
 
 
 

 
 

South Gloucestershire Clinical Commissioning Group  
Board Meeting  

 
Date:  Wednesday 22nd October 2014  

 

Time:   13.00 
Location: Emersons Green Village Hall 

 

 
 
Agenda item: 6.2 
Improving urgent and emergency care services for South Gloucestershire 
 
1 Purpose 

1. To update the Board on plans for improving urgent and emergency care for South 
Gloucestershire  

2. To confirm the approach to further patient and public involvement 
 

3. To agree the approach to decisions relating to the minor injuries services previously 
agreed for Cossham Hospital 

 
 

2 Recommendations 

The Board is recommended to: 

1. Agree the plans for urgent and emergency care services as set out  in this report and in 
the strategy document at Annex 1  

2. Note the issues set out in relation to risk implications and in light of these:  

a. Agree the approach to decisions relating to the the minor injuries service 
previously agreed for Cossham Hospital  

b. Confirm the approach to patient and public involvement 

 
3 Background 

The CCG inherited a challenging position with the whole local urgent care system under 
significant and sustained pressure.  Achieving an effective and sustainable urgent system that 
is capable of meeting the needs of the local population is therefore a significant strategic 
priority for the CCG.  

The experience locally is mirrored across the country and national review of urgent & 
emergency care services is underway which is expected to lead to new commissioning 
guidance and tariff amendments for urgent care to apply in 2015/16 and beyond. 



 
 

The urgent care system spans hospital, community and primary care services and a strategy 
for urgent care will inevitably be interdependent with other strategies and initiatives in order to 
ensure a coordinated approach and reduce the risk of gaps and duplication. 

For South Gloucestershire a significant number of activities, projects and interventions are 
already being managed through the System Flow Partnership Group as part of a system-wide 
approach to improving urgent care. Within this there is a significant focus on recovering and 
sustaining North Bristol Trust’s urgent care performance. 

In addition, priorities for the development of urgent care are highlighted in the CCG’s 5 year 
strategy and in the 2 year Operational Plan.   

The development of a local strategy plan for urgent and emergency care services for South 
Gloucestershire will encompass all of the elements referred to above and will also include the 
local response to the issues arising from the national review as these become available. 

Urgent care services are relevant to the whole population and it is essential that there is 
ongoing engagement with patients and local people as these plans develop. 

The CCG is required to ensure that services are commissioned in the best way to meet the 
needs of the whole population 
 

4 Discussion of issues 
4.1 Strategy for urgent and emergency care  

The strategy for urgent & emergency care services is included at Annex 1 

The purpose of the strategy is to set out our priorities for the next 12 months in relation to the 
improvement of urgent and emergency care and to explain how this fits with a long term vision 
for these services.  

At the heart of this long term vision is an ambition to improve primary and community care 
services to enable timely, same day response to urgent care needs locally.  This approach 
reflects the feedback from local people in South Gloucestershire who want convenient access 
to local urgent care services in the community. It also aligns well with the direction of the 
national strategy as currently understood. 

The development of this strategy has been led by the CCG’s clinical lead for urgent care with 
support from the NHS England Improvement and Support Team 

The plan takes account of a range of views and ideas, in particular: 

• Feedback received to date from local people and patients to date 

• Consideration of published clinical evidence in relation to urgent and emergency care 
services  

• The Stage 1 report and subsequent updates arising from the NHS England review of 
urgent & emergency care services  

• The views of clinical leads within the CCG  

• The views of the GP membership of the CCG 

• Feedback from colleagues in partner organisations including North Bristol NHS Trust, and 
Sirona Care & Health  

4.2 Our Vision 
 Our vision is for urgent and emergency care services that deliver high quality care by the 
person with the right skills, in the right place, first time; and which are affordable and offer good 
value for money so that they can be sustained in the long term.  

This approach reflects the feedback from local people in South Gloucestershire who have told 
us they want convenient access to local urgent care services in the community.   It is also 



 
 

consistent with the emerging vision from the national review of urgent and emergency care 
being undertaken by NHS England. 

The majority of people needing urgent care do not have life threatening problems.  If you need 
urgent but non-life threatening care this should be accessible and convenient for you with 
services available at home or nearby.  This includes through easy access to information and 
advice by telephone and on-line and by providing rapid access to face to face services in the 
community, in particular through local GP surgeries and health centres and in high street 
pharmacies.  

