Section 75 Partnership Framework Agreement – Schedule 2
Individual Scheme Specification
	BCF Scheme Reference 


	S2PO2

	Scheme name


	Targeted Prevention for Dementia


	Lead Commissioner (CMBC/CCG)
	Calderdale MBC

	Fund Manager (Senior Responsible Officer)
	Angela Gardner

	Commencement of particular service
	01/04/15

	£ Value in 2015/16
	£274,000

	Contract or in house
	Contract with CMBC

	Provider
	TBC 

	Contract term
	Single Award Contract 

5 Year Term Agreement on a 1+1+1+1+1 Basis


1.0 Introduction 
Outline of scheme (what is it we are actually doing?)
	Existing service provision around Community Dementia Services is delivered by the Alzheimer’s Society and has been since 2011. There is currently a tendering process underway to seek a preferred provider to deliver Living Well with Dementia, Community Support Advice and Information to commence April 2015.

Outcomes Based Commissioning 

It is intended that this project will act as a catalyst for our change programme that will focus on the provision of support closer to home within community and primary care settings. A key element of approach includes primary care at the core of the service transformation and the need to build modern and sustainable models of provision in Calderdale. 

It is our aspiration to work in partnership with a single partner or consortium to deliver on this initiative.

Core Objectives for the Service:

A. Delaying and reducing the need for care and support and helping people to recover from episodes of ill health or following injury.

a) Targeted community support for peer navigation and expert by experience programmes, developing skills and training opportunities.

b) Information and advice available at the right time and in the right place to maximise the benefits to the individual, family and carers of people who have a diagnosed of dementia.

c) Working closely with GPs ensuring early diagnosis and that people have easy access to care, support and advice following diagnosis. 

d) Facilitate service user involvement in service planning and design through ongoing development of focus groups and wider engagement with the local community.

e) Develop strong community links raising awareness of dementia and supporting the ‘Dementia Friendly Calderdale’ initiative.

f) Implementation of the Calderdale Dementia Strategy to support interdependencies
B. Delaying and reducing the need for care and support through reducing the number of permanent admission to residential and nursing care homes.

a. Ongoing case work with individuals to alleviate the need for crisis interventions, hospital admissions or long term care.

Calderdale Baseline Position (based on audit conducted autumn 2012)

· There are 1018 known individuals with a diagnosis of dementia on the GP register.  However dementia is significantly under diagnosed against national prevalence rates (45% diagnosis rate locally), suggesting that there may be as many as 2,300 cases in the Borough.  

· NHS England is working on setting a diagnosis trajectory for CCGs.  The Yorkshire & Humber (Y&H) Regional Dementia Leads Commissioning Support Group, advised by NHS England, have proposed for discussion a Y&H regional trajectory target be adopted by CCGs of working towards a 65% diagnosis rate.

· 651 individuals with dementia are being supported by the integrated Older People’s Community Mental Health Team.

· 6,425 items were prescribed by primary care to support dementia.

· 383 patents with dementia are ‘active’ cases being supported by the Calderdale Memory clinic being provided by SWYPFT.

· 921 admissions per annum to CRH have a diagnosis of dementia at a cost of £5.25M per annum.  Length of Stay for an inpatient admission with dementia is 11.1 days on average, this is considerably higher than for patients without dementia.  21% of admissions where dementia is prevalent are coded as being for fractured neck of femur, chest infection or UTI.  However, qualitative feedback from staff operating in MAU is that this group of admissions are previously undiagnosed dementia cases.

· 292 known individuals with a diagnosis placed within care homes (34% of all placements made by the Council/CCG) at a cost of £7M per annum. Annex 1 shows the location of GP surgeries in Calderdale and Annex 2 shows the areas in the borough by post code that have the highest admissions to long term care due to dementia. 

Prevention

Alzheimer’s has often been associated with aging and an inevitability that some people would just get the condition. There is now growing evidence from research conducted by the Alzheimer’s Society that indicates certain medical conditions - such as high blood pressure, diabetes and obesity - may increase the risk of dementia, whereas a healthy lifestyle may reduce the risk
. 
Policy Context 

The proposed emerging model of care in Calderdale is that primary, community and social care services will be brought together, with a strengthened third sector, and be delivered as one integrated care service model provided at varying levels across the district. 

· Living Well with Dementia: A National Dementia Strategy (2009)

· A vision for adult social care (2010)

· Transforming Community Services: Ambition, Action, Achievement (2010)

· Think Local, Act Personal (2010) 

· Public Services (Social Value) Act 2012

· Mapping the Dementia Gap 2012

· Making it Real (2013)

· Calderdale Adult Social Care Vision (2013)

· Calderdale Dementia Strategy Refresh (2013)

· Calderdale Adult Social Care Market Position Statement (2014)

· Calderdale Health & Well Being Board Better Care Plan (2014)

In 2009 the DoH produced Living Well With Dementia: A National Dementia Strategy. They reported that over the next 20 years the numbers of people with dementia are due to rise by 47%. In Calderdale that would be up to 3,234 people by 2030.

The Purpose of the strategy was to:

· Provide a strategic quality framework local services could work within to improve the quality of dementia services across health and social care.

· Provide quality advice and guidance to health and social care commissioners, as well as independent providers and the third sector to better plan develop and monitor services.

· Provide quality information about the support that is available through health and social care services for people affected by dementia and their families.
NICE quality standards [QS30] Published date: April 2013
 

This quality standard covers the care and support of people with dementia. It applies to all social care settings and services working with and caring for people with dementia.
NICE has produced a tailored resource for ‘supporting people to live well with dementia’.

This resource is aimed at both care providers and carers focusing on the key messages from each quality statement relative to each audience. They also provide links to key resources, further information, and practical tools which are again relative to carers, care providers and corporate parents as appropriate. 




2.0 Governance (show which committee scheme is reported to/insert standard diagram of relevant CCCG/CMBC oversight committee)
Governance reporting for this scheme is made to the Calderdale BCF Operational Commissioning Group and escalated as necessary.
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3. Finance
a) Contributions to the fund are from CCCG or CMBC? CCCG
b) 15/16 funding 

£ £274,000
c) Full year effect if part year in 15/16 £ N/A
4.0 Impact of scheme
Assurance and monitoring arrangements (common wording across all schemes? Or at least for CCCG and CMBC schemes?)
a) Performance (KPIs – BCF and other local?)

b) Baseline figures

c) Target activity (monthly/quarterly/annual)

d) Phasing of change 

Headline BCF Metric for this scheme

· Reduction in non-elective (NEL) (general + acute only)

Supplementary Operational Metrics are:

	Performance

a) Monitoring Report on KPIs relating to this specific scheme reported as part of the overarching BCF Programme

b) Routinely collected Outcome Measures monitored through the BCF Dash Board by the Better Care Programme Board




A population segmentation and impact exercise was carried out following the NHSE tool supplied in the 'How to Guides'. It should be noted that each scheme within BCF will not in isolation provide the impact on the headline metric detailed here. It is the combination of these schemes, the Qipp Programme and the interdependencies across the services which will provide the whole improvement.  Each of the schemes that form part of the BCF plan for Calderdale has a number of additional measures that will be routinely collected to evaluate the impact of the scheme on the Calderdale population.








� Alzheimer’s Society-Leading the fight against dementia: http://www.alzheimers.org.uk/site/scripts/documents_info.php?documentID=1833


� � HYPERLINK "http://www.nice.org.uk/About/NICE-Communities/Social-care/Tailored-resources/Dementia?type=careproviders" �http://www.nice.org.uk/About/NICE-Communities/Social-care/Tailored-resources/Dementia?type=careproviders�
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