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Note: This document lays out all commentary and finance and activity data that should be submitted in the 2007/08 Operating Plan. However, for efficiency, we would recommend that only commentary is included in this document, with additional finance and activity data included as an annex (drawn directly from the Excel templates in Appendix 3).

PCT details

	PCT name

	Brent Teaching PCT

	Key contact at PCT (name, contact details)

	Andrew Parker – Director of Commissioning
Anna Anderson – Director of Finance

	Operating Plan date

	15th January 2007


1. Past year performance
1.1. Chief Executive’s summary of the year

	Chief Executive’s summary of the year

	2006/07 has been a challenging year for the PCT, dominated by an increasingly worsening financial position. This is summarised in section 1.2 and means that the PCT is currently showing a forecast deficit position of 17.6 million. This is not an acceptable position and as a consequence the PCT is in voluntary turnaround and is developing and implementing plans to achieve significant savings this year and next. The PCT is committed to achieving recurrent balance during 2007/8 and repayment of the 2006/7 deficit.  This is a challenging but achievable task.  

Although the PCT is in a poor financial position, staff have remained committed to delivering high quality, efficient and effective local care. The PCT was rated as ‘Fair/Fair’ by the Healthcare Commission for its annual health check during the autumn in terms of its 2005/06 performance. In terms of the top 6 national priorities in the national operating framework for 2006/07, performance to date is showing some successes. In terms of smoking cessation, 40% of the target has been achieved in the first 2 quarters, hence with the 3rd and 4th quarters traditionally being the most productive – we are confident that this target can be achieved for the first time. In terms of Choice and Booking, although the national target achievement for December was not met, Brent has been one of the better performers in London. The target of achieving access to GUM Clinics within 48 hours has been achieved and the 31 and 62 days cancer targets are being achieved. Progress towards the plans for the elements of the 18 week maximum wait target is being delivered in terms of diagnostics and outpatients, but not at this point in terms of inpatients. Finally, meeting the year on year reduction in MRSA is challenging, with a reduction of last years level being achieved but not to the level of the LDP target. The Public health Team are actively addressing this. Overall though, there is steady progress.
The PCT has a very active prevention agenda and a very active Public Health Department aiming predominantly at improving health and reducing inequalities.  Full information regarding the health status of the PCT can be found in the Public Health Annual Report, which is also available online at www.phar.org.uk.

There has been continued work on service improvements during the course of the year, in particular in respect of integrated clinical pathways associated with the development of joint working arrangements between the new Central Middlesex Hospital Clinical teams and Brent Primary Care Trust.  This includes new clinical care pathways for respiratory disease, cardiology, diabetes, and dermatology.  
During the course of the year we have seen the development of five PBC based clusters, who alongside a small number of practices working outside of these arrangement, are working together to identify priorities for improvement.  Many of these improvements have focussed on the areas previously identified around clinical care pathways, but all PBC practices and clusters are now focussing heavily on referral management arrangements.  What that means is that all practices now have targets in terms of referral to secondary care, and are required to have processes to ensure effective review of their referral practices.
There have been some major developments during the course of 06/07 including:-

1. the opening of the new Brent Emergency Care and Diagnostic Centre (BECaD),  the second phase of re-developing Central Middlesex Hospital.

2. the opening of the new Willesden Centre for Health and Care

3. the opening of the new Monks Park Primary Care Centre.

This is the tangible evidence of the culmination of the PCT strategy over the last few years of improving infrastructure to enable the delivery of new models of care outside of hospital closer to people’s homes.  




1.2. Summary of financial performance

	Summary of financial performance: commentary

	At the start of 2006/07 the PCT expected to bring forward a surplus of £2.8m from 2005/06 and to find savings of £16.5m in order to deal with the London-wide 3% top slice, address pressures on budgets and support developments in the LDP. A savings plan was developed and agreed by the Board in May.

Over the summer it became evident that savings were not being delivered to the extent required and following a further London top slice, and a reduction in central allocations the PCT voluntarily began a turnaround process. Around that time some significant outstanding issues relating to 2005/06 emerged which further exacerbated the problem. KPMG were appointed in September to work with the PCT and the resultant turnaround plan was agreed by the PCT board in November. The plan showed that the PCT faced a deficit for the first 6 months of £16m and a year end deficit, if no action were taken, of £25.1m. To address this, £14.2m of savings was planned leaving a forecast year end deficit of £10.9m. Savings of £32m were planned for 2007/08 to enable the PCT to make a small surplus in that year.
During November, a Turnaround Director was appointed and also an interim Director of Finance to replace the former Director who took early retirement in September. An interim Chief Executive also joined the organisation. The turnaround plan was reviewed by the incoming directors who concluded that the outturn for the year would be worse for three reasons:

· Overoptimistic expectations about the speed with which savings plans could be implemented and/or the scale of savings that could be achieved in 2006/07

· Continuing overspending against budgets, especially on commissioning

· Following investigation by auditors and finance staff the extent of 2005/06 problem was revised upwards to 10m

The SHA was informed that an updated year end forecast was a £17.6m deficit but that work on 2005/06 had not yet been concluded so this could be worse. Work is underway to find ways of addressing the extra pressure this causes in 2007/08.

The 2005/06 issues highlighted above related mainly to disputed invoices for commissioned activity both from NHS providers and the local authority where it had previously been assumed that payments would not have to be made, or, where invoices did not appear to have been known about. In addition there was a smaller sum of income that should have been deferred but which was used to help improve the PCT’s overall financial outturn in 2005/06.

As well as achieving the specific savings in the turnaround plan, it is clear that the PCT has to take a number of other actions to improve financial management and be able to live within its means in future:

· Improving financial controls, reporting and financial awareness/skills across the organisation

· Establishing a rigorous performance management culture for all aspects of its activities, not just finance

· Strengthening the commissioning function to provide more proactive and detailed management of SLAs, increasing clinical involvement and establishing closer links between commissioning and finance staff     


	Summary of financial performance: comparison between planned and actual performance

	£m
	2006/07 plan*
	2006/07 forecast**
	Variance

	Income
	
	
	

	Recurrent revenue allocation
	
	
	

	Non-recurrent revenue allocation
	
	
	

	Other income
	
	
	

	Total income
	
	
	

	Expenses
	
	
	

	Commissioning activities:
	
	
	

	Primary care - GPs, prison healthcare, dentistry, and optometry
	
	
	

	GP
	
	
	

	Prescribing
	
	
	

	Other
	
	
	

	Community and intermediate services
	
	
	

	Mental health commissioning, pooled arrangements or jointly funded commissioning
	
	
	

	Secondary care
	
	
	

	Provided under PbR
	
	
	

	Inpatient elective
	
	
	

	Day care elective
	
	
	

