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Guidance to help you complete this document is included as hidden text.  To see it, click the 
The core purpose of the Business Case and Project Plan is to give the Investment Panel the information they need to decide whether a project:

· represents good value for money (i.e. to establish whether the benefits justify the investment)
· is achievable (i.e. to establish whether the plans are realistic and the risks acceptable).

The Business Case and Project Plan should build on the Project Brief.  There may even be some sections where the information can be copied straight across to the equivalent section.  This is sometimes the case for the outcomes and strategic fit sections, for example.  There are other sections, however, where the information in this document should expand significantly on that presented in the Project Brief.  The costs and benefits sections are examples of this.

The level of detail the Implementation Panel will require depends on two criteria: scale of investment and urgency.  After reviewing the Project Brief, the Panel will be able to offer advice on the appropriate level of detail.
	Project Name 
	Improving Access, Choice & Experience in Primary Care

	Project Reference
	ID105

	SRO (Sponsor)
	Jo Ohlson

	Project Manager
	Sharon Hanley

	Financials verified by
	Jenny Greenshields

	Project Start date
	April 10
	 Project completion date
	March 2011

	

	Project Description

	Our desired outcome is:

	This section should give a short description (no more than a few sentences) of what the future will be like if this project were to be successfully delivered.  It should reference the problems we currently have to allow a comparison between the current and the future state, but describing the problem is not enough on its own: the vision of a better future is what will sell your idea.

	The desired outcome is to make a significant step-change in the:

1) Satisfaction with access to primary care services as measured by the quarterly MORI survey; and

2) Patient Experience scores as measured by the quarterly MORI survey.

The successful delivery of a GP Access Programme will improve Access, Choice and Experience (ACE) for the patients of NHS Brent. All of which are national and local objectives set out in NHS Brent’s CSP and current Operating Plan.
By Improving Access to Primary care Services patients will receive an improved response on their first attempt at contacting primary care services and will benefit from clinical input or signposting to appropriate services in a much timelier manner.  Work elsewhere has indicated that additional benefits of improving access can be reductions in the use of emergency services and A&E. The programme will monitor this to see if the programme generates any reductions in these areas. 
The differences between satisfaction in Access varies across the country and it is fair to say that the GPPS results show, that currently patients in NHS Brent are not receiving the same standard of Access to primary care services, Choice of services and experience of Primary Care.  NHS Brent scored poorly in the questions relating to patient experience within the MORI survey. The success of this  programme will help reduce  the known current inequalities to healthcare across NHS Brent

Improving NHS Brent’s patient satisfaction with GP Access, Choice and Experience will bring NHS Brent in line with neighbouring PCT’s and PCT’s across England supporting the patient’s right to expect a minimum standard of care throughout the NHS.
The Improving Access, Choice & Experience programme will be using a facilitative modular approach to help improve GP Practice staff skills, knowledge and attributes and encourage IT innovations within all GP Practices regardless of their current access score.
The table below shows the targets for both the access and experience targets as currently measured by the CQC.  Indicators 1 to 4 relate to Improving Satisfaction with Primary Care Services and Indicators 5 to 8 relate to Improving Patient Experience.
Improving Patient Experience indicators have been modelled on moving each indicator score closer to the England average achievement for each indicator and therefore there is less scope for improvement



	The project objectives that will lead to this outcome are:
	Measured by
	Q1-Q3 09/10
	
	10/11 Target

	
	

	1.  48 Hour access  
	Quarterly MORI Survey
	75%
	
	85%

	2.  Booking ahead
	Quarterly MORI Survey
	64%
	
	77%

	3.  Satisfaction with opening hours
	Quarterly MORI Survey
	76%
	
	92%

	4.  Extended Opening Hours
	UNIFY 2
	85%
	
	95%

	5.  GP Experience   (experience)
	Quarterly MORI Survey
	70%
	
	74%

	6.  Reception Experience
	Quarterly MORI Survey
	83%
	
	86%

	7.  Nurse Experience
	Quarterly MORI Survey
	66%
	
	68%

	8.  Out of Hours
	Quarterly MORI Survey
	56%
	
	69%

	This supports our strategic objectives by:

	Describe how this project will help deliver the aims set out in key strategy documents.  The PCT’s Corporate Objectives gives an overarching picture and references where more detail can be found (e.g. the Operating Plan).  A copy is available from the intranet: http://brentnet2/intranet/html/index_5141.htm 

The purpose of this section is to communicate where the project fits into the wider context, why it needs to be done, why it should be done now, and what the implications are of not doing it.

