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Business Case and Project Plan

Appendix 0
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).

· Supports the delivery of the identified efficiency and effectiveness opportunities as set out in the PCT’s strategic ad operating plans

· Meets criteria to achieve a minimum of level 2 in WCC competency 11 (copy available from the Programme Office)

The Business Case and Project Plan should build on the Project Brief if a Project Brief has been developed.  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 Investment Panel will require depends on two criteria: scale of investment and urgency. The Programme Office can advise you on the appropriate level of detail for your project.
	Project Name 
	Developing GP Commissioning

	Project Reference
	

	SRO (Sponsor)
	Jo Ohlson

	Project Manager
	Grahame Bostock

	Financials verified by
	Jenny Greenshields

	Project Start date
	July 2010
	 Project completion date
	March 2012


	Decision Summary

	This section should briefly but clearly state the purpose of the business case, and specifically what the Investment Panel is being asked to approve.

	As part of the transition from PCT led commissioning supported by clinical involvement in PEC and PBC, we want to disestablish PEC and PBC executive and establish new arrangements. It is proposed the new arrangements include:
1. the establishment of a GP commissioning executive made up of a clinical director from each locality plus a medical director (GP commissioning) 

2. the appointment of two GP commissioning leads per locality

These arrangements would be in place from 1 September 2010 until March 2012. There after it is expected PCT commissioning arrangements would be fully transferred to GP commissioners and GP commissioning would be funded through a management allowance. 
Appointments would be reviewed in the light of any changes to the existing five localities i.e. there would be a clinical director and two GP lead per locality for the time that a locality remained. If two localities merged, this would lead to new appointment to the merged locality.

The proposed arrangements exceed the current funding for PEC and PBC and therefore additional investment is sought. 



	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 current problems to allow a comparison between the current and the future state., 

	1. Introduction

The Coalition Government policy has clearly signalled that GPs should lead commissioning and that by April 2012, GP commissioning consortia will be responsible for commissioning many of the services currently commissioned by the PCT or the acute commissioning vehicle. Practices will be able to choose who they want to commission with and where they might get support. 
NHS Brent and the Brent Federation of PBC commissioners had already embarked on a two year PBC development programme that entailed the devolution of commissioning and budget responsibilities to clusters. 
The NHS Chief Executive at his recent address to the NHS Confederation said PCTs and GP consortia should not wait for guidance to be told how to do this and early implementers should get on with it so the NHS can learn what works.  With the establishment of the Brent Federation of GP commissioners nearly two years ago and the benefit of the DH funded PBC development programme over the last year, Brent is well placed to move rapidly from PBC commissioning to GP commissioning.  
This business case sets out the case for the establishment of a new GP commissioning executive with five GP consortia clinical directors plus for an interim period the existing PEC chairs. The GP Commissioning Executive (GPCE) will be the transition vehicle for moving from PCT commissioning to GP commissioning over the next two years.  Some NHS Board members will be also be members of the GPCE .
The second element of the business case relates to building on the current level of individual practice engagement through strengthening the Brent Federation and consortia links to practices.
The PCT will also work with GP commissioners over the coming weeks on how the PCT can support GP commissioning.  The PCT will be restructuring to take account of the management costs reduction required in 2010/11 and 2011/12.  Restructuring to support rapid development of GP commissioning will be a high priority and we will work with the Federation to consider and agree options on how this can best be done.

2. Establishment of new clinical engagement arrangements

2.1 GP Commissioning Executive
The GP Commissioning Executive would replace the current PEC and PBC executive arrangements.  The GPCE would be made up of a clinical director per locality. It is proposed that as part of the transition arrangements that a Brent wide chair currently fulfilled by the existing PEC co chairs will continue to at least March 2011.

2. 1  Current arrangements
(a) Professional Executive  Committee

The PEC terms of reference is attached at Appendix 1 and the job descriptions for the chair and other members is attached at Appendix 2. In summary the PEC provides professional advice to the Board on:
· Support to the PCT in developing their vision and strategic direction

· Commissioning including primary care and supporting PBC

· Clinical effectiveness and clinical governance

· Leading clinical communications with partners and stakeholders
The PEC chair is eight sessions per week and there are five other PEC members who undertake two to four sessions a month. All are employed by the PCT.  
(b) PBC leads and PBC Executive Committee
The role summary for PBC leads is attached at Appendix 3 and the terms of reference for the PBC Executive is attached at Appendix 4.