Services should be simple to navigate so that you know where to go to have your urgent care 
needs met and you avoid unnecessary trips to hospital.  If you have more serious or life 
threatening emergency needs, treatment should be provided in a centre with the very best 
expertise and facilities in order to reduce risk and maximise chances of survival and a good 
recovery.  

If you do need to be admitted to hospital your care should be well coordinated between 
hospital departments, and between the hospital and the health and social care services in the 
community so that you only stay in hospital as long as necessary. 

Whatever your needs are, we want local urgent and emergency care services which are 
responsive to your needs and which staff are proud to work in.  To achieve this we will listen to 
patient and public feedback and look at the clinical evidence about what works well and what 
could be better and we will compare ourselves with the best examples from other communities. 
 
As we are all aware, funding for public services is likely to be constrained for the foreseeable 
future.   This means that we cannot rely on significant additional resources to make these 
improvements.  It also means we need to make sure that we use every penny as effectively as 
possible.  We will therefore look carefully at how well existing urgent care services work and 
ask whether there are better ways of using resources to meet the urgent care needs of 
patients.   

4.3 The case for change and priorities for improvement 
 Over the last decade there has been substantial investment locally in order to develop the 
modern infrastructure and models of care that are necessary for providing high quality urgent 
and emergency care services at our local acute hospitals, specifically: 

 
• The specialist centre for stroke at Southmead Hospital 
• The specialist centre for heart disease at Bristol Heart Institute 
• The local and regional specialist centre for adult trauma at Southmead Hospital 
• The local and regional specialist including for children including children’s trauma 

at Bristol Children’s Hospital 
 
 Every day our local urgent and emergency care services successfully see and treat 
 thousands of people. They are the lynchpin of local health care.  
 
 Over the last 10 years, the number of people using these services has risen steadily, as an 
 example of this nationally the number of A&E attendances has risen by nearly one third in 
 this period.  But these pressures are not restricted to A&E - urgent care services in the 
 community and in primary care, and ambulance services are all working flat out to manage 
 rising demand for services.  This is the case across the country and also locally for South 
 Gloucestershire.  As a result of this our urgent care services are under significant and 
 sustained pressure.   
 
 Our local GPs hear first-hand from patients and carers about their experiences of 
 urgent and emergency care service.  It’s clear that whilst the majority of patients receive very 
 good care, for a significant minority of patients this is not the case.  We need to take steps to 
 improve the way our local urgent and emergency care services work if we are to continue to 
 receive high quality urgent and emergency care in the future.  



 
 
 
 The plans described in this report have already been shaped by feedback from local 
 people and from clinical staff working in urgent and emergency care.  
 
 At the same time as we are looking at how to improve our local services, NHS England is also 
 reviewing urgent and emergency care services.  We will also take  account of this national 
 work to inform our thinking locally. 
 
 The reasons for the growing pressures that urgent and emergency care services are 
 experiencing across the country and locally are well known.   
 
 An ageing population with increasingly complex needs is leading to ever rising numbers of 
 people needing urgent or emergency care.  This is a particular issue here in South 
 Gloucestershire where the number of people over the age of 85 years of age is projected to 
 increase 27% by 2018 and 153% by 2035. 
 
 As people live longer, more people will require treatment and support for life changing 
 diseases including dementia, diabetes and other long term conditions.  With sufficient and well 
 organised resources in the community and sharing of information between different services, 
 this treatment and support can be provided effectively in a planned way. This will help to avoid 
 unnecessary admissions and also to reduce the time spent in hospital for those that do need to 
 be admitted. 
 
 But where this isn’t the case people with these conditions who are amongst the most 
 vulnerable in our community, are more likely to end up being admitted to hospital and once 
 admitted they are more likely to face an extended stay in hospital.  This is a significant 
 challenge for all of us in our local health system and will require a coordinated ‘whole system’ 
 approach to achieve and sustain the level of improvement that is required. 
   
 The strategy attached at Annex 1 to this report describes this system wide approach including 

the priorities for the next 12 months. 

4.4 Urgent care services in the community including treatment of minor injuries 
 Another significant factor leading to pressure on our A&E departments is the difficulty that 
 many people report in working out how to get help with urgent health needs outside of hospital.  
 
