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Business Case and Project Plan

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 
	Vascular Health (NHS Health Checks)

	Project Reference
	82

	SRO (Sponsor)
	Jo Ohlson, Director of Primary Care & Community Commissioning

	Project Manager
	Vacant

	Financials verified by
	Jonathan Wise & Alan Levett

	Project Start date
	1st April 2009
	 Project completion date
	31st March 2014


	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.

	This Business Case outlines the case for the Vascular Health (NHS Health Checks) Programme over a five year period.  The Board is requested to consider approval of this business case allowing the Programme to progress to the next review point in October 2010. Thus the request is for £4.3m overall with a cost up to the first gateway review of £405k covering the period of implementation from April 2010 to October 2010.

The scope of the programme Business Case covers the NHS Health Check (screening element) a number of primary care medication interventions and an intensive lifestyle intervention:

· statins for high risk patients and anti-hypertensive anti-diabetic medication for those identified during screening as having these conditions 

· intensive lifestyle intervention for those identified as glucose intolerant



	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., 

	Cardiovascular Disease (CVD) is the highest cause of premature death and disability within both the UK and Brent.
This programme aims to screen all patients aged 40 to 75 years in Brent over a 5 year period, assess their CVD Risk and offer a range of interventions, to those who need it, to reduce their risk of CVD.

The outcomes of the programme will be that:

· Premature deaths relating to CVD will be reduced. Estimated at 24 less premature deaths per annum by 2014. In 2007/08 there where 200 premature deaths from CVD.

· Reduction of CVD Events, estimated to be 210 events per annum by 2014. There were 2567 Cardio Vascular events within 2007/08 in Brent.
· Reduction in the health inequalities gap between the highest and lowest wards within Brent. Modelling suggests that the current slow widening of health inequalities (based on life expectancy at birth) will be halted.



	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 current situation both locally and nationally, is as follows: 
· CVD is the leading cause of death in Brent
· The CVD SMR for Brent (105) is similar to that for England but there is considerable variation within Brent from 61.8 in Queensbury to 146 in Kensal Green

· CVD SMRs are highest in our most deprived neighbourhoods

· Brent has higher rates of hypertension (10.7%) than London

· Brent has very high rates of Diabetes (4.6%) compared to London and nationally 

· Over the next few years the rate of Diabetes is predicted to increase by 20%

· Modelling by the LHO suggests that secondary prevention of CVD and primary prevention of CVD through smoking cessation and increasing coverage of ant-hypertensives and statin therapy will have the most significant impact on improving life expectancy
· Statins are estimated to be very cost effective at between £4000 and £8000 per QALY

· Recent NICE guidance has recommended that statin therapy is part of the management strategy for the primary prevention of CVD for adults who have a 20% or greater 10 year risk of developing CVD 

· Use of effective treatments are supported by QOF but there is more that could be done to support practices to go further faster
· There are variations across practices in Brent in the extent to which patients with chronic diseases are receiving effective treatments 
· All these health issues have a more significant impact in our more deprived neighbourhoods & disproportionately affect our BME & non-UK born populations
The CSP identified this programme as important part of delivering against the strategic goals of NHS Brent, contributing to 3 of the 5 strategic goals, as follows:

· Goal 1 - Increasing the life expectancy of our population by reducing premature mortality. The programme will increase average life expectancy by 3 years by the end of the programme.

· Goal 2 - Addressing the health inequalities that exist in our borough, by working with our partners to address inequities both in health services and the wider determinants of health. The programme will reduce health inequalities by 6 months by the end of the programme.

· Goal 3 - Promoting good health and preventing ill health, to improve the health and wellbeing of our population.  Patients identified as smokers (est. 16000), and have glucose intolerance (est. 5000) will be referred to lifestyle programmes. These figures are not mutually exclusive as risk factors tend to cluster.

The programme seeks to achieve Level 2 of WCC Competency 2, through the careful monitoring of the services setup under the programme. A performance regime will be introduced to monitor progress and cost effectiveness. The proposed costs for the key screening service has been benchmarked against nine other PCTs in London and the outcome suggests that the level of payment for screening is roughly similar to the most cost effective approaches elsewhere. In addition we will seek to include health checks within all PMS contracts thorough local contract renegotiations that started in February 2010.

There is strong evidence that one of the most effective ways to improve health and reduce inequalities in Brent is to reduce Cardio Vascular Risk across the population. This led to the inclusion of the systematic programme of screening and interventions within NHS Brent’s Commissioning Strategic Plan. The NHS health checks programme is a key priority for NHS Brent.