Ten PBC leads were appointed in June 2008 and undertake two to four sessions a month. They are paid a fully inclusive sum of £12,000 per annum plus superannuation.  PBC leads have either opted to be employed by the PCT or to provide a service through a service level agreement. Under either arrangement, the PCT makes a contribution towards employer’s superannuation. 
2.2 Proposed new arrangements

The GP Commissioning Executive will be established with a clinical director for each of the five localities.  Clinical directors would be responsible for:

· Clinical governance across Brent and in their cluster 

· Reducing inequalities in their cluster and across Brent 

· Improving quality in their cluster and across Brent – raising basic minimum standards in primary care; supporting good clinical decision making and cost effective commissioning. The aim is to ensure that GPs are providing and commissioning at least median outcomes for the UK 

· Leading quality innovation prevention and productivity initiatives in cluster and across Brent through the development and implementation of a GP consortium plan, that during the transition to full GP commissioning is aligned to the PCT CSP and operating plan

· Enable active clinical engagement and participation from primary care clinicians within the GP commissioning consortium

· Working with clinical leaders from acute, community and other providers in order to secure engagement in the development of integrated care for the locality

· Budget responsibility for their cluster’s commissioning budget and taking remedial action if it is overspending 

· Ensuring real and meaningful patient and community engagement in GP commissioning consortium planning and performance monitoring activities

· Primary care education and innovation; 

· Managing direct reports including the two proposed GP commissioning leads per locality
GP appraisal will be retained by the PCT and a GP lead will be sought for a session a week.
Draft job descriptions for the clinical directors are attached at Appendix 5.

The role of the GP commissioning executive will be to:

· lead the development of a Brent wide commissioning strategy and business plan ensuring they are understood by clinicians in GP commissioning consortia

· lead the development of clinical models and pathways

· advise NHS Brent Board and partners on priorities for clinical investment and disinvestment
· ensure GP commissioning consortia delivery plans are mutually supportive and consistent and do not have a negative impact on neighbouring consortia

· oversee the development and implementation of a GP commissioning development programme that will lead to most commissioning responsibilities moving from NHS Brent to GP consortia by April 2012

· undertake the relevant statutory duties of PEC, these are:

· supporting the PCT in developing their vision and strategic direction

· commissioning including primary care, ensuring health inequalities remain a focus and supporting PBC

· clinical effectiveness and clinical governance

· leading clinical communication with partners and stakeholders

For an interim period the CCE will be chaired by the current PEC co chairs.  They will be responsible for:
· ensuring a smooth transition from current PBC and PEC arrangements to the new GP commissioning arrangements
· providing a Brent wide focal point for a commissioning strategy and GP commissioning development programme

· acting as the lead contact for GP commissioning with NHS London and North West London sector.
The GPCE will provide clinical advice to the Board and be a sub committee of the Board. The Chief Executive, the Director of Finance and Performance, a local authority representative and the Joint Director of Public Health and Regeneration will also be members. The draft terms of reference for the GP commissioning executive are attached at Appendix 6.

2.3. Payment to Clinical Directors 
We are proposing that during the transition period the Clinical Directors will be employed by NHS Brent and for four sessions per week.  It is believed this level of commitment is required to achieve full GP commissioning by April 2012.  We propose to pay £52,000 per annum plus superannuation (option 3 detailed below).  If we are serious about GPs leading commissioning, we need to fully recompense them for their loss of earnings from the practice, otherwise we will not attract the best clinical leaders. GPs who undertake activities outside their practice are often pressurized to minimize or drop these activities because of the impact on practice income and the smooth running of the practice. We also wish to attract clinical leaders to undertake these roles in advance of possible changes to the GMS contract that may contain incentives and disincentives for participating in GP commissioning. The proposed payment is to pump prime early implementation.

Clinical directors will receive a flat payment and there will be no further payments to cover backfill costs in their practice.  In order to ensure both employment and primary care contractual requirements are met, on appointment clinical directors will be asked to provide details of their cover arrangements.
The costs for five 5 GP clinical directors and a  chair providing four sessions (2 days) a week is:
New Full year Model Cost including on-costs:

5 Clinical Directors                                 £325,000
1 Chair (as above + 10% premium)          £71,500
        Total                                                                £396,500
Current model budget (full year):

PEC


             £134,061


PBC 
                                     £125,000


Total

                               £259,061
Proposed net increase
                                           £137,439 
Options for remuneration models to those proposed above are:
1. Pay at Redbridge rates

2. Pay £60,000 (£150,000 pa pro rata)
3. Pay £52,000  (£130,000 pa pro rata) – preferred option
4. Pay clinical directors according to the size of the consortia

The table below sets out the respective costs and benefits of each option.
Options

Benefits

Costs

Comments

1. Pay at Redbridge rates

Keeps Brent on par with the benchmark.  Leads to an increase in costs but more contained than 2 or 3.

£339,000
Insufficient candidates may come forward as practices have to subsidise the cost of partners/ doctors being absent.
2. Pay £60,000 (£150,000 pro rata)
Fully compensates for absence from practice.
Likely to attract wider field of candidates.
£450,000
Brent will set the new benchmark. 

