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Three Borough Joint Health and Adult Social Care Dementia ‘Plan on a Page’ 2016/2017

Joint Health and Adult Social Care Dementia (JHASCD) Plans for delivery
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The outcomes we want to deliver are to:

Improwve the patient, service user and carer experience.
Prevent. reduce or delay people with dementia having
hospital admissions, and permanently sttending nursing or
residential care homes.

Reduce duplication by effectively working together across
the system, with the aim to increase efficiency.

on delivery. This Board will produce a dashboard to give
wisibility on the programme board's trajectory against
deliverables.

Although the aim is to work at scale and pace, each local
authority and CCG are subject to their own soversignty
and local govemance arrangements for the dementia
implementation plan.

amd guidance services for people with a dementia to
ensure these people are treated with dignity and
respect.

For further information on the Joint Dementia Plan on a Page’ 2016/2017, please contact Frank Hamilton at

or Lisa Cawanagh on lisa_cavanagh@nw_london.nhs_uk