This programme also enables NHS Brent to deliver the Department of Health NHS Health Checks target outlined by the Prime Minister in March 2008. The target is to screening all patients 40 to 75 years over a five year period, starting in April 2009.

This initiative will help to deliver the Healthcare for London key themes of reducing health inequalities and improving health and wellbeing. It will directly contribute to the following healthcare for London priorities and projects: 
· Health improvement and wellbeing

· Stroke

· Care in Primary and Community care setting 

· Long term conditions

The DH has done an economic assessment of the CVD programme (Department of Health, Economic Modelling for Vascular Checks. July 2008). This shows the programme to be very cost effective with a conservative cost per quality adjusted life year (cost per QALY) of £3000. NICE generally considers an intervention with a cost per QALY below £30,000 per QALY to be cost effective. We have based the business case on the analysis and costs calculated by the DH and applied them to the Brent population. 
Modeling by the London Health Observatory suggests that secondary prevention of CVD and primary prevention of CVD through increasing coverage of anti-hypertensives and statin therapy will have the most significant impact on improving life expectancy. Recent NICE guidance has recommended that statin therapy is part of the management strategy for the primary prevention of CVD for adults who have a 20% or greater 10 year risk of developing CVD and all of the other interventions proposed in the programme are in line with NICE guidelines as shown in the box below:

Interventions offered and their respective NICE guidance
Stop Smoking Services 

NICE guidance PHI001 “Brief interventions & referral for smoking cessation in primary care & other settings” March 2006
Anti-hypertensives for those with hypertension

NICE clinical guideline 34 “Management of hypertension in adults in primary care: partial update”, June 2006
Statins for primary prevention 
NICE technology appraisal 94 “Statins for the prevention of cardiovascular events”, January 2006
IGT intensive lifestyle

management

NICE clinical guideline CG43 “Obesity”, December 2006 and

Health Technology Assessment 2004; Vol 8: No.21

In addition to the overall programme being seen as cost effective a number of the individual elements are also highly cost effective. For example the cost per QALY for some of the elements is shown below. 

Statins are estimated to be very cost effective at between £4000 and £8000 per QALY Incremental costs per QALY of the intensive lifestyle intervention are around £11,600 to £22,100 and in the range £15,000 to £42,400 for metformin. The lower bounds refer to likely cost-utility ratios for the intervention as it might be applied in standard practice, while the upper bounds refer to costs incurred under trial protocols. 

Tight blood pressure control is also extremely cost-effective. Estimates of cost per life year gained are around £4000, with a fair chance that intensive blood pressure control might actually be cost saving over the longer term, depending on the true profile of post-trial benefits.



	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

	Health Inequalities (Male)
	Slope Index of Inequality
	8.8
	14.88
	Mar 2014

	Health Inequalities (Female)
	Slope Index of Inequality
	1.7
	0.6
	Mar 2014

	Reduced Premature Deaths
	CVD Morality Rate (>75 yrs)
	86.7
	58.2
	Mar 2014

	Reduced Cardio Vascular Events
	Number of CVD Events
	2567
	Trend – 210
	Mar 2014

	Output measures – as the time to generate the outcomes/benefits is some years and they can only be measured annually in some cases, there need to be a number of measures that give some indication that the services are working in a similar way to the model in order to be reassured that the outcomes are likely to be delivered. These output measures are designed to allow the services to be monitored and any corrective action to be taken early. Some measures will be targets that will need to be met, whereas other will be for monitoring purposes only (i.e. monitor to confirm/understand the impact of the model), these are shown:



	
	
	
	2014
	

	Patients invited for Screening (target)
	% of registered patients having been sent the appropriate invitation
	0%
	100%
	At the end of 

each Cluster programme

	Screening Uptake (target)
	% of registered patients having undergone screening
	0%
	70%
	As above

	Patients with > 20% CVD Risk (monitor)
	% of patients screened having > 20% CVD risk
	0%
	17%
	Throughout programme

	Patients with >20% CVD Risk receiving Statins (target)
	% of patients with CVD risk > 20% receiving statin prescriptions
	0%
	90%
	Throughout Programme

	Patients who attend Smoking Cessation Service (target)
	% of patient referred to Smoking Cessation who register
	0%
	19%
	Throughout Programme

	4 week quitters (target)
	% of those registering for the smoking cessation service who are reported as quitters after 4 weeks 
	0%
	50%
	Throughout Programme

	Patients identified with Glucose Intolerance (monitor)
	% of patients screened in Harlesden with Impaired Glucose  Tolerance
	0%
	7%
	Throughout programme

	Patients who attend ILI service (target)
	% of patients in Harlesden referred to ILI service who attend
	0%
	100%
	Throughout programme

	Patients remaining with the ILI service for 1 year
	% of patients in Harlesden attending ILI who are still attending the service after 6 months
	0%
	60%
	Throughout Programme


	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.

