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Purpose 

• Share the vision for the work 

• Context – what people want from 
services 

• Share examples of what has been done 

• Share future plans 

 

 



People have told us they want : 

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

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

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

• 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 

• 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. 



People have told us they want : 

 

• Travel, transport and parking is important 

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

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

• 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 

• Support for physical and mental health conditions 



Vision 



Working in Localities 
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First point of contact in Calderdale linked 
to regional urgent and emergency care 

services, and health and social care 
services in Calderdale 

 

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 

What we have done 



Service provided by CHFT for people 
needing assessment and guidance for 
MSK conditions; it includes 
 
• New Single Point of Contact for all 

MSK and pain referrals 
 

• Assessment and treatment undertaken 
at: 

 
– Todmorden Health Centre 
– Lister Lane 
– King Cross 
– Brighouse Health Centre 
– Broad Street 
– Calderdale Royal 
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Musculoskeletal Service in the community 

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

 
• CHFT orthopaedic clinics at 

Todmorden Health Centre 
 
Benefits: 
- Improves access and convenience 

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 

What we have done 
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What we have done 



What we have done 
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What we have done 
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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. 

What we have done 
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What we have done 
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What we have done 



In Development: 

• Improving GP access 

• Providing more community services over 
7 days, with a First Point of Contact 

• Recovery at Home 

• Increased home care capacity 

• Phase 2; high volume specialties; 
example ophthalmology 

 



QUESTIONS 
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