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e Share the vision for the work

e Context — what people want from
services

e Share examples of what has been done
e Share future plans



cmmsionng oo P@Ople have told us they want ; W&

e As many services as possible should be close to home in local settings
such as a GP practice with improved waiting and appointment times

e Services that are coordinated and wrap around all the persons needs

e The right staff, with the right skills that are caring and competent
and treat people with dignity and respect

e Services that are properly planned and that are appropriately staffed and
resourced, have the right equipment and maintain quality

* More information available about health conditions and more
communication about what is available to ensure people can make
choices and have support to self-manage health care

e Services that everyone can access including clean comfortable buildings
aimed at the right target audience, appropriate information and staff that
represent the community they serve.
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e Travel, transport and parking is important

e Improved communication between all agencies involved in
a person’s care and treatment including better
communication with young people

e Services that are responsive and flexible - particularly in an
urgent care situation

e Reduce delays in getting the care and treatment required
and improving waiting times

 Technology that people can use to reduce travel times and
unnecessary journeys — particularly for young people

e Support for physical and mental health conditions
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emesie\Norking in Localities 15

First point of contact in Calderdale linked
to regional urgent and emergency care
services, and health and social care
services in Calderdale
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‘Health and social care services wrapped
around groups of GP practices - working
together to provide care for the locality
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Seamless Home from Hospital

PASSENGER TRANSPORT OPTIONS

Passenger only requiring Elderly or vulnerable "'ﬁ““‘-‘ from

K L. ospital

transport home? patient living alone? Options:
+ Transport and

- UK
No requirement for Would they benefit from hae

additional support when extra support on their -

at home? return home? * Age UK only

Transport pr_{m’des

safe accessible trans-
- - port home with driver
x — R‘H.L_H f,#'”f and passenger assis-
- — o tant to help into the
T — home. (no stretcher
_ H““m,_H ____,_,.,-""'f senvice)

YORKSHIRE AMBULANCE SERVICE || HOME FROM HOSPITAL SERVICE | | sfing n care such oo
Booking line open—0800 to 0200 Booking line open—0900 to 1900 7 days mi::ggg‘m;
0300 330 5440 Transport until 2000 putting heating on,
COMMUNITY U 300 U 20,40 213 making up bed, shop-
TRANSPORT = - ping for essential
N o —F .J ;.um itemns and referrals
@ Yorkshire Ambulance Service m _—hau.""""'- _______ - Nﬂw nu’A"_nBLE = — :Cl.ge UK when gaps in health
e AR ;_'_'.'::_> _ON SUNDAYS x—-* i{dﬁmﬁlﬁr& e
wrs — T ;”L\\ - e S

“J
Caldzeeiale
Funded by Chaital Commiisining Graup




Calderdale Clinical
Commissioning Group

What we have done

NHS

[Musculoskeletal Service in the community

Service provided by CHFT for people
needing assessment and guidance for
MSK conditions; it includes

Physiotherapy in  community
settings and hospital based (based
on patient choice)

e New Single Point of Contact for all

MSK and pain referrals « CHFT orthopaedic clinics at

Todmorden Health Centre

e Assessment and treatment undertaken

at- Benefits:

- Improves access and convenience

Todmorden Health Centre
Lister Lane

King Cross

Brighouse Health Centre
Broad Street

Calderdale Royal

for patients

Single Point Contact ensures that
patients receive the right care in
the right settings from the right
professional

Reduces the need for unnecessary
visits to hospital out-patients :
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Diabetes Service in the Community

The Level 3 diabetes service began on 1%t « Improved value: Reduced costs
December 2015, and is now in 24 out of 26 associated with emergency admissions
practices. The service provides enhanced

care and support for 1,250 adults with We animated a Calderdale case study to
diabetes stabilised on injectable therapies, show the benefits from this work:

some of whom previously received their care
at the hospital. This included investment in
new diabetes specialist nurses.

My name is Tarique, I'm 38 years old, and I have recently been diagnosed
with Diabetes, At first, I didn't understand how bo ve with it, but that's
changed now...this is my story of Care Closer to Home,

5

Benefits of the work:

« Reduced \utilisation of hospital
services: Reduced outpatient activity
and unplanned admissions to hospital

» Improved health: Better
control/management  of  CONIION, G th. e Sortask tures and Conttant ot my ol pracics nstead oF at he
reduced ::c:mplicaticns hospital . I don' have to go anymore Dawd ako arranged for me to see a "Socal

Prescribing Volunteer', As [usad to be in a chess club he teamed me up with my bcal
& Imprﬂved care: | mprgved EKPETiEﬂCE school and T now run an after school chess club. This makes me feel that I'm putting

. . L. . something back into my local area. .. I'm much happier now.”
through reduction in variations in care.
Up-skilling of primary care staff

For full animation: hitp:/ fweeealderdals coqunhs.ukvour-heathl Gre-coser-to-home
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What we have done

Tackling the impact of loneliness in older people

The CCG and Calderdale Council jointhy
invested funding to tackle the problem of
loneliness, because in Calderdale

11,520 people aged over &5 live alone
« About 30% feel lonely
e 12% feeling trapped in their home.

In its first year the programme worked
with established community organisations
and development trusts across Calderdale
to start to strengthen existing support
across a  range  of  community-based
schemes. The aims of the initiative were
to:

« Enhance bespoke activities in local
communities;

« Build on existing local voluntary sector
and neighbourhood initiatives.