 Faced with a confusing range of options for getting help with urgent care needs, it is not 
 surprising that people many choose to go to hospital A&E departments.  But, the reality is that 
 for England as a whole up to 40% of patients attending A&E are discharged requiring no 
 treatment.  For South Gloucestershire this means that thousands of patients every year attend 
 our busy acute hospitals for their urgent care needs who could have been helped much closer 
 to home.   
 
 The previous strategy across the NHS had been to develop an intermediate tier of 
 services such as walk-in-centres and minor injury units in order to take pressure of A&E 
 departments.  Although these proved popular with patients, the experience nationally and 
 locally is that they have failed to achieve a corresponding reduction in the numbers of patients 
 attending A&E.  Across the country there is a move away from walk-in-centres and MIUs 
 towards a primary care based approach. 
 
 In South Gloucestershire a minor injuries service has been available at Yate since 2010. In a 
 previous study at Yate it was found that that the majority of the patients could have been 
 looked after in primary care.   In fact approximately 60% required no treatment and needed 
 advice and guidance only, and only around one third required investigation or treatment for a 
 minor injury - equivalent to as few as 12 patients a day.   
 



 
 
 A common misconception is that minor injury units see and treat significant numbers of 
 broken bones, however fracture pathways provided at Yate - which is typical of smaller MIUs - 
 only allows for diagnosis and initial treatment with follow up at a hospital  fracture clinic. 
 
 An alternative approach for diagnosis and treatment of minor injuries would be to use the 
 existing network of primary care and community services as a platform for this.   This approach 
 to providing urgent care services in the community, including for minor injuries has the 
 potential to improve the equity of access for the whole population when compared with the 
 alternative approach of providing one or two MIU facilities. 
 
 In order to test the viability of this approach pilot schemes are being developed in year to 
 increase the availability of same day appointments at GP surgeries for urgent care 
 including for minor injuries 
 
 The ORCP bid submitted by the CCG already includes an allocation of funding for these pilots. 
 It is hoped that by providing enhanced urgent services in primary care including a capability to 
 see and treat minor injuries this could provide a direct alternative for patients to attending A&E 
 or MIU as walk-in cases.  This approach is consistent with the CCG’s strategy for urgent care 
 as set out at Annex 1. 
 
 The model for the proposed pilot includes provision of local access to ‘hot reporting’ of X-Rays 
 and access to a full plastering service (the current service at Yate  and the services planned for 
 Cossham only provides for limited treatment).  Details of the pilots to be implemented on a 
 fixed term test and learn basis, are currently being developed in conjunction with Sirona.  
 
 The pilots will be used to gather patient feedback as well as assessing clinical and cost 
 effectiveness. 
 
5 Financial implications  

Given the financial constraints for all CCGs, improvements in urgent care services will rely 
primarily on redesign of services and reinvestment of existing commissioning expenditure on 
urgent care (including urgent care funds transferred from NHS England) 

A financial evaluation will be undertaken as part of developing detailed proposals for the pilot 
schemes referred to in this report.  An element of the ORCP funding for 2014 has been 
identified to support these schemes. 
 

6 Legal implications 
There are no specific legal implications arising from this report. Consideration will be given to 
the risk of a challenge arising from a decision to postpone a decision on the previously agreed 
plans for an MIU at Cossham. 
 

7 Risk Implications  
7.1 Implications for decisions about the MIU previously planned for Cossham Hospital 
 The plans for improving local urgent and emergency care services described in this report 
 represent a complex programme of improvement which will be implemented over several 
 years. 
 
 The priority is to develop the ‘system-wide’ approach which ensures the right services in the 
 community, excellent co-ordination between services and effective ‘flow’ through  our hospital 
 services.  In the next 12 months we will also pilot ‘extended urgent care services’ in primary 
 care including for minor injuries. 
 
 We will engage patients to get their views on the success of the improvements being 
 introduced and to inform their further development. 
 
 In this context and given the experience from the MIU at Yate it is not proposed at this time to 
 commission a further MIU at Cossham.  However as further work is required to test the viability 



 
 
 of the proposed alternative primary and community care based model for minor injuries it 
 would not be appropriate to formally rule out an MIU at Cossham at this stage until the 
 proposed pilot schemes have been implemented and assessed.  In practice this would mean 
 decisions about MIU at Cossham would be taken later in 2015.  
 
 The Governing Body is already aware of the significant local interest in decisions  
 relating to services at Cossham Hospital.  Over the last 10 months local people  
 previously involved in the ‘Save Cossham Hospital’ group together with the sitting MP and the 
 opposition prospective parliamentary candidate have organised a high profile campaign calling 
 for the CCG to implement the previously agreed plans for an MIU  service at Cossham.    
   