	Inpatient non-elective
	
	
	

	Outpatient
	
	
	

	Provided at local prices
	
	
	

	Provided by third sector/not-for-profits
	
	
	

	Provided by independent sector
	
	
	

	A&E
	
	
	

	Other
	
	
	

	Ambulance services
	
	
	

	Tertiary and specialist commissioning
	
	
	

	Total cost of commissioned services
	
	
	

	Provider activities:
	
	
	

	Pay expenditure
	
	
	

	Non-pay expenditure
	
	
	

	Less - provider income
	
	
	

	Net provider costs
	
	
	

	Other costs 
	
	
	

	Other pay expenditure
	
	
	

	Other non-pay expenditure
	
	
	

	Depreciation and amortisation
	
	
	

	Exceptional items
	
	
	

	Total cost
	
	
	

	PCT surplus/deficit in year
	
	
	

	* Should be in line with FfP submission

** Based on 9 months of actuals plus 3 months of forecast


1.3. Other major issues

	Other major issues

	There have been a number of changes in the board during the year. At the end of September, Mahendra Patel – Director of Finance retired early and has been replaced by Anna Anderson as Interim DOF. Additionally, in November, Phil Church was appointed as Turnaround Director. During September, Paul Beal, Director of HR left and was replaced on an Acting basis by Karen Wise, substantively Deputy Director of HR who in turn  returned to her substantive role in January with the appointment of a part time Director of HR. 
Andrew Parker returned to his substantive role as Deputy CEO and Director of Commissioning in December and Nigel Webb was appointed as Chief Executive. As Andrew returned to his substantive role, Jill Shattock and Samih Kalakeche, Joint Acting Directors of Commissioning also returned to their substantive Deputy Director Roles.
Finally, at the end of January Jean Gaffin – PCT Chair is leaving and will be replaced by a new appointee, with an announcement expected soon.




2. Future commissioning plans

2.1. Strategic overview

	Strategic overview

	Population Health Status

Brent is an outer London Borough with many of the characteristics of an inner London Borough. It is relatively young, highly mobile with the most ethnically diverse community in the UK. Brent is characterised by inequalities in wealth and health with an affluent north and a generally poorer south. 

There are significant health inequalities, closely linked to deprivation. The most deprived wards in the South of the borough have a higher death rate, and lower life expectancy than the less deprived wards in the North of the borough. Harlesden, which has the lowest life expectancy for men (71.8) and women (78.4), to south Kenton, where male life expectancy is 11.1 years higher, at 82.9 years. The difference is 7.5 years in females, between Harlesden and Dudden Hill (85.9). It is a major concern that the gap in life expectancy between the most deprived and the most affluent of Brent’s residents is increasing.
Overall the mortality rate in Brent (570/100,000) is lower than that of England and Wales (628/100,000). Circulatory disease, including heart disease and stroke, and cancers are the commonest cause of death. The mortality rate from these causes has reduced significantly over the last decade. 

There are areas where the burden of ill health is higher in Brent than England and Wales. There are high and increasing numbers of people with diabetes, HIV, and tuberculosis. Mortality rates for liver disease and cirrhosis and suicide and infectious diseases are much higher than for England and Wales. Teenage pregnancy rates also are high and diagnoses of sexually transmitted infections are increasing. Brent has the highest TB rate of all PCTs.
The performance of preventive services is mixed in Brent. There have been marked improvements in recent years in the uptake of MMR and flu vaccinations, although MMR rates have started to fall again in recent months. The number of smoking quitters has also increased considerably, however Brent is not yet meeting its smoking cessation targets. The uptake of breast and cervical screening is low.

Services commissioned and provided
The PCT commissions services from over 40 NHS Trusts, over 200 independent practitioners (GPs, dentists, pharmacists), over 20 voluntary organisations and through specialist consortiums. Service Level Agreements (SLAs) with these organisations vary in value from the low thousands for some of the smaller independent organisations, to over £80 million with the largest. The PCT also provides itself community based services.

Services commissioned and provided cover a whole range of treatments in the Primary Care, Acute, Mental Health and Specialist services settings.  The commissioning of these services to ensure access, choice and quality of outcome for patients is the core function of the PCT.

Key Challenges 
The fundamental challenge of the commissioning process is to secure services to meet the health needs of the population within the available resources as well as delivering key national local priorities, and improving  patients experience and outcomes.  Practice Based Commissioning, a process whereby GPs are devolved the commissioning budget, increasingly places commissioning decision making/prioritisation in the hands of front line clinicians.  In addition, the increasing impact of Payment by Results (PBR), under national tariff system, should ensure that the impact of these decisions is apparent and controllable financially.  Both of these processes are relatively new, however, and in their implementation pose risks to the three key challenges.

Priorities for 2007
In the short to medium term the six key challenges are:

· Achieving financial balance by 2008

This is more than achieving our turnaround total; we need in Brent to achieve a sustainable and affordable “run rate” for all our services, commissioned and provided, and preferably be on track to delivering a surplus to both fund developments in future years and help us to deal with an environment of much less growth than has been the case in recent years.


· Delivering national priorities – including in particular 18 week referral to treatment.

There are no new national priorities this year and, among the most important is work to achieve the maximum waiting time of 18 weeks from GP visit to treatment.


· Improving the patient experience and outcomes.

In the context of working to improve health overall, our business is commissioning and providing services to address the health needs of the people of Brent. It is all of our responsibility to ensure that within the constraint of affordability, the experience that patients have of our services is a good one. Specifically this means that waiting is preferably eliminated or reduced to an absolute minimum; the services received are delivered to the highest possible professional and clinical standards; that we do more to centre the services around patients and not fit them in to templates that are convenient for providers, and finally that, as far as possible we are responsive to patient’s individual needs or circumstances, especially, for example, in relation to race, gender and age or frailty. 


· Improving Health and preventing illness

This includes work on health inequalities and prevention e.g. smoking cessation, programmes to reduce obesity and improve diet; improving sexual health and working with our partners to reduce drug and alcohol abuse. Screening and immunisation programmes are central to this priority area.


· Improving our business effectiveness

We need to become more business-like. We need to improve our financial controls; our process for contracting and contract monitoring; we need to be tighter and more professional in our dealings with our partner agencies; we need to develop a culture of information based work and ensure that our information resource is aligned to our key objectives; we need to be assured on behalf our patients that all our clinical services are safe.


· Staff development

We need to ensure that our strategy for staffing matches our objectives. We need people with the capacity, capability and support with the right pay and conditions working in the right structure, to deliver what we are trying to achieve. Everyone has a right to know what is expected of them and how their performance is being measured and what opportunities are available for training and development. Staff also have a right to know that poor performance will be dealt with fairly and appropriately and that a culture of expecting colleagues to cover for someone in the team who is not performing will not be tolerated.