	There are a range of intangible benefits to the delivery of this programme. There are opportunities for the PCT to learn with regard to the implementation of a large scale complex screening and risk management programme. Also, the PCT has the opportunity to work with the London Borough of Brent to increase uptake of exercise.
The programme implements key building blocks for promoting health in Brent.

The implementation approach is consistent and supportive of the primary and community care strategy.

Although the programme is targeted at CVD, there are also much wider health benefits to the screening and interventions being proposed.



	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

2010/11

Non-Recurrent

Commissioning Strategic Plan Investment

£20K

£20K

2010/11

Recurrent

Commissioning Strategic Plan Investment

£916K

£916K

2011/12 

Non-Recurrent

Commissioning Strategic Plan Investment

£20K

£20K

2011/12 

Recurrent

Commissioning Strategic Plan Investment

£1032K

£1032K

2012/13 

Non-Recurrent

Commissioning Strategic Plan Investment

£20K

£20K

2012/13 

Recurrent

Commissioning Strategic Plan Investment

£1,089K

£1,089K

2013/14 

Non-Recurrent

Commissioning Strategic Plan Investment

2013/14 

Recurrent

Commissioning Strategic Plan Investment

£1,275K

£1,275K

Total

£4,372K

£4,372K

Note: All costs based on 2008/09 costs

The cost benefit modeling demonstrates that the intervention will save cardiovascular events that require hospital admission. Approximately 10% of cardiology admissions would be prevented through offering high risk patients statin therapy. A reduction in CVD events will be seen in the first year with full effects in years 3 to 5.  
The profile of the savings is outlined below and based on 2007/08 data and admission costs:
2010/11

2011/12

2012/13

2013/14

2014/15

High Risk Patients Screened

2100

8400

0

0

0

Remaining Patients Screened

12617

10896

19296

19296

0

% of total CVD events saved

8%

44%

87%

95%

100%

Anticipated Savings from prevented CVD Events

 £79,823

 £468,827 

 £926,315 

 £1,008,660 

 £1,060,126 

As more high risk patients are due to be identified earlier in the programme these figures demonstrate a high level of impact in earlier years. The costs of the programme have not been reduced by the expected savings, as the identified savings are not cash releasing.  The overall level of cardiology admissions is rising and are expected to continue to rise even with the implementation of this initiative.  The level of increase would be higher if we did not implement this initiative. 

The table below shows the profile of savings from the prevention of diabetes for the Intensive Lifestyle Intervention pilot, which is concentrated upon the highest risk population only:
2010/11
2011/12
2012/13
2013/14
Patients Screened in Pilot area

13620

4540

0

0

Diabetes Prevented first year

127

43

0

0

Diabetes Prevented subsequent years (cumulative)

0

127

170

170

Diabetes Savings - Diagnosis Year (adjusted for rollout)

£120,610

£254,621

£  53,064

£           0

Diabetes Savings - Subsequent 
years

£            -

£108,056

£252,131

£288,150

Total Savings per year  from prevented diabetes

£120,610

£362,677

£305,736

£288,150

The programme also seeks approval to begin implementation of services, governed by the Programme Board.




	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.

	There is a great deal of guidance from a range of sources. Recently the Department of Health has issued guidance, which summarises much this. The key documents from the Department of Health are ‘Putting prevention First (2008) and published in recent weeks ‘NHS Health Check: Vascular Risk Assessment and Management Best Practice Guidance’.

Other sources of key guidance include:

· NICE guidance on statin therapy, hypertension, stop smoking services.

· UK National Screening Committee / University of Leicester – Handbook for Vascular Risk Assessment, Risk Reduction and Risk management.

· Department of Health (2009) Putting Prevention First – NHS Health Check: Vascular Risk Assessment and Management Best Practice Guidance. London: Department of Health.

· Department of Health, Economic Modelling for Vascular Checks. July 2008



	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.



	For screening, University of Leicester took international evidence and local experience in order to present detailed recommendations to the UK National Screening Committee. This programme is based on this report.

The programme undertook a benchmarking report, looking at nine  PCTs in London, the main findings were as follows:

· All PCTs have either started screening or are planning to within this financial year. 