 In light of this, there is likely to be significant frustration and anger from local  
 campaigners at further delays in this decision and in any suggestion that the CCG’s long term 
 plans may exclude an MIU at Cossham.  However, the CCG has a duty to its total population 
 to provide services that are equitable to all, evidenced based, of high quality and make the 
 most effective use of the resources available.  Viewing plans for an MIU in isolation of these 
 wider considerations would not clinically be in the best interests of the 266,000 population 
 served by South Gloucestershire CCG and would be ignoring the challenging position both 
 nationally and locally of an urgent care system under significant and sustained pressure and in 
 need of system wide change. 

 
8 Implications for health inequalities 

There are no specific implications for health inequalities arising from this report.  Appropriate 
assessments will be undertaken to inform the development of any specific proposals arising 
from these plans. 
 

9 Implications for equalities (Black and Other Minority Ethnic/Disability/Age  Issues) 
An equalities impact assessment will be undertaken to inform the implementation of specific 
schemes and initiatives. 
 

10 Consultation and Communication including Public Involvement 
Urgent care services are relevant to the whole population and the approach to improving 
urgent care should therefore reflect the views of people from across the whole geography and 
demographic of South Gloucestershire. 

Important feedback from local people about urgent care services has already been received 
including through responses received to the Call to Action engagement, from public and 
stakeholder engagement activities, and from local MPs and councilors including through the 
Public Health and Health Scrutiny Committee.  

In relation to the concerns of stakeholders in the Kingswood area, during 2014 there has been 
public engagement and communication on this issue.  

This has included: a public event in April and follow up meeting in July organised by the CCG, 
attendance by the CCG at two large scale public events in March and July organised by local 
campaigners. 

The CCG has also contributed to a live question and answer session on local radio and 
coverage by local newspapers and television as well as providing progress reports to the 
Public Health and Health Scrutiny Committee. 

However there had also been a commitment by the CCG to further patient and public 
engagement about the local strategy for urgent and emergency care services in order to 
engage a wider cross section of the population across the whole population. 

The approach to this further public engagement and communication has been developed 
through discussion with the PPI leads from the CCG Governing Body. 

It is proposed that the development and implementation of the proposed urgent care pilots will 
be the focus for patient involvement over the next 6 to 12 months. 



 
 

It addition to this it is proposed to  

• Developing a ‘plain English’ public narrative to explain our proposals for improving 
urgent and emergency care 

• Publishing and promoting the proposals – including on the CCG website and 
highlighting opportunities for contributing comments and ideas  

In addition to this in the immediate future the the CCG will offer to meet with local campaigners 
in Kingswood to explain the CCG’s plans and to provide them with a specific opportunity to 
comment and ask questions. 

The CCG is also due to provide a report to the Public Health and Health Scrutiny Committee 
on the 18th November. 

A communication plan and media strategy is being developed to support these activities and 
will be outlined to the Governing Body at the meeting.  

 
12 Appendices 

Urgent and Emergency Care Strategy  
 

Prepared by Ben Bennett – Programme Director  
Presented by Ann Sephton – Clinical Lead for Urgent Care 
October 2014 
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1. Introduction 
1.1 This paper sets out South Gloucestershire CCG’s emerging vision for Urgent and 

Emergency Care. The intention is for it to be used as a starting point for the CCG and 

partners across the local health economy (through the North Bristol System Flow 

Partnership) to set out the intended direction of travel for urgent and emergency care 

services.  
 

1.2 The CCG has developed a high level vision for the future of health care services, and 

identified associated priorities for service change in South Gloucestershire’s local 

health care system over the next five years.  This is set out in the CCG’s five year 

strategy, which reflects local priority themes in the South Gloucestershire Health and 

Wellbeing Strategy, the challenges from an ageing population (which are examined in 

detail in the 2013 Joint Strategic Needs Assessment), national guidance and evidence 

of best practice, and the views of local GPs, patients and members of the public.   

 
1.3 The urgent care strategy is one of a number of more detailed strategies and plans that 

set out how the CCG intends to work towards the achievement of its vision, with 

financially sustainable health care services that successfully meet the needs of the 

local population.  This strategy has been developed in parallel with plans for the future 

development of primary care services in South Gloucestershire, reflecting the 

interdependencies and the importance of primary and community care providers for 

implementing effective urgent care services in the future that are easy to access by 

vulnerable patients. 