¢ Have 4 community ‘hubs’ (North Halifax
Health Alliance, Halifax Opportunities
Trust, Elland & District Partnership and
Hebden Bridge Community Association)

« Support local community workers,
voluntary groups, health and coundil
partners to deliver the project aims.

« Mainly focus relies on wvoluntary and
community sector.

= Support a key priority of the Health and
Well-being Board; links to the Better
Care Fund, part of wider Care Closer to
Home Strategy, links to sustainability
agenda.

Benefits of the worlk:

= Reduced utilisation of hospital
services: reduces reliance on hospital
and other formal care services

= Improved health: reduces falls and
episodes of depression

= Improved care: reduces medication
reliance and cost

= Improved value: reduce utilisation of
primary care services and increases use
of their sector provision.

NHS
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What we hae dn

Respiratory Services at Home

Telehealth systems were installed in the
homes of people with COPD to undertake
daily readings of their vital signs. These
are monitored by the CHFT Specialist
Respiratory MNurses., The benefits are:

The new model will includes telehealth
monitoring technology to support Early
Supported Discharge, and additional long-
term conditions, for example; Heart
Failure.

Benefits of the work:

*+ Reduced utilisation of hospital
services: Prevented hospital
admissions/ length of stay

« Improved health: Improved self-
management/reduced anxiety, Enabled
early intervention, Prevented future
complications for those who hadn't yet
started to access extensive healthcare

« Improved care: Improved
medication compliance

« Improved wvalue: Supported the
COPD Specdialist MNurses” workload to

ensure them to be more effective and
focus proactively on those at most risk.

We developed a new animation based on a
real Calderdale case, which showed the
benefits of technology for COPD:

Calivr i e’
Ciwmemi g Grpoy

My name is Andrew, I'm 82 years old, and 1 use telshealth monitoding a
home to hedp me manage mry COPD. This is my story of Care Closer to

“Sometimes  wake up feeling realy poory and 1 do my readings and my machine
tels my Hurse if he needs to contactme, and if he doesnt call within the howg 1know
my readings are ok today. Befiore T'would have just nang the Dactors, IFT am feeling
il 1 don't panic now, because 1imow that my Hurse will be keeping an eye on
me. Thsyear . snce the new system, I've anly been in hospial twice.

It's realy reassuring for me. Like a par of ams anound me when [ need them most.”
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New Service for people with Respiratory Conditions — a new
community team

The CCG invested significantly in the commissioning of a fully integrated service from CHFT.
Its aims were to improve outcomes for people with respiratory disease and reduce avoidable
hospital attendances and admissions. It will be managed through a single point of access.
Key features include:

7 day service

Nurse-led community clinics

Multi —disciplinary teams

‘Hot Clinics’ - daily specialist clinics

Post-discharge home visits and regular contact with the patient to monitor their condition

In addition, for children we asthma, personalised supported self-management plans are
being developed with the child and their family — shared with their school and/or nurseries.
We are aiming to expand this approach to include activity clubs.

Benefits of the work:

This year saw development of the new model and therefore the impact was not felt until
subsequent years. From a relatively early stage we had a high level of patient satisfaction
with a 95% survey completion rate and 75% of patients giving a positive view of their
experience of the new service. 12
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NHS

| Quest for Quality in Care Homes

The Quest for Quality in Care Homes'
initiative which began in 2013/14 had
grown and had been fully implemented
across all Calderdale Care Homes. This
work was focused on 3 high impact
changes:

*» Telecare in care homes — care home
staff request equipment that they feel
would  benefit residents. Largest
deployment of telecare into care homes
in the UK, supporting safety - wireless
sensors around the home which detect
risks e.g. falls.

» Telehealth monitoring in the care
homes — testing vital signs of residents
in the care homes (up to 500 peaople)

» MDT working — commissioning of an
integrated sodal and dinical approach
to support anticipatory care planning

Benefits of the work:

Reduced utilisation of hospital
services: 25% Reduction in
emergency admissions, down by 25%
year-on-year

health: Supported residents fto
improve their overall health status,
particularly in relation to long-term
conditions.

Improved care: Care home staff feel
more supported and empowered.
Improved medication compliance and
reduction in missed doses

Improved value: Reduction in cost of
hospital stays, 58% reduction in GP
care home visits to Quest for Quality
care homes.
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What we have done

Palliative care Pilot

The pilot was aimed at creating:

More comprehensive advanced care
planning and early identification of
patients at the end of life;

Better care coordination across the
pathway;

Better planning to prepare for
discharge and organise appropriate
packages of care within the
community; and

Increased support to help people stay
at home and avoid admissions fto
hospital, particularly out of normal
working hours.

Four partner organisations; Calderdale
CCG, Marie Curie Cancer Care, Qvergate
Hospice and CHFT launched a new out-of-
hours spedcialist palliative care service in
Calderdale.

Benefits of the work:

Reduced utilisation of hospital
services: Reduced unplanned and
inappropriate hospital admissions
Improved health: Improved quality
of life by reducing stress and anxiety
and providing quality EolL care at
home.

Improved care: More patients dying
in their preferred place of death.
Improved access to spedcialist nurses
and to information.

Improved wvalue: Reduced costs
associated with admissions avoided, GP
Callouts

NHS
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In Development:

e Improving GP access

e Providing more community services over
/ days, with a First Point of Contact

e Recovery at Home
e Increased home care capacity

e Phase 2; high volume specialties;
example ophthalmology
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QUESTIONS

16