Relationships

There are significant interdependencies between local health and social care partner organisations in particular.  As a PCT, it will be hard to deliver the priorities identified without effective NHS providers, in particular NWLHT, CNWL, St. Mary’s and the PCT itself.  In addition close working is necessary and essential with the Local Authority in order to in particular tackle the broader determinants of health around low income, housing, employment, etc.

In health there is a jointly agreed process with NWLHT and Harrow PCT known as Change for the Better, which has been attempting to bring the three organisations together to identify local priorities for change.  Some of these have been taken into account into developing the key short to medium term priorities identified elsewhere in this document.

In addition with the Local Authority, the PCT are a partner to the local area agreement which seeks to bring agencies together under common themes aimed at improving the lives of people in Brent.  Whilst there are formal and effective mechanisms for partnership between the organisations, there are also challenges in these relationships.  Fundamental to the PCT’s turnaround process is the clear understanding that the PCT aims to fund those things for which it has a statutory responsibility and no more.  The PCT has for a number of years inappropriately funded a number of high cost social care placements in the community and is seeking to reverse this historical anomaly.  But of course this cause strain in the relationships with the Local Authority, however both organisations are keen to minimise this.

In addition, with NWLHT, although it is clear that a relationship is necessary both clinically and managerially to improve patients experience locally, there is also a clear contracting relationship.  In other words, it is the responsibility of the PCT through its commissioning process and contracting process, to make sure that the best and highest quality services are delivered within the contract. Again, that can cause some stresses in the system.

Strategy for supplier configuration
The PCT will wish increasingly to “test the market” for health.  In 07/08 the PCT will be contracting for diagnostic testing from the independent sector, and in primary care will seek the input of existing primary care practitioners and the emerging independent sector market for primary care as vacancies arise.  It is also evaluating options for ISTC provision of inpatient services.  In addition, as a participant in the North West London Sector strategy  development process, the PCT will work in partnership with other PCTs and providers in the sector and across London to assess the necessary hospital capacity and participate as appropriate in recommendations for change.

PCT Provider arm
The PCT as a commissioner will eventually contract with the PCT provider arm on the same basis as other providers and will look to develop a more “arms length” approach to this relationship.  It is vital in the short term that primary care provision is focused on achieving outcomes in line with financial balance.



2.2. 2007/08 commissioning plans
	Commentary on breakdown of income and cost

	The phasing of expenditure below reflects the profile of savings in the turnaround plan.


	2007/08 in-year breakdown of income and cost

	£m
	M1
	M2
	M3
	M4
	M5
	M6
	M7
	M8
	M9
	M10
	M11
	M12
	Total

	Income
	
	
	
	
	
	
	
	
	
	
	
	
	

	Total cost of commissioned services
	
	
	
	
	
	
	
	
	
	
	
	
	

	Net provider costs
	
	
	
	
	
	
	
	
	
	
	
	
	

	Other costs
	
	
	
	
	
	
	
	
	
	
	
	
	

	Surplus/deficit
	
	
	
	
	
	
	
	
	
	
	
	
	


2.2.1. 2007/08 PCT targets
	2007/08 PCT targets

	The PCT service planning assumptions for 2007/08 incorporate the priorities identified in the London Planning Guidance for 2007/08 as Follows:

Delivering the 18 week milestones

By March 2008 85% of pathways where patients are admitted for hospital treatment and 90% of pathways that do not end in admission should be completed in 18 weeks.

Delivering the 18 week target demands timely and efficient management and requires a complete change in the approach to recording waiting times and measuring the patient journey. For each elective referral that ends in secondary care, irrespective of the route or process, the whole of the patient pathway must be measurable. This includes ‘hidden’ waits, such as diagnostics, which have never been measured systematically. Nationally, specialties such as Trauma and Orthopaedics, Urology and Ear Nose and Throat have the largest volumes of activity and the longest waits. In supporting the achievement of this target, the Department of Health has set ‘Stage of treatment’ milestones.
DATE

MILESTONES

April 2006

· 13 weeks first out patient 

· 26 weeks MRI and CT scan

· 26 weeks inpatients 

April 2007

· 11 weeks first out patient 

· 13 weeks all diagnostics 

· 20 weeks inpatients

December 2008

· 5 weeks first out patient 

· 6 weeks all diagnostics 

· 11 weeks inpatients

An 18 week RTT Board and Implementation Group has been set with host trust and local stakeholder PCTs to develop patient pathways in clinical service areas, in line with pathways developed for the cancer waiting time targets.  This is being piloted in three areas, CHD, Gynae and T&O.  Capacity and demand is also being regulated in a staged process to ensure adequate activity is being accounted for within the PCT resources.
Reducing Rates of Healthcare associated infections
Following the significant progress at NWLH in reducing C.difficile infection by 26% in the previous year, it has been agreed to set a local target of 10% year on year.  This was agreed with our local Infection Control consultant and Dir. Of Public Health.

The PCT will continue to monitor the LDP targets for MRSA reductions.
Reducing Health Inequalities and promoting Health

· Smoking Cessation

Following good progress on the 4 week smoking quitter target to date in 06/07 the PCT is aiming to achieve the 2007/8 target of 2350 quitters at 4 weeks.

· Obesity
The obesity prevalence is measured in GP registers amongst adults aged 15-75 as Part of the Local Area Agreement.  It is a Headline indicator under the LAA as previously being included in existing LDP targets.  An Action plan has been developed and will be implemented to improve obesity screening and measurements for both Children and Adults.  This aims to prevent obesity through diet, exercises and motivational interviewing and the subsequent treatment of obese people where necessary.

· GUM Waits
The PCT is aiming to achieve the LDP target of 100% access to GUM clinics within 48 hours by January 2008.

Maintaining Cancer Waits

The Cancer Wait targets are -  100% GP 2 week urgent referral, 98% 31 day decision to treatment and 95% 62 day decision to treat.    The cancer waiting time targets have been fully operational for a full year in December 2006.    In 2006-07 the PCT had delivered both 31 days and 62 days year to date at August 2006.
In order to maintain and improve on the 62 day target, Brent is working closely with our host trust NWLH, and the West London Cancer Network.  A  Cancer Waits Performance Group has been set up with host trust and neighbouring PCT to take responsibility for monitoring host trust performance.  Joint work is being undertaken on timed, tumour specific pathways being developed to maintain waiting times.  The PCT are working with the WLCN to improve use of the NICE Cancer Referral Guidelines in primary care, with development of new referral forms to streamline use of urgent referral process from primary care.  The Peer Review Action Plan to be implemented with recommendations for a more streamlined cancer service delivery.  The Cancer Locality Group is developing a revised Strategy to inform cancer commissioning.