 
2. What is our vision? 
2.1 The challenges facing urgent and emergency care will not be addressed through minor 

change. If we are to meet the needs of a growing and ageing population and the 

increasing demands being made of urgent care services then we need to see a 

wholesale shift of care and resources into primary and community care settings. Only 

in this way will we enable our acute accident and emergency departments to deliver 

the best care for patients with the most serious or life threatening conditions1 (Cowling 

et al., 2013). We will provide a service for urgent care that is sustainable, resilient and 

with equity of access for all South Gloucestershire residents. 
 

                                                           
1 Cowling TE, Cecil EV, Soljak MA, Lee JT, Millett C, Majeed A, Wachter RM, Harris MJ. Access to primary care 
and visits to emergency departments in England: a cross-sectional, population-based study. PLoS One 2013; 
8(6):e66699. http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3680424/  

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3680424/
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2.2 Our vision is for an urgent and emergency care system that delivers measurably high 

quality care, by the person with the right skills, in the right place, first time. This means 

that: 

a) We want to see an increasing proportion of urgent care needs delivered in primary 

and community care settings, including over the phone or online, close to the 

patients home to maximise hospital admission avoidance where appropriate; 

b) We want all urgent care services to be highly efficient services that deliver great 

care, are affordable and offer good value for money; 

c) We want patients to be able to easily navigate the system and know where to go 

to have their urgent care needs met with services that respond urgently and 

effectively to avoid the default position of avoidable attendance at and possible 

admission to a hospital setting. Increasingly urgent care responses need to be 

provided by primary and community care in practice settings accessible to all 

South Gloucestershire regardless of where in the county they live; 

d) We want care for patients to be effectively co-ordinated between settings and 

organisations so that they are only in hospital for the time they need to be there 

and that there are no non-clinical delays in getting them back to their normal place 

of residence; 

e) We want an urgent care system that staff are proud to work in; 

f)  We want a system that is responsive to the needs and views of the people of 

South Gloucestershire and strives to continually improve based on their feedback. 

3. How are we going to get there? 
3.1 To enable our vision to be delivered, we will focus on 8 key aspects: 

 

3.1.1 General Practice and Community Services;  

o Primary care will play an enhanced role in the provision of urgent care as part 

of an integrated urgent care network. This is in line with patient wishes for 

improved local access and capacity as recorded in South Gloucestershire 

CCG’s Call to Action. 

o We will develop a network of interlinked/ clustered practices to share capacity 

and triage across practices to support urgent care access to primary care 

including a home visiting service to ensure responsiveness. 

o GP Practices will work collaboratively and with other stakeholders to agree 

common criteria and standards for access to same day appointments and 

senior review. 
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o Primary and Community clinicians will have timely access to diagnostic imaging 

with immediate reporting when needed and to plastering services. This will 

facilitate provision of minor injury services close to home.  

o Primary and Community care will support and be supported by an enhanced 

NHS111 service and rapid access for frail & complex patients to specialist 

support and also to community-based comprehensive assessments. There will 

be an enhanced hospital front door, including an expanded ambulatory care 

function and a wider range of hot clinics focussing on specific health problems 

o Primary Care will increasingly look to expand its use of IT to make better use of 

technology, for example virtual consultations in targeted groups of patients, 

such as those who are housebound, and increased use of communications 

technology to enable GPs to provide advice to other healthcare professionals. 

o We will work with Primary, Community, Social and Voluntary sector colleagues 

to develop effective, regular, multidisciplinary meetings based within practices 

to discuss those most at risk of admission and to develop joined up fully 

integrated care plans, which respond to changes in patients’ health status over 

time. Special focus will be given to patients who are frequently admitted to 

hospital and secondary care staff will work with community multidisciplinary 

teams to ensure all non-hospital options are adequately explored. 

o We will look to ensure that each multidisciplinary team has an appropriate 

toolkit of services that they can use to support people in the community 

including step-up beds, night sitters and personal care. Those patients 

attending most frequently to ED and those frequently admitted to hospital will 

have multidisciplinary care plans developed between ED, community services 

primary care and the patient to identify alternative care and support.  

o We will aim to provide for patients’ health and social care needs in their homes 

wherever possible, thus reducing the need for long term admission to a care 

home, except to participate in rehabilitation and reablement. 