	Supports the primary and community care strategy initiative and forms part of the: 
1) World Class Commissioning competencies

01 – locally lead the NHS – a,b & c

02 – Work with community partners – attend community engagement events to promote        GPPS & Choice

03 – engage with public & patients –attend patient groups & implement staff survey

04 – collaborate with clinicians – work with individual & groups of GP’s 

05 – manage knowledge and asses needs - 

08 – promote improvement and innovation – whole 

10 – mange the local health system

2) CSP –

Goal 4: To improve the quality and safety of services, so that by 2013 health and social care providers commissioned by NHS Brent receive a Care Quality Commission Review Standard at least equivalent to the existing Good rating in the Annual Health Check

Goal 5: To improve the patient experience of services, so that by 2013 health and social care providers commissioned by NHS Brent will achieve patient experience scores at least as good as the London average

3) Operating Plan 10/11– Improve patient satisfaction in:

Phone access

48 hr Access

Able to book ahead

Ease of seeing Nurse

Able to book with preferred GP

Opening Hours

4) CQC Vital signs

The Operating Framework for 10/11 and Vital Signs for 2008/09 - 2010/11 sets out an expectation that PCTs will improve patients' experience of access to primary care while maintaining the commitment that all patients who wish to do so can see a GP within two working days. 
VSB06 – Patient experience of Access to primary care services

VSB15 – patient experience


	Benefits

	The benefits of delivering this project are:

	The objectives define what the project aims to achieve – this section sets out why those things are beneficial.  It is vital to identify all the potential benefits of a project to make an accurate assessment of the business case, and to ensure the project delivers the maximum improvement for the investment made.  Give some thought to any intangible or unquantifiable benefits (e.g. cementing relationships, enhancing reputation), cashable or non-cashable efficiencies and the enabling effect the project may have for other work.  Identify who will be the beneficiaries of each benefit (e.g. patients, staff, carers), quantify it if possible and suggest a timing for its realisation.  (The timing may be relative to the end date of the project rather than a specific date.)

	

	   Patients
1. patients will have improved overall satisfaction with access to Primary Care services in NHS Brent
2. Patients will have an improved overall patient experience

3. Patients will receive a timely and appropriate response to their individual health needs.

4. Patients will experience choice of services for differing health needs

5. Patients will have increased access to Primary Care Services

GP Practices

1. Opportunity to work more effectively and integrate the skill of the whole primary    care team

2. New ways of working can improve staff morale and improve the working environment

3. Opportunity to increase skill mix within a practice

4. Opportunity to up skill existing staff

5. Review of existing provision and improvements to that where reasonable access is not being provided

6. A positive impact on practice staff recruitment and retention

7. Improvement in patient satisfaction with access and patient experience can improve GPPS scores and as a consequence improve QOF income.

8. Improvement in patient engagement

9. Improve communication and relationships between patients, practice staff and PCT

PCT

1. Improved patient satisfaction across NHS Brent
2. Improved equality in healthcare

3. Fulfilment of NHS Brent Primary Care strategic objectives

4. Measurement of current demand in Primary Care

5. Measurement of current capacity in Primary Care

6. Improvement in community engagement 

7. Improvement in health promotion targets

8. Demonstrate World class Commissioning Competence

9. Improve communications between practice  staff, the NHS Brent community and other healthcare organisations



	Options

	Good practice relevant to this project includes:

	Summarise the relevant guidance and give examples of good practice in this section.  This might include:

· Department of Health requirements, and good practice or other guidance they have published

· NICE guidelines

· guidance from other government departments and agencies (e.g. the HPA, the HSE, DCLG)

· guidance from professional bodies

· recommendations and suggestions from third sector groups

· case studies

· research findings

The purpose of this section is to identify all the requirements and standards which the project must take account of, and the attributes of a high-performing service.

