A pilot engagement event has been held with one of these six Clusters (Downend, Emersons Green and 

Frampton Cotterell) which identified a range of improvement themes that the community group would 

like to take forwards.  

The plan is to build on the engagement event in Downend, Emersons Green and Frampton Cotterell by 

taking forward the improvement themes that have been identified. At the same time engagement 

activities will commence in the other five clusters, with engagement events expected to be undertaken in 

early 2015.  

In this context the programme structure now needs to adapt to enable effective engagement across all 

six clusters, whilst at the same time maintaining effective oversight on the other activities within the 

programme. Set out below are the proposed roles and responsibilities and organisational structure that 

will be used to provide this programme oversight.  

 

 

The summary roles and responsibilities of key groups and individuals within the programme are: 

a. The Local Authority and the CCG Governing Body, the Better Care Fund is being created by 

pooling resources from these two organisations. 

b. The South Gloucestershire Health and Wellbeing Board, will provide the strategic oversight of 

this initiative on behalf of the Local Authority and Clinical Commissioning Group. 

c. The Better Care Programme Delivery Group, will drive the programme forward to deliver the 

outcomes and benefits that are required. 

d. Jon Evans (CCG and GP) is the Chair of the Programme Delivery Group.  

e. Kathryn Hudson and Jon Shaw are accountable to the CCG and Local Authority respectively for 

the overall delivery of the programme outcomes and anticipated benefits, and as such are joint 

Senior Responsible Owners of the programme. 

f. James Rooney, who as Programme Manager is the Better Care Programme’s day to day leader 

of the initiative, with responsibility for coordinating the programme.  

g. Individual Project Directors will have responsibility for delivering the respective projects and 

ensuring the individuals, teams and organisations involved undertake the changes necessary to 

deliver the anticipated outcomes and benefits. 

h. Public Representatives:  will ensure the needs of members of the public are at the heart of this 

redesign (potentially through Healthwatch). 

i. Provider Representatives: the Better Care Programme is a collaborative initiative in which 

provider organisations including Sirona Care and Health, North Bristol Trust, Social Care, 

Primary Care and local voluntary and charitable organisations are all actively engaged. Provider 

representatives will have responsibility for ensuring their organisations deliver the changes in 

practice that are agreed as part of the programme.   

j. An Independent Assurance function should be employed to give confidence to the leadership 

that the programme is being managed effectively and is on track to realise the expected 

outcomes and benefits.  
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The Programme and Project management elements of most of the programme is already in place, 
however set out below is the proposed Governance Framework for overseeing the development of the 
new Cluster Model element. 
 
 
Cluster Model Governance Framework: 

 
 
Programmes are driven by a vision of the end-state which we develop from a strategic objective. The 
strategic objective of the Better Care Programme is to create an integrated health and social care 
system that has the individual at its centre and empowers the individual to remain independent 
and well for as long as possible.  
 
This will be done by encouraging the people of South Gloucestershire to be partners in the development 
of integrated services that are designed: 

 to enable individuals to improve their lives 

 to enable individuals to maintain their independence for as long as possible  

 to support individuals as they become frail and vulnerable to remain safely in their home 

 to ensure that carers have confidence and support in the services that are provided 

Programme Office: 
The programme office will form the nerve centre and information library of the programme, and all 
information, communication, monitoring and control activities for the programme will be coordinated by 
the programme office. The Programme office will have two functions, one is to provide support and 
guidance to the projects within the programme, the other is to be the home for governance and control 
including standards, approvals and progress, financial and risk monitoring. 
 
The Programme Office function for this Programme can be provided by South West Commissioning 
Support (SWCS) if this has the support of the participating organisations. 
 
James Rooney will continue to operate as the Programme Manager with responsibility for supporting the 
coordination of the overall programme and operation of the Delivery Group. He will be supported in this 
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by Paul Cavill. 
 
Sirona Health and Care have secured resources for a new Project Manager. Their role will be to support 
and embed changes within the individual Clusters. Due to the important interface between the 
Programme Office and the Project Manager consideration will be given as to whether this individual 
should be supplied via SWCS and funded via the Sirona resource.     

 
 
d) List of planned BCF schemes   
 
Please list below the individual projects or changes which you are planning as part of the Better 
Care Fund. Please complete the Detailed Scheme Description template (Annex 1) for each of 
these schemes.  
 

Ref no. Scheme 

1 Cluster model – asset based approach to integration  

2 Enhancing capacity & capability in the local care home sector 

3 Connecting Care to share data across the system  

4 Rehabilitation, reablement, & recovery model of care  

5 Dementia Strategy  

 

5) RISKS AND CONTINGENCY 
 
a) Risk log  
 
Please provide details of the most important risks and your plans to mitigate them. This should 
include risks associated with the impact on NHS service providers and any financial risks for both 
the NHS and local government. 
 
Risk 
No.  

Risk Description  Risk 
Rating  

Mitigation  Owner 

1  There is a risk that we fail to 
create the strong 
culture/ethos of integration 
and partnership working 
required to successfully 
deliver our plans due to the 
current financial climate and 
partner organisations being 
concerned with internal 
financial pressures and 
concerns  
 

High  The BCF Governance structure 
agreed by the Health & 
Wellbeing Board on 11/11/14 
sets out the role of the Senior 
Leaders Group with officer leads 
from the CCG and the Council to 
undertake problem solving in 
relation to policy and budget 
matters for the BCF.  

Senior Leaders 
Group  
 

2  There is a risk of failure to 
establish “back office” 
integration such as sharing of 
baseline and performance 
information so preventing 
effective planning and 
performance 
monitoring/delivery  
 

High  The BCF Delivery Group has 
performance information as a 
routine agenda item to problem 
solve any issues and monitor 
baseline and performance 
information on a monthly basis.  
The Connecting Care project is 
included as a key project for 
BCF, and will be a major enabler 
in delivering the required 
integration, with strong 
partnerships and benefits 
already demonstrated.  
 

BCF Delivery 
Group 
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3  There is a risk of resistance 
to the delivery of local BCF 
plans due to failure to 
influence local people and 
professionals sufficiently in 
their development. In 
particular should the cluster 
model not engage local 
people sufficiently there is a 
significant risk that the BCF 
performance targets will not 
be met 

High  The 5 key projects for the BCF 
all have their own project 
management arrangements in 
place that each include PPI & 
Communications plans. The 
reports to the BCF Delivery 
Group for the monitoring of each 
project will include updates on 
these items and highlight any 
risks.  
The BCF Programme has a 
detailed communications and 
PPI plan in place that is led by & 
regularly reviewed by the BCF 
Delivery Group.  
 
 

BCF Delivery 
Group 

4  There is a risk of failure to 
release and reinvest funds 
into the BCF to be able to 
deliver the envisaged and 
required outcomes detailed 
within the plans 

Low  The implementation of the BCF 
5 key projects are not 
dependent on the release of 
funds from BCF efficiencies.  
 
Robust programme 
management via the SWCS 
Programme Management Office 
is in place, along with strong 
BCF governance and assurance 
structure agreed by the Health & 
Wellbeing Board. 
 
 

BCF Delivery 
Group.  
 
 
 
CAH/CCG 
Partnership & Joint 
Commissioning 
Group 

5  There is a risk of failure to 
communicate the opportunity 
of the BCF in a manner that 
achieves clear understanding 
and buy in from CCG 
members and politician 
partners, staff and workforce 
that causes delays to 
implementation  
 

Mediu
m  

Robust programme 
management via the SWCS 
Programme Management Office 
is in place, along with an 
effective stakeholder 
communication strategy and 
plan which will be regularly 
reviewed by the BCF Delivery 
Group.   

BCF Delivery 
Group  

6  There is a risk that the 
timescales of key projects 
may slip and not align with 
the overall BCF timeframes 

Low Robust programme 
management is in place via the , 
SWCS Programme 
Management Office (including 
the development of robust 
project plans which can be used 
to hold partners to account) and 
strong governance and 
assurance via the BCF Delivery 
Group which will hold individual 
programme boards to account. 
The BCF has been aligned to 
key CCG Operational & 
Strategic plans; JHWBS & 
Council Childrens’, Adults & 
Health Plan, to reinforce 
schemes as priorities for 
delivery.   
 
Modelling work is also being 
undertaken using a range of 
data to test and refine 

BCF Delivery 
Group  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
SWCS BI team 
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assumptions to support 
development of detailed service 
specifications and business 
case proposals  
 

7  There is a risk of failure to 
accurately assess the 
financial impact of the 
introduction of the Care Bill in 
2016 which will impact upon 
the local BCF and financial 
agreements in place and in 
particular the sustainability of 
social care services 
 

High  This risk cannot be entirely 
mitigated. An initial impact 
assessment is currently 
underway to fully understand the 
potential impact. We will 
continue to refine assumptions 
in parallel with our BCF 
response. This will be 
considered by the CAH/CCG 
Partnership & Joint 
Commissioning Group and 
escalated to the Senior Leaders 
Group if required.  
 

CAH/CCG 
Partnerships & 
Joint 
Commissioning 
Group 

8  There is a risk of failure to 
accurately predict demand / 
changing need for services 
which will impact upon local 
BCF plans and the 
achievement of trajectories 
against the BCF metrics  
 

Mediu
m  

There is a specific focus on long 
term planning within local 
schemes and regular 
reporting/monthly reviewing of 
performance metrics and 
planning information by the BCF 
Delivery Group 
 
Capacity modelling work is 
underway to help more 
accurately model/predict the 
impact of future changes to 
capacity and demand 
  

BCF Delivery 
Group  
 
 
 
 
 
 
SWCS BI team 

9 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
10 
 
 
  
 
 
 
 
 
 
 
 
 
11 
 

There is a risk of failure to 
incentivise providers to 
overcome professional 
boundaries in direct provision 
which may prevent 
integration of services and 
joint working  
 
 
 
 
 
 
 
 
There is a risk that the pay 
for performance threshold 
will not be achieved leading 
to further financial pressure 
for the CCG and a lower 
probability of income into the 
BCF. This will then impact 
upon the delivery of services 
and therefore achievement of 
BCF plans/metric targets 
 
 
 
There is a risk of failure to 
release further efficiencies 

High  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
High 
 
 
 
 
 
 
 
 
 
 
 
 
High 
 

Such issues will be closely 
monitored by the BCF Delivery 
Group and CAH/CCG 
Partnerships & Joint 
Commissioning Group.  
 
A new health provider in the 
community sector has been 
commissioned to enable 
integrated working with social 
care and stipulations around 
joint working will continue in 
future contracts. 
 
 
Performance targets have been 
set within the CCG Operational 
Plan & will be monitored through 
robust QIPP governance and 
assurance process which 
includes review by NHS 
England. The BCF Delivery 
Group will also monitor 
performance on a monthly basis 
and escalate as appropriate 
 
 
 
The BCF plan includes a key 
project to jointly commission 

BCF Delivery 
Group & CAH/CCG 
Partnerships & 
Joint 
Commissioning 
Group 
 
CCG  
 
 
 
 
 
 
 
CCG Governing 
Body and BCF 
Delivery Group 
 
 
 
 
 
 
 
 
 
 
Senior Leaders 
Group & CAH/CCG 
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12 
 
 
 
 
 
 
 
 
 
 
 
 
13 
 
 

for adult social care services 
protection which will 
therefore impact upon the 
delivery of services and 
achievement of BCF 
plans/metric targets 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
There is a risk to Assurance 
in meeting the other national 
conditions including 7 day 
working etc.  
 
 
 
 
 
 
 
 
 
There is a risk that changes 
to services and new models 
of care do no deliver an 
improvement in patient 
outcomes 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Mediu
m  
 
 
 
 
 
 
 
 
 
 
 
Low 

care homes as main driver for 
efficiency in 1

st
 year of BCF. 

This will help mitigate any such 
risk. Further opportunities for 
joint commissioning within BCF 
to be explored during 15/16, 
including further work around 
care home commissioning and 
the commissioning of 
rehabilitation and reablement 
services and this work is 
currently being scoped. The 
CAH/CCG Partnerships & Joint 
Commissioning Group will also 
closely monitor the release of 
efficiencies by the BCF and any 
issues relating to the protection 
of adult social care services 
  

 
BCF Plans in relation to the 
national conditions aligned with 
CCG Operational plans & 
Strategic plans. Delivery of 
these will be closely monitored 
via the BCF Delivery Group and 
also via the CCG Governing 
Body on a monthly basis in 
order to identify any potential 
issues in meeting the conditions 
and to take appropriate action 
 
 
Individual programmes and 
projects will be required to 
monitor patient outcomes and 
these will be reported to the 
BCF Delivery Group on a 
regular basis 
 
 

Partnerships & 
Joint 
Commissioning 
Group 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
BCF Delivery 
Group and CCG 
Governing Body 
 
 
 
 
 
 
 
 
 
 
Individual 
Programme boards 

 
b) Contingency plan and risk sharing  
 
Please outline the locally agreed plans in the event that the target for reduction in emergency 
admissions is not met, including what risk sharing arrangements are in place i) between 
commissioners across health and social care and ii) between providers and commissioners  
 

 
1) Contingency Plan & Risk share between CCG and South Gloucestershire 

Council for BCF  
Efficiencies must be realised from the BCF initiatives to protect social care 
services to an annual maximum value of £1.8m from April 2015, which is 
calculated by the local authority.  Funding this pressure will be the first call on the 
efficiencies achieved from implementing the BCF.  The CCG will work with the 
Council and other partners to achieve the pay for performance target of the BCF 
from 2015/16 until the end of 2016/17 in addition to further efficiencies arising from 
more integrated working.  Similarly, the Council will also seek to achieve parallel 
efficiencies in services irrespective of whether they form part of the BCF or remain 
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outside it. If the savings required to fund the agreed amount for the protection of 
social care are not achieved by 1st April 2015, the CCG and the Council will 
ensure the protection of adult social care services to a maximum value of £1.8m 
from 1st April 2015 with a breakdown and risk share as follows:  
 

 £0.939m growth in S256 NHS social care funding (paid by NHS England 
until 2015/16) 

 £0.62m growth in S256 CCG support for Reablement from 2015/16 

 £0.241m funding by local authority reserves in 2015/16 and from 
efficiencies arising from the BCF from 2016/17 onwards with the CCG 
carrying the financial risk 

 
The NHS cost of implementing the Care Act has not been built into the CCG’s 5 
year financial plan.  In order to meet this cost, the CCG will increase its QIPP 
efficiency target for 2015/16 on an interim basis and carry this additional financial 
risk until further efficiencies are released by the joint commissioning work of the 
BCF to cover it.  
 
The CCG and the Council are absolutely committed to supporting and working 
jointly in a transparent way to achieve the objectives and required efficiencies 
within the BCF.   
 

2) Risk between CCG and providers:  
The CCG and North Bristol Trust have agreed an NHS contract to cover the 
activity and financial planning assumptions for 14/15. The management of risk is 
included within the NHS contract. The NHS planning round for 15/16 will ensure all 
BCF planning assumptions are aligned with contracts for 15/16.   
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6) ALIGNMENT   
 
a) Please describe how these plans align with other initiatives related to care and support 
underway in your area 
 
The BCF plan will be supported by a number of more detailed strategies and plans.  Some of these are still 
under development.  They include:  
- Primary Care strategy (under development and referenced in section  

- IT strategy (under development – but note the Connecting Care Business Case attached as Appendix 

15  

- 5 year strategic plan  

- Mental Health Strategy (under development) 

- Urgent Care strategy (under development) 

- Joint Strategic Needs Assessment Update (2016) 
 
Major Strategic Changes 
 
A number of major service transformation plans have been developed or are currently under 
development for 2014-16.  
 
New Southmead Hospital: 
In May 2014, North Bristol NHS Trust, which is the main provider of acute healthcare services to South 
Gloucestershire, opened its new hospital at Southmead.   The new hospital will offer patients state-of-the-
art hospital facilities and the 800-bed Brunel building will have single rooms with en-suite facilities and 
single-sex four-bed wards offering more single rooms than any other NHS hospital in the country.  Almost 
all of the specialist teams currently based at Frenchay Hospital and in the old Southmead buildings will 
transfer into the new Southmead Hospital. These include regional specialist services – for example 
Neurosurgery, Orthopaedics, the Emergency Department (ED) and the regional trauma centre. Supporting 
NBT in working with providers across the health system to ensure a safe transfer of patients and services 
into the new building will be one of the CCG’s priorities for 2014/15. 
A number of actions are underway such as ensuring the modelling assumptions correlate to those of 
healthcare providers, understanding the model compared to the provider contracts and financial 
implications and ensuring the communication strategy is targeted on those GP practices, patients and 
providers most affected by the move. 
 
Frenchay: 
 
In August 2013, The CCG Governing Body approved plans for the development of a health and social care 
services hub on the Frenchay hospital site. This followed a major review of rehabilitation services which 
developed a new model for care in consultation with patient representatives, stakeholders and clinicians 
from across the local health system.  The CCG is committed to developing a business case for a future 
procurement for a flexible and affordable model for community rehabilitation which would include up to 
68 beds located on the Frenchay site. Work on taking this forward is currently on hold pending a decision 
by the Secretary of State to whom the plans were referred by the South Gloucestershire Public Health and 
Health Scrutiny Committee. 
 
Cossham: 
 
In 2014/15, the CCG will develop plans for the provision of urgent and semi-urgent services at Cossham 
Hospital, building on learning from local innovative pilots underway and the national review of urgent 
care services led by Sir Bruce Keogh which is due to report in Spring 2014.  The CCG’s aim is to 
commission services that will best meet the needs of the local population, minimising the need for 
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unplanned trips to local hospitals (Bristol Royal Infirmary, new Southmead, Royal United Hospitals Bath).   
The first step towards the creation of a community hub at Cossham hospital for urgent and semi-urgent 
care services has already been agreed: the primary care out of hours services provider (Brisdoc) will move 
to Cossham when its current base at Frenchay hospital closes in May 2014.  
 
Major Service Changes 
 
Pathology services 
The CCG will continue to commission services in line with the Severn Pathology proposals.  The co-
location of the Public England micro-biology service with the NBT pathology services on the new 
Southmead Hospital site will provide opportunities for securing additional benefits from the further 
integration of pathology services, including greater resilience and the development of a centre of 
excellence, which the CCG will pursue in 2014-2016. 
 
Vascular services 
The Specialist Commissioners for Vascular Services have produced a national service specification which 
calls for the creation of Arterial Centres for vascular surgery which cover populations of around one 
million. The aim is to improve the outcomes from complex vascular surgery. To achieve this, the CCG is 
planning to transfer the RUH Bath and BRI service to create an arterial centre within the new Southmead 
Hospital which would provide all inpatient vascular surgery. Outpatient, diagnostic and day-case services 
would continue to be delivered at other locations as part of a networked service. 
 
Community Outpatient Services 
Optimising the provision of diagnostics and outpatients services in community locations will be a priority 
service development for the CCG in 2014-16, including at the Yate Westgate Centre, Cossham Hospital 
and Emerson’s Green Treatment Centre.  
 
Children’s services 
From April 2014, burns, neurosurgery, plastic and orthopaedic services are transferring from Frenchay 
Hospital to the Bristol Royal Hospital for Children. Centralising all specialist children's services in a single, 
state-of-the-art children's hospital will improve care by bringing together dedicated clinical teams from 
across Bristol under one roof. 
 
 
All of these plans and schemes of work contribute to the goals of South Gloucestershire’s BCF Plan in 
terms of promoting partnership and joint working and integration of services in order to contribute to the 
delivery of the BCF Plan. 
 
Communications Plan 
In all of these changes, and across the BCF Plan as a whole, effective communications and engagement is, 
and will be, essential to ensure understanding and acceptance of the need for change across a range of 
stakeholders. Our approach to communications will be underpinned by two key strands: 
 
- Ongoing internal and external communications articulating the case for change, future vision, and 

achievement of key milestones – linked into the wider integration of health and social care 
- Communications dovetailed to key operational and Patient & Public Involvement priorities linked to 

future consultation, service changes and delivery – and aligned to the key timelines for these 
 
Our intention within our Communication plan is that this will supplement and coordinate the 
communications for individual work streams and projects in order to provide a coherent overview to staff, 
carers, service users, the public and other key stakeholders as to our BCF plans and the work being carried 
out to deliver these. The full Communications Plan is included as Appendix 25 and has been jointly 
developed by communications professionals from local health and social care organisations in South 
Gloucestershire and will be widely circulated. 
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b) Please describe how your BCF plan of action aligns with existing 2 year operating and 5 year 
strategic plans, as well as local government planning documents  
 
Strategic and Operational Planning alignment:  
 
To ensure all our operational and strategic plans for both the BCF and the CCG are fully aligned, 
the South Gloucestershire JSNA and the Joint Health & Wellbeing Strategy, have provided the 
detailed population risk stratification information that has been used to inform plans. The Joint 
Health & Wellbeing Strategy has provided the health and social care system priorities that have 
been incorporated within the subsequent plans. This is critical and has been through assurance 
processes already between the CCG and NHS England as part of the NHS planning assurance 
processes for 14/15. To further illustrate this, we set out below the CCG 5-year strategic priorities 
that reflect the alignment with the BCF. The specific emphases are highlighted in the text.  
 
CCG 5-YEAR STRATEGIC PRIORITIES 
 

Aims 

Over the next 5 years, our approach to commissioning new services and working with providers of 
existing services will be shaped by our strategic aims for health care services in South Gloucestershire.  
These are to: 
 

 

 

Guiding Principles 

Improving people’s experience of health services requires more than formal commissioning processes and 
mechanisms.  We need also to change the culture.  We will seek to do so by promoting the following 
principles in all that we do. These reflect the NHS Constitution, research by the Picker Institute into the 
principles of patient-centred care and the themes of the South Gloucestershire Joint Health and 
Wellbeing Strategy. 
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- A comprehensive service available to all.  The difficulties that vulnerable groups of people may have 

accessing services, including those suffering from mental health conditions, should be explicitly 

considered and steps taken to improve this. 

 

- Best value for taxpayers’ money.  We are committed to ensuring that there is real added value and 

benefits for individuals’ health from the health care services we commission. 

 
 

 
 
 
 
 
 

CCG Strategic Priorities 
- building the 
foundations for 
transforming services 

What we will do  What will be different 

Transforming care 
planning and 
coordination 
 
Streamlining and 
integrating  health and 
social care across 
providers, driven by 
peoples’ own goals and 
wishes 

By 2019, people with complex 
health needs to have: 
 
- a single electronic care plan that 

reflects their wishes, used 
across the health care system, 
with real time uploading from 
clinic notes and accessible by 
NHS medical staff 
 

- a linked ‘living support’ plan 
that sets out additional care 
needs for daily life activities, 
which can be shared more 
widely, including with social 

Fewer hospital admissions 
and shorter stays when 
admitted, for the elderly and 
patients with known long 
term conditions. 
 
Improved professional access 
to real-time patient 
information, while respecting 
patient confidentiality, so 
that more patients are 
treated early and 
appropriately in line with 
their wishes 
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care services, community and 
voluntary organisations, and 
domiciliary support providers 

 
- a named clinical care navigator 

linked to wider support 
coordination. The role of clinical 
care navigators developed for 
coordinating clinical care in and 
out of hospital and with the 
scope for handing over the role 
as patients’ health care needs 
change 

 
- Care coordination to be 

developed in hand with the 
primary care development 
strategy 

 
- ‘Living support’ care 

coordination to be developed in 
partnership with South 
Gloucestershire Council 

A better experience of health 
care 
 

Informed patients  
 
People with complex 
health needs, together 
with their carers, feel 
confident to look after 
themselves and know 
what to do when their 
condition worsens 

Information tools developed for 
people with complex health needs 
(and their carers) so that they know 
what to do when their condition 
worsens and may need urgent care 
 
A programme of training and on-
going support for people with long 
term conditions in self-care and the 
setting of their own health goals 
 
Training for primary care and 
community teams on goal setting, 
self care, and addressing any 
mental health concerns that may 
affect patients’ ability to look after 
themselves 
 

Fewer trips to hospital, 
including to Emergency 
Departments, and hospital 
admissions 
 
Better health-related quality 
of life for patients with long 
term conditions 
 

Transforming primary 
care 
 

Under development jointly with 
NHS England 

 

Transforming 
rehabilitation, recovery 
and reablement services,  
 
Ensuring that patients are 

By 2016, roll out the new model of 
care for rehabilitation, recovery and 
reablement services, via a phased 
process of commissioning new 
services including: 

Shorter stays in hospital 
 
More older people returning 
to live in their own homes 
following discharge from 
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able to receive good 
quality rehabilitation in 
the most appropriate 
setting and greatly 
reducing time spent in 
hospital 
 
 

 
- An integrated and extended 

approach to intermediate care 
and reablement 
 

- Removal of patients requiring 
non-acute rehabilitation from 
acute settings, using Elgar 
House at Southmead hospital as 
an interim step 

 
- Additional community support 

beds commissioned to enable 
patients to receive 
rehabilitation closer to home 

 
Working in partnership with South 
Gloucestershire Council, 
commission new hubs for 
rehabilitation, recovery and 
reablement services and extra care 
housing, for development on the 
sites of Frenchay and Thornbury 
hospitals 
 

hospital 
 
A better experience for 
patients 

   

Improving community 
health care services  
 
Integrated with primary 
and social care to support 
patients in remaining 
medically stable and as 
independent as possible 

Develop and implement under the 
Better Care Fund a programme of 
integration and joined up working 
with South Gloucestershire Council 
 
Rollout a revised model of service 
for community health services, 
following the transfer of community 
health services to Sirona in April 
2014 
 
Harness the power of the wider 
community to support people in 
their own homes, to combat social 
isolation and improve prevention, 
through the development of 
community “nodes” 
 
A new community IT system to be in 
place by 2015 
 
Review the new community health 
services contract in 2017/18 to 

Increased number of patients 
reporting their community 
care is joined up and well 
coordinated 
 
A reduction in the number of 
emergency admissions  
 
Increased proportion of 
South Gloucestershire CCG 
activity undertaken in the 
community 
 
Improved patient experience 
of community health services  
 
Increased number of patients 
achieving the goals agreed in 
their care plans 
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determine commissioning 
intentions and potential re-
procurement. 
 