High risk areas continue to be Urology and Colorectal but it is hoped the timed pathways will allow close monitoring and service improvement.  The competing target of 18 week RTT, especially access to diagnostics, may have an impact on maintaining cancer targets. 
Maintaining the 98% A&E 4 hour maximum wait

Performance against this target has slipped back in the last few weeks. We aim to support our host trust in developing strategies to achieve/maintain the 4 hour wait.  This will be through the Urgent Care Network Board where we will work with our local stakeholders to aid in the streamlining of A&E services.   This will involve continual monitoring of attendances, both in terms of clinical presentation and time of attendance, to ensure appropriate staffing levels in place to meet demand.

Using this data, it is the PCTs intention to operate a front of house A&E Primary Care service to re-direct inappropriate, primary care clinical presentations at A&E, which put pressure on the trust service and jeopardise their capacity.  This will include the registering of non-registered patients to better respond to patients in this group.  We are also further developing our chronic disease pathways, together with the introduction of community matrons, to prevent A&E attendances.

The risk areas here are financial and human resource availability appropriate to manage the patient attendances at peak times.  
Local Area Agreement Targets
Brent Local Area Agreement (LAA) commenced from 1st April 2006.  Brent is a single pot LAA and so was able to define its own categories for priorities.  

LAA Stretch Targets

Two health stretch targets were chosen to focus on due to their link to health inequalities and the possibility of influence by a wide range of partners.  Some pump priming money has been allocated to the stretch targets to assist in meeting them.  Achievement after 3 years will result in a performance reward grant being paid.  The two stretch targets are on smoking cessation and healthy schools.

1.Smoking Cessation
The smoking cessation stretch target is based on two elements:

· The number of people in Brent quitting at 13 weeks as a measure of longer term quitting behaviour.

· The number of people in Neighbourhood Renewal Fund (NRF) Areas quitting at 4 weeks as a measure of activity in areas of marked deprivation in Brent.

13 week quit (Brent wide)

Year

Target

2006/07

225

2007/08

240

-

2008/09

255

-

4 week NRF area quit

Year

Target

2006/07

475

2007/08

635

-

2008/09

790

-

The 13 week quit target has a time lag factor which accounts for the low performance to date on the target i.e. the end date for quarter 1 is 30th June when someone may set their quit date, 13 weeks would take the measurement to 29th September (the end of quarter 2) and so all the measurements for quarter 1 will not be signed off until quarter 3.  In order to increase the number of 13 week quits follow up letters and phone-calls are made and support offered to increase abstinence.

Progress is looking good for the 4 week NRF quit and work will continue with publicity, outreach and work in schools in these areas.  There is also a good spread of support services in these areas.

Smoking in public places will be abolished from July and this will provide a greater number of potential people to quit that the PCT can work with in achieving its plans.

2. Healthy Schools
The Healthy Schools Stretch target is number of schools and children’s centres achieving the 2005 Healthy Schools Standard.

Year
Target
Progress to date

2006/07

10

29
2007/08

32

-
2008/09

53

-
The Healthy Schools partnership continues to work towards the attainment of the target and a Healthy Schools Project Officer post will be appointed in January and will detail plans to increase attainment.  Exemplar policies and resources have been created to support schools.

3. Headline Indicators 

In addition to these stretch targets the PCT has signed up to achieving key headline indicators based on LDP targets. These include targets for diabetes screening, childhood immunisations and adult obesity and the PCT will monitor actions plans to ensure implementation
As indicated in the planning guidance, the following will be high priorities, with plans currently under development.
· Recovery action to improve mental health services (targets relate to community development workers and early intervention in psychosis)

· Preparatory work on the commitment that by 2009 all women will have access, choice and continuity of maternity care

· A baseline review by PCTs of end of life services

· Needs assessment to systematically identify and address the needs of different groups in the population, including ensuring compliance with equality legislation

· Ensure implementation of the commitment to reduce mixed sex accommodation

The PCT will also continue the implementation of system reform, including patient choice and Choose and Book, patient and public engagement, service reviews, care closer to home and improved commissioning including practice-based commissioning.



2.2.2. Income

	Significant changes in planned income

	The PCT will receive an uplift of £29m or 7.3% on its adjusted baseline Resource Limit of £395.6m however it will also have to contribute £14.7m, or 3.6%, to the London-wide top slice for 2007/08. In addition the PCT will have to repay £2.4m for the late adjustment to the 2005/06 outturn agreed when the accounts for that year were finalised in September 2006. It is also anticipated that a further repayment of £17.6m will be needed for the forecast 2006/07 deficit.  The impact of Market Forces Factor funding will also reduce resources available by about £2m.

The net effect of these, and other smaller changes, is that, despite growth funding,  the PCT is expected to have a revenue Resource Limit for 2007/08 of £393m which is slightly below the 2006/07 baseline level and this has been used as the basis for this plan.

The expected final outturn for 2006/07 shown in the table is net of the North West London Hospitals Trust RAB adjustment of £25m. This is the main difference from the adjusted baseline figure quoted above.



	

	Income – comparison between historical achievement and current plan

	£m
	Plan
	Forecast*
	Current plan

	
	2006/07
	2006/07
	2007/08
	2008/09 
	2009/10 

	Recurrent revenue allocation
	
	
	
	
	

	Non-recurrent revenue allocation
	
	
	
	
	

	Other income
	
	
	
	
	

	Total
	
	
	
	
	

	* Based on 9 months of actuals plus 3 months of forecast


2.2.3. Spending plans 

	Commentary on significant spending plans

	The PCT’s spending plans for 2007/08 are net of £32m savings contained in the turnaround plan. This initial draft operating plan shows that a further £4.5m of savings is needed to achieve financial balance. This further gap reflects the higher year end deficit forecast for 2006/07 as well as the impact of activity costing so far and review of the resource limit. 

In the 2006/07 forecast outturn the £9.8m of exceptional items is due to 2005/06 issues that were not provided for last year.

There are a number of significant variations between 2006/07 forecast outturn and 2007/08 plan:

· Community services – reduction due to impact of turnaround savings

· Analysis of secondary care expenditure – Further detailed costing of activity will enable a better analysis of expenditure between types of activity.
· Other – the NW London Hospitals RAB adjustment of £25m has been netted off against expenditure in 2006/07 but this does not apply in 2007/08

In the context of the PCTs Financial Position, there will be no new expenditure on service developments.