	Good practice in this project will include:

· Using Department of Health Standard Documentation where possible.

· Using the two reports that were produced from the outcome of the 2007 GPPS study
· No patient left behind: how can we ensure world class primary care for black and ethnic minority people? 
· Report of the National Improvement Team for Primary Care Access and Responsiveness
· Attending focus groups /meetings from PCT’s across London currently undergoing the process, information sharing and learning.

· Referring to the McKinsey model of ‘Improving Access’

· Utilising best practice from the PCT’s who have improved Access figures – Tower hamlets PCT

· Encourage use of the Practice Managers Network and their resources

· Listen to Community engagement group feedback

· Monitor patient satisfaction with Access and patient experience via the GPPS



	The options that have been considered are:

	In this section you need to describe and evaluate the different options for delivering the project objectives.  The criteria used to decide which option represents the best value should be clearly stated and should be as objective and measurable as possible.  Criteria will usually be focussed around:

· Cost

· Benefit

· Risk

with the preferred option offering the best balance between the three.  There will often be a Do Nothing option that can be used as a baseline against which to measure the costs and benefits of the other options.

This section should provide a high-level overview for all options to explain why one is preferred.  The costs, benefits and risks of the preferred option will then be set out fully below.  The more detailed guidance in those sections may be helpful in developing the criteria for options appraisal.

	1. Do Nothing – The GPPS survey is sent out every quarter, if no investment is made in improving Access to primary care services there will be no improvement in patient satisfaction with Access, patient choice and patient experience scores, if anything it will decline further.  This will not enable NHS Brent to reach any of the corporate and National targets as stated in the operating plans.  Patient satisfaction and experience of primary care will not improve and potentially decrease further.  
2. Procure a wholly externally led and delivered programme.  NHS Brent ran a procurement for the delivery of an access programme during 09/10.  The programme focused on the most poorly performing practices in the Borough and delivered demand and capacity studies, workshops and practice plans.  The costs for this were in the order of £600,000.
3. A  PCT ‘Improving GP Access, Choice and Experience programme’ offering all practices the opportunity to review their existing access and supporting systems, developing an action plan and utilising PCT recommended modules of improvement that are aimed at improving access, choice and experience. NHS Brent GP Practices will be asked to submit an Improving Access, Choice & Experience Plan with objectives and a clear trajectory of improvement against key indicators.  By offering a payment for submission of the plan and then a further payment for reaching the agreed targets, practices will be able to purchase products that will help improve Access i.e. self check in screens, practice web site etc. NHS Brent will provide various modules of initiatives and workshops that will improve key areas for individual practices.  NHS Brent facilitators will offer support to practices across the Borough to undertake demand and capacity studies.
The PCT facilitative approach will look at each practice considering the following:
· patient context – need of the population the practice serves

using GPPS data facilitators will be able to assist practices in   targeting areas to improve access, choice & experience

· technical access – demand and supply of appointments

· The responsiveness of the practice – telephone manner, customer services, marketing, IT Innovations etc.

With this option there is an enhanced likelihood that any improvements in patient satisfaction with Access, choice and patient experience will not only be improved but sustained. Costs are for this option are £720,814.
      

	The preferred option is:

	Identify the selected option.  The reasons why the preferred option was chosen may be clear from the options appraisal above.  If not, you should explain the rationale.  The rest of the Business Case and the Project Plan should be based on the preferred option.

	Option 3 – A PCT Improving Access, Choice & Experience Programme is the preferred option. Option 3 is more likely to meet the objectives of the business case, generate the benefits stated and become embedded into every day practice processes.  Option 3 is most likely to meet the national and local strategies for Access, Choice & Experience.  EMT supported the approach outlined in option 3 earlier in the year.  The costs for option 3, covering all 71 practices in the Borough, demonstrate good value for money in relation to the costs outlined by bidders for a programme that would only have covered 25 practices.
Risk/Benefit 

Likelihood

Option 1

Option 2

Option 3

Risk: Failure to improve GP Access
High
Medium

Low

Risk: Practices unwilling to take part
Low

High
Medium
Risk:  Failure to improve responsiveness 
High
Medium

Low
Benefit: Improvement in GP access across all GP Practices
Low

Medium
High
Benefit:  Decrease in health inequality across NHS Brent
Low

Low
Medium

Benefit: Improvement in practice responsiveness
Low

Low
Medium



	Scope

	The Scope should make it clear whether the project is a stand-alone piece of work or part of a larger programme, what the boundaries of the work are, what areas of work will be included and what is outside the scope.