Provide a community diabetes 
specialist nurse service 
 
Review and redesign community 
health services for patients with 
chronic obstructive pulmonary 
disease 
 
Increase the capacity in community 
services to enable more patients to 
be supported in their own homes 7 
days a week 

 
Better dementia 
awareness across South 
Gloucestershire, and 
improved skills of staff 
working with older 
people 
 

South Gloucestershire wide 
‘dementia awareness’ campaign 
 
Improved community support for 
patients and carers to reduce 
dependence on care homes and 
hospitals 
 
Better work force skills, including 
for staff working in primary care, 
community care and care homes 
 
Specialist support for care homes  

Greater awareness of 
benefits of sharing concerns 
with your GP, and looking 
after your health 
 
People supportive in 
everyday situations with 
people with dementia and 
their carers  
 
People with dementia and 
carers able to access a wide 
range of support and advice 
locally 
 
People with dementia and 
carers better supported by 
community services 
 
More people supported to 
live independently for longer  

 
 
 
 
 
 
 
 
 
 
South Gloucestershire Council Department for Children, Adults and Health Plan 
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Our priorities relevant to the BCF 

 

Priority Outcome Actions/ Objectives How will we know we have 
achieved this….. 

Personalisation Procure a new framework of 
Direct Payment Support 
Providers; including introducing 
payment cards for Direct 
Payments 

Our new framework of Direct Payment 
Support Providers, and our providers 
of Payment Cards are both appointed 
and in use by Service Users.   

Deliver the requirements of the 
Children and Families Act 2014 
in relation to people aged 0-25 
with a disability and/or special 
educational need. 

Implement the design of a new 0-25 
service and develop the service 
according to the service development 
plan 

Implement the next phase of 
the Better Support for Older 
People Programme. 

Secured the provision of additional 
Extra Care Housing in pursuit of the 
Council’s 2016 target. 
 
Reduced the council’s role as a direct 
provider of residential care. 

Implementation of preparations 
for Phase 1 of the Care Act for 
April 2015, and preparations 
for Phase 2 in April 2016 

 

Introduction of care accounts and 
preparation for the introduction of a 
cap on costs of meeting eligible care 
needs. 
Sound information, assessment and 
financial processes to support an 
increased number of contacts and 
assessments 

Ability to offer deferred payments for 
those who face the risk of having to 
sell their home in their lifetime to pay 
for care fees 

Implementation of new national 
eligibility framework and thresholds 
focusing on outcomes and wellbeing 
through early intervention and 
prevention 

Good quality, comprehensive and 
easily accessible information is 
available to all to support good 
decision making about the care and 
support they need 

A wider range of good quality care 
and support services available which 
give more control, choice and better 
outcomes. 

   

Equitable Access Review the availability, use 
and cost of day service 
provision using benchmarking 
from other LA areas. 

Introduce a model of future delivery 
which demonstrates value for money 
and benchmarks well with other LA 
areas 

Ensure a consistent approach 
to the allocation of resources to 
support people living in their 
own homes. 

Implement a policy to support the 
decision making process for the 
provision of support following a Care 
Act 2014 assessment 
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Priority Outcome Actions/ Objectives How will we know we have 
achieved this….. 

Review current arrangements 
for accessing + supporting 
moves to independent living for 
people with a mental health 
+/or learning difficulty. 

Generic model of identifying 
accommodation in HomeChoice, whilst 
recognising specific needs of people 
with mental health +/or learning 
disability. 
 
Importance of housing as an integral 
part of the 0-25 disability service 
planning for adulthood pathway 

Review commissioning 
arrangements in line with our 
market position statement to 
introduce greater choice of 
service available to support 
people in their own homes 
whilst representing value for 
money 

Reduce the numbers of people aged 
65 and over, entering permanent 
nursing home accommodation 

Value for Money –  
Deliver 
departmental 
projects as part of 
the council savings 
programme and 
implement the 
outcomes of our 
integration projects 

NHS integration – 
Implementing the Better Care 
Fund with NHS partners and 
other stakeholders. 

Piloting the implementation of local 
joint working across primary care, 
community health, social care, 
community and voluntary sector and 
other partners; achieving financial 
protection for statutory social care 
duties.   

   

Carry out a review of the 
current arrangements for Rapid 
Response With a view to 
increasing efficiencies 

Successful implementation of a 
sustainable and affordable model of 
service 

Implement approved changes 
to the Council’s In-House Day 
Services following completion 
of the ‘What People Do In The 
Day’ Service Review.  

When the last link in the chain of 
changes to focus and rationalise how 
our in-house day services are 
delivered. 

 

Manage the transfer of 
responsibilities of the existing 
Independent Living Fund into 
the Local Authority, limiting any 
additional financial burdens.  

Successful transfer of the fund, 
delivered on time with least possible 
financial impact on the local authority. 

Value for Money Develop a comprehensive 
service for people with 
challenging behaviour 
(CCG/LA) in accordance with 
the requirements of the 
Winterbourne Hospital 
concordat. 

Agreed service specification 
(CCG/LA) 
 
Appropriate Board / LA approvals & 
authorisations achieved 
 
Comprehensive implementation plan 
in place 

Voluntary sector support – 
designing and implementing a 
new process for inviting and 
prioritising expressions of 
interest from community and 
voluntary organisation to 

When Members make decisions on 
the award of funding in November 
2014. 
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Priority Outcome Actions/ Objectives How will we know we have 
achieved this….. 

support services/initiatives that 
support priority social care 
objectives  
Secure further efficiencies in 
the new Children, Adults and 
Health commissioning hub 
following the introduction of a 
new Target Operating Model 

When the Council Savings Plan 
additional target for this service is 
achieved (Due from April 2015).   

Skilled Workforce Produce a workforce plan that 
reflects the demands and 
needs of adult social care in 
the context of affordability and 
implementation of The Care 
Act 

Publication of workforce plan that 
demonstrates value for money whilst 
providing a competent + skilled 
workforce for adult social care 

Strong 
Partnerships in a 
Developing Local 
Market 

Complete the re-
commissioning of our 
framework of providers of 
community based support 
services, including Home Care 
and Day Care and Rapid 
Response 

When our new framework is in place 
and in use by Service Users. 

Re-commission our framework 
of short break/respite care 
providers. 
 

When our new framework is in place 
and in use by Service Users. 

Re-procure Carers’ Support 
Services 
 

When we have a new 3 year 
agreement in place for Carers’ 
Support Services across Children, 
Adults and Health services.  

Procure a new expandable 
Shared Lives Service capable 
of meeting demand to 
maximise benefits 
 

When we have implemented a new 
model for Shared Lives which is able 
to deliver greater capacity to the 
ceiling that results from either the 
supply of carers or the demand from 
service users. 

Commence the re-
commissioning of our 
framework for care home 
providers. 

When we have advertised the 
opportunity for providers to apply to 
join our refreshed care home provider 
framework. 

Finalise our Better Care Fund 
proposals, submit to NHS 
England, and commence 
implementation of our plan for 
Integrated Health and Social 
Care Services 

When our Better Care Fund plan is 
signed off by NHE England and the 
Better Care Fund Delivery Board 
commences work on implementation. 

Commission a new model of 
Employment Support for 
people with Learning 
Difficulties. 

When a new Employment Support 
service is in place and is being used 
by service users 

Publish and implement our 
Service Quality Framework for 
Domiciliary/Home Care 
Services. Commence 
development of an equivalent 

When we have produced, and have in 
use, equivalent Quality Frameworks 
for Day Care and HomeCare to 
achieve parity with Domiciliary/Home 
Care services. 
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Priority Outcome Actions/ Objectives How will we know we have 
achieved this….. 

Quality Framework for Care 
Home and Day Care Services. 

 Publish a new combined 
Market Position Statement by 
April 2016 setting out our 
analysis of the local market for 
care services and our future 
commissioning intentions 
across both Children and Adult 
Services. 

When our new combined Market 
Position Statement is published 

Health and 
Wellbeing 

Embed delivery of the family 
nurse partnership intervention 
and re-procure the school 
health nurse service in 
accordance with agreed 
milestones. 

 

Delivery of the elements described in 
the local action plan for the transition 
of the commissioning responsibilities 
for the 0-5 community nursing service. 
  

Roll out a new universal Health 
in Schools Programme 

Commission a school health and 
wellbeing survey to generate relevant 
health data sets for future resource 
planning. Engaging with up to 50% of 
all schools in the first year. 
  
Introduce a targeted Heath in Schools 
Programme Plus - healthier behaviour 
change programme, aiming to work 
with cohorts of up to 20 schools with 
highest health inequalities as 
identified by health and wellbeing 
survey data. 

Undertake separate adult 
/children and young people 
Mental Health and Emotional 
Well Being Needs 
Assessments 
 
 
 
 
 
 
 

 

Production of Mental Health and 
Emotional Wellbeing Strategies and 
operational plans. 
  
Audit current take up of mental health 
training for professionals and adapt 
workforce develop plan as 
appropriate. 
 
Map the current care pathways and 
ensure they are clearly communicated 
to key audiences. 

Health and 
Wellbeing 

Refresh the suicide prevention 
strategy 

Suicide prevention strategy refreshed 

Launch the Healthy Weight & 
Obesity Strategy 
 
 
 
 
 
 
 

 

Work with the CCG to revise and 
develop the obesity care pathway for 
adults and children and implement the 
delivery of the action plan 

 
Commence a surveillance & mapping 
of Food Poverty in South 
Gloucestershire. 
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Priority Outcome Actions/ Objectives How will we know we have 
achieved this….. 

Working with stakeholders in 
the Physical Activity 
Partnership group to develop a 
Physical Activity Strategy 

Production of Physical activity 
Strategy 

Ensure there is Public Health 
input into planning, transport 
and housing strategies and 
policies 

Joint working with planning, transport 
and housing to ensure that Public 
health principles are embedded in 
policy documents and staff are up 
skilled to support developers in the 
process. 

To launch the Alcohol Harm 
reduction Strategy 

Take forward the actions within the 
alcohol strategy identified as priorities  

 
To review and evaluate the pathway 
that exists for alcohol clients with a 
focus on overall community and acute 
service provision, based on robust 
evaluation of posts and impact on 
‘frequent flyers’ in acute sector and 
workload in primary care. 

Continue to evidence how 
effective investment into 
substance misuse impacts the 
wider determinants of health. 

Improved outcomes on the 
engagement of non OCU clients - 
specifically Cannabis Clients and 
those using Psychoactive substances. 
 
Sustained recovery and abstinence 
demonstrated through effective 
thorough care services. 
 
Evaluation of the Drug Recovery 
Community at Eastwood Park prison. 
 
 

Health and 
Wellbeing 

Develop a sexual health 
strategy for South 
Gloucestershire 

Ensure sexual health services are 
accessible and appropriately 
configured to meet the needs of South 
Gloucestershire residents. 

 
Develop, deliver and evaluate a 
comprehensive sexual health 
workforce development strategy. 

 
Develop a communications 
programme to improve access to 
information and services, targeting 
groups most at risk of poor sexual 
health outcomes. 
 
Improve outcomes relating to 
Chlamydia, second and subsequent 
pregnancy, and HIV prevention and 
identification. 

Provide coordinating role for 
public health support to priority 
neighbourhood lead groups 

Strengthen capacity in priority 
neighbourhoods by extending the 
Health Champions scheme 

Engage with partners to ensure 
the health needs of the most 

Co-ordinating role for public health 
support to the Health Group of the SG 
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Priority Outcome Actions/ Objectives How will we know we have 
achieved this….. 

vulnerable communities are 
considered and services 
developed and appropriately 
implemented, monitored and 
evaluated 

Partnership Against Domestic Abuse. 
 
 
Review the current scope and impact 
of the Health Inequalities small grant 
scheme and realign as necessary 

Health and 
Wellbeing 

Raising/supporting the profile 
of Health and Wellbeing Board. 

Co-ordinating role for production of 
JSNA and Joint Health & Wellbeing 
Strategy and public health technical 
input  
Co-ordinating role for production of 
Pharmacy Needs Assessment on 
behalf of Health & Wellbeing Board  
 
Work with CCG communications to 
contribute to the oversight, successful 
development and implementation of a 
health and wellbeing board 
communications framework for health, 
public health and social care. 

Deliver Health Protection 
statutory responsibilities 

Statutory Health Protection 
responsibilities delivered 

Public Health input into Better 
Care Fund  

Work  stream delivery and 
performance management 

Deliver Public Health local and 
shared (Bristol, North 
Somerset, & South 
Gloucestershire) core offers to 
the CCG 

Local and share core offers delivered 
to the CCG. 

Other Further develop our Precious 
Time/Being Neighbourly 
initiatives with partners and 
communities and develop local 
links to GP cluster areas that 
will focus on local achievement 
of Better Care Fund objectives. 

When the Better Care Fund cluster 
integration pilot commences operation 
for those served by Frome Valley, 
Leap Valley and Emerson’s Green GP 
practices. 

Capitalise on the 
improvements in digital 
capability, embedding digital 
tools throughout our work and 
using digital techniques to 
gather evidence and insight to 
support the cultural change in 
health and care. 

When we have identified and pursued 
change projects with specific 
involvement of the Council’s Digital 
Project team. 

Develop a “one council” 
approach to the community 
sector 

Implement the actions agreed in the 
delivery plans that are established to 
ensure the South Gloucestershire 
Sustainable Community Strategy is 
delivered. 
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Priority Outcome Actions/ Objectives How will we know we have 
achieved this….. 

 
South Gloucestershire’s Housing Strategy and Better Care Fund are both aligned through their 
common objectives and linkages through the Health & Wellbeing Strategy. Examples of 
complementary activity include: 
 
- Continuing the roll-out of new Extra Care Housing schemes for people aged 55+ towards a 

target to commission 700 individual dwellings in extra care housing by 2016. 
- Development of new extra care supported living schemes for people with learning 

difficulties of working age, with delivery supported by CCG capital funding recycled from 
previous investment in residential care homes that can be released and recycled as the 
number of people in care reduces. 

- In South Gloucestershire we invest significantly above the level of Government (and from 
April 2015 BCF) funding for the Disabled Facilities Grant including fact-track process for 
minor adaptations including those awaiting hospital discharge. 

 
South Gloucestershire has a range of plans for using technology in health and social care for 
individuals and these are all aligned with the BCF Plan. For example, 
 
- Telecare services offer the full-range of equipment available – both for sale or rental, with 

practitioner guidance in delivering against care plan outcomes encourages consideration of 
Telecare options first  

- South Gloucestershire CCG has been, and continues to, explore the use of telehealth 
options for individuals locally. A trial of telehealth has been undertaken in Yate using 
monitoring units loaned from Bristol. The learning gained in the pilot will help inform longer 
term developments. The CCG has worked with the care home project team to develop and 
support nursing homes to better manage residents with long term conditions, including the 
use of telecare solutions. 

- South Gloucestershire CCG and its partners have also been heavily involved in the 
development of the Connecting Care programme across Bristol, North Somerset and South 
Gloucestershire. This is a single, overarching partnership working together to safely share 
information to support better more integrated care. The programme went live with our first 
shared record in December 2013 and through its emphasis on promoting data and 
information sharing is a key enabling programme of work for delivering the integration 
envisaged by the South Gloucestershire BCF Plan. 

 
 
c) Please describe how your BCF plans align with your plans for primary co-commissioning 

 For those areas which have not applied for primary co-commissioning status, please 
confirm that you have discussed the plan with primary care leads.  

Primary Care and alignment with the BCF plan:  

The South Gloucestershire Primary Care Strategy is a joint strategy between South 
Gloucestershire CCG and NHS England and is currently in development. We set out here the 
details of the case for change for primary care and the emerging themes for the strategy.  It is 
clear that the priorities identified within the emerging primary care strategy match those of the 
BCF, to develop the cluster model (GP federations); care planning & care co-ordination; 
empowerment of people to manage their own health with care and support; risk stratification; 
focus on the most frail older people; data-sharing with the clear commitment to Connecting Care 
project; the move to ensure that we have a local care home sector that will have enhanced 
capacity and capability to support people in the community; and the shift towards rehabilitation, 
reablement and recovery model of care to support the local acute hospital services.  

Background and case for change:  

Currently like much of the NHS, primary care is under considerable strain. The demand for 
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services has been growing progressively over many years. The population is both growing and 
getting older. With increasing age comes the greater burden of a growing number of patients with 
long term conditions. Nationally the average number of consultations per patient per annum rose 
from 3.9 in 1995 to 5.5 in 2008. The rise is most noticeable in patients over the age of 75 with a 
rise from 7.9 to 12.3 consultations per annum. It is projected that by 2035 there will be 433 million 
GP consultations with 186 million of these being for patients over the age of 65. The numbers of 
people with long term conditions (often age related and contributing to multi-morbidity) is on the 
increase. In 2008 1.9 million people were reported to have one or more long term conditions and 
this is expected to rise to 2.9 million by 2018. 58% of people attending general practice have 
multi-morbidity and they account for 78% of all consultations. 

The population in South Gloucestershire rose by 7.1% in the decade up to 2011. It now stands at 
266,147 and is predicted to rise to 289,457 (8.6%) by 2021. Life expectancy is longer than the 
average for England and Wales (2 years for men and 1.5 years for women). The ageing 
population will result in an increase of 17,500 patients over the age of 75 by 2024. 

Investment in the NHS from 2004 following the Wanless report (2002) saw significant 
investments in the NHS which was reflected in a 100% increase in the number of consultants 
between 1995 and 2011, during which time there was a 29% increase in general practitioners 
numbers. Since the economic situation changed while the expenditure on the NHS has continued 
to grow, the service as a whole has had to face a £20 billion efficiency challenge in the period to 
2016 and a further £30 million challenge in the five years to 2021. The proportion of NHS 
expenditure on primary care services has fallen from 10% to 7.6%. Resources are severely 
limited and will continue to be so for the foreseeable future.  

Nationally there is shortfall in the number of general practitioners and there has been difficulty on 
filling all the existing training places. Practices in South Gloucestershire are under increasing and 
unsustainable pressure. Practices are struggling to recruit and retain clinical staff (both doctors 
and nurses). Fewer doctors seem to want to take on the responsibilities of partnership and 
locums are hard to come by and come at a high cost. General practitioners and their staff 
currently feel stretched to the limit and right feel that being asked to work harder without 
additional resource is both unappetising and unrealistic. Understandably they also view the 
prospect of change with suspicion. 

 

The challenges and benefits of change 

The process of change is likely to be difficult, time consuming and daunting, but collaboration and 
partnership working is likely to have a range of benefits including: 

 pooling of expertise, offering a greater range of generalist and more specialist 
services delivered by a larger multidisciplinary team 

 improved patient access including the use of technology, advanced 
telecommunications and greater availability of consultations outside traditional 
opening hours, and consultations outside of the surgery 

 local systems of extended primary care that work to prevent unnecessary hospital 
admissions and support safe hospital discharge seven days a week 

 Improved and more innovative partnerships sharing learning and ideas, a more 
systematic approach to governance and risk assessment and opportunities for 
innovative diagnostic, treatment and care pathways 

 better value through economies of scale in administrative and business functions 

 better development prospects for clinicians and managers, as well as better peer 
support and mentoring opportunities 
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Components of a strategy for Primary Care 

1. Partnership working/confederation between practices across a locality (and 
beyond) 

Commissioners will need to identify a team to work with practices (and others) to 
encourage practices to develop closer working relationships (including, where 
appropriate, confederations, partnering agreements and practice mergers) in order that 
they can:-  

 develop a more corporate and business focussed approach to the delivery of care 

 enhance the capacity of primary care to work in a more integrated way with 
community, secondary care, social care and third sector providers 

 deliver “primary care at scale” in line with the other strands of the strategy 

Developing larger more robust organisations will offer greater resilience and provide 
opportunities to better manage workload. In turn this will impact on recruitment and 
retention. Workload for individual clinicians should be more “boundaried”. There should be 
greater opportunities for innovative staff training, development and career progression. 
Shared learning and ideas using all forms of communication and media will be essential if 
we are to up-skill our care professionals, crossing professional boundaries and allowing 
education to be easily available to all. There will be greater opportunities to gain 
experience and to develop specialist or subspecialist skills and larger organisations could 
benefit from engaging specialists (such as community geriatricians) on a sessional basis. 

Larger organisations will be better placed to undertake workforce planning and to engage 
with education providers to ensure appropriate training is available to equip the primary 
care workforce of tomorrow.  

 

2. IM&T across primary and community care and extending into secondary and 
social care and third sector providers 

 Commissioners will support the further development of Connecting Care ensuring 
appropriate system wide read and write access to a single shared clinical record  

 Commissioners will encourage the development of a “centralised summarising 
function” ensuring consistency across the health community and the hosting of a 
central store for summarised notes.  

  A unified bank of protocols and templates for all long-term conditions and 
common clinical entries will be developed and adopted by practices to ensure 
standardised record keeping and clinical coding and to support the developing 
strategy for Long-term Conditions. (This will not detract from the clinician’s ability 
to focus on any psychosocial needs that may be more important to the patient). 

 Practices will agree a standardised approach to Care Planning and Care plans. All 
Care Plans will be kept as “live” documents on Emis web, accessible to all 
involved in the patient’s care. 

 The patient record will be accessible to all health and social care providers on a 
“need to know” basis. 

 Commissioners will encourage the development of (as per the Hurley Group) an 
enhanced  secure patient portal providing:-  

o Patient access to their clinical records,  

o Consistent, timely and up to date information that will support self-
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management 

o Capacity to provide alternative consultation modes including email 
consultation with defined turn round time and consultations (eg via email 
and) Skype  

 

3. Urgent Care service – concentrating on improved same day in-hours access in 
the  community 

 Primary and community care will play an enhanced role in the provision of urgent 
care as part of an urgent care network in line with the developing urgent care 
strategy. 

 As a priority commissioners will invest proportionately in primary care services so 
as to enhance the capacity and accessibility for urgent care at locality level. 

 Practices will work with other stakeholders to agree common criteria and 
standards for access for same day appointments. 

 There will be Urgent access locality based networks providing a shared triage 
service and a single point of access for same day requests to see a primary care 
clinician for any patient  

 There will be a same day urgent visiting service (for all patients regardless of age 
who do not have a named GP)  

 Federated practices will support the development of expanded (and resourced) 
primary health and locality based teams, providing an enhanced range of services 
and supported by appropriate specialist advice. This could include same day 
access to specialist advice including Paediatric GPSI and Community Geriatrician. 

 Primary and community care will be supported an enhanced 111 service (as per 
Keogh report),an enhanced “hospital front door” including an expanded 
Ambulatory Care function, and a wider range of hot clinics 

 Competency training of PC workforce including HCAs, Physicians Assistants and 
Paramedics will be available 

 

4. Services for Frail Elderly 

Reconfiguration of services for the frail elderly in Care Homes  

 Commissioners will support a pilot for  a ‘virtual practice’ to provide an in-hours 
dedicated routine and acute service for all care homes (currently ~950 nursing 
home places & ~850 residential home places) as well as enhanced support 
outside core hours. This will provide:- 

o A dedicated team including GPs, nurses, other health professionals 
&HCAs supported by a community geriatrician  

o A standardised approach to care planning with input from social care and 
the third sector where appropriate.  

o All care plans to be available on Emis web and accessible to all health and 
social care providers (including care homes) 

o Regular ‘ward round’ style routine visits 

o Up skilling of care home staff by DNs/community matrons, enabling better 
self-management of patients 



 

113 

 

o Be supported by the same day visiting service for acute problems. 

 

Services for frail elderly living at home 

 Practices will agreed a standardised approach to care planning,  

 Practices will work with community services and OOH providers to provide seven 
day support for all patients with complex needs and a named GP 

 There will be an expanded, CCG-wide coverage, community matron capacity and 
function (including an enhanced capacity for care co-ordination). 

 There will be a consistent approach to enhanced MDT meetings at practice/locality 
level  

 There will be access to and support from a community geriatrician/physician and 
additional support via the “tepid clinic” and the enhanced Ambulatory Care function 
provided by NBT 

 

5. Patient education, training and self-management – at scale  

 A systematic programme to develop and promote patient education, patient led 
self-help groups and the further development of the expert patient programme will 
be developed to optimise the capacity for self-management.  It will provide 
leadership and co-ordination to maximise the potential and capability of existing 
health education activities and develop and support cooperation across health and 
social care providers and colleagues from the third and commercial sectors. 

 IM&T systems will be established to provide a single patient facing portal providing 
accessible, consistent and reliable information to support patients make decisions 
about their own healthcare needs and self-manage where appropriate. 

 

Summary of proposals 

 Support for the development of larger more robust organisations providing primary 
care at scale 

 Optimise the potential offered by IM&T 

 Improved access for, and response to, patients with urgent care needs at a locality 
level 

 More systematic approach to the provision of care and support to patients with 
complex needs over each and every day 

 Dedicated community wide urgent care visiting services 

 Dedicated community wide service for patients ion residential and nursing homes 

 A specific focus on patient education, training and self-management  

 

Implementation 

Almost all of the expectations of primary care, and general practice in particular, are 
predicated on providing some services at scale and a degree of collaboration between 
practices themselves and between practices and community providers, secondary care, 
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social care providers and the third sector. 

In developing and adopting this strategy the CCG & NHS England have to be sure that 
they have the support of the CCG membership, that it can be seen to be credible to the 
workforce, patients and the public, is acceptable to NHS England and has a realistic 
chance of being implemented, even if implementation takes time and has to await 
windows of opportunity that allow different strands of the strategy to be implemented as 
and when opportunities arise. 

This has to be set in the context of the local  challenges. In particular  the current lack of 
any robust mechanism to enable the shift of work from secondary to primary care, the 
finite capacity of the CCG, the challenges of co-commissioning, the limited opportunities 
provided by the PMCF and the limited appetite for change among member practices, who 
already feel stretched to breaking point. 

Recommended next steps for commissioners are as follows:  

 Develop the co-commissioning relationship between the CCG and NHS England 

 Ensure this strategy is consistent with the CCG’s developing strategies for urgent care 
and long term conditions and the existing IM&T strategy and that, where relevant, 
optimise any cross cutting benefits.  

 Explore the limited potential opportunities offered by the PMCF 

 Consider how QoF might be used to support change  

 Continue discussions about establishing a transition fund 

 Explore opportunities to create financial liquidity thereby allowing resource to be 
moved around the system 

 Appoint a lead manager for Primary Care Development who will  

o Support practices seeking to work more closely together including federation or 
merger 

o Support practices in seeking to work more closely with other health and social 
care and third sector providers. 

o Facilitate the development of agreed shared protocols and templates 

o Work with practices to agree standards of care including access  

o Explore the possibility of a “virtual practice” to provide in hours care and 7 days 
support to patients in care homes  

o Encourage groups of practices to trial a number of different ways of working 
including: 

 Shared triage 

 Shared same day visiting service 

 Consistent approach to access and contribution to urgent care 

 Working with named geriatricians to improve care for patients with 
complex needs 

 Providing (with others – eg OOH) support on a 7 day basis for patients 
with complex care needs  

 Appoint a co-ordinator for health and patient education 

 
 



 

115 

 

Co-commissioning Approach within South Gloucestershire:  
The work by NHS South Gloucestershire CCG on its 5 year strategy, in which local residents 
have been involved via a Call to Action campaign, has highlighted the importance of primary care 
in transforming care for patients and securing the financial sustainability of our local health 
system.  We are already working more closely with the Local Area Team as commissioning 
partners, with a joint project underway to develop a primary care strategy for South 
Gloucestershire. 
 