	Commissioning expenses – comparison between historical achievement and current plan

	£m
	Plan
	Forecast*
	Current plan

	
	2006/07
	2006/07
	2007/08
	2008/09 
	2009/10 

	Primary care - GPs, prison healthcare, dentistry, and optometry
	
	
	
	
	

	GP
	
	
	
	
	

	Prescribing
	
	
	
	
	

	Other
	
	
	
	
	

	Community and intermediate services
	
	
	
	
	

	Mental health commissioning, pooled arrangements or jointly funded commissioning
	
	
	
	
	

	Secondary care
	
	
	
	
	

	Provided under PbR
	
	
	
	
	

	Inpatient elective
	
	
	
	
	

	Day care elective
	
	
	
	
	

	Inpatient non-elective
	
	
	
	
	

	Outpatient
	
	
	
	
	

	Provided at local prices
	
	
	
	
	

	Provided by third sector/not-for-profits
	
	
	
	
	

	Provided by independent sector
	
	
	
	
	

	A&E
	
	
	
	
	

	Other
	
	
	
	
	

	Ambulance services
	
	
	
	
	

	Tertiary and specialist commissioning
	
	
	
	
	

	Total cost of commissioned services
	
	
	
	
	

	* Based on 9 months of actuals plus 3 months of forecast


2.2.4. Activity plan
	Commentary on significant changes in activity

	Commentary on Significant Changes in Activity

The PCT’s is aiming  to achieve financial balance in 2007/08 and to deliver key national targets including the 18-week target.  It is therefore assumed in the Operating Plan that commissioned activity for 07/08 will be based on 06/07 forecast out turn adjusted to reflect the impact of demand management and commissioning initiatives identified in the Turnaround Plan as detailed in Section 2.2.5.  In summary these can be described as follows:

· Acute – There are SLA reductions to be negotiated and agreed at North West London Hospital Trust in particular, in respect of demand management initiatives and in A & E.  There are planned reductions in Outpatients & Emergencies and elective admissions across a range of pathways – CHD, diabetes, respiratory ENT and dermatology.  There are also general outpatient referral assumptions in respect of PBC Cluster based referral management systems. The reductions in the turnaround plan will also impact on the other main Acute Trusts incuding St .Marys, Royal Free, Hammersmith Hospitals.
In clinical terms, procedures of limited clinical value are being reduced and work is done to ensure that waiting list activity does not exceed that required to achieve national targets in year.

· Non-Acute care (Mental Health) – Savings are identified within the Turnaround Plan, and we will work in partnership with the Mental Health Trust to achieve efficiencies on the utilisation of the total mental health budget.  In terms of social care, it should be noted that the PCT has also identified in its Turnaround Plan a number of continuing care clients who have been assessed as no longer having health needs and should transfer to the Local Authority for funding purposes, which is clearly an area of much debate locally.

· Primary Care – Through the Turnaround Plan the PCT has identified some primary care commissioning efficiencies which would not have a direct impact on activity at primary care level, but will achieve savings by for example, reducing growth funding available to PMS practices, and ensure that budgets are more appropriately managed.

· In the provider arm, again the Turnaround Plan contains a number of initiatives which will change services and deliver savings; these are listed in Section 2.3.

· The only other volume change area is the PCT has yet not completely developed turnaround aspirations to commission a range of elective services from the independent sector at a price less than the national tariff.
In respect of the 18-week target, the PCT is expecting that this can be delivered by commissioning at out turn level. This relates however to the level of success in achieving a waiting list slow down in the final quarter of 2006/07. This is therefore subject to further review.  


	Commissioning activity plan – total

	’000 spells, net of demand forecast
(attendances – outpatients)
	

	
	Plan
	Forecast*
	Current plan

	
	2006/07
	2006/07
	2007/08
	2008/09 
	2009/10 

	Inpatient elective
	
	
	
	
	

	Day case
	
	
	
	
	

	Inpatient non-elective
	
	
	
	
	

	Outpatient (new and follow up)
	
	
	
	
	

	A&E attendances
	
	
	
	
	

	* Based on 9 months of actuals plus 3 months of forecast

	Commissioning activity plan 2007/08 – by trust 

	’000 spells

(attendances – outpatients)
	Top 4 trusts
	Remaining activity
	Total

	
	Trust 1
	Trust 2
	Trust 3
	Trust 4
	Other
	

	Inpatient elective
	
	
	
	
	
	

	Day case
	
	
	
	
	
	

	Inpatient non-elective
	
	
	
	
	
	

	Outpatient (new and follow up)
	
	
	
	
	
	

	A&E attendances
	
	
	
	
	
	

	2007/08 in-year breakdown of activity plan

	’000 spells
(attendances – outpatients)
	Q1
	Q2
	Q3
	Q4
	Total

	Inpatient elective
	
	
	
	
	

	Day case
	
	
	
	
	

	Inpatient non-elective
	
	
	
	
	

	Outpatient (new and follow up)
	
	
	
	
	

	A&E attendances
	
	
	
	
	


2.2.5. Cost improvement, turnaround, and commissioning efficiency plans
	Commentary on cost improvement/turnaround plans

	The Task

Although the PCT enjoyed carried forward surpluses up to 31 March 2006, management are projecting a significant deficit in 2006/07 as a result of:
· £11.3 million of top-slices relating to London SHA strategy reserves

· £6.5 million of one-off financial adjustment pressures relating to 2005/06

· £7.3 million of operational overspends

· £2.6 million of resource allocation and other pressures

Current financial position
Year-to-date management accounts to December 2006 show a deficit of £21m million. This includes the effect of £10m of financial adjustments.  The forecast deficit for the end of the year is £17.6m as the turnaround plan takes increasing effect towards the end of the year.
Savings target 2007/08
The PCT will need to make total savings of £37 million in 2007/08 to achieve recurring balance and pay back its deficit if it is unable to address its forecast £17.6 million deficit in 2006/07. This represents some 9% of the recurring 2007/08 spend.
Developing the Plan
Early in 2006/07, the PCT developed a Financial Recovery Plan which was agreed by the board in May. Ongoing monitoring and external review has identified those schemes that are now unlikely to deliver and these have been removed from the plan or re-phased where appropriate. With the support of KPMG, the PCT reviewed all internally developed schemes and the plans underpinning their delivery. Management have agreed the phasing of savings plans and risk ratings for them with the directors and managers who will be responsible for their implementation. 
Identification of savings 
Benchmarking performed internally and by KPMG has identified a number of areas where savings in relation to existing PCT capacity, demand and operational efficiency are potentially available. 

· GP and Consultant to Consultant referral rates

· Excess follow-up appointments

· Learning Disability and long term placements spend

· Primary care spend

· A&E attendances

· Various provider reference costs, staffing and activity

Working Groups comprising Commissioning, Demand Management, Provider Services and Internal PCT were established with service managers and executive sponsors. The savings plans generated by these Groups were subject to challenge by KPMG as well as peer challenge by directors and management. The groups were tasked with stretching existing savings plans, generating new opportunities and providing challenge and review of all schemes. This included exploring the cost and benefits of existing service models and configurations, service costs, known best practice and alternative approaches. 
Additional 2006/07 savings
The extent to which savings can be delivered in 2006/07 is limited by a number of factors including the nature of the contracts with main providers and the inability to reopen existing SLA’s with some of the PCT’s acute providers; the fact that the 2006/07 year is already well advanced; and the need for consultation periods in some instances.  