Where work could or should be divided into phases or different workstreams, a definition of scope for each phase should be given.  This defines the project structure.

The scope may defined in terms of such things as:

· the boundary between this project and other projects and programmes – this helps prevent gaps or overlaps in all the work that is necessary to achieve higher-level corporate or programme objectives

· what work is covered by this project, and what work it is specifically excluded from doing

· the geographic spread of impact

· the coverage in terms of particular conditions, treatments, procedures etc

· the target population (age, gender, ethnicity, current patients, those unaware they are at risk etc)

· the organisation(s) and types of role/staff that will be affected by changes arising from the project (e.g. GP practices, all staff in Grades X-Y, voluntary sector providers)

The scope should be sufficiently detailed to form a measurable baseline for any subsequent change control so that the damaging effects of ‘Scope creep’ can be minimised.

	This project will cover:

	This project is part of the Improving Access and responsiveness Programme and also part of World Class Commissioning and targets
All 71 practices across the NHS Brent locality will be offered an opportunity to benefit from the access, choice and experience programme.  


	This project will not cover:

	This project will not cover

· Funding for the employment of new practice staff to increase capacity/Resource
· Clinical systems training

· Funding for new IT equipment i.e. LCD display screens/ colour printers etc


	Delivery

	The actions required to deliver the objectives are:

	This section should explain how the preferred option for meeting the project objectives will be implemented.  Where you have identified in the Scope section above that the work could or should be divided into phases or different workstreams, that project structure should be mirrored in your delivery plans.  If your project will include a significant procurement, you should make that clear and indicate the route you intend to follow.

This section should include a schedule of:

· activities

· milestones

· other key dates

· resource requirements (i.e. how much time and effort will be required for each activity).

The plan should cover the entire project (Stages 2-4).  The resource estimates in this delivery plan must match the basis of the cost estimates in your Business Case.

If it is easier, you could attach your delivery plan and just note in the box below that you have done so.

	There is currently a project plan in place:
Milestones

Date

Status

Steering Group set up
Nov ‘09
Achieved
Prepare Access Balanced scored card 
Nov ‘09
Achieved
Organise and hold GP discursive event for Improving Access
Jan ‘10
Achieved
Create and deliver Community engagement material to promote GPPS & Choice

Feb ‘10

Achieved

Share outcomes of event with PCT, steering group & practices
Feb ‘10
Achieved
All practices signed up to Access Programme
By 5th June
On target
Facilitators to visit identified practices & explain data collection Facilitators to visit/contact identified practices
By 27th June
On target
Hold Demand & Capacity workshop

April ‘10

On target
Data analysis – D&C, DNA, Appts per 1,000, surveys, telephone monitoring report
By 11th July
Mirror Workshops organised & attended
By 8th Aug
Practice Plans agreed

By 15 Aug
Implementation of required activities

By 26th Sept
Please see project plan for further detailed activities.


	The individuals who will fill the project roles are:

	Based on the activities identified above, and the type and amount of resource required for each, decide what roles are required to staff the project.  You will need to identify the period for which each role is required: not all roles are needed for the whole of the project.  You will also need to define what fraction of a full-time equivalent (FTE) will be needed, noting if this changes over the life of the project.

Once the roles have been defined, you should identify names individuals who can fill them (and note who their employer is if anyone other than the PCT, if it is proposed that one or more roles be filled by staff from partner organisations).  If the role cannot be filled, identify that external support will be required.

For example:

Project Manager
Jan-Mar 08   1 FTE
Mary Smith


Apr-July 08   0.5 FTE

Again, the mix of staff and/or external support below must match the basis of the cost estimates in your Business Case.