· The range of LES payments for screening was from £23 to £80 per screen. 

· Lower overall investment in NHS Checks was directly related to significant existing investments in obesity strategies.

· no other areas apart from Brent, have costed statins (£815K) or anti-hypertensive drugs costs (£550K). 

· Taking out the drug and intervention costs from Model 1 (below) then a more comparable Brent cost would be £4.27M over the five years, with others ranging from £175K in Harrow (only a limited pilot) to £7M in Newham.

· The range of costs per eligible patient (40 to 75 yrs) over the five years range from £2.09 (Harrow) to £105.74 (Kensington & Chelsea) with model 1 costing £45.04 per eligible patient using the more comparable costs.

The latest guidance from the department of Health outlines much of the good practice already discovered and builds upon the previous best practice guidance presented by University of Leicester. This guidance outlines the ‘national offer’ that is required as part of the national target. This programme is compliant with the ‘national offer’.

As this systematic approach to primary prevention is relatively new area for the NHS, evidence of best practice will emerge from a number of sources, the programme will need to continue to monitor this and be prepared to evaluate and incorporate effective changes as appropriate.




	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.

	Seven options were presented and evaluated in relation to their impact on outcomes, deliverability and value for money.

Summary 

Options

Strengths

Weaknesses

Impact on inequalities

1: Do nothing

· Costs are minimal 

· Fails to achieve programme outcomes

Inequalities increase

2: Implement in all clusters equally

· Universal access
· Operationally complex

Inequalities increase

3: Implement in the most deprived cluster first and least deprived cluster last

· Operationally simpler

· Patients / practices in the least deprived clusters have to wait for screening 

Inequalities decrease

4: Implement in most deprived cluster and then all other clusters simultaneously

· Operationally simple initially

· Operationally complex

Inequalities decrease

5: Screen those at highest risk first using a screening tool 

· Focus on those with highest risk

· Minimise the need to call in patients 

· Screening tool depends on having accurate data, 

· May miss patients with individual risk factors

Inequalities increase

6: Screen the oldest first and or those with risk factors.

· Focus on those with highest risk

Inequalities increase

7: Opportunistic approach

· Opportunity to screen unregistered or hard to reach groups 

· Unable to control who gets screened 

· Most likely to access the worried well

· People may be screened multiple times increasing costs 

Inequalities increase

Evaluation Criteria

Three criteria are proposed to assess the various options used. These are:

· Impact on outcomes – impact on reducing mortality and reducing inequalities a key aspect of which is the screening uptake.

· Deliverability – this covers the operational complexity, impact on primary care.

· Value for Money – the overall cost of the programme in relation to the benefits delivered.

Scoring 

The seven options are scored from 0 to 4 in relation to the criteria identified above and presented with the highest scoring option first.

Options

Impact on Outcomes

Value for money

Ability to deliver

Impact on inequalities

Total

3: 
Implement in the most deprived cluster first and least deprived cluster last

3

3

3

3

12

4: Implement in most deprived cluster and then all other clusters simultaneously

3

3

3

3

12

5:
Screen those at highest risk first using a screening tool 

4

3

3

0

10

2:
Implement in all clusters equally

3

3

2

0

8

6: 
Screen the oldest first and or those with risk factors.

3

3

3

0

9

7:
Opportunistic approach

1

1

4

0

6

1: 
Do nothing

0

2

4

0

6



	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.

	After consultation with the Practice Based Commissioners, PEC and other key stakeholders, the Programme Board agreed Option 4 as the preferred option. The Programme Board then considered the options for commissioning the service and concluded this was best commissioned through general practice via a LES for GMS practices and through a renegotiated PMS contract for PMS contractors. While offering health checks through pharmacies would increase access points, pharmacists would not be able to deliver the full programme. 
Having identified the preferred option, the programme board then indicated the commissioning approach for each service component as follows.



	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:

	The programme overview patient pathway is shown below, showing the broad boundaries to the programme:
[image: image23.jpg]
The programme includes standard operating procedures for a screening service, a call/recall service to invite registered patients to this service, referral to the smoking cessation service intensive lifestyle intervention and appropriate primary care management.
The screening service will cover the testing or measurement of age, height, weight, ethnicity, activity, smoking status, blood pressure and appropriate blood tests.

The scope of the intervention services are outlined below:
· Smoking Cessation – Commissioning of a range of options to meet the capacity of the programme from existing services. Patients referred to this service will be those identified as smokers during screening.