o We aim to ensure that the End of Life pathway is used as effectively as 

possible so that stages in the pathway are managed to reduce the likelihood of 

admission to hospital or a care home when that is not the wish of the patient. 

o We will reconfigure the existing Emergency Care Practitioner role to align with 

the recently agreed GP clusters to utilise their skills to provide a rapid access 

service that maximises admission avoidance opportunities by mobilising a 

range of services to enable patient to safely remain at home. 
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o We will develop a GP support unit (GPSU) at NBT.  The GPSU will advise GPs 

on alternatives to hospital admission and will see patients who need urgent 

assessment, investigation and treatment with the aim of avoiding hospital 

admission if possible.  GPSU colleagues will work closely with secondary care 

colleagues to ensure the highest quality of care for those patients who need to 

transfer to secondary care. 

 

3.1.2 Hospital Services and flow; 

We will work towards what the patient needs rather than what the system 

needs/wants. The rhetoric is about reducing admissions but we will use a more 

sophisticated focus that includes length of stay, why people are admitted and what 

they get from the admissions. This will be used to refocus the whole debate on what 

the patient needs.   

Frail patients will be seen by a dedicated multidisciplinary team, led by consultant 

geriatricians from the front door of the hospital.  The team will see patients in a 

dedicated medical assessment area with collocated geriatricians, therapists, nurses 

and social workers.  The focus will be on multidisciplinary assessment, early senior 

review, avoidance of duplication of assessments, increasing use of an ambulatory care 

approach and the use of the ‘discharge to assess’ policy right from the front door. 

We will prioritise and invest in eight key principles to support flow within the acute 

hospital: 

1. Early senior review – Patients will be reviewed by a specialist within 30 minutes 

of referral, with the aim of turning around potential referrals.  At times of high 

demand the first contact to be by a senior clinician. Complex frail patients will have 

early multidisciplinary comprehensive geriatric assessments. 

2. Daily senior review – Daily Board Rounds (7 days a week) will be held on every 

ward led by a senior clinical decision maker following the 5 step approach 

3. A focus on discharge – A multidisciplinary team will set EDDs within 24 hours of 

patient arrival. The EDD will be communicated along with the reason for 

admission to primary & community care. This will be followed by proactive 

multidisciplinary evolving discharge planning at daily board rounds with clear 

leadership, ownership of tasks and accountability on all wards. Discharges will be 

facilitated by developing an integrated discharge liaison service by amalgamating 

the resources of secondary and community. Once medically fit patients will be 



5 
 

 

discharged home to have an assessment with the appropriate member of the 

social and community teams to enable them to access the right level of care. 

4. Continuity of care2 – The rapid expansion of specialist consultants within the 

acute sector has increased the need for care coordination within hospital for 

patients with multiple health problems. Every complex patient will have a named 

clinical case manager at the right level of seniority who will coordinate, 

communicate and take responsibility for the patient. These people will be 

coordinating interventions to happen quickly and effectively as much as possible 

in parallel rather than in series. They should, at an early stage, begin to identify 

opportunities for intermediate and final placements in association with patients 

and families. Once the patient has been deemed to be Medically Fit for Discharge, 

managers would be responsible for working with the Discharge Liaison service to 

achieve safe, appropriate and timely discharges. The managers will be 

accountable to the board round leader (supervisory ward sister) who will 

coordinate proactive discharge planning across the ward. Continuity of care will 

cross boundaries between primary & community and secondary care with care 

plans following the patients into and out of hospital and excellent communication 

to facilitate handovers between named managers in both settings. The care plans 

will be developed in either setting and added to in either setting. 

5. Appropriate standardisation and matching capacity to demand – The Alamac 

system will be used to help ensure that the correct provision is available to fulfil 

patient needs. Wider capacity and demand models will support the system in 

planning and preparing for times of increased pressure. 

6. Internal professional standards – Organisations will be expected to adhere to 

the Operational Standards agreed through the System Flow Partnership.  A crucial 

indicator for measuring patient flow in the system is delivery of the 4 hour standard 

in NBT.  Underperformance against this standard leads to a crowded A&E 

department which, in turn, produces a higher risk of mortality3.  We believe that, if 

all organisations adhere to the standards they have committed to, the 4 hour 

standard should be consistently achieved.   