	Role
	Dates and FTE
	Person filling

	Executive SRO
	PCT
	Jo Ohlson

	Deputy Director Primary 
	PCT
	Tessa Sandall

	Clinical Lead
	Sessional
	Dr Robinson

	Programme Manager
	1.0 June 10 to Dec 10
	TBC

	Project Manager
	1.0 October 09 to March 11
	Sharon Hanley

	Facilitator Manager
	1.0 12 weeks
	TBC

	Senior Data Analyst
	1.0  3 months 
	TBC

	Access Facilitators
	2.0 Jan 10 to March 11
	Warsame Nur, Jemini Thacker

	Access Facilitators
	2.0 May 10 to March 11
	TBC

	Access Facilitators
	6.0 10 weeks
	TBC

	Data Analyst
	4.0  8 weeks
	TBC

	Choose and Book Trainer
	1.0 22 weeks
	TBC

	Admin Support
	1.0 3 months
	TBC

	The dependencies of this project are:

	In this section you should describe any important dependencies: events or work that are either dependent on the outcome of this project or that the project will depend on.

Dependencies may exist with other projects, programmes, initiatives or other developments, either internal or external to the PCT.  Examples of how the dependency might be described include:

· resources (people, funds, equipment, buildings etc)

· decisions

· legislation

· instructions or guidance (e.g. from DH or the SHA)

Some dependencies (usually the internal ones) can be managed, and where this is possible you should identify who owns the dependent activity and indicate how you will work together during the project to manage the dependency.

Where there is uncertainty about an external dependency it should be treated as a risk and described in the risk log.

	There is a dependency on the number of GP practices taking up the offer of facilitative support to improve Access and responsiveness.  Too few - and there will be no managed improvement in the improvement of patient satisfaction by the PCT.  

Improving access and experience has been included within the Cluster Performance Bond.  Not getting full sign up to the programme and subsequently undertaking the activities within the programme at a practice level will impact upon the clusters ability to meet the target set for them.

The only external dependency is delivery and uptake of the GP Patient survey.  If the GPPS is stopped we will not have any data to gauge any improvements in national performance and if uptake remains low the data may not reflect that of NHS Brent’s overall health community.  In house surveys have been developed but cover fewer areas of access and experience.  The Access programme is also encouraging the uptake of the Survey using marketing strategies and attending patient/community group meetings. 

	Stakeholders and Governance

	The people who need to be involved are:

	The scope of your project will define who needs to be involved.  Identify the organisations / people that you consider will have a major interest in the work, may want some involvement and may be impacted by the outcome.  This might include people from other parts of the PCT as well as partner organisations (such as the Council or voluntary sector groups), the Practice Based Commissioning Executive, providers, contractors etc.  Suggest how their input will be sought.  Input will always be required from the “customers” of the project (e.g. patients, in the case of a new service, PCT managers, for a project to improve corporate processes).

	A steering group has been developed that consists of representatives from:

· PCT;

· PEC;

· PBC;

· LMC; and

· Practice management. 

The steering group provides over site to the programme and a forum for discussion specifically on access and experience for key decisions.

Project delivery team consists of:

· SRO

· Deputy Director Primary Care

· Programme Manager

· Project Manager

· Senior Analyst 

The project delivery teams role is to manage the programme and ensure that it is being delivered against plan.



	Cost

	The costs that will be incurred to obtain these benefits are:

	Provide a detailed estimate of the cost of completing this project based on how long you think this work is going to take and the resources (internal and external) that you will use.

The costs should be for the whole life of the project, and include the cost of existing staff to work on the project as well as any additional resource that may be required.  It is important to distinguish between recurrent and non-recurrent costs, and helpful to note if the work has any cost implications for partners.  The cost of the future arrangements you envisage should be shown separately from the costs of making the change.

If more convenient, this information can be set out in a separate spreadsheet and attached to this document.  Just note that you have done this in the box below.

	£720,814 – Please See Expenditure forecast for detail (Appendix 1)

	The timing of this expenditure will be:

	Show when the costs identified above will be incurred.  This should be a monthly or quarterly breakdown until the point where the expenditure reaches a steady state (i.e. where the project ends and the activity becomes part of normal operations), and annually thereafter.

