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The Vision
To provide Health and Social Care Services to the population of Trafford 

which are person centres, seamless, co-ordinated and locally provided by 
2016.

Aim
Ensuring access, quality and choice of services supported by an integrated 

mode of service delivery

Objectives
• Integrate health and social care practitioners

• Integrate approaches to assessing, planning and managing care



• Right Care; Right Person; Right Time

• Reducing emergency admissions

• Reducing re-admissions

• Reducing excess bed days

• Reducing delayed transfers of care

• Effectiveness of outpatient care planning

• Improving patient experience

• Reducing duplication of services

The Drivers



TCCG Locality Groups (1)



TCCG Locality Groups (2)



Altrincham/Timperley
• GPs
• Matrons
• District nurses
• Reablement
• Social workers
• Commissioning of care packages
• Review Team
• OT/Physio elderly health
• Social Care Assessors
• Community geriatrician

Stretford/Old Trafford
• GPs
• Matrons
• District nurses
• Reablement
• Social workers
• Commissioning of care packages
• Review Team
• OT/Physio elderly health
• Social Care Assessors
• Community geriatrician

Sale
• GPs

• Matrons
• District nurses
• Reablement

• Social workers
• Commissioning of care packages

• Review Team
• OT/Physio elderly health
• Social Care Assessors
• Community geriatrician

Urmston/Partington
• GPs

• Matrons
• District nurses
• Reablement

• Social workers
• Commissioning of care packages

• Review Team
• OT/Physio elderly health
• Social Care Assessors
• Community geriatrician

“ONE DOOR”

24 hrs

• IV therapy
• Rapid response

• EDT
•Urgent Care

•Single point of access  
•Hospital teams

Central South 

North West 

The Service Delivery Model
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Delivering the Model��

• Builds on the previous work

• Refreshing the What and How

• Integrating Management Structures (Sept 2014)

• Co-Location of Staff (December 2014)

• Integrating Pathways (April 2015)

• Integrating Systems and Process (April 2015)



• I can remain at home

• I can maintain my relationships with my family, friends and
community

• I can manage my own care with support

• I can keep on working

• I do not need to go to hospital for my outpatient appointments,
unless I need special diagnostic tests like x-rays

• I have one person who coordinates my care and I know them!!

• I know how to get help and support when I need it

• I am in control of my own social and healthcare needs

• I go into hospital less than I used to and I do not stay as long
when I do

So What ?



I am happy and I feel well and 

I am in charge of me!

And most importantly.......