Likely to increase management costs savings.
Will need to have mechanisms in place to ensure adequate backfill is put in place.
3. Pay £52,000 or £130,000 pro rata
Goes some way to compensate for absence from practice.
Still likely to attract wide field of candidates.
£390,000
Brent will still set the new benchmark. 

Smaller increase in management cost savings.
Will need to have mechanisms in place to ensure adequate backfill is put in place.
4. Pay clinical directors according to the size of the consortia

More in step with likely management cost allowance

£TBD
Size of task only partly shaped by population size, number of practices more material.
2.4 Appointment, accountability and tenure of clinical directors
The GP commissioning chair will be appointed by the Chair and Chief Executive of NHS Brent. The postholder will report to the Chief Executive, be accountable to the chair of NHS Brent and be a full member of the Board. The appointment of the Chair will be until March 2011 with a review point by 31 January 2011. The job description for the chair is to be determined. Thereafter it is expected the chair will be appointed from among the five clinical directors. A portfolio of responsibilities and deliverables will be agreed on appointment and progress will be reviewed at regular points.

The Clinical Director appointments will be a mix of practice voting and PCT appointment.  All practices will be asked to confirm which cluster they belong to.  Practitioners will be asked if they are interested in the post of Clinical Director.  If interested, their name will be put in a ballot for which all practices have a single vote.  Each practice may vote for more than one practitioner.  The four candidates per cluster attracting the highest votes will be interviewed by the Medical Director and Chief Executive (or deputy).
The Clinical Directors will report to the Medical Director and accountable to the Chief Executive.  A portfolio of responsibilities and deliverables will be agreed on appointment and progress will be reviewed at regular points. The option of continuing the mixed model of employment and provision of services through a service level agreement as per the PBC lead model has been considered. However the level of payment and the critical role these clinical directors will play during the transition period has led to the recommendation that they are NHS Brent employees.
It is possible that during this transition, the number of GP consortia may change.  Appointments will be made until March 2012 in order to provide some certainty to applicants/appointees about the tenure. GP practices will be asked to commit to working in their chosen consortia until March 2012. If two or more consortia propose to merge, this will prompt a review of clinical director appointments and may result in the disestablishment of clinical director posts and a new appointment process.  As clinical directors will have substantive roles in general practice, any change before the end of tenure is not expected to give rise to a claim of redundancy.
2.5. Federation of GP commissioners - GP consortia leads
2.5.1 Current arrangements
The Federation of Brent Practice Based Commissioners was established in 2008 in response to re-launching PBC in Brent. With the closer working of PEC and PBC since January 2010, the Federation has broadened its membership to include both PEC and PBC leads. The Federation support shared learning and allows time for greater consideration of clinical commissioning issues.
2.5.2 Proposed arrangements 
In addition to appointing five clinical directors, it is proposed that we fund two clinical leads per GP consortia.  NHS Brent is unusual to other PCTs in North West London in that many have one GP commissioning group.  We do have a single umbrella for PBC activities, the Federation of Brent Practice Based Commissioners.  It is proposed that both GP commissioners and the PCT continue to use this overarching group to provide support to GP commissioners and to engage with GP commissioners on a Brent wide basis.  The decision making body for joint decisions between GP commissioners and the PCT will be the GPCE.

After April 2012, the Federation may be the Brent wide vehicle for GP commissioning. It is therefore important that we do not lose broader involvement at Federation level with a wider membership than proposed through the GP commissioning executive. It is proposed the GP commissioning leads would support clinical directors in Brent wide portfolio activities and consortium activities.  Again, proposed funding of GP commissioning leads is for during period of transition only.  
A key building block for moving towards full GP commissioning is improving primary care in Brent and living within the reduced funding available for secondary care. GP commissioning leads will be responsible for working with practices to support/implement :

· primary care development so that every practice can provide level 1 services
· a network of level 2 services in the cluster

· integrated working between all levels of service

· implementation of such initiatives as improved access, vascular risk assessments

· protocols for referrals and prescribing and associated peer review

· remedial actions where devolved GP commissioning budgets are overspending 

· education programmes

GP commissioning leads may also include a Brent wide activity in their portfolio. 
A draft job description for a consortium lead is attached at Appendix 9.
2.5.3. Payment to GP commissioning leads 
The above activities require more time than the two to four sessions a month PEC and PBC leads currently provide. We propose GP commissioning leads will work for two sessions per week, and will be paid pro rata at the current PBC remuneration rate (Option 1 detailed below).  
In recent months, the Federation has begun developing an arm for providing services that are not traditionally part of general medical services.  In developing plurality in the market this is to be encouraged but the Federation will need to ensure there is clear demarcation between commissioning and providing activities. Remuneration for commissioning time at either clinical director or GP commissioning lead level must not be used to fund time for developing non general medical provider proposals.