The CCG have considered carefully the invitation of NHS England to co-commission and 
discussed it with the CCG’s membership.  There is currently no consensus among member 
practices on the scope of a role that the CCG might take in co-commissioning. More engagement 
would be required with the membership to explore the potential risks and benefits of a full co-
commissioning approach. In the light of these membership concerns, the CCG have taken a 
cautious approach to co-commissioning at this stage. Building on the CCG’s in-depth 
understanding of our population’s health needs and a good track record in providing strategic 
leadership across the local health system for the development of innovative plans to meet these 
needs, the CCG has offered the clinical leadership on the strategic direction for primary care 
commissioning.   
 
This joint approach to primary care strategy is being taken forward through the recently 
established joint Local Area Team/ CCG primary care working group to enable greater CCG 
involvement and consultation in commissioning by NHS England, including the implementation of 
the primary care strategy under development.  This would provide a mechanism that in future 
could be the basis for joint commissioning arrangements. Any proposals for specific joint 
commissioning arrangements in the future would of course be subject to approval by the CCG 
member practices. 
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7) NATIONAL CONDITIONS 
 
Please give a brief description of how the plan meets each of the national conditions for the BCF, 
noting that risk-sharing and provider impact will be covered in the following sections. 
 
a) Protecting social care services 
 
i) Please outline your agreed local definition of protecting adult social care services (not spending)  
We take the protection of adult social care services to mean a sufficiently funded health and 
social care system to protect the quantum of essential and core statutory adult social care 
services provided to meet individual need. The protection of social care services supports key 
national policy objectives, for example - avoidable hospital admissions, delayed hospital 
discharge, maintaining independence, supporting carers and provision of early help. Protection of 
adult social care services must necessarily anticipate the additional costs arising from the 
implementation of the care and Support Bill. Given the significant pressure on local authority 
finances, sustainability is a key risk if adult social care services are insufficiently supported within 
the BCF programme (see also section 5, risk 7, page 96). 
 
Like all local authorities, South Gloucestershire Council face tough financial challenges as 
government austerity measures continue. The Council has already reduced costs by £43m 
through a major efficiency programme, but needs to save a further £40m by 2020.  
 
Delivering these additional savings will be a big challenge. To put them into context, the Council’s 
net budget for 2014/15 is about £191m, of which over £100m will be spent on supporting children, 
older people and the vulnerable. Making further savings of £40m, on top of the £43m already 
delivered, will involve far-reaching changes to the council’s role and the services provided. In 
future, the Council will deliver fewer services, and will need to explore new and more efficient 
ways of working, in partnership with a ‘bigger’ community. 
 
By 2020, South Gloucestershire Council we will have less funding available for services (in real 
terms), and won’t be able to do everything that has been done in the past. Fewer services will be 
delivered with a focus on ‘core’ activities, such as caring for the elderly or collecting refuse. As 
part of this process, some other services may have to be scaled back or stop altogether. 
The Council will also need to explore more affordable and efficient ways to deliver services. 
Services may be shared with other organisations, for example, or deliver them in different ways 
using new digital technologies. 
 
The existing NHS budget for carers support will move into the BCF.  Successful joint 
commissioning approaches with the local authority will continue to be developed, with robust 
arrangements for co-production with carers.  Particular strengths of the joint arrangements are 
the process for assessing carers' needs and allocating direct payments to meet carers’ needs; 
and the identification of carers and provision of support  through health settings, which 
successfully raises awareness with NHS staff of carers needs and ensures carers are signposted 
to appropriate further support. 

 
ii) Please explain how local schemes and spending plans will support the commitment to protect 
social care   

Efficiencies must be realised from the BCF initiatives to protect social care services to an 
annual maximum value of £1.8m from April 2015, which is calculated by the local 
authority.  Funding this pressure will be the first call on the efficiencies achieved from 
implementing the BCF.  The CCG will work with the Council and other partners to 
achieve the pay for performance target of the BCF from 2015/16 until the end of 2016/17 
in addition to further efficiencies arising from more integrated working.  Similarly, the 
Council will also seek to achieve parallel efficiencies in services irrespective of whether 
they form part of the BCF or remain outside it. If the savings required to fund the agreed 
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amount for the protection of social care are not achieved by 1st April 2015, the CCG and 
the Council will ensure the protection of adult social care services to a maximum value of 
£1.8m from 1st April 2015 with a breakdown and risk share as follows:  

 

 £0.939m growth in S256 NHS social care funding (paid by NHS England 
until 2015/16) 

 £0.62m growth in S256 CCG support for Reablement from 2015/16 

 £0.241m funding by local authority reserves in 2015/16 and from 
efficiencies arising from the BCF from 2016/17 onwards with the CCG 
carrying the financial risk 

 
The NHS cost of implementing the Care Act has not been built into the CCG’s 5 year 
financial plan.  In order to meet this cost, the CCG will increase its QIPP efficiency target 
for 2015/16 on an interim basis and carry this additional financial risk until further 
efficiencies are released by the joint commissioning work of the BCF to cover it.  

 
The CCG and the Council are absolutely committed to supporting and working jointly in a 
transparent way to achieve the objectives and required efficiencies within the BCF.   
 

 

 
iii) Please indicate the total amount from the BCF that has been allocated for the protection of 
adult social care services. (And please confirm that at least your local proportion of the £135m has 
been identified from the additional £1.9bn funding from the NHS in 2015/16 for the implementation 
of the new Care Act duties.)    
Protection of social care services: 

 

The CCG and the Council will ensure the protection of adult social care services to a 
maximum value of £1.8m from 1st April 2015 with a breakdown and risk share as follows:  

 

 £0.939m growth in S256 NHS social care funding (paid by NHS England 
until 2015/16) 

 £0.62m growth in S256 CCG support for Reablement from 2015/16 

 £0.241m funding by local authority reserves in 2015/16 and from 
efficiencies arising from the BCF from 2016/17 onwards with the CCG 
carrying the financial risk 

 

NHS funding for the implementation of the Care Act duties from April 2015: 

On 31 July 2014 the Department for Health issued a consultation paper on three proposed 

formulae for the distribution of new burdens funding for adult social care in England, arising as a 

result of the implementation of the Care Act, in 2015/16. The quantum of funding covered by the 

consultation is £294.7 million, comprising three elements:  

1) £175.0m for additional assessments for the cap, comprising:  

 £145.0 million for early assessments and reviews  

 £20.0 million for capacity building  

 £10.0 million for an information campaign to raise awareness of the changes  

2) £108.5m for deferred payments  
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3) £11.2m for social care in prisons  

The first two of these elements total £283.5 million and form part of the new burdens revenue 

grant of £285m which was announced in the 2015/16 illustrative local government finance 

settlement.  

The third element is from the Department for Health and only applies to the 58 local authorities 

which have prisons in their area. This is now to be funded through Department of Health revenue 

grant rather than through the Better Care Fund. This should apply in South Gloucestershire.  

Other items have been added into the Better Care Fund in its place, keeping the total required 

from the BCF to fund the implementation of the Care Act at £135 million from April 2015. 

Using a pro-rata of the national £135m estimate to be funded via the Better Care Fund, the 

estimated financial implication for South Gloucestershire CCG, in terms of revenue, is £0.529m 

per annum. This national requirement results in the Council being reliant on the source of the 

£529k funding for Care Act implementation in 2015/16.  

The NHS cost of implementing the Care Act has not been built into the CCG’s 5 year 
financial plan.  In order to meet this cost, the CCG will increase its QIPP efficiency target 
for 2015/16 on an interim basis and carry this additional financial risk until further 
efficiencies are released by the joint commissioning work of the BCF to cover it.  

 
The CCG and the Council are absolutely committed to supporting and working jointly in a 
transparent way to achieve the objectives and required efficiencies within the BCF.   
 

 

 

 

 
iv) Please explain how the new duties resulting from care and support reform set out in the Care 
Act 2014 will be met 
The BCF is expected nationally to fund the new obligations of the Care and Support Bill from April 

2015 and April 2016 that includes:   

 Dilnot cap on care cost contributions 

 new entitlements for carers 

 the introduction of a national minimum eligibility threshold , better information and advice, 

advocacy, safeguarding and other measures 

 Social care services in prisons 

Using a pro-rata of the national £135m estimate to be funded via the Better Care Fund, the 
estimated financial implication for South Gloucestershire CCG, in terms of revenue, is £0.529m 
per annum. This national requirement results in the Council being reliant on the source of the 
£529k funding for Care Act implementation in 2015/16.  
The NHS cost of implementing the Care Act has not been built into the CCG’s 5 year financial 
plan.  In order to meet this cost, the CCG will increase its QIPP efficiency target for 2015/16 on 
an interim basis and carry this additional financial risk until further efficiencies are released by the 
joint commissioning work of the BCF to cover it.  
 
The CCG and the Council are absolutely committed to supporting and working jointly in a 
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transparent way to achieve the objectives and required efficiencies within the BCF.   

 
The Local Authority has identified a Lead Officer for the implementation of the Act, who is 
working with a local implementation team and the regional programme to plan and 
implement the necessary changes to meet the requirements of the Act and its associated 
Regulations. 

 
v) Please specify the level of resource that will be dedicated to carer-specific support 

In its first iteration the South Gloucestershire Better Care Fund is based around the local 
proportion of the national £3.8bn transfer into the BCF. Other existing CCG and Council 
funding streams funds will, at least initially, remain outside of the BCF – a position that 
will be reviewed based upon initial success of the BCF and its governance.  
 
Consequently the level of resource that will be dedicated to carer specific support within 
the BCF will be the CCG’s funding for Support to Carers. This national allocation from the 
Department of Health to CCGs does not require it to be ring fenced for carer-specific 
support and the BCF guidance is equivocal on the question as to whether it is a CCG’s 
share of the national allocation for carers that is to be transferred into the BCF or a 
CCG’s actual spend on carer-specific support.  
 
In South Gloucestershire the CCG carer-specific support is £114,000 per annum which 
represents the amount of the Department of Health national allocation that is actually 
current spent by the CCG on carer-specific support. 
 
 

 
vi)  Please explain to what extent has the local authority’s budget been affected against what was 

originally forecast with the original BCF plan?  

From a local authority perspective the most significant change in the revised BCF 
guidance is the unequivocal clarification on the source of funding from the Better Care 
Fund in relation to additional local authority costs in implementing the Care Act. Other 
recent guidance in relation to the wider funding position in relation to Care Act funding 
has also provided clarity.  
 
The national allocation of £135m for Care Act implementation translates into £529,000 in 
South Gloucestershire. 
 
The effect on the council’s budget compared with the original BCF is that the new 
guidance clarifies that this funding is to be drawn from the £0.9bn of the £1.9bn of new 
NHS funding for the BCF – the other £1bn being the original performance related 
element. This clarification of the guidance supports implementation of the Care Act, 
compared with the original BCF Plan where it was shown as unfunded. However this 
aspect of the new guidance brings an equivalent new challenge to CCGs where they had 
not interpreted the previous BCF guidance in this way in terms of requirement and/or 
funding source. 
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b) 7 day services to support discharge 
 
Please describe your agreed local plans for implementing seven day services in health and social 
care to support patients being discharged and to prevent unnecessary admissions at weekends 
 
All of our BCF Plans are predicated on us continuing as a system to work towards achieving 
integrated seven day working and provision of services across the South Gloucestershire health 
and social care community on a sustainable basis and recognise the importance of creating 
working arrangements in partnership between local health and social care provider organisations, 
including South Gloucestershire Council social care services, North Bristol Trust (as the main 
provider of acute care) and Sirona Care and Health as the provider of community health services 
in South Gloucestershire (from April 2014).  
 
The move to 7-day working across the system is currently a work programme within the North 
Bristol Trust System Flow Partnership. This is a partnership which includes senior representation 
from across all main health and social care organisations across the system including: 
 

 Bristol and South Gloucestershire CCGs 

 Bristol City and South Gloucestershire Council commissioning and social care 
representatives 

 Bristol Community Health 

 Sirona Care and Health 

 North Bristol Trust 

 BrisDoc (out of hours) 

 NHS England Local Area Team and primary care commissioning representatives 

 South Western Ambulance Service 

 South West Commissioning Support 
 
This provides a high level forum for monitoring and managing the local system and for holding 
organisations to account for delivery of required actions and services. As noted, this includes 
action plans around moving to 7 day working and these include meeting clinical standards for 
such services. The current version of the recovery plan, including 7 day working is referenced 
below. 
 
The BCF Delivery Group will link, and work closely, with the 7-day working group and System 
Flow Partnership as a whole to ensure delivery of the plan. In the same way, all of the planned 
initiatives will be reported on to the BCF Delivery Group. The BCF Delivery Group will report to 
the Health & Wellbeing Board on progress against the BCF Plan on a quarterly basis. 
 
Considerable work has been done already through the South Gloucestershire Winter Plan 
2013/2014 to assist organisations to work on a 7-day per week basis, with examples of extending 
Continuing Health Care assessment across weekends, providing therapy, pharmacy and 
radiology within the acute hospital, and through the increased availability of social care services. 
This work will continue in 2014 and will be overseen by the NBT System Flow Partnership. 
Significant resource across the system continues to be put in place to develop the local vision 
and strategy for 7 day working and to implement such plans operationally. In particular, work is 
ongoing with North Bristol Trust as the local acute provider to continue to define what is 
needed/required and whether enhanced and targeted weekday services and ‘ramp up’ on 
Mondays would be more beneficial than blanket weekend cover. All options in this regard will 
continue to be explored. Reviews of EDT and CHC services locally are also being undertaken 
and these will also inform and advise re capacity and what works, and plans are in place to 
increase community twilight and overnight services, and implementation of the Alamac system is 
helping to identify issues in relation to performance and capacity which can then inform and drive 
service change and to identify priority areas to address. These include: 
 

 Management of complex patients and complex discharges 
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 Availability of care/nursing/residential home beds as an issue for A&E 

 Care of the elderly 

 Patient need to drive care 

 Multidisciplinary teams for board rounds, but also at the point of admission 

 System support for morning discharges where required 
 
Work is ongoing to address these needs and these schemes will help us to achieve our ambition 
to reduce avoidable admissions to acute hospitals.  
 
We intend to use the BCF to further advance and embed this work. Our strategic plans in this 
regard include: 
 

 Commissioning additional Occupational Therapists to facilitate discharge during weekend 

and out of hours. 

 Providing increased social work input during weekend and out of hours. 

 Introducing advanced Nurse practitioner posts to support the increase and sustainability 

of Ambulatory care pathways (including 6 hours per day Sat/Sun). 

 Increasing the flexible use of agency staffing to support complexity/dependency of care in 

Rehabilitation/Reablement Centres.  

 Extending the Bristol Community Health rapid in-reach model (REACT) by increasing 

ANP and support worker hours to cover weekends and provide 7 day working. 

 Extending the hours of the Pharmacy service at NBT, to open on weekends until 2pm to 

support discharge. 

 Putting additional investment into community equipment to support earlier discharge from 

hospital, and ensure that individuals transferred into interim beds have the appropriate 

equipment available. 

 Commissioning additional district nurse capacity to support out of hours community 

services 

 Piloting GP weekend working and working to commission GP weekend working on a more 

permanent basis, to cover discharge, complex patients causing concern and end of life. 

We intend to commission this to be provided by a cluster of GPs in each locality. 

 Increasing psychiatric liaison service to cover 9-5 on weekends. 

 Commissioning Occupational/Physiotherapy service to provide a weekend service 

focussing on discharge management for medical and trauma orthopaedics patients. 

 Commissioning urgent care services at Cossham to include: Brisdoc OOH, community 

dressings service and GP frail older people weekend service. 

 Extending the access to equipment  service to the weekends to ensure problems do not 

delay discharge 

 Re-commissioning Rapid Response Homecare services that provide immediate 7 day per 

week start up – which complement the 7 day start up of Reablement packages as 24 hrs 

notice. 

 Re-commissioning a care home provider framework that includes requirements for 

residents to return without undue delay from hospital at a weekend; and also for new 

residents to take up occupation at a weekend.  

The Local Authority has commenced a project with NBT and Sirona on a model for sustainable 7 
day working and will need to prepare for a sustainable and structural response to seven-day 
working across ASC services (both hospital and community) between now and autumn 2014. 
This stage will require careful project planning and negotiations with the trade unions and staff 
and will be subject to agreed consultation frameworks and associated timescales. 
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Discussions about the approach for 7 day working in the new 0-25 Disability Service will be held 
as part of the service delivery model currently being developed. 
 

 

 
 
c) Data sharing 
 
i) Please set out the plans you have in place for using the NHS Number as the primary identifier 
for correspondence across all health and care services 
  
All Health and Social Care systems and services across South Gloucestershire will use the NHS 
number as the primary identifier in all correspondence.  South Gloucestershire Council has been 
using the NHS Demographic Batch Service since 2010 to upload the NHS numbers of clients into 
their Adult Social Care Database, SWIFT/AIS. The Connecting Care platform uses NHS number 
as primary identifier and through the rolling out of this programme this will drive use of the NHS 
number as primary identifier locally. The system enables authorised professionals from local 
organisations to see a single electronic view of specific, up-to-date, clinical information via the 
delivery of a ‘clinical portal.’ The project has completed Phase 1 of implementation which has 
focused on pulling basic information from participating systems. Phase 2 is about to commence 
and will include South Gloucestershire Council.. See also Connecting Care details on pages 65 to 
67 and Appendix 15 Connecting Care Benefits Case 
 
ii) Please explain your approach for adopting systems that are based upon Open APIs (Application 
Programming Interface) and Open Standards (i.e. secure email standards, interoperability 
standards (ITK))  
Current information system developments and implementations within South Gloucestershire 
CCG (including Connecting Care) are all based upon Open APIs and Open Standards as 
required. The Council are working with the supplier both as an individual authority and as part of 
wider user groups (regional and national) to progress the adoption of open standards and open 
APIs, and these will feature as requirements in any future IT tenders and contracts. 

 

 
Please explain your approach for ensuring that the appropriate IG Controls will be in place. These 
will need to cover NHS Standard Contract requirements, IG Toolkit requirements, professional 
clinical practice and in particular requirements set out in Caldicott 2. 
NHS South Gloucestershire CCG, and its partners, are committed to ensuring that appropriate 
information governance controls are in place in all contracting and clinical practice. The CCG has 
a Clinical Lead for Caldicott2 and selected staff members are training in IG Toolkit requirements. 
Beyond this, the CCG commissions IG advice and audit from the South West Commissioning 
Support Unit.  South Gloucestershire has had a Caldicott Guardian in place for many years and 
has successfully completed its NHS IG Toolkit submission to the latest version (v11) in 2014.  
The Connecting Care programme board has a dedicated sub-group which has been working on 
the necessary IG issues and considerations throughout the programme.  Both the CCG and 
Council are members of the recently formed BNSSSG Information Governance Professional 
Network. 
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d) Joint assessment and accountable lead professional for high risk populations 
 
i) Please specify what proportion of the adult population are identified as at high risk of hospital 
admission, and what approach to risk stratification was used to identify them 
 

With primary care leadership across South Gloucestershire, all our GP practices currently 
use risk stratification software which guides the most effective utilisation of our resources. 
The software is an enabler for clinical discussion between our multi-disciplinary teams 
about how we can meet the needs of individual patients. As we develop our IT systems 
we are continually working towards a unified resource which can be accessed and added 
to by all the stakeholders within our health /social care system. As outlined previously 
included within this care system are the patient, carers, family and friends themselves.  
 
Our ultimate aim is to include within our care plan the most recent risk score of each 
patient and the ability to see how this score has changed over a set period of time. In this 
way the patient (or carer, friend, keyworker) is aware at any one time if their health and 
wellbeing has deteriorated or improved. The personalised care plan will then be shared, 
accessed and updated by all those involved in providing care. In this way a virtual care 
community can be created where each party is continually aware of the input of others 
and essential information can be accessed by the right person at the right time to 
optimise the care delivered. 
 
From April, across BNSSG the risk stratification tool will be accessible through the Avon 
Business Intelligence (ABI) website. The detailed risk stratification tool used is shown in 
detail in Appendix 16. It has been developed by South West Commissioning Support Unit 
(CSU) and is based on the updated Nuffield Algorithm. In its initial implementation it will 
calculate risk scores based on secondary care data. The reports produced for each 
practice will outline the top 2% of patients at highest risk in each practice, as required by 
the unplanned admissions directed enhanced service (DES).There is also capacity to 
provide filters so practices can segment lower risk patients based on long term condition, 
age band and change in risk score over time. 
 
Current research has demonstrated little increase in sensitivity through adding in primary 
care data, though as a health community we are interested in the possibility of including 
this information at a later date. Data from one practice in the region is being used to 
investigate the practicalities of doing this. 
 
From Macro to Micro – population stratification: 
To support the population case for change and population risk stratification set out in the JSNA 
and detailed within the graphs above, risk stratification is also carried out at GP practice level 
within South Gloucestershire to ensure that specific local information is available to the GP 
practices and enable targeted approaches to care and support the people who need it. This is 
governed by an Enhanced Service Specification between NHS England and the GP practices, 
“avoiding unplanned admissions: proactive case finding and patient review for vulnerable people”. 
This fits perfectly with the cluster model for South Gloucestershire, as the risk stratification at GP 
practice level will inform the proportion of people to be case managed via the Intensive 
Community Tracking and Intensive Community Support (Community Cluster Teams) with a 
personalised care plan and lead accountable professional. The detailed arrangements as part of 
the enhanced service agreement are as follows:  
 
Proactive case management and personalised care planning  
 
i. The practice will use an appropriate risk stratification tool or alternative method, if a tool is not 
available, to identify vulnerable older people, high risk patients and patients needing end-of-life 
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care who are at risk of unplanned admission to hospital. If a risk profiling tool is used, clinical 
commissioning groups (CCGs) should ensure that a suitable tool has been procured for practice 
use.   
ii. The risk stratification tool or other alternative method used should give equal consideration to 
both physical and mental health conditions.  
iii. The practice will establish a case management register of patients identified as being at risk of 
an unplanned hospital admission without proactive case management. This register will be a 
minimum of two per cent of the practice's registered2 adult patients (aged 18 and over). The 
minimum number of patients to be on the register each quarter will be set on the first day of the 
respective quarter, starting from quarter two (i.e. 1 July 2014 for quarter two, 1 October 2014 for 
quarter three and 1 January 2015 for quarter four). The minimum register size will be calculated 
as two per cent of the practice list size (patients aged 18 and over) from the Exeter (NHAIS) 
system on each of these days. In addition to this two per cent, any children (aged 17 and under) 
with complex physical or mental health and care needs, who require proactive case 
management, should also be considered for the register3.  
2 Head count and not weighted list  
3 Children on the case register will not be counted towards the minimum two per cent as detailed 
in the payment and validation section.  
iv. In each quarter a tolerance of -0.2% will be allowed (i.e. a register size of 1.8%) to account for 
situations which temporarily lead to a dip in the number of patients on the register at the end of 
that quarter. However, practices will need to ensure that over the last three quarters of the year, 
the register covers at least an average of two per cent of the practice's registered adult patients. 
Therefore, should the circumstances of any patient change during the year, resulting in their 
removal from the register, practices will need to identify additional patients as soon as reasonably 
possible to ensure the two per cent is maintained. Where a practice fails to deliver at least an 
average of two per cent across the last three quarters of the year, payments can be reclaimed. 
See payment and validation section for more details.  
v. Practices will need to ensure that they manage any in-year risk associated with changes in 
practice list size. In exceptional circumstances which temporarily lead to the register falling below 
the tolerance, practices and their area teams will need to discuss and review the situation.  
vi. The practice will undertake monthly reviews of the register to consider any actions which could 
be taken to prevent unplanned admissions of patients on the register. For example, the reviews 
may consider whether those patients requiring multi-disciplinary team input are receiving it, or 
that the practice is receiving appropriate feedback from the district nursing team.  
vii. Practices will be required to inform relevant patients that they are enrolled on the register and 
what it is they can expect from being part of this ES.  
viii. Patients initially added to the register will be informed of their named accountable GP and, 
where applicable, their care coordinator by the end of July 20144. Any new patients coming onto 
the register in-year should be notified within 21 days.  
4 This applies to patients initially added to the register who are under the age of 75. Any patient 
on the register aged 75 and over would already have been informed as per the requirements for 
Named GP for patients aged 75 and over. However, patients aged 75 and over will still need to 
be informed of their inclusion on the register and the name of their care coordinator if applicable.  
ix. The practice will implement proactive case management for all patients on the register. This 
will include developing collaboratively with a patient and their carer (if applicable) a 
written/electronic personalised care plan, jointly owned by the patient, carer (if applicable) and 
named accountable GP and/or care coordinator. If the patient consents, the personalised care 
plan should be shared with the multi-disciplinary team and other relevant providers. Personalised 
care plans should be in place for all patients initially added to the register by the end of 
September 2014. Thereafter, any new patients coming onto the register in year should have their 
personalised care plans created and agreed within a reasonable timeframe, but no later than one 
month after entry onto the register.  
x. The aim of proactive personalised care planning is to improve the quality and coordination of 
care given to patients on the register to improve their health and well-being. This should also aid 
in reducing of individual risk of avoidable emergency hospital admissions or A&E attendances.   
xi. Personalised care plans should be developed taking account of the supporting ES guidance.  
xii. Patients and carers (if applicable) should be invited to contribute to the creation of the 
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personalised care plan. Members of the multi-disciplinary team (when relevant) and other 
relevant providers could be invited to contribute to the creation of the personalised care plan. 
These contributions should inform both the holistic care needs assessment (e.g. to take into 
account social factors as well as clinical requirements) and the actions that can be taken as a 
result.  
xiii. The personalised care plan should, where possible and through encouragement from the 
attending practitioner, include a record of the patient's wishes for the future. It should identify the 
carer(s) and give appropriate permissions to authorise the practice to speak directly to the 
nominated carer(s) and provide details of support services available to the patient and their 
family.  
xiv. The patient’s care and personalised care plan should be reviewed at agreed regular intervals 
with them and if applicable, their carer. Clinician(s) should look at the patient’s personalised care 
plan to ensure that it is accurate and is being implemented, making any changes as appropriate 
and agreeing these with the patient and where appropriate, the carer. In some instances, the 
review may be as a result of a social issue, which could require the assistance of the named 
accountable GP or care coordinator (if applicable) to link with the right people in the multi-
disciplinary team or as an area for commissioning or design improvement. Practices will be 
required to use the new Read2 or CTV3 codes (see section on monitoring) to record when a 
patient’s care plan has been reviewed. This is a specific code introduced solely for use of 
practices participating in this ES.  
xv. Where a patient has had a review undertaken by a member of the multi-disciplinary team (i.e. 
outside of their practice), then the professional having conducted the review must inform the 
practice and the patient’s record updated. CCGs will need to ensure, through their commissioning 
relationships with the organisations that work with the practice, that they inform the practice that a 
review has been undertaken.  
xvi. The named accountable GP will be responsible for ensuring the creation of the personalised 
care plan and the appointment of a care coordinator (if different to the named accountable GP). 
They will also maintain overall accountability for ensuring that the personalised care plan is being 
delivered and patient care, including the personalised care plan, is being reviewed as necessary.  
xvii. The care coordinator for the patient (appointed by the named accountable GP, unless they 
plan to undertake this role themselves) will act as the main point of contact for the patient. They 
are responsible for overseeing care for the patient, that the care plan is being delivered and that 
the patient and/or carer (if applicable) is informed of and agrees any changes made to their 
personalised care plan (if applicable). They will also keep in contact with the patient and/or their 
carer (if applicable) at agreed intervals. In the event the named accountable GP is also the care 
coordinator, then they will be required to undertake all responsibilities for both roles. Where 
elements of a patient’s care or personalised care plan, provided by professionals outside of the 
practice, is not being delivered then the named accountable GP or care coordinator (if applicable) 
will be required to raise this accordingly with the relevant organisation and ensure that all those 
involved are clear of their roles and responsibilities with respect to the patient’s care and 
personalised care plan.  
 