The PCT has sought to ensure that where implementation costs (particularly redundancy costs) would have the effect of increasing the 2006/07 year-end funding gap, planned implementation of those savings schemes has been deferred until 2007/08. 

Key objectives
In identifying savings targets, it is recognised that the PCT’s function is that of a commissioner of all services:

· To meet the priority health needs of its population within the resource allocation;

· To ensure access to services, as locally as possible where viable and sustainable;

· To ensure good quality healthcare provision;

· To ensure services provided represent best value for public money.

The savings targets have been developed to achieve the following key objectives:

Commissioning:

· Strengthen and focus purchasing effectiveness.
· Reduce unapproved and unnecessary spend.

· Improve contractual management and provider compliance.

· Ensure value for money on core and enhanced services.

Demand management:

· Strengthen referral management to ensure priority health needs are met within budget.

· Achieve cost-effective provision.

· Reduce A&E attendances.

· Contain prescribing spend through cost-effective practices with significant work to reach the levels of the best in the country. 

Provider Services:

· Focus on provision of core health service priorities.

· Ensure value for money through cost effective model.

· Right-size core team.

· Strengthen criteria and compliance for provision. 

Internal:

· Right-size management structure.

· Secure value for money for all support and procured services.

· Ensure estates profile aligned to PCT service objectives.

Financial objectives of Plan
The PCT Turnaround Plan has been developed to meet the following key financial objectives:

· Achievement of monthly run rate balance – to be achieved March 2007.

· Achievement of in-year financial balance as soon as practicable – the current plan shows this being achieved in February 2008 (see below on stretch required).

· A sustainable long term financial position for Brent Teaching PCT.

· Delivery of core health services to meet priority health needs for the Brent population
Factors underpinning the Plan
In developing the Plan, a number of factors have been taken into consideration:

· The principle of reducing, and where possible over time, ceasing to commission and provide services which are not core to the PCT’s role and/or is not aligned to its strategic objectives.

· Ensuring that expenditure associated with direct and indirect patient care is justified and represents value for money.

· Precedents and lessons learnt from other PCTs and wider health economies facing similar financial challenges.

· The principles underpinning globally recognised effective commissioning and provision of services.

· The principles underpinning the radical reforms across the NHS and other public services.

· The direction of travel of NHS London, its corporate financial position and the need to contribute to strong financial and service position within the wider health economy.

· The risk to the PCT of a move to full Payment by Results in 2007/08.

Importantly, slower than planned delivery of 2006/07 savings places additional pressure on the 2007/08 plan. The pace, scope and scale of the plans, therefore, reflect a tough but realistic position on where and how sustainable and clinically safe savings can be secured in 2007/08. 

Redundancy costs are likely to be significant and have been avoided where possible in 2006/07. 

The Recovery Process:
Turnaround is controlled through a series of interlinking meetings and reports:

Turnaround task team meets twice weekly, comprising Turnaround Director, Programme manager, cluster programme leads, support team (HR, Finance, IT)

Turnaround Board meets twice monthly, comprising task team members and DoF, CEO, Cluster champions, Comms manager

Finance Committee will meet monthly from 2007, comprising DoF, Turnaround Director, non-execs with Turnaround as standing agenda item.

Board will meet monthly with Turnaround as the first standing agenda item.

2007/08 Additional Plans.
With the deficit in 2006/07 larger than that predicted during the planning phase with KPMG, it is unlikely that the plans already agreed to deliver in 2007/08 will be sufficient to bring the PCT back into balance in year.  The current schemes amount to £32m as a risk adjusted total, but the PCT is still forecasting a £4.5m gap.  As a result a number of additional plans are under consideration, including:

· A further reduction in workforce (although redundancy costs may wipe out some or all of 2007/08 benefit)

· Implementation of centralised Clinical Assessment Service system for some/all referral management

· A more radical redirection of patients from secondary into primary sector (with consequent investment in primary services

· Reduction in patient choice through referral of all non-specialist treatment to Brent only.  The current demand management and commissioning plans have a large effect on North West London Hospitals Trust.
· Withdrawal from some funded initiatives (for example smoking cessation incentives)

· Softening of some targets to lengthen waiting times (other than 18 week initiative)



	Cost improvement/turnaround plans

	£m
	Net saving

	
	Plan
	Forecast*
	Current plan

	
	2006/07
	2006/07
	2007/08
	2008/09 
	2009/10 

	Provider cost improvements
	
	
	
	
	

	Internal PCT cost improvements
	
	
	
	
	

	Initiative 3
	
	
	
	
	

	Initiative 4 
	
	
	
	
	

	Initiative 5 
	
	
	
	
	

	Initiative 6 
	
	
	
	
	

	Initiative 7 
	
	
	
	
	

	Initiative 8 
	
	
	
	
	

	Initiative 9 
	
	
	
	
	

	Initiative 10 
	
	
	
	
	

	Other initiatives
	
	
	
	
	

	Total
	
	
	
	
	

	* Based on 9 months of actuals plus 3 months of forecast

	Commentary on commissioning efficiency plans (e.g., demand management, prescribing efficiencies)**

	See narrative 2.2.5 above

	Commissioning efficiency plans (e.g., demand management, prescribing efficiencies)

	Demand management
	
	
	
	
	

	Prescribing
	
	
	
	
	

	Commissioning – acute
	
	
	
	
	

	Commissioning – other
	
	
	
	
	

	Initiative 5 
	
	
	
	
	

	Initiative 6 
	
	
	
	
	

	Initiative 7 
	
	
	
	
	

	Initiative 8 
	
	
	
	
	

	Initiative 9 
	
	
	
	
	

	Initiative 10 
	
	
	
	
	

	Other initiatives
	
	
	
	
	

	Total
	
	
	
	
	


2.2.6. Practice based commissioning (PBC) initiatives

	Explanation of PBC approach

	Practice based commissioning (PBC) plays a vital role in health reform. It places primary care professionals at the heart of decision making to commission services for their local population.
Brent tPCT is nearing the end of year 1 of PBC which primarily focussed on setting the foundations to progress forward. 2007/08 must build on this work, by delivering practical implementation of PBC that makes a difference to people’s lives.