The proposed costs are:
10 GP commissioning leads @ £20,000 pa                              £250,000
(assuming 2 sessions per week and including on-costs of 25%) (£100k pro rata)
Options for remuneration models are:
1. Pay for two GP leads per consortium; - preferred option 
2. Pay for one GP lead per consortium;
3. Provide consortia with a management cost allowance in line with size.
The table below sets out the respective costs and benefits of each option.

Options

Benefits

Costs

Comments

1. Pay for two GP leads per consortium

Allows succession planning for clinical directors.
Able to accelerate implementation of GP commissioning and CSP programme.
£250,000
Will need to be counted towards management cost saving.
May not be affordable.
2. Pay for one GP lead per consortium

Allows some succession planning.
Provides some capacity.
£125,000
Capacity much more limited than 3.
Unlikely to attract new expressions of interest.
3. Provide consortia with a management cost allowance in line with size

Greater fit with likely funding available.
£TBD
Don’t know what the funding will be.
Population size not the only factor.
2.5.4 Appointment, accountability and tenure of clinical directors
Appointment of GP leads will be a mix of ballot and appointment.  Expressions of interest in the post will be sought from practitioners and practices balloted on their preferences.  Those candidates who are in the top six will be interviewed by the Clinical Director with PCT support.  Leads will be line managed by the clinical director with accountability to the Medical Director (GP commissioning). 
It is proposed that the funding for GP leads will be provided to the consortia so they can directly recompense GP leads.  It is proposed the SLAs are for the period October 2010 to March 2012 with the ability to terminate with one month’s notice on either side.  The number of GP leads can therefore be reviewed if the number of consortia changes during this time. Funding for 2011/12 will need to be identified.
2.6 Additional GP consortium support
In April 2010 as part of CSP implementation, the Federation had proposed additional support  for six months for :
3 funded sessions per cluster per week 15 x 26 x £300 per session

£117,000

Additional Management input by Leads 1 x 5 x 26 x £300 per session
£  39,000

Additional administrative support re above  £10k per cluster

£  50,000

Implementation / development  of patient participation groups

£  25,000                                          
Cost £231,000 for 6 months
This support would undertake the following activities:
· Development of Protocols for referral management

· Involvement in implementing pathways – e.g. Diabetes, VRA

· Reprovision planning in line with CSP expectations

· Enabling attendance at integrated development meetings

· Skills development workshops; improving primary care skills base

· Patient involvement processes including establishing cluster wide focus groups

· Reinforcing the development of clinical GP Practice networks

It has been agreed to put this proposal on hold until the new arrangements are in place and then consideration is given to providing clinical directors with a budget for commissioning additional support.
3. Management Costs
NHS Brent like other PCTs in North West London needs to save 67% of management costs over the next three years starting in 2010/11.  Any additional investment in GP commissioning that meets the definition of management costs will lead to an increase in savings to be found elsewhere.

According to national guidance, much of existing PEC costs count towards management costs so we will need to assume the Clinical Directors should be included in current management cost expenditure.  As it is proposed the GP leads will not be employed but rather contracted under service level agreement to the clusters to improve primary care, there may be an argument for excluding some or all of these from management costs, but this has yet to be determined.


	


	Context

	This section should give a short summary (no more than half a page) of the background to the project in terms of the key drivers for the project i.e. what is the issue or opportunity and what are we proposing to do about it.

This could include both internal drivers such as specific recent performance issues and external drivers such as national or regional policy agendas. 

This section should also cover how this project supports our strategic objectives with specific references to the Corporate Objectives, Commissioning Strategy Plan, Organisational Development plan and Operating Plan. Please ask the Programme Office if you want copies of these documents.

This section should also summarise how the project will achieve at least level 2 in WCC Competency 11 in relation to the identification and delivery of opportunities to maximise both efficiency and effectiveness of spend.

Substantial detail is not required here as the detail can be found in the various source documents. 

	The Coalition Government’s health policy puts GPs in the driving seat for commissioning.  In Brent, we need to intensively support the development of GP commissioning through consortia of practices so that we can achieve the transfer to GP commissioning by 2012/13. From 2012/13, it is expected that GP consortia will be funded through a management allowance of £12 per £000 capitated funding. 



	Benefits

	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 efficiencies/ productivity gains for the investment made. Correlating the criteria set out within WCC Competency 11, level 2.

Quantifiable benefits should be documented in the tangible benefits table. Benefits that can’t be quantified and measured should be described in the intangible benefits section.

In addition to the quantifiable benefits of the project, you should also record here the measures you will use to track the successful delivery of the project’s outputs. This is particularly important if the project is not going to deliver specific tangible benefits e.g. if it is an enabling project for other projects to deliver benefits.

The information recorded here will be an essential element in terms of deciding whether the Business Case is viable and will also be used to track the successful delivery of both the project and its benefit/ value for money.



	The tangible benefits of delivering this project are:

	The tangible benefits break down the project’s outcome into a number of concrete components, which can be used to measure when our objective has been reached and measure the benefit of the investment.