In summary: Overall, we know that in South Gloucestershire our population is ageing and with 
that come increasing demands to support people with more complex long-term conditions, with 
less family members to support their care in the future. As health and social care commissioners 
and providers of services, our focus has to be to work together with the people in South 
Gloucestershire to best support people as they age. Our Better Care Fund (BCF) plan sets out 
how we intend to do that, with the key focus on integration of care and support around the 
individual through the cluster model, and through our key projects:  
 

 Cluster model  

 Connecting Care to ensure data sharing 

 Enhancing the capacity and capability of our local care home sector to support the health 
& social care system 

 Developing an infrastructure to support the Rehabilitation, Reablement, and Recovery 
approach to support people better and avoid unnecessary admission and long-stays in 
acute hospital beds 
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 Ensuring that our local community is focused on caring and supporting people with 
dementia through a community asset based approach 

 
 
 
 

 
ii) Please describe the joint process in place to assess risk, plan care and allocate a lead 
professional for this population  
ASSESSMENT & CARE COORDINATION 
 
Care Planning 
 
During 2014/15, care planning will be undertaken jointly by the case manager and each individual 
patient. It is important that patients understand their role in managing their condition and the role 
of the team working with and supporting them. The needs of the carer will also be taken into 
account when developing the plan. Patients will be encouraged to manage their condition(s) more 
effectively through the provision of education sessions and peer support.  Our recently appointed 
community healthcare provider, Sirona, will be introducing an approach that will embed an 
integrated and best practice ways of working to enable professionals to effectively support 
patients with long term conditions to self-manage.  
The ultimate vision will be to enable the development of a living plan for each individual in South 
Gloucestershire, which reflects the concentric circle model approach of integration of services 
around the individual. The cluster model provides the appropriate integration model to deliver this 
approach for the individual.  

 

 Identification of people with the highest risk in terms of complexity and fragility 
using the risk stratification model in GP practices in South Gloucestershire:  
 

Risk Stratification 
 
With primary care leadership across South Gloucestershire, all our GP practices currently use 
risk stratification software which guides the most effective utilisation of our resources. The 
software is an enabler for clinical discussion between our multi-disciplinary teams about how we 
can meet the needs of individual patients. As we develop our IT systems we are continually 
working towards a unified resource which can be accessed and added to by all the stakeholders 
within our health /social care system. As outlined previously included within this care system are 
the patient, carers, family and friends themselves.  
 
Our ultimate aim is to include within our care plan the most recent risk score of each patient and 
the ability to see how this score has changed over a set period of time. In this way the patient (or 
carer, friend, keyworker) is aware at any one time if their health and wellbeing has deteriorated or 
improved. The personalised care plan will then be shared, accessed and updated by all those 
involved in providing care. In this way a virtual care community can be created where each party 
is continually aware of the input of others and essential information can be accessed by the right 
person at the right time to optimise the care delivered. 
 
From April 2014, across BNSSG the risk stratification tool will be accessible through the Avon 
Business Intelligence (ABI) website. It has been developed by South West Commissioning 
Support Unit (CSU) and is based on the updated Nuffield Algorithm. In its initial implementation it 
will calculate risk scores based on secondary care data. The reports produced for each practice 
will outline the top 2% of patients at highest risk in each practice, as required by the unplanned 
admissions directed enhanced service (DES).There is also capacity to provide filters so practices 
can segment lower risk patients based on long term condition, age band and change in risk score 
over time. 
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Current research has demonstrated little increase in sensitivity through adding in primary care 
data, though as a health community we are interested in the possibility of including this 
information at a later date. Data from one practice in the region is being used to investigate the 
practicalities of doing this. 
 
During 2014, this work will be further developed with the establishment of the new South 
Gloucestershire Community Health Services provided by Sirona Care and Health, working in 
partnership with the North Bristol Trust and the Council social care services. As part of the 
development of South Gloucestershire Community Health Services being undertaken by Sirona 
Care and Health, virtual wards are being developed for the management of complex patients 
within the community. These virtual wards (and the associated Active Aging Service) will be 
implemented by July 2014. 
 

Promoting Independence 
 
Clinical leads: Dr Tharsha Sivayokan & Dr Jon Evans 
 
The aim of the programme is to optimise peoples’ ability to manage their own conditions and 
outcomes, minimising inappropriate unnecessary treatment & interventions. The Promoting 
Independence work programme includes developments within both the planned care and long 
term conditions agendas.  
 
3 key themes: 

•   Self-care and management 
•   Out of hospital care  
•   Reduction in hospital services and cost 

 
 What we have done so far: 
 
A significant number of individual projects have been progressed in 2013/14 led by the respective 
clinical leads within the CCG. 
 
For long term conditions, to improve long term conditions and self-care management ‘EMIS 
search and report ‘is now available in all GP practices to enable easier identification of patients 
most at risk of admission. A trial of telehealth has been undertaken in Yate using monitoring units 
loaned from Bristol. The learning gained in the pilot will help inform longer term developments. 
The CCG has worked with the care home project team to develop and support nursing homes to 
better manage residents with long term conditions. To improve management of patients with 
heart failure, BNP testing is now available to GPs. Continuing into 2014/15 a review of respiratory 
services is commencing to identify gaps in current service provision and develop a community 
wide model. 
 
In 2013/14 the planned care programme board has been established within the CCG and is 
attended by commissioners, commissioning support and provider colleagues.  One of the major 
developments has been to develop and implement the use of advice and guidance to provide 
GPs with access to secondary care advice via Choose and Book. This is now piloting in a number 
of specialty areas within NBT. Increased usage of the Emersons Green Treatment Centre has 
been high on the priority list with significant improvements now showing. Other developments are 
progressing into 2014/15 having started in 2013/14 including community ophthalmology, a 
musculoskeletal review and dermatology provision.  
 
The initiatives relating to the BCF ambitions within the cluster model for 2014/15 – 
2015/16: 
 

Initiative What patients 
will notice 

How it will be 
measured 

Start date Financial 
implications 
(cost and 
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any 
associated 
QIPP): 

Develop self-
care and 
management 
programme for 
patients with 
long term 
conditions 
(LTCs), through 
electronic care 
planning and a 
CQUIN on 
personalised 
care plans. 

 Improved 
health and 
quality of 
life for 
people with 
LTCs 

 Increased 
confidence 
in patients 
and carers 
in 
managing 
LTCs 

 Increased 
healthcare 
satisfaction of 
people with 
LTCs 

Negotiations 
for the CQUIN 
currently on-
going.  

This is an 
enabling 
scheme, so 
the impact is 
not quantified. 

Scope the 
opportunities 
available 
expand use of 
telehealth 
locally, 
following an 
evaluation of 
the pilot which 
used the Bristol 
telehealth kits.  

 Improved 
health and 
quality of 
life  

 Increased 
confidence 
for self-
care in 
patients 
and carers 

 Reduced 
emergency 
admissions 

 Reduced face to 
face 
appointments in 
primary and 
secondary care 

On-going. 
Evaluation of 
the pilot 
currently 
underway. 

To be 
confirmed 
following 
evaluation 
and scoping.  

Improve use of 
risk 
stratification in 
primary care 
through training 
and promotion. 
To include 
greater use of 
the ABI tool, 
exploring the 
potential use of 
the EMIS 
Search and 
Report, and 
identifying 
patients for 
primary care 
virtual wards. 

 Targeted 
GP care 
towards 
patients in 
greatest 
need 

 Reduced ED 
attendances  

 Reduced 
emergency 
admissions 

Currently 
operational. 

This is an 
enabling 
scheme, so 
the impact is 
not quantified. 

Continuation 
and expansion 
of advice and 
guidance pilot 
into additional 
specialities. 

 Care 
closer to 
home 

 Improved 
outcomes 
and quality 
of life 
including 
reduced 
need for 
travel 

 Reduced 
number of 
outpatient 
referrals 
requested 

 Improved patient 
outcomes and 
quality of life 

 Increased 
number of 
patients whose 

May 2014. Net saving: 
£57,239 
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care is managed 
through 
management 
plans in Primary 
Care 

 
 

 
 
End of Life 
 
Clinical lead: Dr Jonathan Evans 
 
The vision for end of life care is to support more people, regardless of their condition, to be cared 
for and to die in their preferred place of care. This will result in an increase in the number of 
people dying at home, reduced admissions in the last year of life and more people with a non-
malignant condition dying at home. To achieve this three work streams have been identified;  

 Communication – with patients to decide their plan and between healthcare 
professionals to ensure everyone knows the plan. 

 Co-ordination – there are many healthcare professionals involved in EOL care so it is 
essential to ensure everyone is organised in order to provide the best possible care for 
the patients. 

 Education – of the staff so that they can properly carry out the above actions. 

 
What we have done so far: 
 
North Somerset model has been evaluated and is being reviewed by South Gloucestershire 
CCG, and incentives are in place to encourage the development of care planning in primary care, 
including virtual wards. 
 
The initiatives for 2014/15 – 2015/16: 
 

Initiative What patients will 
notice 

How it will be 
measured 

Start 
date 

Develop a plan for EOL care co-
ordination, including work with 
Sirona to develop a partnership 
with a hospice to assist with end 
of life services. The government 
paper Better Care Better Lives 
(Department of Health, 2008) 
recognises the specialist skills 
and expertise of the voluntary 
sector in palliative care and end-
of-life care. 

 Emotional and 
physical support at 
the end of life for 
patients, carers 
and families. 

 Greater likelihood 
of being able to 
follow your EOL 
plans 

 Patient, carer 
and family 
feedback on if 
needs are met 
and support for 
improved quality 
of life is provided. 

 Percentage of 
EOL patients 
dying in their 
place of choice, 
reduced 
percentage dying 
at hospital. 

April 
2014 

Improve education of EOL and 
palliative care needs through 
developing a competence 
framework by 2017. 

 That they are 
easily able and 
comfortable to talk 
about and identify 
their preferences 
for end of life care 
with health care 
professionals 

 Increased 
percentage of 
EOL patients with 
care plans on 
Adastra 

 Patient 
experience of 
EOL care 

April 
2014 
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 Increased 
percentage of 
EOL patients 
dying in their 
place of choice, 
reduced 
percentage dying 
at hospital. 

Improve communication of EOL 
care, by promoting Adastra usage 
to GPs via linking with Connecting 
Care and EMIS, as only 510 out of 
1753 EOL patients in South 
Gloucestershire currently have 
care plans on Adastra. Also 
consider dedicated business 
analyst for Adastra. 

 Greater awareness 
and 
communication 
between 
healthcare 
professionals 
about your choices 
and plans.  

 Greater likelihood 
of being able to 
follow your EOL 
plans 

 Increased 
percentage of 
EOL patients with 
care plans on 
Adastra 

 Patient 
experience of 
EOL care 

 Increased 
percentage of 
EOL patients 
dying in their 
place of choice, 
reduced 
percentage dying 
at hospital. 

April 
2014 

Improve communication of EOL 
care by improving advanced care 
planning (ACP) and increasing 
utilisation of the Electronic 
Palliative Care Coordination 
System (EPaCCS) 

 Greater awareness 
and 
communication 
between 
healthcare 
professionals 
about your choices 
and plans.  

 Greater likelihood 
of being able to 
follow your EOL 
plans 

 Increased 
percentage of 
EOL patients with 
care plans on 
Adastra 

 Patient 
experience of 
EOL care 

 Increased 
percentage of 
EOL patients 
dying in their 
place of choice, 
reduced 
percentage dying 
at hospital. 

April 
2014 

Improve quality of palliative care 
in the community  by 
implementing the BNSSG 
Anticipatory prescribing 
Guidelines and Community Drug 
Chart 

 Improved 
management of 
symptoms  

 More expedient 
provision of 
required 
medication 

Evaluation of pilot to 
be undertaken, to 
include: 

 How healthcare 
professionals 
(DNs and GPs) 
experience of 
using the chart  

 Family and carer 
view of the 
patient’s EOL 
care 

April 
2014 

 
 

COMMUNITY HEALTH SERVICES   
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Priority JHWS 

theme 

What we have done 

so far 

What we plan to do in 2014/15 – 2015/16 

Improve services for 

frail elderly patients and 

those with long term 

conditions  

5 The CCG awarded a 

new 5 year contract 

to Sirona Health and 

Care, a non-for-

profit social 

enterprise, in August 

2013 for the 

provision of 

community health 

services from April 

2014.  Significant 

improvements in 

services are expected 

under the new 

contract. 

 Rollout of new community health services model. 

 Establishment of specialist community nursing 

service for patients with complex needs. 

 Joint ICES procurement with South 

Gloucestershire Council, Bristol City Council and 

Bristol CCG. 

 Review Yate MIU contract value and agree sum 

with Sirona. 

 Enhanced Quality Commissioning Framework for 

all individual commissioning arrangements (e.g. 

LD, MH, CHC, Joint Funding, Children). 

 Develop a funding strategy for nursing homes. 

 S256 Joint Care Home Project with South 

Gloucestershire Council. 

 Implement the NHS standard contract for nursing 

homes. 

 
The cluster model aims to: 

 simplify the system of care and support. 
 

 enable effective deployment of resources and expertise across 
collaborating services and agencies, intervening earlier to maintain 
people’s independence, stay well in the community, and delay 
deterioration. 
 

 build strong relationships between primary, community and social 
care practitioners. 
 

 develop truly integrated and personalised assessment and care 
planning processes 

 
 provide intensive input for people for short periods  identified as 

needing the most focused support to stabilise their condition and 
avoid admission to hospital or long-term care. 
 

 harness the knowledge within non-statutory groups and services to 
help build community capacity and resilience to provide a range of 
support and care to individuals to enable them to remain at home. 

 

 
 
iii) Please state what proportion of individuals at high risk already have a joint care plan in place  
 

 
From Macro to Micro – population stratification: 
To support the population case for change and population risk stratification set out in the JSNA 
and detailed within the graphs above, risk stratification is also carried out at GP practice level 
within South Gloucestershire to ensure that specific local information is available to the GP 
practices and enable targeted approaches to care and support the people who need it. This is 
governed by an Enhanced Service Specification between NHS England and the GP practices, 
“avoiding unplanned admissions: proactive case finding and patient review for vulnerable people”. 
This fits perfectly with the cluster model for South Gloucestershire, as the risk stratification at GP 
practice level will inform the proportion of people to be case managed via the Intensive 
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Community Tracking and Intensive Community Support (Community Cluster Teams) with a 
personalised care plan and lead accountable professional. The detailed arrangements as part of 
the enhanced service agreement are as follows:  
 
Proactive case management and personalised care planning  
 
i. The practice will use an appropriate risk stratification tool or alternative method, if a tool is not 
available, to identify vulnerable older people, high risk patients and patients needing end-of-life 
care who are at risk of unplanned admission to hospital. If a risk profiling tool is used, clinical 
commissioning groups (CCGs) should ensure that a suitable tool has been procured for practice 
use.   
ii. The risk stratification tool or other alternative method used should give equal consideration to 
both physical and mental health conditions.  
iii. The practice will establish a case management register of patients identified as being at risk of 
an unplanned hospital admission without proactive case management. This register will be a 
minimum of two per cent of the practice's registered2 adult patients (aged 18 and over). The 
minimum number of patients to be on the register each quarter will be set on the first day of the 
respective quarter, starting from quarter two (i.e. 1 July 2014 for quarter two, 1 October 2014 for 
quarter three and 1 January 2015 for quarter four). The minimum register size will be calculated 
as two per cent of the practice list size (patients aged 18 and over) from the Exeter (NHAIS) 
system on each of these days. In addition to this two per cent, any children (aged 17 and under) 
with complex physical or mental health and care needs, who require proactive case 
management, should also be considered for the register3.  
2 Head count and not weighted list  
3 Children on the case register will not be counted towards the minimum two per cent as detailed 
in the payment and validation section.  
iv. In each quarter a tolerance of -0.2% will be allowed (i.e. a register size of 1.8%) to account for 
situations which temporarily lead to a dip in the number of patients on the register at the end of 
that quarter. However, practices will need to ensure that over the last three quarters of the year, 
the register covers at least an average of two per cent of the practice's registered adult patients. 
Therefore, should the circumstances of any patient change during the year, resulting in their 
removal from the register, practices will need to identify additional patients as soon as reasonably 
possible to ensure the two per cent is maintained. Where a practice fails to deliver at least an 
average of two per cent across the last three quarters of the year, payments can be reclaimed. 
See payment and validation section for more details.  
v. Practices will need to ensure that they manage any in-year risk associated with changes in 
practice list size. In exceptional circumstances which temporarily lead to the register falling below 
the tolerance, practices and their area teams will need to discuss and review the situation.  
vi. The practice will undertake monthly reviews of the register to consider any actions which could 
be taken to prevent unplanned admissions of patients on the register. For example, the reviews 
may consider whether those patients requiring multi-disciplinary team input are receiving it, or 
that the practice is receiving appropriate feedback from the district nursing team.  
vii. Practices will be required to inform relevant patients that they are enrolled on the register and 
what it is they can expect from being part of this ES.  
viii. Patients initially added to the register will be informed of their named accountable GP and, 
where applicable, their care coordinator by the end of July 20144. Any new patients coming onto 
the register in-year should be notified within 21 days.  
4 This applies to patients initially added to the register who are under the age of 75. Any patient 
on the register aged 75 and over would already have been informed as per the requirements for 
Named GP for patients aged 75 and over. However, patients aged 75 and over will still need to 
be informed of their inclusion on the register and the name of their care coordinator if applicable.  
ix. The practice will implement proactive case management for all patients on the register. This 
will include developing collaboratively with a patient and their carer (if applicable) a 
written/electronic personalised care plan, jointly owned by the patient, carer (if applicable) and 
named accountable GP and/or care coordinator. If the patient consents, the personalised care 
plan should be shared with the multi-disciplinary team and other relevant providers. Personalised 
care plans should be in place for all patients initially added to the register by the end of 
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September 2014. Thereafter, any new patients coming onto the register in year should have their 
personalised care plans created and agreed within a reasonable timeframe, but no later than one 
month after entry onto the register.  
x. The aim of proactive personalised care planning is to improve the quality and coordination of 
care given to patients on the register to improve their health and well-being. This should also aid 
in reducing of individual risk of avoidable emergency hospital admissions or A&E attendances.   
xi. Personalised care plans should be developed taking account of the supporting ES guidance.  
xii. Patients and carers (if applicable) should be invited to contribute to the creation of the 
personalised care plan. Members of the multi-disciplinary team (when relevant) and other 
relevant providers could be invited to contribute to the creation of the personalised care plan. 
These contributions should inform both the holistic care needs assessment (e.g. to take into 
account social factors as well as clinical requirements) and the actions that can be taken as a 
result.  
xiii. The personalised care plan should, where possible and through encouragement from the 
attending practitioner, include a record of the patient's wishes for the future. It should identify the 
carer(s) and give appropriate permissions to authorise the practice to speak directly to the 
nominated carer(s) and provide details of support services available to the patient and their 
family.  
xiv. The patient’s care and personalised care plan should be reviewed at agreed regular intervals 
with them and if applicable, their carer. Clinician(s) should look at the patient’s personalised care 
plan to ensure that it is accurate and is being implemented, making any changes as appropriate 
and agreeing these with the patient and where appropriate, the carer. In some instances, the 
review may be as a result of a social issue, which could require the assistance of the named 
accountable GP or care coordinator (if applicable) to link with the right people in the multi-
disciplinary team or as an area for commissioning or design improvement. Practices will be 
required to use the new Read2 or CTV3 codes (see section on monitoring) to record when a 
patient’s care plan has been reviewed. This is a specific code introduced solely for use of 
practices participating in this ES.  
xv. Where a patient has had a review undertaken by a member of the multi-disciplinary team (i.e. 
outside of their practice), then the professional having conducted the review must inform the 
practice and the patient’s record updated. CCGs will need to ensure, through their commissioning 
relationships with the organisations that work with the practice, that they inform the practice that a 
review has been undertaken.  
xvi. The named accountable GP will be responsible for ensuring the creation of the personalised 
care plan and the appointment of a care coordinator (if different to the named accountable GP). 
They will also maintain overall accountability for ensuring that the personalised care plan is being 
delivered and patient care, including the personalised care plan, is being reviewed as necessary.  
xvii. The care coordinator for the patient (appointed by the named accountable GP, unless they 
plan to undertake this role themselves) will act as the main point of contact for the patient. They 
are responsible for overseeing care for the patient, that the care plan is being delivered and that 
the patient and/or carer (if applicable) is informed of and agrees any changes made to their 
personalised care plan (if applicable). They will also keep in contact with the patient and/or their 
carer (if applicable) at agreed intervals. In the event the named accountable GP is also the care 
coordinator, then they will be required to undertake all responsibilities for both roles. Where 
elements of a patient’s care or personalised care plan, provided by professionals outside of the 
practice, is not being delivered then the named accountable GP or care coordinator (if applicable) 
will be required to raise this accordingly with the relevant organisation and ensure that all those 
involved are clear of their roles and responsibilities with respect to the patient’s care and 
personalised care plan.  
 
 
In practice this means that the population that is being targeted is defined from:  
The risk stratification tool uses secondary care (SUS) data to calculate a risk of admission in next 
12m for patients age 18-95yrs, this is stratified according to risk, with a very high, high, medium, 
low (to make up top 2%), then remaining low risk group. 
 
For the admission avoidance DES we are looking at the top 2% and assessing these to see if we 
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agree they should be on the admission avoidance register. Not all of them may be suitable and 
we are also using some in house searches to identify other patients we feel are at high risk (multi 
morbidity, polypharmacy etc).  
 
We periodically review the ABI risk stratification to identify patients whose risk is increasing. 
Numbers in each category in one surgery are given as an example below:   
 
Courtside Surgery 
 
Very High   15 
                 
High  22 
 
Moderate  30 
                 
2% of popn from Low   154 
                 
Low  10,867 
 
Total Popn (age 18-19yr)  11,088 
                 
2% of Popn  221 
 
In summary: Overall, we know that in South Gloucestershire our population is ageing and with 
that come increasing demands to support people with more complex long-term conditions, with 
less family members to support their care in the future. As health and social care commissioners 
and providers of services, our focus has to be to work together with the people in South 
Gloucestershire to best support people as they age. Our Better Care Fund (BCF) plan sets out 
how we intend to do that, with the key focus on integration of care and support around the 
individual through the cluster model, and through our key projects:  
 

 Cluster model  

 Connecting Care to ensure data sharing 

 Enhancing the capacity and capability of our local care home sector to support the health 
& social care system 

 Developing an infrastructure to support the Rehabilitation, Reablement, and Recovery 
approach to support people better and avoid unnecessary admission and long-stays in 
acute hospital beds 

 Ensuring that our local community is focused on caring and supporting people with 
dementia through a community asset based approach 
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8) ENGAGEMENT 
 
a) Patient, service user and public engagement 
 
Please describe how patients, service users and the public have been involved in the development 
of this plan to date and will be involved in the future  
 

The BCF plan is based on ensuring strong engagement with communities and individuals 
from the very start.  
 
It has a strong focus on putting the person at the centre of services at all times, and 
ensuring people’s experience of services are improved. The BCF Delivery Group will take 
a coordinating role in ensuring there is adequate patient and service user engagement in 
the development and implementation of all BCF plans and workstreams going forward 
and will ensure that their views are embedded in all our work. 
 
We need to ensure that all sections of the local population have the opportunity to 
influence commissioning and implementation of the Better Care Fund.  
The Health and Wellbeing Board provides the South Gloucestershire system leadership 
for the BCF plan and is currently exploring how a community asset-based approach can 
contribute to the work of the Health & Wellbeing Board.   
Local partners were involved in a community-focused event in April, looking at how 
residents, patients, the voluntary and community and statutory sectors can work together 
to tackle the health and wellbeing issues facing our population.  Action plans across a 
range of areas are in development as a result of this event, with all partners bringing their 
specific perspectives to finding solutions and new ways of working.  This work is attached 
in full as Appendix 17. A summary of some of the work and plans going forward are 
described below. 
 
Work on dementia in South Gloucestershire is a good example of this asset-based 
approach: 
Southern Brooks Community Partnership was commissioned to develop the Patchway 
Dementia Action Alliance. The Partnership brings a wealth of community development 
experience; is embedded in the principles of co-production and has in-depth local 
knowledge. It also has a track record of working with and developing volunteers. Using 
this approach, consultation was carried out with local people with dementia, with clear 
actions arising. A carer of someone living with dementia has been part of the steering 
group throughout the project and a team of local volunteers has been instrumental in 
both establishing a new Memory Café in Patchway, which is thriving, and delivering 
dementia awareness sessions as part of the Dementia Friends campaign.   
From Autumn 2014 the learning from Patchway will be shared across South 
Gloucestershire, with an offer to local communities to support them to develop their own 
Dementia Action Alliance, in the way that suits their community and local population. 
  
The asset-based approach will be important for the Better Care Fund. We recognise that 
it is the skills, talents and enthusiasm of individuals within communities that foster strong 
community led solutions able to respond to need, and that people living with long term 
conditions as well as those with lived experience of using health and social care services 
are well placed to design and deliver practical solutions.  We will be exploring how 
communities can create the networks and services which empower and support our 
population to live active, healthy lives. As detailed planning takes place in 2014 – 15, we 
are committed to engaging with stakeholders and service users to enable their views to 
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be represented in our plans.   
 