Within Brent 73 practices are now engaged with PBC (excluding APP service at CMH).  There are four clusters, one co-operative and twelve independent practices within Brent.  Commissioning plans have been approved for all clusters and ten of the twelve independent practices. The tPCT has achieved universal coverage, and Harness Co-operative is participating in Wave 3 of the improvement foundation.  The Practice Based Commissioners have recently been implementing a practice level referral management system based on peer review meetings.
Key work streams have been developed to support practices which include the development of key milestones which practices and the tPCT need to work towards, commissioning plan templates, and initial discussions of an incentive to support PBC in Brent.  This whole process is overseen by the tPCT Professional Executive Committee and the tPCT Board.

The following areas will require particular attention to by Brent tPCT for 2007/08 which is reflected in the PBC commissioning plan template for 2007/08:

· Achieving financial balance

· Achieving a maximum wait of 18 weeks

· Reducing rates of MRSA

· Reducing health inequalities

· Maintaining the 98% A&E 4 hour wait

· Maintaining cancer targets

· Smoking Cessation

· Obesity

· GUM waits

· Patient Choice

· Choose and Book

There has been a huge emphasis on referral management as key priority for the tPCT and PBC to support the key areas.

The PBC Clusters and Independent Practices are now developing their plans for 2007/08, against an agreed template and the appropriate governance structures are being implemented to oversee this. The PCT and clusters are also in the process of finalising a LES scheme to incentivise PBC achievement against the key financial and national target priorities. In 2007/08.
The PCT will ensure that it can comply with all of the requirements of the Department of Health Guidance ‘ Practice Based Commissioning: practical implementation’



2.3. PCT provider plan

	Provider plan

	Brent PCT’s Provider Services are organised as a directly managed unit, known as the Integrated Health Services Directorate.

The aim is to develop strong network of local and specialist health services, providing health care to people who need treatment, care or advice from their local NHS.  

Our mission is to:

· strengthen local primary and community healthcare, 

· divert care safely away from general hospitals; and  

· help make our communities healthier.

The services are organised as 4 business units:

· Children & Learning Disabilities Services Unit

· Locality Services Unit, consisting of community nursing and operational site services 

· Interface Services Unit, consisting of care pathways, rehabilitation and  urgent care services 

· Specialist Services Unit, consisting of a number of small PCT wide specialist services 

The overriding focus for 2006-7 has been the PCT’s Major Savings Programme (MSP) and now Turn Around Plan. The Integrated Health Services Directorate is active in the majority of the initiatives within the Turnaround Plan.  

Our contribution to the Turn Around Plan in 2007-8 is £7.2 million for provider services (including estates turnaround plans) and £1.6 million for prescribing. Good progress has been made with the planning and implementation of the Plan.  

During 2007/08 it is planned to transfer the management of learning disability assessment and treatment services based at Kingsbury Hospital to Central and North West London Mental Health NHS Trust.  The transaction needs to be approved by the PCT Board.  The staff providing these services, and the Kingsbury Hospital site, will transfer as part of this change. In future the PCT will only provide community based learning disability services directly and commission inpatient care from CNWL or other providers.

During 2007-8 we will also be reviewing our long-term direction. We have been looking at how the NHS environment may change over the next few years, and how our services could best be provided. In particular we will be working with practice based commissioning clusters (PbC) and PCT commissioners to ensure that our services are contestable and fit for purpose. 

Our aim is to ensure that services continue to be responsive to local need, are easily accessible, and work with other local services for health and social care.




2.3.1. Provider income

	Commentary on sources of provider income (i.e., income from other PCTs or commissioners)

	The provider arm of the PCT expects income of £37.9m in 2007/08. This is before a deduction of £4m+ relating to the transfer of Kingsbury Hospital (details to be agreed). Of this total some £32m is expected from Brent, and £3.5m relates to APMS, £1.5m is expected from neighbouring PCTs and the balance As PbC develops this income profile may change but the PCT has not been notified of any specific changes for 2007/08.

These figures are subject to agreement of SLAs which are expected to be completed by the end of February 2006.  There continues to be little movement towards longer-term service based agreements.



	Provider income – comparison between historical achievement and current plan

	£m
	Plan
	Forecast*
	Current plan

	
	2006/07
	2006/07
	2007/08
	2008/09 
	2009/10 

	Provider income
	
	
	
	
	

	* Based on 9 months of actuals plus 3 months of forecast


2.3.2. Operating resources required to deliver provider plan

	Resources required to deliver provider plan

	The major services are:

· Children & Learning Disabilities Services 

· Locality Services, consisting of community nursing and operational site services 

· Interface Services, consisting of care pathways, rehabilitation and  urgent care services 

· Specialist Services, consisting of a number of small PCT wide specialist services 

In agreeing resources for provider services, inflation and cost pressures will be funded consistently with the approach for external SLAs. The total resources shown here include 3.4% inflation funding from the PCT and 2.5% from other commissioners. The PCT % uplift reflects the relevant parts of the national guidance but excludes the 2.5% efficiency deduction as this is more than covered by the turnaround plan savings.

Particular service pressures that have to be addressed include the funding of the agreed rehabilitation & intermediate care model, medical equipment for children discharged from acute hospitals, and enteral feeding consumables.  Funding for pressures will need to be agreed through a clear and explicit commissioning process between the commissioning and providing arms of the PCT alongside agreement on the services that are provided for the resources agreed. It is likely that internal savings will be needed to contribute to funding these pressures.

The PCT provider arm will be implementing savings plans to deliver £7.1m in 2007/08. Good progress has been made with the planning and implementation of the Plan and the impact of reductions in bank and agency staff is already being seen.  Monthly Performance Meetings have now been introduced at Assistant Director and Service Manager Levels and these will help to ensure delivery of the agreed savings as well as the provision of safe and good quality services for patients. 

The PCT will seek to ensure equity in relation to cross boundary provision of community health services either through knock for knock arrangements and/or via transparency of funding flows. 
Implementation of the NCRS RiO Programme agreed at the July 2006 Board meeting will continue throughout 2007-8.   This will enable an improved clinical system and improve reporting of provider activity.



	Provider operating expenses – comparison between historical achievement and current plan

	£m
	Plan
	Forecast**
	Current plan

	
	2006/07
	2006/07
	2007/08
	2008/09 
	2009/10 

	Pay
	
	
	
	
	

	Non-pay
	
	
	
	
	

	Total provider operating cost
	
	
	
	
	

	** Based on 9 months of actuals plus 3 months of forecast


2.4. Capital plan 

	Plans for investment and disposal 

	The PCT expects to have a capital resource limit of £2m in 2007/08 and will have a further £1m that is being brokered from 2006/07.

Detailed work on a capital programme for 2007/08 has not yet been undertaken however the main priorities are clear:

· Continuing the programme of maintenance and updating for clinics etc

· Addressing health and safety issues

· IM&T

· Works to support site rationalisation and other projects in the turnaround plan

In 2007/08 the Sudbury Primary Care Centre, a local LIFT initiative, is scheduled to open. The PCT board is reviewing existing plans for a new health centre in Kingsbury in view of affordability risks due to the current deficit. £1m is currently included in the plan for the purchase of land for the Kingsbury development.

