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Care Closer to Home - A Vanguard in Calderdale: A Summary paper for information
1. Background: 
Vanguard Partners: Pennine GP Alliance, GP Practices, Calderdale CCG, Calderdale MB Council, CHFT, Locala, SWFPFT, the Voluntary Sector,  our partners: patients and the public.
In January 2015, the NHS invited individual organisations and partnerships to apply to become ‘vanguard’ sites to test out NHS England’s Five Year Forward view.  This was particularly focused on looking at how new models of care can support improvements in health and well-being.

In March, the first wave of 29 vanguard sites was announced and Calderdale was one of the successful sites. Each vanguard site will take test new ways of working, which, if successful, will act as blueprints for the future NHS and an inspiration to the rest of the health and care system.

There are three vanguard types – integrated primary and acute care systems (PCS); enhanced health in care homes; and, multispecialty community provider vanguards (MCPs). Calderdale is an MCP vanguard.  Whist this was the language used to describe new care models in the FYFV, in Calderdale we using this flexibly to describe a model of care that brings together an ‘alliance’ of community and primary care services.  
In July, a second wave of eight vanguards was announced, known as urgent and emergency care vanguards. 37 vanguards were selected and West Yorkshire was one of the selected applications.  We are working with our across the Vanguard movement to make sure we are clear about the links between the different programmes of work. The third and most recent Vanguard wave was aimed at collaborations of acute hospitals, aimed to link local hospitals together to improve their clinical and financial viability. However our local acute providers are not part of this wave.
2. Our Aims for the Vanguard: 
Our 3-Year Vanguard Programme is all about moving Care Closer to Home. Our Triple Aim is:
· To improve the experience of service users

· To improve the health of the population

· To improve the effectiveness and efficiency of the system

3. Our Objectives for the Programme are:
· Develop care and support offers which are; person-centred, personalised, coordinated, empowering - created in partnership with carers, citizens and  communities and supported by volunteering and social action 

· Transform the way our system currently operates so there is a greater focus on the prevention of ill health, resulting in reductions in premature death and dependency, and improvement in health, health inequalities and wellbeing

· Shift the balance from avoidable hospital admissions to integrated health, social care and third sector models delivered in community and primary care settings.  

· Ensure the work is aligned to the four core values of the NCM Programme; clinical engagement, patient involvement, local ownership, and national support.

· That it has a high degree of replicability in our work, which provides a benefit much wider than Calderdale itself

4. High Level Deliverables – first 12 months
· Develop the Value Proposition (business plan) to enable draw down of funding from NHS England

· Begin delivery of new prevention and healthy life-style interventions: particularly those linked to older people, those with long-term conditions, increasing physical activity & nutrition, young people, workplace health, youth volunteering

· Develop new models to support self-managed care; developing evidenced based offers, and maximising input from the third sector.

· Developing to develop an integrated first point of contact for health and social care

· Continue implementation of the new integrated, health and social care community services model

· Agree and implement a new primary care strategy which aims to strengthen primary care services locally.

· Developing new care offers to improve the health and wellbeing for 3 specific cohorts of the population:

· People who are frailty (using Learning from the Bradford Research Institute)

· People with one of more Long Term Conditions

· Children with Complex Needs (and their families) 
· Maximising the service offers at Todmorden Health Centre – particularly integrated service models involving the third sector and testing the potential for an Urgent Care Centre

· Working with service providers to develop what a new entity delivering integrated community and primary care services will look like
· Working across health and social care to develop new integrated approaches to outcomes-based commissioning and payment.
5.  Contact Details
For more information please contact:
debbie.graham@calderderdaleccg.nhs.uk
The Care Closer to Home Model is described in an animation www.youtube.com/watch?v=iAwSpHit6_A  
4 | Page