During 2014/15 we have established patient and public engagement within each of the 
main projects:  
 
Cluster Development:  
Work on the Better Care Programme is focussing initially around a cluster of three GP practices 
from the Kingswood locality, in Frampton Cotterell, Emersons Green and Downend, a mix of 
urban and semi-rural environments, with differing population profiles. 
The proposed programme of work will bring a strong focus to involving local people and 
communities in the delivery of the Better Care Programme work, from an early stage.  
The programme of work comprises: 

 Engaging with CVS and the Chase and Kings Forest Community Project (CKFCP) in the 
cluster area  to map community groups, support offered by these groups and their self-
perceived  strengths, linkages between groups, outcomes  achieved and any perceived 
gaps in the areas.  Both organisations have a community development role in Frampton 
Cotterell (CVS) and Emersons Green and Downend (CKFCP) and have established links 
with local community and faith groups. A focus on organisations representing equalities 
groups will be part of this work.  

 CVS and CKFCP would also work with the CCG to involve the community and voluntary 
sector and local people in the delivery of the Better Care Programme, and to strengthen 
infrastructure in these areas.    

An initial pilot engagement event involving the Downend, Emersons Green and Frampton 

Cotterell cluster was held on 2nd October 2014. This brought together representatives from local 

GP practices, community health services, secondary care, voluntary and community 

services/organisations and members of the public to consider the local challenge and how local 

people could be involved in developing services and making changes to deliver the BCF Plans. 

The event considered what services currently exist in the cluster and mapped them to our 

concentric circles model and considered where the gaps in services were, before then thinking 

about how services could be redesigned. The key messages from this event were: 

 There is already an awful lot of work going on/services offered within the cluster across 

the statutory and voluntary sectors. Could this be harnessed and integrated better to 

provide more seamless and coordinated services? 

 Developing a one stop shop service model and consider both in reach and out reach 

services 

 A need to provide better and more accessible information on what services exist locally 

and which individuals can understand 

 Thinking about people’s needs in the round/as a whole and developing a single care plan 

which can be held by the patient and updated in real time 

 Importance of empowering the ‘people on the ground’ 

Feedback from the event was extremely positive and there was much willingness to work 

together to drive things forward. A full write up of the event is included as Appendix 28. Further 

events are planned with the other clusters to engage them in a similar way between now and the 

end of March 2015.  

In addition to these initial engagement events, each cluster will develop its own leadership 

structures for driving forward local work plans and continuing to engage local people and 

organisations. This is described in more detail in Appendix 26 and also in section 2 (page 88-93) 

above. This work will be overseen and monitored by the BCF Delivery Group to ensure that it 

happens at pace. 

 

Running alongside this work, the CCG is working with the Care Forum to work specifically on 
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public and patient involvement in coordinated care and care planning.  An initial event to define 

co-ordinated care and how we can deliver this in South Gloucestershire took place on 2 

September. This was a successful and well attended event with representation from a range of 

patient groups and stakeholders from across the system, a designed around the House of Care 

model, for supporting individuals with long term conditions and complex needs. The day identified 

5 key functions of care coordination: 

 Empowering and supporting carers 

 Delivering outcomes and reinforcing the culture 

 Personalisation and goal setting 

 Effective communication 

 Multi-disciplinary Liaison 

There was also a focus empowering patients and agreeing a patient centred approach to care 

coordination and planning in South Gloucestershire, through the development of personalised 

care and support planning. This will be a key strand of work in supporting our BCF plans and 

links closely to the cluster development work outlined above. A detailed action plan from the day 

was developed to take this work forward and this includes developing a comprehensive strategy 

for ongoing engagement which will be completed shortly. Within this work,The Care Forum’s role 

would be to develop and support a patient group to give a strong patient input into the 

development work around coordinated care, self-management and care planning.  This work is 

what will enable the cluster to work together to support individuals and their families within the 

cluster. A full copy of the action plan and draft summary of the day is included as Appendix 29. 

 

Rehabilitation, Reablement and Recovery Model of Care: High Level Approach to Patients 

& Public Involvement and Communications:   

 

1. Purpose 

The details below describe a high level approach for Patient and Public Involvement (PPI) 

and Communications, relating to the implementation of the South Gloucestershire model 

of care for Rehabilitation, Reablement, and Recovery. The approach describes: 

 the aims and objectives for PPI and communication    

 the approach  we plan to take to engage and communicate with people and over what 

timescales 

2. The CCG’s duty to involve patients and the public  

South Gloucestershire CCG has a statutory duty to involve patients, carers and the public in the 

development of commissioning plans to change and develop local health services. The right of 

patients to be involved in the planning and development of health services is also set out in the 

NHS constitution.  

Regardless of the legal requirement, South Gloucestershire CCG is committed to PPI being at 

the heart of its work. We will continue to listen and act upon patient and carers feedback at all 

stages of the commissioning cycle because of the evident added value of commissioning 

services that are informed by the experiences and aspirations of local people.  

3. Equalities 

The public sector equality duties outline how South Gloucestershire CCG as a public body must, 

in the exercise of its functions, have due regard for the need to:  
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(a) eliminate discrimination, harassment, victimisation and any other conduct that is 

prohibited by or under the Equality Act 2010;  

(b) advance equality of opportunity between persons who share a relevant protected 

characteristic and persons who do not share it;  

(c) foster good relations between persons who share a relevant protected characteristic 

and persons who do not share it. 

An equality impact assessment will be undertaken to inform who we should be continuing to 

involve in this project, and to identify any potential negative implications of the implementation on 

particular groups, and any mitigation required 

4. PATIENT AND PUBLIC INVOLVEMENT 

Aims 

To ensure that the views and experiences of patients, families and carers and the wider public 

across South Gloucestershire influence the commissioning of local rehabilitation, reablement, and 

recovery services in line with the South Gloucestershire Model. 

To improve people’s experience of the services through the engagement of patients, families and 

carers and the wider public in the development and implementation of the new South 

Gloucestershire Model of Rehabilitation, Reablement and Recovery Services.  

Objectives 

To ensure that the implementation of the RRR Model within South Gloucestershire retains a 

person-centred focus 

 

To ensure that all sections of the local population have the opportunity to influence 

commissioning and implementation of the South Gloucestershire Model 

 

To provide timely feedback on engagement describing who we engaged, what we heard, and 

how the feedback has influenced the work 

 

To ensure that there is timely and appropriate communications throughout the project 

 

To ensure that people have a good understanding of the new services, how people can use 

them, what people can expect from them, and how we anticipate different organisations to work 

together with people to support their needs. 

 

To ensure that there is timely and appropriate communication with people with a specific interest 

in the development of health services at Frenchay and at Thornbury respectively about relevant 

issues arising from the project 
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Engagement to Date 

 

Rehabilitation 

A series of workshops and meetings were held during 2012 and early 2013 to understand what 

issues are important to patients and carers in the rehabilitation, enablement and reablement 

services (See attached ‘What Matters to Patients report in Appendix 18). The following key issues 

were identified: 

 

• Timely service provision 

• Services which are individually tailored 

• Services which are provided locally 

• Services which are based around regular reviews 

• Services which are integrated across organisations 

• Services which keep the patient and carers informed 

These workshops and the patient and carer feedback received directly informed the development 

of the high level model of care for rehabilitation and reablement which has now been adopted. 

This puts the individual at the heart of the model and aims to ensure that services are developed 

around their needs and reflecting/addressing the issues detailed above. This was then tested with 

these patients and carers to ensure that they felt the model reflected their needs/wishes. 

 

Frenchay and Thornbury 

This involvement and communication plan relates to the implementation of plans for 

rehabilitation, reablement and recovery services for South Gloucestershire.   

 

The focus for the PPI activities will therefore be to engage service users and carers that have 

experienced rehabilitation services in order to further develop the model of care, including in the 

procurement of contract or contracts for the provision of services. 

 

Notwithstanding this, the plans for rehabilitation services will include development of community 

rehabilitation inpatient services from preferred locations at Frenchay and Thornbury. 

 

As previous projects have existed for the development of health services at each of these sites 

previous involvement in each of these will be used to inform the detailed PPI & Communication 

plan.  

 

Future Plans to Engage with People 

 

The engagement undertaken during the development of the rehabilitation review provided 

opportunities for local people, patients and carers, and other stakeholders to influence the 
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development of the model of care, as noted above. Future plans for engagement are detailed 

below. 

 

First phase – Learning from people’s experiences of current services to inform the future 

plans  

 

 Gathering feedback from existing service users and carers: 

PPI activities will primarily be led by service providers. Providers will proactively collect service 

user and carer feedback about how the existing services are working and how they could be 

improved. Providers have also been asked to explore opportunities for people and carers to 

directly participate in the on-going development of services.   

The CCG is currently working with providers to gather service user and carer feedback about 

their existing rehabilitation services. This is being followed up through the Rehabilitation, 

Reablement and Recovery Operational Delivery Group, and the Rehabilitation, Reablement and 

Recovery Programme Board. This feedback is being collated by the CCG PPI Lead with support 

from SWCS. 

In addition to this the CCG will continue to monitor feedback about these services received 

through the CCG Patient Advice and Liaison Service (PALS) feedback and any complaints or 

compliments received by the CCG. 

 

The service user and carer information about experiences will be collected and used to inform the 

ongoing development, planning and implementation of the 3Rs model. In particular, this feedback 

will inform the review of existing phase 1 rehabilitation schemes and also the development of 

phase 2 of the programme in order to ensure that the model as finally implemented reflects 

patient, carer and service user views fully. 

 

Phase 2: commissioning long term arrangements for rehabilitation, recovery and 

reablement to include inpatient rehabilitation services at Thornbury and Frenchay 

respectively.   

 

 A service user and carer reference group will be established as part of the project 

governance structure.  The set up and terms of reference for this group are 

currently being finalized with a view to having this set up imminently. The group 

will have a key role in working with the CCG to understand people’s current 

experiences of existing services and in shaping the detail of the service plans 

going forward. Membership of the group will include service users and their carers 

who have experience of existing rehabilitation services and also representation 

from relevant organisations which represent service users and carers of 

rehabilitation services. The Care Forum will coordinate membership of this group 

and the CCG is aware that there is significant interest from local groups in being 

involved. This willingness to engage will be harnessed through the group. 

As part of Phase 2, the following involvement and communication will be progressed: 
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 Development of a specification for the future rehabilitation (and reablement) 

services: this will involve exploring with stakeholders how the model of care needs 

to be implemented. This will build upon the feedback from existing patients and 

carers of rehabilitation services gathered, and also feedback from previous 

engagements.  Additional engagement will take place if required to further explore 

what rehabilitation services in South Gloucestershire need to look like.  

 

The reference group will play a key role in developing the specification, and in the development of 

the pre-qualification and invitation to tender questionnaires.   

 lay representatives will also be involved in assessing the bidders against the pre-

qualification questionnaire and invitation to tender, and in the awarding of the 

contract 

 

Building Stronger Communities:  

A key strand of our BCF plan is to build the capacity and capability within local communities and 

to focus that around the clusters. We started our work this year through the Think Local Act 

Personal (TLAP) initiative to engage with local communities and work on how we can better 

support them. The outcome is set out in the illustration publication below and will be built upon in 

the development of the pilot cluster in 2014:  
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b) Service provider engagement 
 
Please describe how the following groups of providers have been engaged in the development of 
the plan and the extent to which it is aligned with their operational plans  
 
i) NHS Foundation Trusts and NHS Trusts 
 

North Bristol NHS Trust are the main acute trust for the South Gloucestershire health 
and social care system. They have been a full participating member of the BCF planning 
group, namely the Better Care Fund Progamme Board during 2013/2014 and then 
subsequently as a member of the BCF Delivery Group during 2014 to present day. The 
Health & Wellbeing Board has now confirmed NBT as a full member of the Health & 
Wellbeing Board which provides the overall governance for the BCF.  
 
The BCF plan is aligned to the CCG 2-year operational plan and 5-year draft strategic 
plan, which both form the basis of the commissioning intentions set out and agreed with 
NBT for 2014/2015. The CCG and NBT are currently working together as part of a wider 
Bristol, North Somerset, South Gloucestershire system with NHS England and partner 
CCGs in the respective areas to ensure that all operational and strategic plans are 
aligned. This work is being led by NHS England. The North Bristol Trust Operating Plan 
is included as Appendix 8. 
 
Sirona Care and Health have been commissioned since April 2014 to provide all adult 
community health services for South Gloucestershire. Sirona have been represented as 
a participating member of the BCF Programme Board during 13/14 and subsequently in 
the BCF Delivery Group. Sirona are also represented as a member of the Health & 
Wellbeing Board. Sirona was commissioned by the CCG following a competitive 
tendering process to provide a new community service that put integration with social 
care, primary care, and acute services, at the heart of its delivery approach. Sirona has 
an agreed service transformation plan in place with the CCG to transform community 
services in line with the new cluster model. The transformation plan is shown in full in 
Appendix 5. 
 
Avon & Wiltshire Mental Health Partnership (AWP) Trust are our main mental health 
service provider in South Gloucestershire and are represented on the BCF Delivery 
Group and on the Health and Wellbeing Board. The AWP model of local service delivery 
focused around primary care is well established in South Gloucestershire and will provide 
a significant opportunity to include mental health support within the overall cluster model.  
 

 
ii) primary care providers 
 

 
NHS England as commissioners of primary care have been fully involved in the 
development of our BCF plan as part of the 2013/2014 BCF Programme Board and 
subsequently in the BCF Delivery group during 2014, and as a member of the Health and 
Wellbeing Board.  
 
A local GP and Clinical Lead for the CCG on long term conditions and integration is the 
Chair of the BCF Delivery Group and the previous BCF Programme Board. The GP 
Membership of the CCG which has representation from every GP practice in South 
Gloucestershire has been involved in the development of the key projects for the BCF, 
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namely:  
 

 the cluster model- including care planning & care co-ordination; risk 
stratification  

 connecting care 

 the 3R’s model 

 Dementia  

 Care homes – enhancing capacity and capability 
 

 
iii) social care and providers from the voluntary and community sector 
 

 
South Gloucestershire Council as social care commissioners and providers are key 
members of the Health & Wellbeing Board, the BCF Programme Board in 13/14, and the 
BCF Delivery Group now in place.  
 
The Community & Voluntary Sector as equal partners have key members of the Health 
& Wellbeing Board, the BCF Programme Board in 13/14, and the BCF Delivery Group 
now in place. It is also important to note that there is a Compact agreement in place 
within South Gloucestershire for working with the community and voluntary sector that 
was revised and approved during early 2014. A copy in included as Appendix 14. 
 
 

 
 
c) Implications for acute providers  

 
Please clearly quantify the impact on NHS acute service delivery targets. The details of this 
response must be developed with the relevant NHS providers, and include: 

- What is the impact of the proposed BCF schemes on activity, income and spending for local 
acute providers? 

- Are local providers’ plans for 2015/16 consistent with the BCF plan set out here? 
 

The plans detailed here are expected to significantly contribute towards enabling the local 
health system to perform effectively and to allow local acute trusts to achieve the key 
system performance indications as mandated and monitored by the South Gloucestershire 
System Flow Partnership. 
 
These include: 
 

 Ensuring that 95% of ED attendances at North Bristol NHS Trust are completed 
within 4 hours. 

 Ensuring that 50% of the day’s discharges from North Bristol NHS Trust are 
completed by midday. 

 Realising a 4% reduction in patients spending over 14 days in hospital at North 
Bristol NHS Trust. 

 Ensuring that 95% of patients at North Bristol NHS Trust are managed in 23 
midnights or less. 

 Ensuring that readmission rates into North Bristol NHS Trust do not deteriorate from 
current baseline. 
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 Realising a reduction in delayed transfers of care. 

 Realising a reduction in ED attendances and emergency admissions into North 
Bristol NHS Trust. 

 A greater proportion to be managed within a community setting. 

 Realising a reduction in face to face appointments at North Bristol NHS Trust. 

 Realising a reduction in the number of outpatient referrals requested. 
 
It is a key vision of commissioners that patients (particularly those undergoing rehabilitation 
and with long term conditions) are managed in non-acute settings, where appropriate, and it 
is expected that as a result of these plans the acute sector will over time reduce in size 
through services such as rehabilitation increasingly being provided in alternative, non-acute 
settings. 
 

Total number of 
non-elective 
FFCEs in general 
& acute 
 
 

2013/14 Outturn 15457 (at NBT) 

2014/15 Plan 14703 (at NBT)  

2015/16 Plan 14615 (at NBT)  

14/15 Change compared to 13/14 
outturn 

 -4.9% 

15/16 Change compared to planned 
14/15 outturn 

 -0.6% 

How many non-elective admissions 
is the BCF planned to prevent in 14-
15?  

None 
Reduction is already 

planned (pre-BCF) and an 
element of CCG QIPP 

How many non-elective admissions 
is the BCF planned to prevent in 15-
16? 

None 
Reduction is already 

planned (pre-BCF) and an 
element of CCG QIPP 

 

 
Please note that CCGs are asked to share their non-elective admissions planned figures (general 
and acute only) from two operational year plans with local acute providers. Each local acute 
provider is then asked to complete a template providing their commentary – see Annex 2 – 
Provider Commentary. 
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ANNEX 1 – Detailed Scheme Description 
 
For more detail on how to complete this template, please refer to the Technical Guidance  

 
Scheme ref no. 

1 

Scheme name 

Cluster model – asset based approach to integration at a local community level  

What is the strategic objective of this scheme?   
 

Transforming health and social care services in South Gloucestershire: developing an 
integrated community-based care and support model. 
 

Overview of the scheme  
Please provide a brief description of what you are proposing to do including: 

- What is the model of care and support? 
- Which patient cohorts are being targeted? 

 

Sirona Care & Health, South Gloucestershire Council, South Gloucestershire CCG, and a 
range of partners including 3rd sector independent, community and voluntary agencies 
have identified six cluster areas, each based around 3-5 GP Practices and within clearly 
defined geographical boundaries. The proposed model for integrated community-based 
care will shape existing and new primary and community health and social care 
resources into aligned multi-disciplinary teams, focusing correct levels of intervention 
across the spectrum through: Intensive Community Support, Urgent review, Intensive 
Community Tracking and Self-care & Planned Intervention. 
  
The model aims to: 
- simplify the system of care and support. 
- enable effective deployment of resources and expertise across collaborating services 
and agencies, intervening earlier to maintain people’s independence, stay well in the 
community, and delay deterioration. 
- build strong relationships between primary, community and social care practitioners. 
- develop truly integrated and personalised assessment and care planning processes 
- provide intensive input for people for short periods  identified as needing the most 
focused support to stabilise their condition and avoid admission to hospital or long-term 
care. 
- harness the knowledge within non-statutory groups and services to help build 
community capacity and resilience to provide a range of support and care to individuals 
to enable them to remain at home. 
 
The intention is to pilot the model and new ways of working in a cluster covering the 
Emerson’s Green, Downend and Winterbourne localities. The total population within this 
cluster is 34,139 of whom 6,336 are aged 65+. It covers 3 GP Practices. 
Existing resource contributions are: 

 Support from 3 clustered GP practices 

 Range of community healthcare services provided by Sirona Care and health 

 Range of directly LA provided adult social care services and reablement services 

provided by Brunelcare 
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 New preventative service Active ageing ( HV for Elderly service due to be 

launched November 2014  

The proposed service delivery model takes its lead from the Kings Fund paper 
“Community services – how they can transform care” (Nigel Edwards, Feb 2014), and the 
National Health Visitor programme’s focus on building community capacity and 
resilience. South Gloucestershire’s Joint Health & Well Being Board and Better Care 
Delivery Group provide strong local direction to create truly integrated services that are 
reliable, sustainable and accessible .There will also be an opportunity to introduce a 
single care planning approach via Connecting Care project using EMIS and Connecting 
Health within the next 6 to 9 months within the cluster area. 
 
The approach we are envisaging requires all parties to align their vision for care for older 
people. This will happen in the pilot cluster first, with lessons learnt from the 
implementation there carried forward to the other 5 local clusters to achieve a sustainable 
model within existing resources for the whole of South Gloucestershire. Such a 
fundamental redesign of existing service arrangements and relationships in the pilot 
cluster will need to be supported by a structured programme of organisational change 
and development activity in order to address and overcome the risks associated with this 
major evolution of the whole system. 
 
Specifically success will depend on: 
- effective leadership, enabling operational staff to understand & grasp the opportunities 
to work differently. 
- achieving the necessary changes in organisational cultures, & the impact on 
professional working methods. 
- designing common working practices, streamlined documentation and a coherent 
joined-up offer to make best use of the limited resources available in health and social 
care. 
- creating new and innovative approaches; new ways of working and of working together, 
new job-roles and types of practitioner. 
- finding creative ways to identify and support frail older people in “lower intensity” work 
areas that are amenable to community engage 
ment and public health preventative interventions. 
- building trust and mutual confidence across workforces and between practitioners and 
volunteers, including in the independent/3rd sector.  
 
We plan to measure and evaluate the impact of the implementation programme in the 
pilot cluster by using a methodology that focuses on: 
- combining performance data across all relevant agencies so each partner can clearly 
understand the benefits from the multi-disciplinary approach in terms of their “agenda”.  
- undertaking direct service user and carer engagement work in the pilot cluster area, 
before and after the change programme, to measure the extent to which people have 
experienced any benefits as a result of the new ways of working. 

The delivery chain 
Please provide evidence of a coherent delivery chain, naming the commissioners and 
providers involved 
 

South Gloucestershire CCG 
South Gloucestershire Council 
3 GP practices covering Downend; Winterbourne & Emersons Green 
Sirona Care & Health 
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NBT 
AWP 
Brunelcare 
Public Health 
South Gloucestershire Council, communities 
South Gloucestershire Council, Head of Libraries and Arts  
Healthwatch 
The Care Forum 
CVS 
Retired Senior Volunteer Programme 
Merlin Housing Society 
Southern Brooks Community Partnership 
Badminton Gardens Extra Care 
Bromley Heath & Downend WI 
Carers Support Centre 
The Folk House 
Alzheimers Society 
Age UK 
Bristol Area Stroke Foundation 
Four Towns and Vale Link Community Transport (covers Frampton Cotterell)  
Kingswood Community Transport 
MS Society Centre 
Action for Blind People 
South Glos Deaf Association 
Chase & Kings Forest Community Project 
Kingswood Volunteer Centre 
Disability Equality Network 
British Red Cross 
Dhek Bhal 
Bristol & Avon Chinese Women’s Group 

The evidence base  
Please reference the evidence base which you have drawn on  

- to support the selection and design of this scheme 
- to drive assumptions about impact and outcomes 

The proposed service delivery model takes its lead from the Kings Fund paper 
“Community services – how they can transform care” (Nigel Edwards, Feb 2014), and the 
National Health Visitor programme’s focus on building community capacity and 
resilience. 

Investment requirements 
Please enter the amount of funding required for this scheme in  Part 2, Tab 3. HWB 
Expenditure Plan 

Impact of scheme  
Please enter details of outcomes anticipated in Part 2, Tab 4. HWB Benefits Plan 
Please provide any further information about anticipated outcomes that is not captured in 
headline metrics below 

The key outcomes and benefits of the investment will be: 
- an increase in the local population of older people who are able to live independently in 
their own home. Work is currently underway to map the numbers of service users 
supported by a wide range of providers to remain at home within the cluster to be used 
as baseline to measure impact of integrated working  
- ensuring that people are supported in the least intensive settings of care possible, 
avoiding admission to acute in-patient care, and reducing admission to long term 
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institutional care. 
- better coordinated services, more time to care for front line staff 
- strengthened relationships, communication, trust and understanding between health 
and social care practitioners 
- utilising available and potential workforces in the widest sense, to build greater capacity 
in local communities, tapping into a community’s social capital and the assets and 
strengths of the people who live there. 
- enabling community groups who are not directly involved in the health and social care 
sector to feel they are equal players, building a sustainable model for the longer-term. 
 
The scheme is expected to contribute to the BCF metric to reduce total emergency 
admissions. The exact impact will be determined and agreed as part of the CCG’s QIPP 
Planning process for 15/16 and will then be monitored via monthly performance reporting 
as part of the QIPP assurance process. 
 
 

Feedback loop 
What is your approach to measuring the outcomes of this scheme, in order to understand 
what is and is not working in terms of integrated care in your area?  

 
Operational integration around the individual will be taken forward using the six 
geographic cluster areas first adopted from April 2014 by Sirona, our new community 
health services provider. Each cluster area includes between 3 and 5 GP practices; a 
population range between 30k and 56k; of which the over 65 age group is more 
consistent with a range between 6.2k and 8.7k. 
 
The six cluster areas will be the focus of local co-ordination of services around the 
individual including primary care, community health, social care and the 
community/voluntary sector, all working towards the shared objectives within our Better 
Care Fund plan.  
 
BCF performance metrics will be made available at cluster level together with information 
on the quantum of services spent by health and social care for the population of each 
cluster. This will allow each cluster to understand not only its actual and relative starting 
point but to provide information on progress and inputs that could be used differently.  
 
This approach will initially be piloted in one cluster, commencing in October 2014. It will 
include a structured interface for the cluster’s clinicians, practitioners and community with 
commissioners to ensure a developing dialogue as to how existing resources need to be 
spent/used differently to improve outcomes for people and achieve the targets set for our 
metrics. 
 
We will start firstly with the pilot cluster during 2014/15 and depending upon the 12 month 
evaluation on the pilot at the end of October 2015, we will plan to roll-out across the other 
5 clusters. The approach we are taking is an action learning approach with an 
evolutionary style of leadership, to ensure success, as this is dependent upon the local 
ownership of the cluster model, and cannot be imposed on local communities.  

What are the key success factors for implementation of this scheme? 
 

 Clinical leadership at primary care level 

 Sign up by all partners to the cluster model 

 Local community sign-up 
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 Cluster BCF performance metrics made available at cluster level together with 
information on the quantum of services spent by health and social care for the 
population of each cluster. 

 
Scheme ref no. 

2  

Scheme name 

Connecting Care – sharing data  

What is the strategic objective of this scheme?   
 

 
 
Joining up information and driving integration within, and between, organisations, to ensure care 
is focused around the person and their needs  

• Delivering clinicians and practitioners the information that they need, when they need it and 
where they need it so that information fully supports care pathways and care processes  

• Increasing efficiency in the delivery of health and social care  

• Increasing the availability of business intelligence information  

• Moving towards a “paperless NHS”  

 

Overview of the scheme  
Please provide a brief description of what you are proposing to do including: 

- What is the model of care and support? 
- Which patient cohorts are being targeted? 