                                                           
2 Cornwell J, Levenson R, Sonola L, Poteliakhof E. Continuity of care for older hospital patients: A call for action. 
http://www.kingsfund.org.uk/sites/files/kf/field/field_publication_file/continuity-of-care-for-older-hospital-
patients-mar-2012.pdf 
3 Richardson DB. Increase in patient mortality at 10 days associated with emergency department 
overcrowding. Med J Aust2006;184:213-6. https://www.mja.com.au/journal/2006/184/5/increase-patient-
mortality-10-days-associated-emergency-department-overcrowding  

http://www.kingsfund.org.uk/sites/files/kf/field/field_publication_file/continuity-of-care-for-older-hospital-patients-mar-2012.pdf
http://www.kingsfund.org.uk/sites/files/kf/field/field_publication_file/continuity-of-care-for-older-hospital-patients-mar-2012.pdf
https://www.mja.com.au/journal/2006/184/5/increase-patient-mortality-10-days-associated-emergency-department-overcrowding
https://www.mja.com.au/journal/2006/184/5/increase-patient-mortality-10-days-associated-emergency-department-overcrowding
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7. Ambulatory emergency care becoming the ‘default’ model of urgent and 
emergency care – Upon arrival at A&E, the default assessment and treatment 

pathway will be ambulatory emergency care. 

8. Use flow streams to cohort admissions with minimal handovers thus limiting 

ward transfers and duplication.  

 

3.1.3 Care outside of acute hospitals; 

We, in partnership with South Gloucestershire Council, will ensure that all of our 

providers have the ability to provide care that meets the needs of the South 

Gloucestershire population including people with reablement and rehabilitation needs, 

without rehabilitation potential and those with challenging behaviours, dementia, 

mental illness and learning difficulties. 

Decisions about funding routes should not delay patients in hospital. The hospital MDT 

board-rounds should focus on the needs of the patient and agree with the patient the 

appropriate discharge care setting. Long term funding decisions will be taken out of 

hospital. Support will be given to self-funding patients to ensure they do not stay in an 

acute hospital for longer than needed.  

We will focus on: 

o Domiciliary care; 

o Nursing / residential homes; 

o Intermediate / step-up and step-down care. 

 

3.1.4 Patient flows and behaviours; 

We recognise that the urgent and emergency care system is often too complicated for 

patients to navigate easily. This is a factor in why patients often choose to attend A&E 

or phone 999 when other options might have been more suitable4. We will therefore 

develop our services in line with the findings from the national urgent and emergency 

care review and will look to provide a simplified and consistent urgent and emergency 

care ‘offer’ to patients with a much greater emphasis on self-care, use of NHS111 and 

Primary and Community care urgent care provision as the default position. 

                                                           
4 Purdy S. Avoiding Hospital Admissions: What does the research evidence say? 
http://www.kingsfund.org.uk/sites/files/kf/Avoiding-Hospital-Admissions-Sarah-Purdy-December2010.pdf 

http://www.kingsfund.org.uk/sites/files/kf/Avoiding-Hospital-Admissions-Sarah-Purdy-December2010.pdf
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We will continue to work to communicate to patients and the public key messages 

about how to access urgent and emergency care services. This will include reinforcing 

the message that patients have a responsibility to manage their own health needs 

It is vital that patient experience of urgent care access is consistent and positive if 

these messages are to result in changed patient ‘behaviours’ in the medium to long 

term. 

 

3.1.5 Leadership and Culture; 

In order to deliver the significant change required to make the wholesale shift of care 

and resources into primary and community care, and to make the changes we need to 

make in secondary care, we need to shift our mind-set and that of out providers, about 

how we safely deliver change. We will adopt the five principles set out in the NHS 

Improving Quality report “The new era of thinking and practice in change and 

transformation”5 in order to deliver this change: 

o We will listen to the disruptors, heretics, radicals and mavericks within our 

health care system and embrace change; 

o We will lead transformation from the edge - radical thinking about future 

possibilities is unlikely to come from the centre or top of our organisations and 

“game changing” ideas often come from those further away from the top of the 

hierarchical structures; 

o We will change our story: as well as using traditional diagnostic methods of 

change (identify the problem and get people to change how the system works) 

we will increasingly deliver change through dialogue – seeking to increase the 

potential of individuals at all levels of our organisations to influence change.  

o We will curate rather than create: collecting, filtering, evaluating, 

contextualising and sharing knowledge from multiple sources. 

o We will build bridges to connect the disconnected: the kind of networks we 

operate in makes a big difference to the level of change we are able to achieve. 