If more convenient, the expenditure profile can be set out in a separate spreadsheet and attached to this document.  Just note that you have done this in the box below.

	Duration of the of the Project May ‘10 – Mar ‘11

Please see Annex 1 

	These costs will be met by:

	Explain how the above costs will be met including:

· What costs can be met from existing budgets (specifying which budget will bear the cost)

· What contribution is sought from the investment programme

· What funding will be contributed from sources outside the PCT (e.g. from partner organisations, central government grants etc)



	Increased non-recurrent investment.



	Risks

	There are two main types of risk that need to be considered:

1. project risks – the key areas of uncertainty that represent threats to achievement of the desired outcome.  It is important for the Investment Panel to understand how likely the project is to succeed, and therefore how likely it is that the investment will deliver the anticipated benefits.

2. corporate risk – the key areas of uncertainty that represent threats to the PCT.  Corporate risks can themselves be divided into two types:
a. risks to the PCT if the project is not delivered successfully (either because the project is not undertaken, or because it fails)
b. risks to the PCT of undertaking the project
It is important for the Investment Panel to understand the risk to the organisation of doing the project, and of not doing it.

Risks might include assumptions, constraints, dependencies on other projects, or a reliance on one or more partners.  Think carefully about which are risks to the success of the project, and which are risks to the PCT.  Record the different types of risk in the relevant sections below to make it clear which is which.

Only include here the risks that merit SRO/Project Board attention, particularly those that threaten the project objectives and achievement of benefits, and those that are serious enough to be included on the departmental or the corporate risk register.

You may also give an indication here of how you intend to manage the risks.  If risk is a particular feature of your project, it may be helpful to keep a full project risk log to help manage them.

Use the PCT’s risk assessment template to help you identify and score all the risks of your project to pick out the most important.  The template is on the intranet at: http://brentnet2/intranet/html/index_4213.htm

	Risk (to success of project)
	Likelihood
	Impact
	Total

	No GP Practice engagement
	3
	5
	15

	Loss of current facilitators (contract length)
	2
	5
	10

	Recruiting enough facilitators to cover 71 practices
	3
	3
	9

	Risks (to the PCT, if the project is not delivered successfully)
	Likelihood
	Impact
	Total

	Failure to meet national access standards resulting in Red rating for NHS Brent
	4
	5
	20

	Failure to meet NHS Brent’s CSP &  Primary care Strategy Plan
	4
	5
	20

	Risks (to the PCT, of undertaking the project)
	Likelihood
	Impact
	Total

	Costs with no improvement in GPPS scores
	3
	5
	15

	Monitoring and Reporting

	The critical success factors for this project are:

	For every project there are a few vital elements the absence of any one of which would cause the project to fail.  Many things in the project may be important, but few of them are so important that they are, on their own, enough to cause the project to fail.

By identifying these elements before beginning to deliver the project, you can help ensure resources are focussed on the most important areas, especially when there are a lot of things competing for the attention of the project team.

To identify the critical success factors for your project, go back to the outcome you are aiming to achieve.  Review each section of the Business Case and Project Plan, thinking about whether any of the items in that section would be enough, on its own, to prevent the outcome being achieved.  Only a few items will genuinely be critical success factors.  If you have identified more than five consider whether all of them are really critical to achieving the outcome.

	The critical success factors are:

1) Ensuring Sign up and engagement of practices

2) Ensuring resource to oversee demand and capacity studies are undertaken in practices across the Borough

3) Ensuring resource is in place to analyse data collected to produce reports and facts for monitoring and target setting

4) Ensuring implementation of priority initiatives (customer care training, text messaging reminder tests) and practice initiatives

Factor 1 – can be mitigated by the offer of a financial incentive for creating an Improving Access Practice plan

Factor 2 – can be mitigated by employing extra resource to perform data collection exercises 

Factor 3 – can be mitigated by employing extra resource to perform data analysis

Factor 4 - can be mitigated by confirmation of resource to procure customer services training and text messaging and to offer a financial incentive to practices on implementation of recommended initiatives and on succeeding in reaching objectives and trajectories as set out in Practice plan.
Monitoring and Reporting

1) PEMT will monitor monthly.