 
Delivering health and social care services across our community is complex. There are multiple 
organisations with multiple agendas and multiple professionals all seeking to provide the best 
care they can. Multiple professionals record information about the patient or service user in 
multiple systems provided by multiple vendors in multiple formats. For the person who traverses 
this range of ‘multiples’ seeking help, advice and treatment this complexity is irrelevant. However, 
it is often a source of frustration when the care professional they encounter simply does not have 
access to the information needed to provide the best care possible at the point of contact. There 
are very sad, but well documented, cases where this lack of information sharing between health 
and social care agencies has led to tragic circumstances.  
 
Across the health and social care community in Bristol, North Somerset and South 
Gloucestershire our response to this challenge has been the development of the Connecting 
Care programme - a single, overarching partnership working together to safely share information 
to support better more integrated care. The programme went live with our first shared record in 
December 2013, and the response from people using Connecting Care to support their work has 
been overwhelmingly positive. Our aim with this initial pilot with 500 clinicians and practitioners 
was to ‘prove the concept’. We have done this in many more ways than we had initially imagined 
and our success is now being recognised on a national stage.  
 
The Bristol, North Somerset and South Gloucestershire (BNSSG) vision for information 
management and technology is that of ‘IT as an enabler’: 
 
• Joining up information and driving integration within, and between, organisations, to ensure care 
is focused around the person and their needs  

• Delivering clinicians and practitioners the information that they need, when they need it and 
where they need it so that information fully supports care pathways and care processes  

• Increasing efficiency in the delivery of health and social care  

• Increasing the availability of business intelligence information  
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• Moving towards a “paperless NHS”  
 
Connecting Care is a platform that all partners can contribute to and all partners can seek to use 
and benefit from.  
• Individual organisations can use Connecting Care to support their own internal ambitions. It can 
be used to drive change and efficiencies. Stage 1 has clearly demonstrated that Connecting Care 
offers the real ability to support teams in times of rising demand, enabling them to manage 
increased workload within their current resources, whilst also reducing risks on a daily basis.  

• Connecting Care is also an enabling asset - a platform that we can use and develop jointly 
across multiple health and social care organisations. It can support strategic and transformational 
change ambitions and underpin more integrated care across our economy.  
 

Ambitions for 2014/2015:  
  
There are a number of projects in the pipeline for 2014/15 including –  

• Improving the sharing of clinical communications and improvements to electronic 
discharge information  

• Sharing information with and from mental health services  

• Supporting joint care plans  

• Increasing the number of people using Connecting Care  

• Further information governance projects  

• Supporting the IT system changes that are happening in some organisations  
 
 

Ambitions 2015/2016 and on...  
 
Further ambitions in the Connecting Care development pipeline include –  

• Integrating children’s IT systems to support improved child safeguarding  

• Integrating specialist systems to support a particular pathway – e.g. maternity, renal, 
oncology  

• Introducing mobile access to Connecting Care to support clinicians and practitioners on 
the move  

• Further development of electronic pan-community shared plans (care plans or end of life 
plans)  

• Focus on safety and medicines consolidation – seeking to include information on hospital 
prescribed information within Connecting Care  

• Introducing patient access and patient portals and/or building local patient apps (e.g. self / 
home diabetes monitoring / links with tele-health and care systems)  

• Use Connecting Care to support GP practice collaborative work  
The South Gloucestershire Council plans to enter the Connecting Care project at phase 2. 
One of the national conditions of the Better Care Fund is the sharing of key health and 
social records. Working across the Bristol, North Somerset and South Gloucestershire 
area the Connecting Care programme provides shared key data across primary care, 
secondary care, community health and social care. It is proposed to submit a bid for 
DCLG Transformation Challenge Award funding bid by 1 October 2014 to progress phase 
2 of the programme that will include adult social care records in South 
Gloucestershire  and extend the programme to  include Children and Young People 
records. A decision by the DCLG will be made in November 2014. Ongoing maintenance 
costs of the Connecting Care IT system of £75k p.a. are currently unfunded from April 
2016. Consideration will be given during 2015/16 as to whether this cost can be met after 
April 2016 from savings achieved through BCF initiatives. 
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The delivery chain 
Please provide evidence of a coherent delivery chain, naming the commissioners and 
providers involved 
 

Connecting Care is a partnership between – 
• Bristol City Council (BCC) 
• Bristol Clinical Commissioning Group (BCCG) 
• North Somerset CCG 
• South Gloucestershire CCG 
• University Hospitals NHS Foundation Trust (UHB) 
• North Bristol NHS Trust (NBT) 
• Weston Area Health Trust 
• North Somerset Council (NSC) 
• Brisdoc (Out of Hours) 
• Bristol Community Health (BCH) 
• North Somerset Community Partnership (NSCP) 
• South Gloucestershire Community Health Services (Sirona) 
• South West Commissioning Support Unit (SWCS) 
• The West of England Academic Health Science Network (WEAHSN) 
• South Gloucestershire Council 
• Avon and Wiltshire Mental Health Partnership NHS Trust (AWP) 
• South Western Ambulance Service NHS Foundation Trust (SWAST) 
 
Stage 1 was limited in scope and the maximum number of people who could use Connecting 
Care was 500. Hence, it was important to ensure that the scope of users incorporated areas 
associated with unplanned and urgent care (such as emergency departments and minor injury 
units). However, the scope also needed to include some representation from the main 
organisations involved so GP practices, community teams and social care teams were also part 
of the Stage 1 pilot.  
The people who have used Connecting Care to date include –  
• Acute trusts - approximately a third of all users were pharmacists. Others included consultants, 
emergency department consultants, nurses, occupational therapists, physiotherapists, doctors, 
patient flow coordinators and some administrators.  

• Primary care - approximately half of the users were GPs, the remaining were medical 
secretaries, GP support staff including administrators and practice managers.  

• Community care - included a mixture of support workers, physiotherapists, occupation 
therapists, nurses, emergency care practitioners and also some administrators.  
• Social care - approximately half of the users were social workers, the remaining included 
occupational therapists, Care Direct advisors, care coordinators and some administrators.  

• Out of hours services - half were out of hours’ workflow and capacity coordinators and the 
remaining include a nurse, clinical coordinator and a GP.  

• Finally, users have just started using Connecting Care within a hospice setting.  
 
This use to date has demonstrated that Connecting Care is applicable in a wide range of care settings. The 

places where it has been used to date are not considered to be the only places where it could be used. 
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The evidence base  
Please reference the evidence base which you have drawn on  

- to support the selection and design of this scheme 
- to drive assumptions about impact and outcomes 
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Investment requirements 
Please enter the amount of funding required for this scheme in  Part 2, Tab 3. HWB 
Expenditure Plan 

Impact of scheme  
Please enter details of outcomes anticipated in Part 2, Tab 4. HWB Benefits Plan 
Please provide any further information about anticipated outcomes that is not captured in 
headline metrics below 
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Feedback loop 
What is your approach to measuring the outcomes of this scheme, in order to understand 
what is and is not working in terms of integrated care in your area?  
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What are the key success factors for implementation of this scheme? 
 

 

 
Scheme ref no. 

3  

Scheme name 

Building Capacity & Capability in Care Homes 

What is the strategic objective of this scheme?   
 

1. Improve current resilience between care providers and develop a sustainable plan for 
future resilience 

2. Drive up standards and expertise within each care provider service 
3. Increase skills within care providers 
4. Increase levels of staff trained in key skills within care provider 
5. Expand the support that is available to the care provider 

Overview of the scheme  
Please provide a brief description of what you are proposing to do including: 

- What is the model of care and support? 
- Which patient cohorts are being targeted? 

 

1. Engagement of at least 50% of South Gloucestershire care providers in the scheme to 
achieve best practice in care provision. 

2. Establishment of and engagement by clinical and professional staff, including primary 
care, to support the project and offer targeted development with each care provider. 

3. A training programme for care providers developed to focus on key skills such as 
safeguarding, mental capacity, tissue viability, safe dispensing of medication, dementia 
awareness and other local priorities. 

4. A reduction in the number of hospital admissions from care homes. 
5. More timely discharges from hospital to care homes 
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6. Care homes equipped to achieve best practice in the delivery of care and the prevention 
of accident or illness   

7. Improved bed capacity within South Gloucestershire care homes by avoiding the need 
to stop admissions to individual care homes due to institutional safeguarding concerns. 

8. Effective systems established to support weaker areas of care within South 
Gloucestershire care homes. 

9. Effective systems in place to facilitate the sharing of good practice within care homes. 
10. Assurance for commissioners of care that the quality of the care provision within care 

homes is meeting the needs of their residents. 
11. New joint commissioning framework for care homes  
12. Enable a more rehabilitative and reablement approach within care homes 

 

The delivery chain 
Please provide evidence of a coherent delivery chain, naming the commissioners and providers 
involved 
 

Partners include: 
 

 Nursing Care Home Providers 

 Residential Care Providers 

 Families and carers 

 NHS South Gloucestershire 

 North Bristol Hospitals Trust 

 South Gloucestershire Council  

 South Gloucestershire Clinical Commissioning Group 

 Local GPs 

 Voluntary Sector 

 Mental Health Services 

 Learning Disability Services 

 Care Homes Learning Network 

 Skills for Care and Skills for Health 

 Home Care Providers 

 LINK’s/Healthwatch  

 Care Quality Commission 

 Dignity in Care Network  
 
 

The evidence base  
Please reference the evidence base which you have drawn on  

- to support the selection and design of this scheme 
- to drive assumptions about impact and outcomes 
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1. Purpose of report 

 
This report is intended to meet the requirements set out in the Project Initiation Document for the s256 care 
home project to; 
 
Establish a baseline and starting position for the project  
 

a. Establish any trends of hospital admissions from care homes and identify any major causes of 
these admissions 

b. Review complaints, safeguarding alerts and investigations for common themes, also taking into 
account the learning from Winterbourne View regarding caring for people with challenging 
behaviour 

c. Identify existing support to care homes from services that are already commissioned.  
d. Identify any gaps in support to care homes from services that are currently commissioned 
e. Identify any current formal and informal support networks for care homes within South 

Gloucestershire 
 
In addition to the areas above the paper also includes; 

 A review of what other PCTs and local authorities have commissioned to support care homes in 
other areas of the country. 

 Feedback from key stakeholders, including the care home sector, regarding potential areas of focus 
for the project. 

 
It is intended that the information set out in this paper is used to inform the focus of the projects which are 
commissioned as part of the s256 care home project for 2012-14.  Findings from the report which will be 
taken forwards as part of the project decision making and prioritisation process are summarised in section 
9.   
 

2. Hospital admissions from care homes 

 
There were 1998 admissions from care homes in South Gloucestershire into hospital during 2011-2012, of 
these the number of emergency admissions were 439 from Nursing homes and 647 from Residential 
homes. 
 
The data demonstrates that emergency admissions from care homes are decreasing over time. From 
2008/09 this decrease is ~18% in nursing homes and ~8% in residential homes. Elective admissions have 
also decreased by 50% (nursing home) and 19% (residential home). The monthly trends show a similar 
pattern for nursing and residential homes.   
 
Analysis of presenting conditions 
Pneumonia is the highest primary diagnosis of the emergency admissions from a care home, along with 
'other' disorders of urinary system and fracture of the femur. Other fractures, lacerations and injuries 
account for another 57 admissions, these types of injuries are usually sustained as a result of falls, 
therefore falls are likely to be a prime cause of preventable admission.  
 
Twice as many emergency admissions (that could be potentially linked to falls through injuries) come from 
Residential care homes.  There are more residential type beds, 155 more than nursing beds, but even 
taking this into account the number of emergency admissions from Residential homes linked to falls is 
significantly higher.  
 
Analysis of admission method 
A high proportion of emergency admissions are initiated through A&E, this is consistent with the pattern of 
emergency admission activity in general. A slightly higher proportion of admissions from care homes are 
through a GP than emergency admissions as a whole (~18%), this suggests that GPs and other community 
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clinicians are reviewing patients in care homes and deciding to admit to hospital directly.   
 
Data on the method of transport of patients to A&E shows that 751 did not arrive by ambulance so 
presumably were able to be transported by car or taxi due to minor injury.  Of those arriving by ambulance 
approximately 20% were discharged after treatment with no further follow up.   
 
Analysis of length of stay 
Length of stay in hospital is similar for both admissions from Nursing Homes and Residential Homes. The 
data shows approximately one third of service users are discharged either on the same day or after 1-2 
days again suggesting minor illness or injury, tests such as x-ray or possibly observation.  Further analysis 
of the cause of admission for this group may give insight to if these admissions could be prevented by the 
care required being offered in a different way.  This is likely to link into the ambulatory care project being 
managed under the Healthy Futures programme which involves ensuring timely diagnosis and senior 
clinical decision making within a few hours of hospital attendance to support patients to return to their 
homes as quickly as possible without the need for admission to a bed.  
 
Comparison of hospital admission data from the BNSSG area.  
Data was not available from other areas other than BNSSG so this data has been analysed to compare 
South Gloucestershire to Bristol and North Somerset.     
 
Based on the Admissions rate  in 2010 South Gloucestershire PCT had the highest rate of Emergency 
Admissions from care homes across BNSSG - 2010 average rate of 4.8 admissions per 100 beds per 
month.  With Bristol at 4.5 per month and  North Somerset 3.4.   We can draw from this information that 
there is room for improvement in our health and social care community. 

 
Based on Admission rate by type information (residential or nursing) and weighted per 100 care home beds 
there is no significant difference in admission rates between residential and nursing homes across BNSSG 
or in South Gloucestershire.   
 
Admissions from care homes are highest in South Gloucestershire but they are declining.  Over the past 3 
years the trend in all 3 areas has been for declining hospital admissions from care homes, set in the 
context of increasing care home bed availability.  The South Gloucestershire and Bristol decline is broadly 
comparable and the N Somerset decline is slightly less pronounced (although they have the lowest rate of 
admissions to begin with so that there is less for them to improve on). 

 
Reasons for admission shows for admission of care home residents across the BNSSG area are broadly 
similar with pneumonia, disorders of the urinary system and fracture of femur the highest across all three 
areas. 

 
The length of stay groups for admissions for patients across the three areas are fairly similar. 
 
 

Comparison of hospital admission data from individual care homes April 2008 – March 
2012 
 
The Data relating to individual homes has been identified by postcode and so it is not certain that the 
admission data totally relates to the care home sharing that postcode.  However, if the assumption is made 
the majority of admissions from that postcode relates to care homes, the care homes that appear to have 
the highest admission rates are located in Winterbourne, Kingswood and Hanham.  
 
Numbers of admissions from where care homes are located has remained reasonably stable or has 
reduced throughout the period.  However there are a small number of postcodes with a significant increase 
in admissions in 2012. As there is no individual patient data it cannot be determined if the increase in 
admissions relates to one patient requiring a number of admissions or is a result of a number of different 
patients being admitted.   
 
The total number of beds has fallen between 2009 and 2012 by 143 beds; this can be mostly accounted for 
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by the recent closure of a number of council run residential homes.  There has also been some variation 
caused by new homes opening and the number of beds going up or down in others. 
 

Review of safeguarding alerts   
 
Information was gathered by reviewing the council’s safeguarding log that provides a brief summary of the 
reasons for the alert. There were approximately 400 safeguarding alerts received by South Gloucestershire 
Council January - October 2012. These alerts were from both the community and care homes. Those 
relating to care homes had a number of common themes. 
 
41 (10%) of the total alerts had links to medication, 18 (4.5 %) related to skin and wound care and 13 
(3.25%) around issues to do with nutrition, food and drink.   
 
Data from the first two quarters of the councils Quarterly Safe Guarding Report 2012-2013 show a fairly 
proportionate number of alerts split between nursing (50) and residential homes (159).  The report also 
shows that alerts generated from care homes within the same periods are twice that are generated from 
domiciliary care agencies and day care. 
 
The councils Complaints Department report 5 complaints relating to care homes 1st January 2012 to 31st 
December 2012. Calls coming into the council raising concerns about issues of care are directed by the 
councils Customer Service Agents to the most appropriate department and therefore it is likely that most 
relating to care issues in care homes are directed through the safeguarding route. 
 
Those complaints received by the Complaints Department relating to care in care homes are mostly related 
to perceived delays in communication and worries about failures to recognise signs of deterioration. .  
 

3. Services currently provided to care homes including identification of gaps 

 
The Care Home Liaison Service provides advice and support to a limited number of care homes across 
South Gloucestershire in the management of challenging behaviour, often associated with a diagnosis of 
dementia. They receive referrals directly; the majority from care homes and social workers. The service 
operates with two .6wte Registered Mental Health nurses and 1wte care management assistant.  Currently 
the service has a vacancy for a RMN and so for the last few months has operated a restricted service.  
 
The service only collects basic data but the team were able to produce additional information when 
requested. Analysis of available data from quarter July – September 2012 shows: that the total number of 
interventions was 57, to a total of15 care homes, 6 of these care homes with nursing.  There were also a 
total of 16 interventions into NBT, Callington Road and Thornbury hospitals facilitating discharge.   
 
Deerhurst and Oaktree Nursing Homes and Kenver House Residential Home have a significantly higher 
number of visits, The visits to these three care homes totalled 55% of the total number of visits in the 
quarter. This appears disproportionate and requires further work to establish why.  
 
The majority of referrals came from home managers who will telephone the team directly requesting 
support.   The total number of interventions was 101; the main actions resulting were putting in place 
management strategies and a review of medication. These interventions were often coupled together. The 
length of time of each referral was open to the service shows that about 50% were less than one week. 
 
The reported outcomes from the service within this quarter indicate that most service users stayed within 
the same care home (34), 2 others being admitted to an acute hospital bed and 4 being transferred to an 
alternative care home.  This would support that this service is effective in allowing individuals to remain in a 
familiar care environment through the introduction of effective management strategies. 
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4. Other support to Care homes within South Gloucestershire 

 
The residents of both residential and nursing homes care homes are entitled to the full range of health 
services that are offered locally by the NHS. This care is primarily delivered through the provision of 
community health services by South Gloucestershire Community Health Services.  Patients also receive 
medical care from their registered GP practice. 
 

 Referrals to health services from care homes are usually directed through the patients GP and 
include such services as speech therapy, dietetics, podiatry, mental health services, falls service, 
physiotherapy and occupational therapy. 

 The District Nursing Service and Community Matrons offer support to individual Service Users 
within residential care homes to meet their health needs. In addition to delivering skilled nursing 
care they offer the homes support and advice on how best to maintain the health of their residents. 

  Nursing Homes have their own Registered Nurses that deliver skilled nursing care to the services 
users residing within the home.  On occasion nursing homes can request help to support them in 
specialised areas of care such as tissue viability, syringe drivers and palliative care.  This support is 
usually requested from the District Nursing Service but due to the limited resources within the 
service the level of support available can be variable across the area.  

 St Peters Hospice – support both Residential and Nursing Homes with end of life care. They have a 
team of specialist palliative care nurses that will visit and give advice to care home staff in the care 
and symptom control of their residents.  St Peters are currently running Continuing Professional 
Development program for some Residential Homes across the area to create ‘Champions’ in end of 
life care.  

 South Gloucestershire Council offers a good range of subsidised training courses. Care homes can 
access this training by contacting the Training Department. The council also facilitate the Dignity 
Network. 

 The PCT has an agreement with a number of GP practices to provide additional support to both 
residential and nursing homes.  This agreement is currently being revised to offer a more targeted 
approach.  

 The PCTs Medicines Management team has worked with a small number of nursing homes in the 
Kingswood Area to improve prescribing and reduce waste.  It is planned to replicate this work 
across all nursing homes within South Gloucestershire. 
 
 

5. Care Home support networks 

 
The Care Home Learning Network offers staff from both residential and nursing homes a program of 
monthly education sessions. This is currently facilitated by Tina Fear at UWE. The meetings are held on 
care home premises and open to all grades of care staff.  The reports are that attendance at the meetings 
is dropping with some meetings only having a few attendees. The reasons for this are being investigated 
with a view of re-launching the network.  
 
Larger providers such as the Four Seasons Group have a number of care homes within the area. The 
managers and staff have established systems of support from regional trainers and management. 
Individual homes within the group mutually support each other by the sharing of resources, skills and 
expertise.   
 
Organisations such as Care and Support West offer support and advice to those homes that choose to 
become members.  
 
The Provider Forum is run and facilitated by South Gloucestershire Council invites representatives from 
care providers to attend.  This forum gives information to what is happening within the sector and provides 
an opportunity for networking. 
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6. Review of care home support schemes operated in other parts of the country 

 
There are numerous initiatives run by local councils and NHS services in supporting care homes up and 
down the country and most focus on delivering support to nursing and residential homes to achieve high 
quality evidence based care and reducing hospital admissions and length of stay. A common initiative is to 
deploy dedicated teams whose objective is to reduce hospital admissions.  
 
These teams usually consist of nurses, therapists and other professionals that specifically work with care 
homes. The teams are also often linked in with quality monitoring, safeguarding and providing additional 
targeted support to homes found failing as a result of inspection. 
 
Many Councils, PCTs, University websites include information and tools to support the improvement of care 
and capability within care homes within their areas. Also many areas report improvements, however hard 
data to evidence the effectiveness of the teams and the interventions they deliver could not be found using 
an internet search. The Worcestershire and Gloucestershire Care Home Support Team was approached 
directly to see if this information was available for their respective areas but no data was available to 
support the effectiveness of the teams in reducing hospital admission.  Both areas reported an increase in 
safeguarding alerts due to raised awareness   

 

7. Feedback from key stakeholders, including the care home sector, regarding potential 
areas of focus for the project 

 
Key stake holders have been engaged and asked for their views regarding the potential focus of the 
project.  This engagement so far has to invite provider representatives to form part of the working group, a 
letter to all care homes asking for views and suggestions, a number of individual meetings with care home 
managers, both residential and nursing and a workshop at the Future Forum Event held in October 2012.   
 
Views have also been sought from CQC inspectors, the councils safeguarding manager, the PCT, 
Community Health Services and the staff of the Care Home Liaison Service  
 
The project has been well received by all stakeholders and the feedback from individuals and services are 
reflected below. 
 
Feedback from Care Home Providers 

1. All care home managers reported that the councils training is good and value for money.  Care 
Homes however have difficulty in getting their staff to the councils training department either 
because it is difficult to release them from their duties or the staffs lack of transport. 

 
2. Care homes find it easier when training is brought to them and ideally would like any training offered 

by the project to be offered in house or locally. 
 

3. Residential Homes report good support from community services, nursing homes managers viewed 
the level and accessibility of support as variable especially in the area of tissue viability. Nursing 
Care homes have their own trained staff; however in specialist areas they do see the need for some 
support. 

 
4. The feedback from one residential home manager was that they could improve the quality of care 

and reduce their dependency on Community Services if the District Nurses would train and support 
them in simple procedures such as routine blood sugar monitoring and simple dressings. 

 
5. Both the providers at the Future Forum Event and the providers on the working Group identified that 

the administration of IV antibiotics within nursing care homes would prevent some hospital 
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admissions.  
 

6. Managers of smaller independent homes feel isolated and sometimes have little or no support to 
call on if they feel the need for advice. 

 

Investment requirements 
Please enter the amount of funding required for this scheme in  Part 2, Tab 3. HWB Expenditure 
Plan 

Impact of scheme  
Please enter details of outcomes anticipated in Part 2, Tab 4. HWB Benefits Plan 
Please provide any further information about anticipated outcomes that is not captured in headline 
metrics below 
 
 

 

The Care Home Project Partnership 
Board uses a prioritisation matrix to 
agree projects to support the benefits 
as follows:  
 
 
 
Version 6 (8th March 2013 - Following 
feedback from Directorate Meeting)       

 

s256 Care Home Project - Proposal Prioritisation Matrix 

 
        

 
  

Weig
hting 

TOTA
L 

 

 
        

1 

Evidence that of the wellbeing of the 
care home resident will be improved 
through the promotion of physical 

and mental health and/or prevention 
of illness and/or has the potential for 
the avoidance of admission or early 

discharge from hospital  

  25   

2 

Evidence that the proposal will 
impact to improve the quality of care 

and support sector led 
improvements across both health 

and social care.  

  

25   

3 

Evidence that the proposal will 
complement existing support to care 
homes by working in collaboration 

and partnership with residents, 
families,  care homes, health and 

social care services  
  

20   
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4 

The proposal offers the opportunity 
for and encouragement of innovation 

and new ways of working and will 
have a positive and sustained impact 

on staff development. 

  10   

5 

The proposal promotes dignity in 
care, respect for individual choice 
and involves residents and their 

families/representatives 

  

20   

  

The proposal is (1) evidenced based 
(2) considered to represent good 
value for money (3) includes clear 

evaluation criteria  

  

10   

  TOTAL   110   

 

        

 
The scheme is expected to contribute to the BCF metric to reduce total emergency admissions. The exact impact will 

be determined and agreed as part of the CCG’s QIPP Planning process for 15/16 and will then be monitored via 

monthly performance reporting as part of the QIPP assurance process. 

 
 

Feedback loop 
What is your approach to measuring the outcomes of this scheme, in order to understand what is 
and is not working in terms of integrated care in your area?  
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Each project under the Care Home Partnership is expected to report to the Partnership Group on 
progress in line with the following:  

Name of Proposal 

Organisation(s) submitting proposal – where more than one organization involved please identify lead 
organization in bold.   

Project manager (person responsible for ongoing monitoring and reporting back to working group) 

Proposed Start Date:                                                                             End Date: 

Value of funding requested from s256 care home project: 
 
 
 
Breakdown of funding applied for: 
 
 

Summary of project 
 
 
 
 
 
 
 
 
 
 
 

Identification of key benefits for patients, care home providers 
 
 
 
 
 
 
 

How would this proposal integrate with existing services? 
 
 
 
 

How will this proposal contribute to reducing emergency admissions from Care Homes and/or 
facilitating early discharge from hospital to Care Homes 
 
 
 
 

If this proposal is agreed how will its impact be evaluated? What data will be reported on a 
monthly basis to the working group and how will the evaluation at the end of the project be 
structured? 
 
 
 
 
 

If this proposal is agreed how will nursing home providers be communicated with and engaged in 
this work? 
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What are the key success factors for implementation of this scheme? 
 

1. Engagement of at least 50% of South Gloucestershire care providers in the scheme to 
achieve best practice in care provision. 

2. Establishment of and engagement by clinical and professional staff, including primary 
care, to support the project and offer targeted development with each care provider. 

3. A training programme for care providers developed to focus on key skills such as 
safeguarding, mental capacity, tissue viability, safe dispensing of medication, dementia 
awareness and other local priorities. 