This section should provide a comprehensive list of what tangible benefits the project will deliver and how those things could be measured, particularly where this will be through established indicators.

It is important to include both the ultimate benefits of the project e.g. increased life expectancy as well as interim benefits or measures that can help track in the short to medium term the delivery of the ultimate benefits of the project.

Tangible benefits should be SMART – specific, measurable, achievable, relevant and time-bound.  They should be phrased such that they can be used to measure completeness and success at the end of the project

Description: Describe the benefit and identify who will be the beneficiaries of each benefit (e.g. patients, staff, carers) 

Measure: How will you measure that this benefit in terms of efficiencies/ productivity gains has been achieved? Where possible this should be an existing performance indicator

Baseline: What is the current performance/ productivity against this measure?

Target: What is the target performance/ productivity as a result of the investment?

Target Date: When will the target be achieved? The timing may be relative to the end date of the project rather than a specific date



	Description
	Measure
	Baseline
	Target
	Target Date

	GPs leading commissioning
	Number of clinical directors appointed
	0
	5
	Sept 2010

	Retention of overall Brent lead for GP commissioning during the transition
	Retention of the PEC co chairs
	2
	2
	March 2011

	GP consortia  implementing programmes of primary care improvement
	Improved reported patient experience
Improved uptake of immunization

Improved long terms conditions management 

Roll our vascular health

Better data recording
	Number of practices green on limited balanced scorecard (yet to be agreed)
0 practices undertaking full VRA
	All practices within a consortia are green or being given support to become green
All practices providing VRA to those patients with > 20% risk of vascular disease

Less variation between expected and actual prevalence
	March 2011

	GP consortia implementing pathways
	Improved outcomes for patients

Lower cost care in community settings

Network of level 1 and 2 services up and running
	As per CSP

As per CSP

Not known


	Fully mapped and coverage


	March 2011



	Keeping a grip on the money during a period of high change and uncertainty
	Implementation of the CSP
	As per CSP
	As per CSP
	As per CSP


	In addition, the intangible benefits of delivering this project are:

	Give some thought to any intangible or unquantifiable benefits e.g. cementing relationships, enhancing reputation and the enabling effect the project may have for other work.

	Generating a momentum within the health community of moving towards GP commissioning and shifting greater care to the community.



	Cost – See Appendix A for the full project budget

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

	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 investment that you will require. This must be detailed using the Programme Office Project Budget template and then pasted in to Appendix A. You should work with the Programme Office and Finance to complete the template and the table below to ensure it meets the standards required for approval by the Investment Panel.
Type and Timing

It is important to distinguish between recurrent and non-recurrent costs.  The cost of the future arrangements you envisage (recurrent costs) should be shown separately from the costs of making the change (non-recurrent costs).The costs should be for the whole life of the project and it must be clear in which year the expenditure will be incurred.  

Funding Source 

How will this expenditure be funded? This will typically be from PCT investment funds but  some costs may be funded from existing budgets, be shared with partners or grant funded 
Amount

The total amount required

Investment Funding Required
The amount that requires funding from PCT investment funds

Cost Centre
Identify the cost centre where the requested budget will be allocated to and managed.

NOTE: VAT should be included for all expenditure for which the PCT cannot reclaim VAT All estimates for future years should be provided at today’s prices. Adjustments for inflation will be made during the annual budget setting process.

	Type and Timing

Funding Source

Amount (£)
Investment Funding Required
(£)
Cost Centre

2010/11

Non-Recurrent

1 Chair (GP commissioning) September to March 2011 
35,750
35,750
5 GP Commissioning Clinical Directors September to March 2011 
162,500
32,970
10 GP commissioning leads October to March 2011

125,000
125,000
GP appraisal lead September to March
9,000
9,000

2011/12 

Non-Recurrent

5 GP Commissioning Clinical Directors plus Chair
396,500
137,439
10 GP commissioning leads 

250,000
250,000
GP appraisal lead
15,600
15,600



Investment required 10/11






£202,720
Investment required 11/12 






£403,039
It is proposed that the 10/11funding be met from the 10/11 non-recurrent investment fund.  It is proposed that the 11/12 funding be met from a reduction in the PBC incentive scheme (£250k, equivalent to a reduction from £3.00 to £2.28 per head) plus additional commissioning efficiencies to be identified by GP consortia (of £153k)
	Guidance and Legislation

	Summarise the relevant guidance and legislation in this section.  This might include:

· Department of Health requirements, 

· 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

The purpose of this section is to identify all the requirements and standards which the project must take account of.

	Government coalition statement and revised operating plan put GPs at the centre of commissioning taking overall PCT commissioning responsibilities except primary care commissioning by April 2012. Many PCTs have already merged PBC/PEC roles into a single commissioning executive. Reference has been made DH Guidance on PCT Professional Executive Teams – Fit for the Future March 2007



	Benchmarking

Good practice relevant to the project includes

	Provide examples of the relevant good practice you have identified that the project can be benchmarked against. This might include good practice published by the Department of Health or other bodies or the results of your own research and case studies that have detailed what other PCTs have successfully done to address the same issues or opportunities.