2) Access, Choice and Experience targets will be monitored at the monthly Improving Access steering Group.  
3) The project delivery team will meet fortnightly to manage the programme.
4) The Deputy Director and Programme Manager will meet weekly to review the programme.

5) A balanced score card has been developed for GPPS results and a dashboard is being created to monitor uptake and completion of improvement modules and activities.



	The schedule for key project decisions is:

	Propose when the remaining key project decisions (set out in the Investment Process) will be taken and who will take them (the Investment Panel or another person or group).  Decision 1 – Agree to invest – is always taken by the Board, on the recommendation of the Investment Panel, on the basis of this document together with the project Business Case.

	Decision
	Date
	By

	Funding agreed for Practice Plans / sign up
	April ‘10
	EMT

	Funding agreed for facilitators
	May 10
	Board

	Funding agreed for customer services training
	May 10
	Board

	Funding agreed for text messaging
	April ‘10
	EMT

	Go Live
	April ‘10
	Steering Group

	Project Complete
	March 11
	Programme manager

	Benefits evaluation
	July ‘11
	Primary care Team


Document History

	Version
	Status

(Draft or Approved)
	Date
	Author/Editor
	Details of changes

	Version numbering should start at 0.1 then 0.2, 0.3 etc when amendments are being made to a draft document and the status should be draft.  Once issued the version should be 1.0, then 1.1 with amendments and the status should be approved.

	V1.0
	Draft
	8th March 2010
	Sharon Hanley
	Draft

	V1.1
	Draft 
	12th April 2010
	Sharon Hanley
	Costs for Practice plan submission included


	Improving GP Access and Responsiveness 2010 Funding Request
Appendix One


	Number
	Proposed expenditure 10/11
	Cost
	VAT
	Total 

	1
	Project manager  2nd July 2010 – 31st march 2011 – 180 days @ £500 per day
	90,000
	15,750
	105,750

	2
	Facilitator 1.0 (wte)          2nd July 2010 -  31st march 2011 – 180 days @ 300 per day
	54,000
	9,450
	63,450

	3
	Facilitator 1.0 (wte)         2nd July 2010 – 31st march 2011 – 180 days @ 300 per day
	54,000
	9,450
	63,450

	4
	Facilitator 1.0 (wte)       1st June 2010 –  band 6 pro rata 9mths  ( £ 2, 817 per month plus on costs 28% )
	25,362
	7,101
	32,463

	5
	Facilitator 1.0 (wte)       1st June 2010 –  band 6 pro rata        on costs 28%
	25,362
	7,101
	32,463

	6
	Facilitators 6.0 (wte)      10 weeks – 300 days at @ 300 per day
	 90,000
	    15,750
	105,750 

	7
	Senior Data Analyst 1.0 (wte) 3 months – 90 days @ 310 per day
	 27,900
	      4,882
	32,782

	8
	Data Analysts 4.0 (wte) 8 weeks – 160 days @ 275 per day
	 44,000
	7,700
	51,700

	9
	Attainment of objectives and targets agreed in Practice Plans (£500 per practice)
	 35,500
	
	35,500

	10
	Developing bespoke Customer Care Training – Initial Diagnosis (research)
	10,000
	           1,750
	11,750

	11
	Delivery of bespoke Customer Care Training  
	100,000
	         17,500
	117,500

	 12
	Miscellaneous items  - venues, food, drink, sound, equipment, stationery
	    3,000
	        525 
	3,525

	13
	Choose and Book Trainer – 22 weeks – 110 days @ £275 per day
	30,250
	5,294
	35,544

	14
	Admin Support – 3 months – 12 weeks @ 320 per week
	3,840
	672
	4,512

	15
	Facilitator Manager – 3 months – 60 days @ 350 per day
	21,000
	3,675
	24,675

	 
	Total
	614,214
	106,600
	720,814


Access, Choice and Experience Business case v1.1 13/04/10                                                                 NHS Brent
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