4. A reduction in the number of hospital admissions from care homes. 
5. More timely discharges from hospital to care homes 
6. Care homes equipped to achieve best practice in the delivery of care and the prevention 

of accident or illness   
7. Improved bed capacity within South Gloucestershire care homes by avoiding the need 

to stop admissions to individual care homes due to institutional safeguarding concerns. 
8. Effective systems established to support weaker areas of care within South 

Gloucestershire care homes. 
9. Effective systems in place to facilitate the sharing of good practice within care homes. 
10. Assurance for commissioners of care that the quality of the care provision within care 

homes is meeting the needs of their residents. 
11. Expanded care home capacity for people with dementia 
12. Reduction in number of permanent placements in care homes 

 

Scheme ref no. 

4 

Scheme name 

Rehabilitation, reablement, & recovery Strategy (3R’s model) 

What is the strategic objective of this scheme?   
 

Aim  
• To transform rehabilitation and reablement services in South Gloucestershire in line with 

the agreed model of care; ensuring that patients receive the necessary level of 
rehabilitation to meet their needs, at the right time, in the most appropriate setting. 

Outcomes / intended benefits 
• More rehabilitation is undertaken in a community setting (in line with findings of rehab 

audit), and community capacity is developed to meet this need. 
• Commissioners will have clear tariff structures for rehabilitation services, and for which 

costs are transparent. 
• Patients will have improved continuity of care with fewer (and seamless) hand offs between 

providers and consistent care planning which is clear about patients’ needs and evolves as 
patients needs change. 

• Reduction in the time patients spend in an acute hospital setting. 
• A reduction in the need for long term residential or domiciliary care. 
• Improved outcomes for patients, with faster recovery and a faster return to independence. 

 
 

Overview of the scheme  
Please provide a brief description of what you are proposing to do including: 

- What is the model of care and support? 
- Which patient cohorts are being targeted? 

 

A review of rehabilitation and reablement services across Bristol, North Somerset and South 
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Gloucestershire commenced in October 2012, with involvement from both NHS and local authority 
commissioners, and providers (including UH Bristol, North Bristol Trust and Weston Area Health 
Trust), from across the three areas.  
 
From the project’s inception the Project Board had high level representation from all contributing 
organisations, with members expressing a real desire and commitment to work together. 
Significant progress was made in agreeing a clear and consistent vision for the future model of 
care for rehabilitation and reablement services across the three geographic areas which 
demonstrated the real benefit of collaborative working between the NHS and local authority 
organisations. The project was assessed against the NHS Change Model criteria, scoring highly in 
the majority of areas. This demonstrates that the project is robust in its current delivery.  
 
The review produced high quality data and information for CCG and local authority commissioners 
to help inform how rehabilitation and reablement services can be commissioned differently in the 
future, noting the importance of making change quickly to take account of a number of important 
commissioning drivers including the opening of the new Southmead Hospital and the closure of 
Frenchay as an acute hospital in May 2014. With the associated decrease in bed numbers it was 
agreed on the need to make significant changes to how rehabilitation and reablement services are 
delivered in the community. 
 

1. What has the Rehabilitation and Reablement Review achieved so far? 
 
The BNSSG Rehabilitation and Reablement Review produced a number of key deliverables, with 
the underlying aim of helping CCG and local authority commissioners with their future decision 
making around how rehabilitation and reablement are commissioned. These included: 
 

a. High Level Model of Care for Rehabilitation and Reablement: A ‘Design and 
Describe’ event held during January 2013 and attended by over 50 stakeholders 
(commissioners and providers) resulted in the production of a high level model of 
care for rehabilitation and reablement. There was agreement from Project Board 
members representing Bristol, North Somerset and South Gloucestershire CCG / 
local authority areas to work towards implementing and achieving this overarching 
model of care. This should help ensure commonality between rehabilitation and 
reablement services provided in the three geographical areas.  
 

b. ‘What Matters to Patients’ report: During the first phase of the BNSSG Rehabilitation 
and Reablement Review nine public engagement workshops were held for patients 
and carers across Bristol, North Somerset and South Gloucestershire. Attendees at 
these workshops told us that they want rehabilitation services that are: 

 

 …timely 

 …individually tailored 

 …provided locally 

 …based around regular reviews 

 …integrated across organisations 

 …committed to keeping patients and carers informed 

  
The outputs of these workshops were summarised into a report, which has been used as a 
reference point when designing the high level model of care and at other key points throughout the 
review.  
 

c. Eight principles of rehabilitation and reablement: Eight principles of rehabilitation and 
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reablement were drawn up and agreed by the members of the BNSSG Project 
Board. These were used as a reference point when designing the high level model of 
care and at other key points throughout the review.  
 

d. Contractual Process and Payment report: A document was produced which reviews 
the contractual and functional processes that currently underpin the existing model of 
rehabilitation services, and the different options around how the contracting process 
can support the transition to the new desired model of care for rehabilitation. This 
has enabled new contracts to be put in place with NBT from April 2014. 

 
e. Demand & Capacity snap shot audit: The BNSSG Project Board commissioned a 

snap shot audit all acute hospital and community beds within the areas of Bristol, 
North Somerset and South Gloucestershire. The decision to conduct this piece of 
work was a result of inconsistencies in the availability of data to inform the potential 
for additional rehabilitation to be undertaken in a community setting, and to address 
the big question around the requirement for non-acute rehabilitation provision. 

 
Between 13 May and 3 June 2013 a total of 1658 patients were assessed within the audit. The 
audit found 27% of patients in an acute hospital bed were assessed as medically stable, and 
therefore their care could be provided in a lower acuity facility, if available. For the assessed 
venues where the level of care was equivalent to that provided by a high or low level of community 
hospital, there were 39 patients for South Gloucestershire, 54 for North Somerset and 90 for 
Bristol. Further work on the audit data is now being conducted to see how long patients, 
particularly those who were assessed as being fit for discharge, remained in hospital. This 
information will be put into a follow up report, which will also include the social care data that was 
collected at the time of the audit. The BNSSG Project Board agreed at its January 2014 meeting to 
repeat the snapshot audit in some way towards the end of 2014 in order to review the impact of 
any changes made. 
 
 

f. Report on best practice and options for Integrated Care Co-ordination: This report 
describes the benefits, functions, evidence and best practice (from Torbay and 
Norfolk) around care co-ordination. This report emphasises the need of a model 
where care co-ordinators are implemented alongside integrated care and case 
management.  
 

g. Report on options for commissioning rehabilitation and reablement end to end: This 
report was produced to help support and advise commissioners as to the options 
available to them with regards to commissioning end to end (i.e. whole pathway) 
services, and in adopting a patient focussed, integrated, outcomes based 
commissioning model for rehabilitation and reablement services. This reflects the 
desire for a seamless patient journey through the services provided by different 
organisations, so there are no gaps, waits or duplication.   

 
 

h. Rehabilitation prescription pilot:  A pilot is being planned to trial the Shared 
Rehabilitation & Reablement (R&R) Prescription with patients from the Major Trauma 
Centre at NBT. This work is ongoing.  

 
2. Recommendations from the BNSSG Rehabilitation and Reablement Project Board 

 
The BNSSG Rehabilitation and Reablement Project Board members agreed in August 2013 the 
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focus of work should shift to agreeing and commissioning revised rehabilitation and reablement 
models of care in their local CCG / local authority areas. 
 
In support of this work the members made the following recommendations to Bristol, North 
Somerset and South Gloucestershire CCGs and local authorities: 
 

a. That CCG and local authority commissioners continue to work together to 
commission a more integrated model of care for rehabilitation and reablement 
services. This is of particular importance given the establishment of local Integration 
Transformation Funds from 2014-15. The establishment of these funds will provide a 
real opportunity to integrate the commissioning of rehabilitation and reablement 
services, but to make the most of this opportunity it will be vital that CCGs and local 
authorities continue to work together effectively.  

 
b. That CCG and local authority commissioners make use of the Demand and Capacity 

data produced by the snap shot audit to inform their future model of care for 
rehabilitation and reablement services, and the requirement for non-acute 
rehabilitation beds in each CCG / local authority area.  

 
 

c. That CCG and local authority commissioners in each area agree, as a first stage, 
how they want to commission rehabilitation and reablement services in the short and 
long-term.  

 
d. That CCG and local authority commissioners across Bristol, North Somerset and 

South Gloucestershire come together to agree how best to coordinate their work. 
The review has provided an opportunity to really look across organisational and 
geographical boundaries in order to consider how rehabilitation and reablement 
services can be provided differently in the future. Whilst it is absolutely appropriate 
that the emphasis going forward should be on individual CCG / local authority areas 
to develop their own detailed models of care and commissioning intentions, the 
Project Board strongly advocates the importance of continued joint working in order 
to ensure that each CCG / local authority area’s detailed model of care for 
rehabilitation and reablement is not developed in isolation; and to ensure that the 
strategic and system wide overview, which has been a key element of the review’s 
success so far, is not lost. 

 
e. That CCG and local authority commissioners implement care coordination to achieve 

top level outcomes. It is suggested that this should be part of a holistic approach 
based on a model where care co-ordinators are implemented alongside integrated 
care and case management. 

 
f. That CCGs and local authorities continue to involve and engage with patients and 

carers when making decisions around changes to rehabilitation and reablement 
services. 

 
g. That CCGs include future changes to rehabilitation and reablement services in their 

October and November 2013 commissioning intention letters. 
 

h. That CCG and local authority commissioners develop service specifications for 
emerging models of care that compliment/support the final commissioning options 
required. 
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The BNSSG Rehabilitation and Reablement Project Board agreed to scale back its work until to 
enable capacity to be redirected to local action, although it did meet in January 2014 to further 
review progress. 
 
 

3. Commissioning Intentions & Contracting 
 
The BNSSG high level model of care for rehabilitation and reablement describes a desire to move 
as much rehabilitation as possible from hospital to community settings, as the most appropriate 
setting.  The opening of the new hospital at Southmead and the redevelopments at the BRI will 
result in a reduction in the number of hospital beds in the system, which will help facilitate this.  
Therefore, the October 2013 commissioning letter to the acute trusts described this vision. 
 
Further to this, a contract schedule for rehabilitation services required in acute trusts across 
BNSSG was developed by South West Commissioning Support and agreed with the Bristol, North 
Somerset and South Gloucestershire Clinical Commissioning Group lead commissioners for 
rehabilitation and reablement services, for use in the 2014/15 contract negotiations.  
 
The Contract Schedule acknowledges that acute trusts are already paid for some rehabilitation as 
part of the rehabilitation element of the payment by result tariffs.  It suggests patients are 
assessed daily and that only those requiring rehabilitation in an acute setting receive their 
rehabilitation in hospital.  For those people requiring rehabilitation in hospital, the contract 
schedule suggests the acute trusts bring people requiring rehabilitation together into a 
rehabilitation centre, where appropriate resources can be concentrated in an efficient way.  To 
support the flow of patients through acute trusts the Clinical Commissioning Groups have 
purchased additional capacity within the community to enable people to receive their rehabilitation 
closer to home or in their own home, where ever possible. 
 
 

4. South Gloucestershire Rehabilitation, Reablement & Recovery Project 
 
Building on the work of the BNSSG Rehabilitation and Reablement Review and its agreed high 
level model of care, a local detailed model of care for rehabilitation in South Gloucestershire was 
developed in August 2013. This was developed and agreed by all local stakeholders including 
South Gloucestershire CCG, South Gloucestershire Council, North Bristol Trust and Sirona Care 
and Health. The South Gloucestershire model is shown below: 
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ADMISSION AVOIDANCE REHABILITATION IN 

THE ACUTE EPISODE

EVOLVING ASSESSMENT REHABILITATION & 

REABLEMENT IN THE 

COMMUNITY

IMPROVING FRONT 

DOOR ASSESSMENT

South Gloucestershire Rehabilitation and Reablement Model of Care for 2014 / 15

Clinical Operations Gateway 

(COG)

Patient Education on 

appropriate use of services

Nursing Home Support Team 

for complex patients

Community Diversion 

Schemes including slots in GP 

practices, Joint Health & 

Social Care Access Point.

Assessment & Treatment 

Tepid Clinic for Frail Elderly at 

Cossham

Ambulatory Emergency 

Care Unit, REACT 

extended service and 

improved re-direction to 

primary care

NBT Complex 

Assessment & Liaison 

Service (CALS)

Evolving Assessment Team:

Multidisciplinary teams that are 

ward based (Social Worker 

input from Bristol & South 

Gloucestershire, aligned/

identified Occupational 

Therapists and 

Physiotherapists, Doctors and 

Nurses).  Assessments will use 

RCS or Bartell Score and 

appropriate venue and will take 

place 7 days a week.

Care Navigators:

Single person to link with wards 

from South Gloucestershire 

Community Health Services. 

They will mobilise community 

services to get patient home.

Single assessment for 

discharge started early, based 

on CALS assessment tool, on 

shared drive, so services 

needed will be in place by time 

of discharge. 

This will help identify what is 

required post acute 

rehabilitation.

Rehabilitation for patients who need daily 

medical input (Snap shot audit level 5*, NBT 

Rehabilitation Model of Care level 3b*). In 

the interim, in Elgar House and Thornbury, 

funded by rehabilitation flag

Acute Rehabilitation 

(Snap shot audit level 

6*, NBT Rehab Model of 

Care level 3a )

In Brunel Building in 

New Southmead 

Hospital funded by tariff/

payment by results

Virtual Ward:

GP led with input from community 

health services & social work

Case finding and manage complex 

patients via their care plan

Reablement service:

Up to 6 weeks

Supports no permanent social care 

placements from hospital

Leading to agreement at end of 

enablement period of permanent 

package

New Community Services:

Rapid Response (including 

Intermediate Care services)

Integrated local teams

7 day capacity

Improved joined up working with social 

care

Virtual Ward:

GP led with input from 

community health services 

& social care

Case finding and manage 

complex patients via their 

care plan

*Snap shot audit definitions:
Level 1: Patient should not be in a bed - medically fit but cannot be discharged because of patient choice, social situation or administrative or logistical delay

Level 2: Placement in patient's own home with  personal care and therapy input and reactive GP cover (e.g. early supported discharge)

Level 3: Non-acute bed with personal care and therapy input and reactive GP cover (e.g. non-weight bearing patients requiring supervision but not nursing in a rehabilitation facility or residential home with therapy input)

Level 4: Non-acute bed with nursing and therapy input and reactive GP cover & option to escalate to Consultant (e.g. GP-led community hospital, nursing home with visiting therapy input or skilled nursing facility equivalent)

Level 5: Sub-acute bed with daily medical, nursing and therapy input 

Level 6: Acute bed

*NBT Rehabilitation Model of Care Definitions: 
Level 1: Tertiary services E.G. BIRU, Oddstock

Level 2: Local Specialist services, Business case for Specialised Commissioners being developed

Level 3a: Non-specialised Rehabilitation and Reablement Services.  Speciality service, ie stroke/orthopaedics.  32 beds in Brunel Building, New Southmead Hospital

Level 3b: Integrated Generic Rehabilitation and Reablement Service.  Up to 68 beds in Elgar House and 20 beds in Thornbury in the short term.

Non acute beds with nursing input & non 

acute beds in residential unit, both with 

therapy input and reactive GP cover Levels 

3 & 4* 

In reach rehabilitation into nursing homes & 

residential homes Level 3 & 4*

 
A key part of the model, in keeping with the BNSSG high level model of care, is that rehabilitation 
and reablement services should be commissioned and provided differently with a view to reducing 
the amount of rehabilitation taking place in acute settings, and moving more services out into the 
community where appropriate. 
 
It was agreed that implementing this model of care would be a step change process, with 2014/15 
and 2015/16 as transitional years to allow for the development of the infrastructure to enable the 
transformation of local rehabilitation and reablement services in line with the above model, by 
2016/17. The South Gloucestershire model has taken account of the ongoing system flow work 
that continues to be implemented around the acute hospital system with NBT. The model also 
reflects the fact that the model is the first stage in the implementation of the new Frenchay Health 
& Social Care Centre which is due to be completed by 2017. The South Gloucestershire 
Rehabilitation and Reablement model of care has been signed off by the South Gloucestershire 
Rehabilitation, Reablement & Recovery Board which has representation from all key stakeholders 
in South Gloucestershire, including the CCG, Council, North Bristol Trust and Sirona Care and 
Health. 
 
Summary of the South Gloucestershire model of care  
The local model of care for South Gloucestershire was agreed in August 2013 by the South 
Gloucestershire Rehabilitation, Reablement & Recovery Project Board which includes 
representation from all key stakeholders in South Gloucestershire, including South 
Gloucestershire CCG, South Gloucestershire Council, North Bristol Trust and Sirona Care and 
Health.  
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A central principle of the local model of care for South Gloucestershire and which is common to all 
of the three health and social care systems (including Bristol and North Somerset), is that the 
majority of rehabilitation, reablement and recovery services should be provided outside of acute 
hospitals in community settings, including at home.  
 
The local model will be tested further through the work of the South West Clinical Network on 
rehabilitation. The South West Clinical Network has been developing a model for rehabilitation that 
all commissioners can use to specify rehabilitation services in each local area. The Network is due 
to complete this work and make it available to all Commissioners in September 2014. Within South 
Gloucestershire, the CCG and the Local Authority has joined a wide range of stakeholders, 
including patients and carers, to understand and develop a model for the future based on evidence 
of good practice. This regional work will add value to our local model, and will ensure that the local 
model has been thoroughly tested against best practice. The implementation of the new model of 
care represents a substantial programme of change, involving multiple projects and workstreams 
to be delivered over a number of years. 
 
There are two broad phases to this programme:  
 
Phase 1 describes the current work to move towards the new model of care using opportunities as 
they arise within commissioning to shape services to become better co-ordinated and to increase 
the capacity available within the South Gloucestershire community. This current work provides an 
opportunity to test and learn through evaluation of these projects in readiness for the main phase 
of implementation of the new 3R’s model of care  
 
Phase 2 sets out the timescale required for pre-procurement planning for the 3R’s model, the 
proposed governance structure to take this programme forward, and the overall approach for 
Patient and Public Involvement that is recommended to the CCG Governing Body.The 3 R’s 
model programme of implementation is summarised in section 8 .It  includes the commissioning of 
long term arrangements for community rehabilitation services at Thornbury and Frenchay 
respectively.   
 
The current commissioning of rehabilitation, reablement, and recovery services have been 
gradually developed over a number of years, with the pump-priming of rehabilitation and 
reablement services through funds specifically identified for joint commissioning work between the 
Council and the NHS. At the beginning of 2014, this enabled the commissioning of an established 
reablement service within South Gloucestershire. The award of a new South Gloucestershire 
Community Services contract by the CCG to Sirona Care and Health in April 2014, enabled further 
development of community services to provide 24/7 services, active ageing services to focus on 
the prevention and support for people as they become older and their health deteriorates, 
increased community support to the people in care homes across South Gloucestershire, and a 
more integrated approach to working with social care, acute health services, the community and 
voluntary sector, primary care, and the people who use the services.  
 
More recently, we have worked with partners across the South Gloucestershire health and social 
care system to   use  the opportunity provided by the 2013/14  Winter Funding in order to ‘pump 
prime’ the  increased capacity and capability within the community to enable people to rehabilitate, 
reable, or recover outside of an acute hospital setting. As part of winter schemes to support the 
acute services,  a community rehabilitation, reablement, and recovery service was commissioned 
from nursing and residential homes within South Gloucestershire, with increased therapy and 
medical support. This opportunity coincided with the establishment of Elgar Ward at Southmead 
Hospital as the interim community rehabilitation service planned for Frenchay, and the new 
leadership by Sirona Care and Health of Henderson ward at Thornbury Hospital.  
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This emerging development of community resources for rehabilitation, reablement, and recovery 
for people in south Gloucestershire provides us with a substantial opportunity to gain the rich 
views and experiences of people and carers using these services to assist us in developing firm 
plans for our future 3R’s model as we move towards the Phase 2 pre-procurement and 
procurement.  
 
Key Messages of Our Ambition for the People of South Gloucestershire:  
 

 Patient safety and quality are our top priorities and will underpin any changes to the 
future delivery of local rehabilitation and reablement services 

 

 We are putting people at the heart of planning and developing rehabilitation and 
reablement services 

 

 We will continue to listen to local views and involve interested parties to help us 
shape how and where rehabilitation and reablement services are delivered 

 

 Patients – particularly the elderly – often have a range of complex needs, so we 
need to develop services that are flexible, and responsive  

 

 We know that patients want to receive rehabilitation and reablement support in, or 
close, to their homes 

 

 We envisage future rehabilitation and reablement services where: 
 

 

 access will be better and more consistent 

 people spend less time in hospital and get back home, or near home, as soon as 
 possible 

 people are clear about what care and support they will receive when they leave 
hospital 

 people have as few a number of assessments as possible 

 people get the support they need to live as independently and safely as they can 

 support is available to keep people out of hospital. 
 

 Changes will contribute to a more sustainable local health system – including 
improving flow to free up hospital beds and helping avoid unnecessary hospital 
admissions 

 

 Changes will provide opportunities for efficiencies – which can be reinvested in the 
local healthcare system – and improve value for money 

 

 People  who need rehabilitation and reablement services in the future will receive the 
care and support they need – and it’ll be business as usual in the local healthcare 
system when changes are rolled out 

 

 We have been adopting best practice from elsewhere in the NHS to help shape our 
local thinking  

 

 We have been using opportunities to evolve new ways of delivering local 
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rehabilitation and reablement services – and we intend to learn from people’s 
experiences of services to inform the future services  

 

 The impact of evolving services  to deliver more rehabilitation and reablement 
services in the community, closer to people’s homes, will influence the type and 
number of patients who need to flow through Elgar House and Thornbury, which will 
then provide us with further intelligence to understand what capacity we need to in 
future at Frenchay and Thornbury 

 

 We will commission rehabilitation and reablement services which are more efficient, 
robust, and fully joined-up – this will include some community rehabilitation beds at 
Frenchay and Thornbury but we need to ensure we have the appropriate number 
according to need and dovetailed to the services being delivered in the community 

 

 Frenchay and Thornbury are important elements of a much wider local rehabilitation 
and reablement service 

 

 We are looking at the best local places to provide the best rehabilitation and 
reablement care to patients. This involves examining the whole patient journey – 
from hospital admission to recovering in a place where they can be as well and 
independent as possible in, or close, to home 

 
Working in partnership with the Local Authority 
The 3 R’s model of care has been developed by the CCG and the Local Authority working in 
partnership and encompasses services commissioned by the CCG and services commissioned by 
the Local Authority. A key feature of the 3R’s model of care is better integration between health 
and social care provision. This is in line with the South Gloucestershire Joint Health & Wellbeing 
Strategy 2013-2017, and the strategic vision of the Better Care Fund plan 2014.  
 
The Better Care Fund (BCF) Plan aims to put the individual at the centre of all services, with the 
focus being about how commissioners and providers work with people and their families to ensure 
that they are supported to live their lives to their maximum independence. The implementation of 
this approach within South Gloucestershire is starting within 2014, and the 3 R’s model of care is 
an important part of that strategy. Phase 2 will enable commissioners to consider how a new 
person-centred outcomes based commissioning approach could help to achieve this vision over 
the longer term. 
 
The BCF strategy and Phase 2 implementation of the 3R’s Model, provides the opportunity  for the 
Local Authority to consider future services that would benefit from being included within the Phase 
2 procurement, and the pre-procurement planning stage provides opportunity to explore this in 
more detail .  The Local Authority has previously identified Frenchay and Thornbury respectively 
as preferred locations for extra case housing units and the CCG has agreed to consider how the 
development of health services in these locations could help to facilitate this.  
 
Approach to commissioning community inpatient rehabilitation services 
The 3R’s model of care assumes that community inpatient rehabilitation services are 
commissioned on a scalable basis to enable capacity to be flexed over time in response to 
changes in demand. This is essential as we work towards a community prevention and support 
model for people, as set out in the Joint Health & Wellbeing Strategy and the Better Care Fund 
plan. People will be supported to maximise their independence for as long as possible, using 
community and acute inpatient services only when necessary and for short periods of time to 
enable them to live their lives.  
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In previous plans developed by the Primary Care Trust, existing NHS sites at Frenchay and 
Thornbury respectively, were identified as preferred locations for the development of community 
inpatient rehabilitation facilities. 
 
The CCG has restated a commitment to commission rehabilitation services from these locations, 
subject to plans being affordable and shown to be capable of delivering the required model of 
care. 
 
We have an interim community inpatient rehabilitation service at Elgar House, Southmead (North 
Bristol Trust), and community rehabilitation inpatient service at Henderson Ward, Thornbury 
(Sirona Care and Health).  These are interim arrangements as the location at Southmead is not 
the preferred location for this service and the accommodation at Thornbury is outdated. Both of 
these services, combined with the winter funding initiatives with care homes,  provide us with a 
significant opportunity to explore the preferred approach to rehabilitate people following acute 
illness and interventions, and to explore how we can support people directly from their own homes 
to reable and recover rather than have to be admitted to an acute hospital. We will work with 
service users and carers to understand better their experiences using these services to shape our 
future approach.  
 
Phase 2 of the implementation of the 3R’s model will therefore include an evaluation of current 
services as they evolve and a detailed assessment of future community inpatient capacity 
requirements.  
 
The current community rehabilitation inpatient services model was based on the outcome of the 
rehabilitation snapshot audit undertaken in 2013 as part of the BNSSG rehabilitation review. This 
was a clinically based review of all existing inpatients across the acute hospitals at a single point in 
time, to identify the rehabilitation needs of each person and the preferred location for that 
rehabilitation to take place.   
 
Further work in phase 2 is required to update the projections for the future capacity requirements, 
this will include taking account of projected population changes, the impact of seasonal variations 
and the wider capacity modelling that is being undertaken in relation to the acute bed base.  
 

Provisional timetable for Phase 2  
A provisional outline timetable for phase 2 is summarised below: 

 
 

Subject Date 

Governing body approval of project proposals July 2014 

Project initiation  August 2014 

PHHSC briefing September 2014 
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Development of procurement business case 

 Model of care refinement and development of specification for 

procurement (moving towards an outcome based commissioning 

approach) 

 Testing of South Glos 3R’s model against South West Clinical 

Network Model for Rehabilitation (due September 2014) 

 Finance and affordability 

 Activity and capacity modelling 

 Comprehensive Patient and public involvement throughout planning 

and procurement  

 Market engagement through Prior Information Notice 

 Determination of procurement approach (different contractual options 

available) 

 Land and property (Frenchay & Thornbury)    

July 2014 to 

March 2015 

 

Approve procurement business case March 2015 

OJEU procurement April 2015 – 

March 2016 

Award of contract April 2016 

 
 

The delivery chain 
Please provide evidence of a coherent delivery chain, naming the commissioners and providers 
involved 
 

 
The existing South Gloucestershire project board for rehabilitation, reablement and recovery is 
retained as a South Gloucestershire Programme Board for the 3 R’s model. This Programme 
Board is accountable to the CCG Governing Body.  
 