The estate rationalisation plans included in the turnaround plan mean that 4 sites (Campbell House, Helena Rd, Perrin Road, and College Road) will be disposed of in 2006/07. It is planned to dispose of 3 further sites (Stag Lane, Mortimer Rd and Neasden Clinic) in 2007/08. These changes will reduce the PCT’s asset base by £4m and £9m respectively. 

The PCT is also finalising plans to transfer most of its learning disability services to the Central and North West London Mental Health Trust and as part of this change will also transfer the Kingsbury Hospital site which is valued at £16.4m.



	Investment and disposal strategy – comparison between historical achievement and current plan

	£m
	Plan
	Forecast*
	Current plan

	
	2006/07
	2006/07
	2007/08
	2008/09 
	2009/10 

	Investment in fixed assets
 (non-maintenance)
	
	
	
	
	

	Investment in fixed assets
 (maintenance)
	
	
	
	
	

	Investment in other assets
	
	
	
	
	

	Asset disposals
	
	
	
	
	

	* Based on 9 months of actuals plus 3 months of forecast


2.5. Summary of key assumptions 

	Key assumptions 

	Financial

There are no developments  planned

The plan includes the effect of the Turnaround Plan at a risk adjusted level.  
There is further work required to cost activity forecasts in detail.

Activity
The activity is year to date at month 6 rolled forward.  Later months are subject to coding changes.  The forecast will be refined in further iterations of this plan. 

This activity forecast has been rolled as a baseline into 2007/08.

The demand management and commissioning effects of the Turnaround Plan on activity have been included.  They are consistent with the risk weighted turnaround plan.
There is further work to do in negotiation and agreement with acute trusts.

Trust Breakdown
The Four Trusts in the template are:

Trust 1 – North West London Hospitals Trust

Trust 2 -  Hammersmith Hospitals NHS Trust
Trust 3 – St  Marys NHS Trust
Trust 4 – Royal Free NHS Trust
The greatest effect of the Turnaround Plan is on North West London Hospitals Trust



2.6. Risk analysis 

2.6.1. Financial risk 

	Commentary on financial risks

	The scale of savings required to breakeven in 2007/08 presents a huge challenge for the PCT. The sum required equates to nearly 10% of the PCT’s income and there is a major risk that this level of reduction may not be achievable by 31 March 2008.  At this point in time the plan shows a deficit of £4.5m and further work is progressing to identify ways in which this can be eliminated (see 2.2.5)  Specific issues that need to be addressed to maximise delivery of financial balance are:

· The recruitment of new board members and particularly a substantive Chief Executive and Finance Director

· The development of capacity within the PCT and improvements in financial management and financial control,  performance management and commissioning

· Engagement of all PCT staff and independent contractors in the turnaround process, acceptance of the need for fundamental change and a positive will to make it happen

· SLA management has to be strengthened with robust challenge of activity data a rigorous focus on delivering agreed performance.

· Ensuring engagement of GPs in delivering demand management savings by reducing referrals into the acute sector 

· A change in culture is needed from a developmental one to a business and performance driven culture that is necessary to turn the organisation around

· The dialogue with the London Borough of Brent about continuing care responsibilities is likely to be protracted and difficult as the Council has made it clear that it will use all means available to fight the proposals in the turnaround plan

· There is a risk that actions being taken by other NHS organisations in the local health economy may adversely impact on the PCT

· Extensive work has been undertaken over recent weeks to bottom out the extent of any remaining 2005/06 pressures, this work is not yet finalised and the full extent of these pressures has not yet been established
· Redundancy costs are being checked to ensure that sufficient provision has been included in the net savings figures built into this plan 




2.6.2. Service provision risk
	Commentary on services provided and associated risks

	The PCT views the 18 week RTT target as the main national priority target, after achieving Financial recovery. The PCT has to deliver a significant reduction in acute activity in order to achieve its financial targets. As part of its approach to mitigating overperformance   in 2006/07, the PCT has, along with many other PCTs, put in place arrangements with its main Acute Trust to slow down activity within the final quarter whilst still achieving national waiting targets. This will mean that in 2006/07, there will be a move away from the 18 week trajectories in the final quarter. That activity will therefore need to take place during 2007/08, although as part of a planned overall reduction to achieve SLA expenditure reductions. At the time of writing, the detailed modelling of the impact of this is still being developed.  


2.6.3. Governance risk (including emergency planning and quality)
	Commentary on governance and associated risks

	Standards for Better Health 

Currently one standard has insufficient assurance, and has an action plan to move to green by 31st March 2007.  The risk rating for overall compliance is medium as the assessment on compliance may have changed given the areas of challenge identified during the year.  Last year’s assessment has been circulated to domain leads for updating and re-assessment and will be reported back to EMT by end of February and Board end of March 2007.

Integrated Governance

Work has begun to further integrate the clinical and corporate agenda, and currently the risk in this area is medium.  Further work is needed to review the work of audit and clinical and corporate governance committee.  This has been scheduled into workplan and objectives for 2007-08.

Impact of financial savings plan

The Turnaround plan has significant service and staffing implications and is assessed as being medium risk rating.  To minimise the impact, a number of actions have been taken including risk assessing each project; consultation with staff and public; consultation with key stakeholders and implementing a red flag system for escalating clinical concerns.

Emergency Planning
This is a low risk rating as all areas are compliant.

Financial Governance
Financial Governance needs substantial improvement.  Both the creation of a Finance Committee including non executives and the Turnaround Board will improve matters.



2.6.4. Other risks 

	Commentary on any other risks

	service risks for PCT provider services include:

· Reduction in service capacity is expected to increase waiting lists and reduced accessibility to community services 

· Health inequality targets, such as, smoking cessation, immunisation and fast access to services, may be compromised due plans to  restrict demand as a result of a reduced financial envelope 




3. Declarations and self-certifications

3.1. Board statements 

	Commentary 

	The Board Statement self- certification has been completed as a forward looking exercise in readiness for 2007/08.
The pursuit of financial recovery means that the major changes required (with many already in train) are:

· Strengthening governance for Finance and Tturnaround along with improved financial controls.

· Reviewing the Turnaound Plan with all senior managers, GPs and providers to gain their agreement to delivery of the Plan.
· Regular Performance Review of each Director by the Chief Executive.

· Improved use of information to assess progress and the need for recovery.

· Continuous assessment of capability and competence of the management team.
These changes are outlined in more detail above.
Nigel Webb

















































































































































































































































Appendix 2


PCT Operating Plan 2007/08 Commentary Template
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