To deliver large scale transformational change, we must build bridging 

networks that connect up disparate individuals and groups that were previously 

disconnected. We will spend less time pushing change through discrete 

improvement programmes and more time pulling change by connecting people, 

experiences and ideas that were previously disconnected. 

                                                           
5 http://www.nhsiq.nhs.uk/resource-search/publications/white-paper.aspx  

http://www.nhsiq.nhs.uk/resource-search/publications/white-paper.aspx
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3.1.6 Workforce; 

In order to provide an adequate workforce we will need to increase the number of 

practitioners working within primary and community care providing urgent care. By 

sourcing locally provided modular competency training to our current work force and 

by working with HEE to train a primary and community urgent care workforce. 

 

3.1.7 Financial flows; 

Funding resources will need to be released and reinvested to ensure that the key 

priorities of the strategy are financially achievable. Transfers of our funds will enable 

us to deliver our strategy. 

 

3.1.8 Information; 

o We will have IT enabling real time access to appropriate parts of the patients’ 

records across the health and social care system for read and write. 
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o Our community provider, Sirona will implement EMIS Web, to allow record 

sharing between primary and community care. 

o We will work with the One Care Consortium around record sharing between 

practices and shared telephony 

o We will continue to work with Connecting Care to allow read only record 

sharing across a broader range of organisations including secondary care, 

social services, out of hours primary care and mental health, and in phase 2 to 

include care plans to which multiple organisations can contribute 

o We will roll out South Gloucestershire CCGs intranet project – making it easy 

for primary care clinicians to find the right information quickly – which can help 

to avoid admissions 

 

3.2  Initially, we will look to focus on 6 key care pathways: 

  

o Falls Prevention. We will work towards delivery of the Better Care Fund target 

to reduce emergency admissions due to falls in the over 65s extending our 

current emphasis on primary care to implement whole system pathway 

redesign. 

o End of life care. We will improve capacity in the community for supporting 

patients to die in their usual place of residence and continue to focus on shared 

access to records across the system 

o Dementia. We will work with partners to develop community alternatives to 

emergency admission to general and mental health beds, supporting people 

with dementia and their families better. This initiative will also aim to enable 

people with dementia to be discharged earlier than they often are now.   

o Mental health and wellbeing. We will develop a mental health strategy in 

response to the mental health needs assessment to include: Parity of esteem, 

giving the same discharge priority for seniors with functional or organic mental 

disorders, strengthening the care homes project and intensive support team 

approaches in community settings and timely access to appropriate psychiatric 

liaison services for patients attending or being admitted into secondary care 

with mental health problems 

o Alcohol harm reduction. We will take action as part of the alcohol harm 

reduction strategy to reduce alcohol related attendances and admissions 

ensuring whole system involvement 
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o Children and Young People. We will work with partners to develop parent 

education programmes, and child-focused sign-posting and triage systems 

which support appropriate use of the urgent care system. We will continue to 

explore options for increasing the availability of paediatric community nursing 

services, avoiding/shortening unplanned hospital admission where possible. 

We will implement our revised paediatric continence pathway, incorporating 

specialist nursing advice, reducing admissions for UTI and constipation. 

 

4. What are the next steps?  

Share with GP membership 10th September  

Confirm approach and timetable at operational exec 16th September  

Further development of strategy Aug/Sep 

Share & discuss with key partners through System Flow Partnership Aug/Sep 

CCG Board approve draft strategy (& interim plans for Cossham and Yate) 24th 

September 

Public engagement activities 24th September onwards 

Report to PHHSC (including interim plans for Cossham and Yate) 12th November 

(publish) 19th November (meeting) 

2015/16 commissioning guidance (assumed to include impact of national review) 

December 14/January 15 

Publish strategy (reiterate partner consultation and PPI if indicated) Jan/Feb 2015 

Implement strategy in light of national commissioning guidance, a review of population 

need from the refreshed JSNA (urgent care) and activity levels and patient flow. 

December 14/January 15 
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5. Appendices 

Appendix 1a 

 

 

Appendix 1b 
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Appendix 1c 

 

 

Patients aged 65+ who stay longer than 14 days in hospital account for 11.8% of all 

emergency admissions, yet account for 51.6% total bed days of all emergency admissions 

 


	Item 6.2 Improving Urgent and Emergency Care services for SG
	Item 6.2 Appendix 1