• The 3 R’s Operational Delivery Group is responsible for the current delivery and evaluation 
of services commissioned for rehabilitation, reablement, and recovery services. This delivery 
group is accountable to the programme board for ensuring successful implementation and  
monitoring of performance (with reference to relevant metrics and evaluation tools) agreed by the 
NBT System Flow Partnership Group and by the Better Care Fund Delivery Group (accountable to 
South Gloucestershire Health & Wellbeing Board) respectively. 
 
• It is proposed that an additional Phase 2 project management board will be established to 
carry out the pre-procurement planning for the 3R’s model. This project management board will be 
accountable to the SGlos 3R’s Programme Board. 
 
• As the development of the schemes in phase 2 will involve consideration of procurement 
options, the membership of this project board will not include providers. 
 
• Provider representation on the 3 R’s Programme Board and on the 3R’s Operational 
Delivery Group will continue in keeping with the whole system approach. 
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Detailed project governance arrangements to ensure patient and public involvement throughout 
the programme, will be developed through the SGlos 3 R’s Programme Board, and approved by 
the Improving Patient  Experience Forum (IPEF), the sub-committee of the CCG Governing Body.  
 
Further consideration will be given during phase 2 to how the governance arrangements are best 
aligned with the shared governance arrangements relating to the Better Care Fund.  
 
12 Patient & public involvement and communication 
The approach to patient and public involvement and communication to be followed by the CCG 
throughout the 3R’s programme of work is set out as a high level approach in Annex 3 for 
consideration by the Governing Body. The crucial recommendation to the Governing Body is that 
this approach is further developed into a detailed PPI & Communications Plan with the advice and 
guidance and approval from IPEF.  
 
This will be further refined by the Phase 2 project board as part of project initiation, and shared 
with IPEF prior to submission of the details of the 3R’s Programme to South Gloucestershire 
Public Health & Health Scrutiny Committee on 17th September 2014. 
  
The plan will take account of the feedback already received through the patient and public 
involvement undertaken in the development of the model of care. 
 
It will also take account of the feedback received from the review by the Independent 
Reconfiguration Panel on behalf of the Secretary of State for Health of the CCG’s plans for health 
and social care services at Frenchay.  
This will include the publication of the specific information relating to rehabilitation and reablement 
requested by the Public Health and Health Scrutiny Committee following the outcome of the 
referral to the Secretary of State. 

The evidence base  
Please reference the evidence base which you have drawn on  

- to support the selection and design of this scheme 
- to drive assumptions about impact and outcomes 

In 2013, the BNSSG Rehabilitation and Reablement Review agreed a new model of care for 
Rehabilitation and Reablement across Bristol, North Somerset and South Gloucestershire. A key 
element of this is that rehabilitation and reablement should take place in the setting most 
appropriate to an individual patient’s needs, with an expectation that this will result in the majority 
of rehabilitation and reablement services being provided in community settings, closer to where 
patients live. 

In May and June 2013 a bed utilisation snapshot audit was undertaken across general and acute 
hospital beds within BNSSG. The audit was undertaken to gain an understanding of the potential 
for reducing rehabilitation undertaken in an acute setting and the requirement for non acute 
rehabilitation services and beds.  

The results of the audit supported the vision for more rehabilitation and reablement to take place in 
the community. The audit also highlighted inconsistencies in the way North Bristol Trust record 
and charge for rehabilitation at the present time. 

It is clear from the audit that many patients currently undergoing ‘rehabilitation’ within secondary 
care do not need to be in an acute hospital, and often are not receiving what would realistically be 
defined as rehabilitation. The new model of care for rehabilitation, recovery, and reablement 
therefore assumes that people will be assessed by a multidisciplinary team as to the level of 
rehabilitation that is required and in what setting. The result should be that people receive the 
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appropriate care and support at the right time and in the right place.  
Rehabilitation services are a key component of the health system and it is recognised that 
transforming these services to make them more efficient and effective is a key element of creating 
a sustainable local health system. It is recognised that implementing the new model of care is a 
step change process, and as a result sees 2014/15 and 2015/16 as transitional years to develop 
the infrastructure required to allow for the transformation of local rehabilitation, recovery,  and 
reablement services in line with the outline model of care. 

Investment requirements 
Please enter the amount of funding required for this scheme in  Part 2, Tab 3. HWB Expenditure 
Plan 

Impact of scheme  
Please enter details of outcomes anticipated in Part 2, Tab 4. HWB Benefits Plan 
Please provide any further information about anticipated outcomes that is not captured in headline 
metrics below 

Central to successfully implementing the changes outlined in this document is changing the 
mechanisms by which rehabilitation is recorded and charged for at NBT in order to ensure that the 
money can follow the patient to which services they access in future. On this basis, the following 
key changes are proposed: 
 

 While a person is in an acute hospital bed and assessed as Level 6 in the Rehabilitation 
Complexity Scale, they will be paid for via the payment by results mechanism. No separate 
rehabilitation payment will be made. 

 If the appropriate venue for a patient in acute care is considered to be category 5 (sub-
acute or post-acute bed with daily medical, nursing and therapy input), the person must 
move to a designated rehabilitation unit within the acute trust. Consequently the patient’s 
hospital provider spell will be considered to have ended and a new spell paid at a locally 
agreed rehabilitation tariff will begin. The value of the tariff will be consistent with 13/14 
values (£268 at NBT) 

 The decision to admit a patient to a dedicated rehabilitation unit can only be made by the 
multidisciplinary team, made up of both acute trust and community based staff. If a patient 
is moved without this assessment, the rehabilitation bed day charge will be set at £0 per 
day until the patient is assessed to require an appropriate venue of 5 

 
 
It is estimated that implementing the proposed changes to the charging mechanisms for 
rehabilitation at NBT and moving patients out to community settings where possible, will potentially 
release up to £2.9m from NBT in the future to fund alternative services in the community. 
 
Further benefits include:  
 

 Reduced length of stay (including excess bed days) 

 Improved discharge pathways 

 Improved patient, carer and family outcomes 

 Reduced readmission rates 

 Reduction in delayed transfers of care 

 Weekend discharge numbers to increase 

 Patient and service user experience to improve 

 No of placements to residential and nursing care from hospital to increase 
Improved Patient Reported Outcome Measures and quality of life measures 
 
The scheme is expected to contribute to the BCF metric to reduce total emergency admissions. The exact impact will 

be determined and agreed as part of the CCG’s QIPP Planning process for 15/16 and will then be monitored via 
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monthly performance reporting as part of the QIPP assurance process. 

 

Feedback loop 
What is your approach to measuring the outcomes of this scheme, in order to understand what is 
and is not working in terms of integrated care in your area?  

Quality  
Patients will receive high quality rehabilitation, recovery, and reablement in a setting most 
appropriate to their needs, and as close to their home as possible in order to ensure that they 
receive what they require to enable them to regain functional ability and management over their 
lives. 
 
Occupied Bed Days – Emergency 
Occupied Bed Days – Elective 
In providing high quality rehabilitation services in community settings, and the undertaking of 
frequent multidisciplinary team assessment within an acute setting, the needs of patients will 
constantly be assessed ensuring that patient who no longer need to be within an acute setting can 
be discharged in a timely manner. It is hoped and expected that this will help to reduce length of 
stay. 
 
Service Change/ Infrastructure – 
Services will be provided in a community setting where possible and appropriate, with an expected 
reduction in acute based rehabilitation services as a result. 
 

The Acute and Community Providers  will report on the following: 

 Percentage of patients assessed using the Barthel score 

 Percentage of patients assessed using the Rehabilitation Complexity Scale 

 Percentage of patients assessed by a multidisciplinary team made up of both acute and 
community based staff 

 Evidence that assessments are carried out jointly with family and carers 

 Evidence that the care of the patient or carer is coordinated by Care Navigators 

 Percentage of patients who are in the ‘most appropriate venue for treatment’ and if not, why 

 Percentage of patients who are moved to a designated rehabilitation unit managed by the 
acute Trust 

 Percentage of patients in the designated rehabilitation unit who would recommend the 
rehabilitation unit to their family and friends 

 A snapshot audit to be done every quarter to evidence above actions are in place 

 Evidence that the patient average length of stay has reduced 

 Percentage of patients achieving their patient centred goals in their rehabilitation 
prescription 

 Evidence of a clear process for dealing with informal and formal complaints 
 
 

What are the key success factors for implementation of this scheme? 
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 Patients will have an enhanced opportunity to live more independently for longer 

 Patients will experience accessible rehabilitation and reablement services, closer to their 
home 

 There will be a greater emphasis on returning home as soon as possible, with an 
associated reduction in the time spent in hospital 

 There will be more coordinated care through the whole system, ensuring that patients 
access the right services, at the right time, all the time 

Patients will experience a more responsive pathway which can be flexible to individual needs 

Scheme ref no. 

5  

Scheme name 

Dementia Strategy 

What is the strategic objective of this scheme?   
 

The BCF planned for April 2015 includes the CCG funding to support carers and to support people 
with dementia in the community via the voluntary sector. The Dementia Strategy is an integrated 
strategy to deliver a Dementia Friendly South Gloucestershire that supports early diagnosis of 
dementia, and works with primary care, the voluntary sector, specialist dementia services, care 
homes, family carers, people with dementia, and the wider community (including the commercial 
business sector and schools), to ensure we support people as they move through the different 
stages of dementia. Dementia is a key strategic priority in the CCG 5-year strategy as set out below    

 
11. Better dementia 
awareness across 
South 
Gloucestershire, 
and improved skills 
of staff working with 
older people 
 

South Gloucestershire wide ‘dementia 
awareness’ campaign 
 
Improved community support for patients 
and carers to reduce dependence on care 
homes and hospitals 
 
Better work force skills, including for staff 
working in primary care, community care 
and care homes 
 
Specialist support for care homes  

Greater awareness of 
benefits of sharing 
concerns with your 
GP, and looking after 
your health 
 
People supportive in 
everyday situations 
with people with 
dementia and their 
carers  
 
People with dementia 
and carers able to 
access a wide range of 
support and advice 
locally 
 
People with dementia 
and carers better 
supported by 
community services 
 
More people supported 
to live independently 
for longer  
 

Actions from the 
joint Dementia 
Strategy action 
plan are to be 
updated. 
 

Annual          

Percentage of Annual n/a 46.0%  48.7 % n/a n/a Increase To maintain n/a 
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estimated 
numbers of 
people with 
dementia on 
practice dementia 
registers -
Indicator 4.16 
Public Health 
Outcomes 
Framework 2013-
2016 and NHS 
Outcomes 
Framework 2.6i. 
 

(currently 
only 
available 
at 
national-
England 
level) 

(2011/2012) (England) 
(2012/2013 
Local data 
are not 
available  

in % of 
people 
with 
dementia 
who 
have a 
clinical 
diagnosis 

improvement  

 

Overview of the scheme  
Please provide a brief description of what you are proposing to do including: 

- What is the model of care and support? 
- Which patient cohorts are being targeted? 

 

DEMENTIA   

Priority JHWS 

theme 

What we have done so 

far 

What we plan to do in 2014/15 – 2015/16 

Increase the capacity of 

health services to meet 

needs of people with 

dementia 

6 The dementia diagnosis 

pathway redesign for 

South Gloucestershire 

introduced in May last 

year, along with the 

introduction of a 

performance related 

scheme by the CCG. 

This has led to a 

transformation of the 

picture for Dementia 

over the last couple of 

years, meaning that 

currently diagnosis 

rates, waiting times for 

referral, and waiting 

times for diagnosis are 

better than the national 

average. These 

improvements in 

waiting times in the last 

two years are amongst 

the best in the country. 

 Dementia Pathway: Define and confirm ‘whole system’ 

pathway from prevention to end of life care. 

Recognising that dementia is a long term condition and 

the needs of those with mild cognitive impairments and 

those with learning difficulties, as well as exploring the 

potential contribution of non-cognitive therapies and 

research opportunities. 

 Dementia Diagnosis in Primary and Secondary Care: 

Confirm primary care involvement in diagnosis and the 

partnership with the Memory Service in the light of the 

University of the West of England (UWE) and Strategic 

Clinical Network (SCN) evaluations. 

 South Gloucestershire ‘Dementia Friendly’: Working 

with South Gloucestershire Council, Southern Brooks 

Community Partnership, Alzheimer’s Society and other 

partners in the community to support the Patchway 

Dementia Action Alliance in 2014 and to agree and 

action further steps to make South Gloucestershire more 

‘dementia friendly’ and inclusive in a wider sense 

(bridging health and social care). 

 Identify and support more carers: Partnership with 

South Gloucestershire Council to encourage carers to 

come forward, raise the profile of carers in practices, 

maintain the joint provision of short breaks and 

consider the provision of carer health checks.    

 Workforce Strategy: Support South Gloucestershire 

Council to develop a joint Dementia Workforce 

Strategy from public awareness to master-classes for 

GPs. Initiatives to include opportunities for care home 

staff to hone their skills. 

 OOHs community support for older people with mental 

health issues: Out of hours support for older people 

with mental health issues, both organic and functional. 

AWP to be funded to provide a flexible skill mix of 

bank staff between RMN Bands 2-5 for a year.    

 Psychiatric Liaison Service 7 days a week: Additional 

resources to enable the Psychiatric Liaison Service to 

provide a 7 day service at both Frenchay and 

Southmead Hospitals. AWP to be funded to employ 

Improve physical activity 

services for people with 

long term conditions and 

those with physical and 

mental disabilities. 

1 

Personalised care planning 

for all patients with long 

term conditions, including 

those with dementia 

4 

To commission respite care 

for ‘unseen carers’ for 

example those who care for 

people with dementia and 

long term neurological 

conditions.  

4 

Services for dementia 

should also take into 

consideration the 

additional impact of 

sensory loss. 

4 

Support the promising 

‘Post Diagnosis’ 

partnership between local 

clinicians and the 

Alzheimer's Society to 

improve the provision of 

information and advice 

during the weeks after 

diagnosis.  

5 

Partnership between the 

local authority and health 

commissioners to enable 

local voluntary 

organisations to increase 

the quantity and variety of 

5 
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opportunities available to 

people living with 

dementia, with particular 

reference to geographical 

access and support for 

carers.  

additional Band 5-6 RMN nurses for a year. 

Partnership between the 

local authority and health 

commissioners to support 

local care homes to provide 

a quality service for 

residents with dementia. 

5 

Support the Patchway 

Dementia Action Alliance, 

and seek other 

opportunities to make 

South Gloucestershire 

more ‘dementia friendly’. 

5 

 

The delivery chain 
Please provide evidence of a coherent delivery chain, naming the commissioners and providers 
involved 
 

 
 
In 2009 Bristol commissioners set up a Dementia Board to oversee the implementation of the 
national dementia strategy. This board was set up to include membership of senior people within 
partner organisations, who would have the ability to influence and make changes for people with 
dementia.  South Gloucestershire also set up a similar board with similar membership, but 
focussing on their local area. 
 
In addition, Bristol set up a dementia stakeholder group – led by commissioners – which enabled a 
wide range of individuals with an interest in dementia to come together to share best practice and 
develop their knowledge of what was happening in the system. 
 
In 2012 it was agreed to bring together the Bristol and South Glos Boards to form a joint dementia 
board, as many of the people were the same at both meetings and the agendas that we were 
trying to deliver were very similar.  We agreed that an impartial chair with knowledge of both areas 
would be an asset and asked Derek Dominey to take up that position.  At the same time it was 
agreed to broaden the dementia stakeholder group to enable it to be for Bristol and South 
Gloucestershire. 
 
In 2013 a proposal was put forward to develop a Dementia Health Integration Team (HIT).  This 
was driven by North Bristol Trust (NBT) and was supported by key partners. This proposal was 
successful and a Dementia HIT Board was set up in 2013.  The HIT board has similar membership 
to the Dementia Board (and works across Bristol and South Glos) but in addition includes senior 
academics.  The HIT has a strong structure with clearly defined workstreams, including Patient 
and Public Involvement, Transforming Health and Care, Dementia Friendly Communities, plus 
Education and Research. 
 
In late 2013, Bristol CCG set up a structure which required particular areas to have a steering 
group to support decision making processes.  A Dementia Steering Group was set up in Bristol 
and a similar group in South Glos.   
 
The groups all have different bodies that they are accountable to. The Steering Groups are 
accountable to the Governing Body of the CCG, the Dementia Board is accountable to the Health 
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and Wellbeing Board and the HIT Board to Bristol Health Partners. 
 
In addition to the above, a group in Bristol have been working on the development of the dementia 
care pathway, identifying gaps and working arrangements.  This group felt that it had been hugely 

beneficial to work together as leads for dementia in the City.  Similar work is happening in South 
Gloucestershire. 
 
It has been the view of commissioners recently that there is a significant amount of duplication and 
overlap across the different meetings.   
 
Commissioners have implemented the following new structure: 
 
Dementia HIT Executive 
 
It was agreed that the HIT subsumes the Joint Dementia Board and becomes the strategic group 
overseeing the delivery of the Dementia Strategy/HIT workstreams in Bristol and South Glos.  The 
HIT will be chaired by Derek Dominey, supported by the HIT co-Directors.  A review of the Terms 
of Reference will take place to ensure that there is appropriate membership of the Group.  The HIT 
will become accountable to the Health and Wellbeing Boards as well as Bristol Health Partners.  
 
 
Dementia Provider Forum 
 
In light of the introduction of a new Provider in Bristol (Devon Partnership Trust, lead Provider of 
the new Dementia Wellbeing Service) and the feedback with regards to the group who met to 
develop the care pathway, it is proposed that the Joint Stakeholder Group becomes a Joint 
Dementia Provider Forum.  It is proposed that commissioners ask the lead Providers for Dementia 
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in Bristol and South Glos – Devon Partnership Trust and AWP – to jointly own and chair this 
meeting.  Commissioners will be in attendance, but will not be driving the agenda. This group will 
then be accountable to the HIT.  
 
It is felt that this new structure will streamline current meetings and that the changes will add value 
to the system.  With a reduced number of meetings, the HIT Board will be able to be prioritised by 
commissioners and providers alike. 
 
Furthermore, it is proposed that commissioners commission an organisation to regularly (on a 
quarterly basis) engage with people with dementia and their carers.  This will not necessarily be 
through a meeting format, but could include 1:1 sessions, drop in sessions etc.  Commissioners 
and Providers will be able to ask people for specific feedback on services and gaps in the 
pathway, but it will also provide an opportunity for feedback generally on how things are for people 
with dementia at the current time.  We have always engaged with people on an ad hoc basis, but 
this will allow for improved consistency in that feedback. 
 

 
 
 
The Dementia Steering Groups in Bristol and South Glos and the Joint Dementia Board have 
agreed to support these changes, which are: 
 

 Dissolving the Joint Dementia Board 

 Dissolving the Joint Dementia Stakeholder Group 

 Reviewing the HIT Terms of Reference to integrate the Joint Dementia Board into it 

 Agreeing for Derek Dominey to chair the HIT 

 To set up a Dementia Provider Forum, Bristol and South Glos, jointly owned and chaired by 
Devon Partnership Trust and AWP 

 To commission an organisation to regularly engage with people with dementia and their 
families and carers to develop on-going sustainable engagement. 
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The evidence base  
Please reference the evidence base which you have drawn on  

- to support the selection and design of this scheme 
- to drive assumptions about impact and outcomes 

 
Investment requirements 
Please enter the amount of funding required for this scheme in  Part 2, Tab 3. HWB Expenditure 
Plan 

Impact of scheme  
Please enter details of outcomes anticipated in Part 2, Tab 4. HWB Benefits Plan 
Please provide any further information about anticipated outcomes that is not captured in headline 
metrics below 
Good News Stories/Areas that have been progressing well in first half of 2014/15: 

 

 Integrated primary and secondary care diagnosis and review continuing to deliver more activity, shorter waits, 

more post-diagnosis support and fewer complaints without additional resources.   

 Dementia Masterclass for GPs and other professionals attended by half of S Glos practices and should have a 

positive impact on GP involvement.  

 Dementia diagnosis rate increased to 53.4% by March 2014. Please see below for initiatives to get as near as 

possible to national 66.6% target. 

 Dementia Action Alliance focus on Patchway has very successfully raised awareness and developed support for 

local people with dementia and their families and other carers. Recent improvements in Coniston practice 

dementia diagnosis rate partly attributed to this work. 

 Living Well with Dementia’ Roadshows continue to be well supported by our partners and well attended (62 

booked at this month’s event) 

 Dementia Information Prescription continues to be used and updated quarterly by our partners and Guideposts 

Trust.    

 Joint Bristol and South Gloucestershire Dementia Board recently integrated with the Dementia HIT Executive, 

supported by NBT.  

 

Developments planned for the second half of 2014/15: 

 

 Initiatives to increase diagnosis rates include assisting practices to undertake admin checks to ensure that all with 

dementia are on their registers, and the roll out of the Dementia Action Alliance across South Gloucestershire. 

Yate Town Council has very recently agreed to fund their own post to be supported by Eleanor Fairbrother who 

will work across South Glos. We are also exploring a joint initiative with Bristol to increase public awareness, 

inviting community facilities to display Public Health England dementia awareness posters and seeing if Wiltshire 

Farm Foods will circulate leaflets to their clients.    

 Work recently started to explore what the CCG and partners might be able to do to address delayed transfers of 

care (DTOC) at Laurel Ward and NBT. The wider range of issues to be addressed are outlined in the Mental 

Health brief also on the agenda for the COE September 2014 meeting.    

 The South Glos Dementia Working Group will develop our local post-diagnosis dementia pathway. We are 

initially focusing on a description of the overall pathway for patients and carers, and will then work up particular 

areas such as; care planning, post diagnosis support, mild cognitive impairment, younger people with dementia, 

dementia and health promotion and improving the access of people living with dementia to talking and other non-

pharma therapies.  

 Work begins in November 2014 to develop the Dementia Workforce Strategy for both Bristol and South 

Numbers on dementia registers as a percentage of the estimated number of people with dementia

Qtr 1 Qtr 2 Qtr 3 Qtr 4 Qtr 1 Qtr 2 Qtr 3 Qtr 4 Qtr 1 Qtr 2 Qtr 3 Qtr 4 Qtr 1 Qtr 2 Qtr 3 Qtr 4 Qtr 1 Qtr 2 Qtr 3 Qtr 4

Nos on registers 1120 1187 1322 1416 1433 1578 1635 1664 1854 2073

March 2016 target 3140 3140 3140 3140 3140 3140 3140 3140 3140 3140 3140 3140 3140 3140 3140 3140 3140 3140 3140 3140

% 35.7% 37.8% 42.1% 45.1% 45.6% 50.3% 52.1% 53% 59.0% 66.0%

Assumptions End of March 2016 target is 3140 (not 2851 as erroneously taken from website before) 

December 2012 to December 2013 progress (additional 219 patients on registers) continues unabated until March 2016 

Despite GP incentive scheme ending March 2014 and the inevitable greater challenge the nearer we get to the target

2011/12 (actual) 2012/13 (actual) 2013/14 (actual) 2014/15 (estimated) 2015/16 (estimated) 
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Gloucestershire. This is a Dementia HIT workstream.  

 

The scheme is expected to contribute to the BCF metric to reduce total emergency admissions. The exact impact will 

be determined and agreed as part of the CCG’s QIPP Planning process for 15/16 and will then be monitored via 

monthly performance reporting as part of the QIPP assurance process. 

 
 
 

Feedback loop 
What is your approach to measuring the outcomes of this scheme, in order to understand what is 
and is not working in terms of integrated care in your area?  

 
 Joint Bristol and South Gloucestershire Dementia Board recently integrated with the Dementia HIT Executive, 

supported by NBT.  

 

What are the key success factors for implementation of this scheme? 
 

Increase the numbers of people on practice dementia registers and the seven outcomes for 
people living with dementia identified above under ‘Benefits Realisation’  
 
This initiative is one of a number of initiatives that should ensure that the number of people 
on practice dementia registers will continue to increase over the next two years. Other 
benefits for people living with dementia:  
Outcome 1 -  Shop assistants and others are more understanding and supportive when you go to 
shops and use other public facilities  
Outcome 2 – Local buildings easier to navigate. 
Outcome 3 -  You and your family and friends have a better understanding of dementia and the 
benefits of early diagnosis, medical treatment and the other support available.  
Outcome 4 – People with dementia and their carers have more opportunities to live the life they 
want to.  
Outcome 5 – Existing opportunities to pursue interests and socialise are welcoming to people 
living with dementia.  
Outcome 6 – More opportunities for volunteering for everybody, we all have a contribution to 
make.  
Outcome 7 – Other benefits to be identified by people living with dementia and the wider range of 
partners who wil be attracted to contribute to this challenging initiative.   
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ANNEX 2 – Provider commentary 
 
For further detail on how to use this Annex to obtain commentary from local, acute providers, 
please refer to the Technical Guidance.  
 

Name of Health & Wellbeing 
Board  

 South Gloucestershire 

Name of Provider organisation  North Bristol NHS Trust 

Name of Provider CEO  Andrea Young 

Signature (electronic or typed) 

Elizabeth Poskitt,  
Head of Financial Planning and Trust Income 
pp. Andrea Young 

 
For HWB to populate: 

Total number of 
non-elective 
FFCEs in general 
& acute 
 
 

2013/14 Outturn 15457 (at NBT) 

2014/15 Plan 14703 (at NBT)  

2015/16 Plan 14615 (at NBT)  

14/15 Change compared to 13/14 
outturn 

 -4.9% 

15/16 Change compared to planned 
14/15 outturn 

 -0.6% 

How many non-elective admissions 
is the BCF planned to prevent in 14-
15?  

None 
Reduction is already 

planned (pre-BCF) and an 
element of CCG QIPP 

How many non-elective admissions 
is the BCF planned to prevent in 15-
16? 

None 
Reduction is already 

planned (pre-BCF) and an 
element of CCG QIPP 

 
For Provider to populate: 

     Question Response  

1. 

Do you agree with the data 
above relating to the impact of 
the BCF in terms of a reduction 
in non-elective (general and 
acute) admissions in 15/16 
compared to planned 14/15 
outturn? 

 Yes, there is no impact proposed. 

2. 

If you answered 'no' to Q.1 
above, please explain why you 
do not agree with the projected 
impact?  

N/A 

3. 

Can you confirm that you have 
considered the resultant 
implications on services 
provided by your organisation? 

 As there is no impact proposed, there is 
nothing to consider in relation to the Trust’s 
activity and BCF plans. 

 