	Good practice 
In London, Redbridge is the most advanced in polysystem/GP commissioning. They have implemented a clinical commissioning executive with clinical directors for each consortia.  
Benchmarking

We are proposing to pay at the top end of the benchmarking.  If we are serious about GPs leading commissioning, we need to fully recompense them for their loss of earnings from the practice. Otherwise we will not attract the best clinical leaders. GPs who undertake activities outside their practice are often pressurized to minimize or drop these activities because of the impact on practice income and the smooth running of the practice.
We also wish to attract clinical leaders to undertake these roles in advance of possible changes to the GMS contract that may contain incentives and disincentives for participating in GP commissioning. The proposed funding is to pump prime early implementation.
Information from other PCTs indicate: 
PCT

Chair

Clinical director/
PBC lead

GP commissioning role

Comments

Redbridge 

£11,000 per session per annum or £110,000 pro rata
Similar role; includes 10% bonus

Westminster

£128,000 pro rata

£250 per session or £130,000 pro rata
No real budget management by PBC leads; leads not a similar role

Hounslow
£5,000 per session per annum or £50,000 pro rata
Havering

£8,000 per session per annum, or £80,000 pro rata

Richmond

£100,000 pro rata

£80,000 pro rata

£70,000 pro rata

On hold; no job description provided

Bromley

£339.50 per session

Wandsworth

£13,000 per session or £130,000 pro rata

£250 per session

GP adviser for Brent CSP

£300 per session

No locum costs




	Options

	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 should be focussed around:

· Cost

· Benefit

· Risk

with the preferred option offering the best balance between the three.  

There should always 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 the options appraisal.

	GP Commissioning Executive
The following options have been considered:

1. Do nothing/status quo
2. Fewer GP commissioning consortia

3. Appointment of clinical directors only

4. Medical director (GP commissioning and five clinical directors)
An option appraisal was undertaken of the number of polysystems and this is attached for information at Appendix 10
Criteria against which the options for GP commissioning groups have been considered are:

1. Likelihood of recruiting good clinical leaders

2. Sufficient capacity to support effective GP commissioning

3. Effective transition vehicle from PCT/PBC commissioning to GP commissioning
4. Likelihood of success in involving a high number of practices.

GP consortium leads
The following options have been considered:
1. Do nothing

2. Fewer GP consortia

3. Appoint clinical directors only

4. Appoint 10 leads

Criteria used to appraise the options were:
1. Likelihood of achieving accelerated development of GP commissioning

2. Likelihood of implementing pathways and primary care improvement

3. Likelihood of developing an effective Federation of GP commissioners

All options for the three areas of proposed investment were scored as follows:            2 = fully met: 1= partly met; 0 = not met.  A summary of the scoring is set out below:
Summary Table
GP commissioning executive
Option 1

Option 2

Option 3

Option 4

Do nothing/
status quo

Fewer consortia

Clinical Directors only

Medical Director & 5 clinical directors

Weighted scores 

50

125

125

175

Ranking

4

2

2

1

GP commissioning leads

Option 1

Option 2

Option 3

Option 4

 

Do nothing

Fewer consortia

Clinical Directors only

Appoint 10 leads

Weighted scores 

33

100

100

167

Ranking

4

2

2

1

Additional consortia support
Option 1

Option 2

Option 3

Option 4

Do nothing in addition to other investment

Additional support

Call on support against agreed plan

Dedicated PCT staff

Weighted scores 

110

140

200

160

Ranking

4

3

1

2

The detailed scoring is set out in Appendix 11.



	The preferred option is:

	Identify the selected option and briefly explain why. The rest of the Business Case and the Project Plan should be based on the preferred option.

	GP Commissioning Director and forming the GP commissioning executive
Appointment of a chair until March 2011 and five clinical directors until March 2012.
The number of clinical directors should be reviewed at March 2011 and March 2012 in the light of any consolidation of GP consortia.

GP consortium leads
Appointment of additional 10 GP commissioning leads until March 2012. These should also be reviewed at March 2011 and March 2012 in the light of any consolidation of GP consortia.



	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 stages 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:

	Appointment of GP commissioning clinical directors, establishment of GP commissioning executive and appointment of ten GP commissioning leads.


	This project will not cover:

	All aspects of the GP commissioning development programme. Realignment of PCT to support GP commissioning.



	Project Resourcing

	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 by creating additional lines for each time period as in the example below.

Once the roles have been defined, you should identify named 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 internal resources the director or manager who has agreed their involvement must be noted.

You should only define here individuals who will complete or contribute to the activities of the project. You do not need to record stakeholders who only need to receive communications or attend the occasional meeting. This is covered in the Stakeholder and Governance sections. 
For example:

Project Manager
Jan-Mar 08   1 FTE
Mary Smith   John Evans
Project Manager
Apr-July 08   0.5 FTE
Mary Smith…John Evans
IT Developer
Apr-July 08   1 FTE
External
The resource estimates in this section must match the basis of the cost estimates in your Business Case.



	Project Role
	Dates
	FTE
	Person filling
	Agreed by

	SRO
	
	0.1
	Director of Primary Care & Community Commissioning
	

	Project manager
	
	0.1
	Assistant Director PBC development
	

	Additional PCT support to be agreed
	
	
	
	GP commissioning programme board


	Stakeholder Management

	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.  
Clarify the precise role of each stakeholder and suggest how they will be engaged and 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).
Stakeholders involved in the decision-making of the project should be identified in the Governance and Monitoring section below. 

	Stakeholder
	Role
	Comms & Engagement Approach

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	We discussed the plans with the PBC Executive and their feedback was:

	As key stakeholders in commissioning proposals the PBC Executive will review the business cases that are relevant to the PBC before they are submitted to the investment panel.  If your business case has been reviewed by the PBC record their feedback in this section.  The investment panel will want to know their views before agreeing to investment. Alternatively if your business case .is not one that the PBC are reviewing write not applicable.

	PEC/PBC members participated in two working groups on 11th May & 10th June and helped shape the proposals. We discussed an earlier draft of the Business Case at the PBC Executive on 30 June 2010 and it was agreed to defer the third element of the business case relating to further additional support at consortia level. 



	The actions we took as a result of their feedback were:

	Use this section to summarise how the feedback from the PBC was incorporated into the business case or what actions you took as a result of their input.

	Discussion with PEC and PBC members led to a new job description and person specification being created and a process for selection was recommended. 

Advice would also need to be sought from the Chief Executive on whether the business case needed to go to the Board.



	Governance and Monitoring

	Overall governance arrangements

	Some of the stakeholders will not just want some involvement in the project: they will need to be part of the decision-making structure.  For any large, complex or cross-cutting projects it will be necessary to set up a Project Board to ensure all the necessary interests are represented when decisions are made.  
Whether a Project Board is established or not, the SRO and Project Board can only take key decisions within the parameters defined by the Investment Panel.
Either way, it is important that the lines of decision-making and reporting are transparent and understood by all those involved.  Set out the details of the governance arrangements you propose in this section. This should include the reporting lines to other groups.



	The establishment of the clinical executive and GP commissioning leads will be overseen by the GP Commissioning (formerly known as Polysystem) Programme Board and then this responsibility will transfer to the Clinical Executive before the end of the calendar year.


	Project Board membership

	All Project Boards should have one SRO and one Project Manager. The SRO chairs the Project Board and the Project Manager reports to and prepares the agenda for the Project Board. 

Other members of the Project Board should include senior representation from the users or customers of the project’s outputs as well as any key suppliers to the project. The Project Board membership should be kept to a minimum as this is a decision-making body, not a consultative one.  Wider stakeholders should be consulted through other means and their views would then inform the recommendations made to the Project Board.

	Role
	Name
	Organisation

	Chair
	Mark Easton
	NHS Brent

	PEC co chairs
	Carole Amobi/
Manish Prasad
	NHS Brent

	5 PBC leads
	
	Brent Federation of GP commissioners

	EMT members
	
	NHS Brent


	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).  The Agree to invest decision is always taken by the Board, on the recommendation of the Investment Panel, on the basis of this Business Case document.
The Project Complete and Benefits Evaluation decision points are mandatory for all projects. Additional control points requiring Investment Panel decisions should be scheduled prior to Project Complete based on the major milestones within the project timeline. These could include for example the appointment of a key supplier, the review of a major service design or a system go-live. 

	Decision
	Date
	By

	Approval of new clinical engagement arrangements and associated costs
	29 July 2010
	NHS Brent Board


	Appointment of GP commissioning clinical directors and GP consortium leads

	6 September 2010
	GP consortia and NHS Brent


	The additional control points when the Strategic EMT will review progress are:

	Use this section to suggest a small number of key points when you will report progress to the Panel.  Control points will normally be linked to milestones.

	Control point
	Date

	Financial planning for 2011/12

	ongoing


	Reporting arrangements

	Use this section to describe what reporting arrangements you will use to keep the Project Board and Investment Panel up to date with regard to progress and issues.

This should involve monthly highlight reporting to your Project Board which is the responsibility of the Project Manager and monthly summary reporting to the Investment Panel which will be managed through the Programme Office. The Highlight Report template is available from the Programme Office.

	Monthly reports to GP commissioning programme board and then GP commissioning executive.



	Equalities Impact Assessment

	Please describe when and how you completed the Equalities Impact Assessment for this project and explain the outcomes of the assessment and how it has influenced this business case and project plan, specifically how you will deliver the project and any new service arrangements that the project will introduce.

Click HERE to open EIA procedure policy 

	None has been undertaken.



	Dependencies

	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 dependencies 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.

	Dependency
	Owner
	Dependency management

	
	
	

	
	
	

	
	
	


	Risks

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

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.

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 should keep a full project risk log to help manage the risks throughout the life of the project..  The template can be obtained from the Programme Office.

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.  Scores for each of Likelihood and Impact should be from 1 to 5 and the Total is calculated by multiplying the two figures to give a maximum risk score of 25.  The template is on the intranet at: http://brentnet2/intranet/html/index_4213.htm


	Risk (to success of project)
	Likelihood
	Impact
	Total
	Mitigating Actions

	Insufficient number of practices may sign up to five consortia
	2
	4
	8
	Review number of consortia if population covered falls below 50,000

	Insufficient number of leaders come forward for the posts
	2
	5
	10
	Publicise initiative at GP event 7/7/10
Invite all GPs, practice managers, nurses to apply in Brent

Hold off on additional support for consortium until CSP leads appointed and clear projects identified

	Insufficient PCT support for GP commissioning development with management cost reductions
	3
	5
	15
	Ensure revised arrangements support GP commissioning as a high priority

	Development of GP commissioning could divert attention away from CSP implementation and financial control is lost for 2011/12
	3
	5
	15
	Undertake parallel but related work and ensure outcomes for GP commissioning are linked to CSP outcomes

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

	Low GP engagement
	2
	5
	10
	PCT & Federation emphasise and reinforce GP commissioning is future direction

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

	Uncertainty around policy 
	4
	3
	12
	Keep abreast of policy as much as possible and shape policy

	All GPs may be reluctant to commission without change to GP contract
	3
	4
	12
	Demonstrate early implementation has rewards plus look out for proposed contractual changes

	Significant investment will be made but progress on moving to GP commissioning and consortium development will be slow
	3
	5
	15
	Agree outcomes and timescales with GP commissioning executive, Federation and GP consortia and review progress.


	Document History

	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.

	Version
	Status

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

	V1
	draft
	
	Grahame Bostock
	

	V2
	Final draft
	29/6/10
	Jo Ohlson
	

	V3
	Final 
	30/6/10
	Jo Ohlson
	Revised GP leads costing

	V4
	Revised version
	6/7/10
	Jo Ohlson
	Comments from GP commissioning board 30/6/10

	V5
	Revised version
	7/7/10
	Jo Ohlson
	Comments from PEC Co-chair

	V6
	Final revisions
	8/7/10
	Jo Ohlson
	Comments from JW & ME


	Project Timeline

	This section should describe how the preferred option for meeting the project objectives will be implemented i.e. a detailed timeline with clear milestones. The plan should cover the entire project from Business Case approval through to Benefits Review  

The Project Timeline should be based on the Programme Office Project Timeline template or at least contain the same information and depth of detail including a clear set of milestones against which project progress can be tracked.

Where you have identified in the Scope section above that the work could or should be divided into stages or different workstreams, that project structure should be mirrored in your project timeline.  If your project will include a significant procurement piece, you should make that clear and indicate the route you intend to follow.
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	Appointment of GP Commissioning Clinical Directors and establishment of GP Commissioning Executive - Draft Programme 

	Item
	TASK
	11th May
	10th June
	14th June
	30th June
	5 to 9 July
	16th July
	23rd July
	30th July
	6th Aug
	27th Aug
	6 – 13 Sept
	1st

Oct

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	1
	Set up meeting with PEC / PBC to discuss to "shape" of new GP commissioning executive
	done
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	2
	Arrange second meeting to agree JD and section process
	
	done
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	3
	Complete and send out for review, revised JD, selection process and timescales.
	
	
	done
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	4
	Approval of business case for GP commissioning support
	
	
	
	
	
	
	
	x
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	5
	All GPs to be informed of process including asking which consortium they wish to join
	
	
	
	
	
	x
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	6
	Packs to be set to all GPs along with a letter from the federation outlining the process of appointments
	
	
	
	
	
	x
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	7
	All GP practices to be visited by PCT staff
	
	
	
	
	
	x
	x
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	8
	Closing date for expressions of interest
	
	
	
	
	
	
	
	x
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	9
	Ballot papers sent to practices
	
	
	
	
	
	
	
	x
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	10
	Ballot papers returned
	
	
	
	
	
	
	
	
	x
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	12
	Selected candidates invited to interview
	
	
	
	
	
	
	
	
	
	x
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	13
	Interviews and appointments take place
	
	
	
	
	
	
	
	
	
	
	x
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	11
	Clinical Directors take up posts
	
	
	
	
	
	
	
	
	
	
	
	x
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