· Primary Care – Prescribing of statin therapy for all patients identified with a > 20% of CVD. Also ongoing management of those patients diagnosed as hypertensive
· Intensive lifestyle intervention for those with impaired glucose tolerance



	This project will not cover:

	· The costs and implementation of a primary care based information and performance system, which is being pursued through a more holistic business case.

· Patients with existing cardio vascular disease, who will be receiving secondary prevention interventions. 
· Other lifestyle interventions which have been excluded due to cost.

· Access to intervention services for those not identified as at risk.

· Screening for irregular pulse during the screening process.

· Funding to support PMS practices delivering NHS Health Checks (assumed to be within existing contract price).
· Funding to support the operational running of the Brent Stop Smoking Service for those referred from the screening process (see separate business case).




	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

	Project Manager
	April 10 – Mar 12
	1
	To be appointed on a fixed term contract
	Jo Ohlson

	Public Health Lead
	Feb 09 – Mar 14
	0.2
	Simon Bowen
Ogo Okoye
	Jim Connelly

	Programme Admin
	Apr 10 – Mar 11
	1
	To be appointed on a fixed term contract
	Jo Ohlson


	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


	Stakeholder Mapping 

Stakeholders for the NHS Health Check strategic programme are grouped into their appropriate levels of engagement in the table below to allow:
· forward planning of communication and stakeholder engagement activities

· identification of opportunities for shared communication activity and engagement events

· the approaches that should be undertaken with each stakeholder group.

ENGAGEMENT LEVEL

AWARENESS

INVOLVEMENT

COMMITMENT

STAKEHOLDER

GROUPS
- NHS Brent Staff

- Public – Brent wide

- Media

- North West Cardiac Network

- Local Politicians

-
Key PCT/Local Authority Groups

-
Primary Care Commissioning

-
Strategic Commissioning

- 
Primary Care (General Practice and Pharmacy)

- 
Health Promotion Department

- 
Public – Active Cluster

- 
Community Leaders 

- 
Screening and Intervention Providers

-
Brent Council

- Director Public Health

- Deputy Director Public Health

- PCT Board

- PBC Leads

- PEC Board

- Community Leaders – Active Cluster

· Informed

· Understand

· Reassured

· See the need for change
AWARE
· Confident about the programme

· Accept change

· Understand the implementation 

· See the benefits

· Clear about their role and what they have to do

· Feel part of the process
INVOLVED
· Enthusiastic

· Supportive 

· Endorsing

· Working in different ways

· Leading 

· Champions
· Empowered
COMMITTED
Communications Channels
Below is a list of the communications channels and tactics available throughout the programme.

The channels of communication will be determined by availability, practicality, cost and appropriateness. The table below indicates the primary communication channels that the programme will use to effectively communicate with stakeholder groups based on the level of engagement required:

AWARENESS

INVOLVEMENT

COMMITMENT

COMMUNICATION CHANNELS

Stakeholder 
Group

Stakeholder Group

Stakeholder Group

Press Releases
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PCT Internal Newsletters
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Website & on-line communications 
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Programme Stakeholder Events
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Face to face meetings for updates
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FAQ information sheets
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Project resource rooms
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Presentations
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Highlight Reports

[image: image17.png]



     [image: image18.png]



Document Store
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Focus Groups
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Awareness Presentations / Briefings
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	The actions we took as a result of PBC/PEC and NHS Health Check Programme Board comments 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.

	An alternative option (Option 4) was developed that achieved the programme aims of reducing inequalities without delaying screening in other clusters by more than six months.




	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 following outlines the agreed Governance Structure for the Programme:
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There is a more detailed document outlining these groups and the workstreams within the programme are set out in the Programme Governance document version 1.0, approved by the Board in March 2009.

The Programme Board has overall responsibility for the Programme, defining the approach, ensuring risks are managed, monitoring progress against plan and in achieving the outcomes.

The Implementation Team is responsible for the day to day management of the programme, agreeing timescales, monitoring progress against activities, managing risks and allocating activities. 

The Stakeholder Group having recently been revised, and is where idea/approach generation and development takes place to ensure stakeholders are able to contribute to the programme.  The group also has a strong communications role in ensuring a large range of stakeholders are aware of progress and are able to contribute to the programme success.


	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

	SRO, Director of Primary Care Commissioning
	Jo Ohlson
	NHS Brent

	Deputy Director of Primary Care Commissioning
	Tessa Sandall
	NHS Brent

	Project Manager

	To be appointed
	NHS Brent

	Public Health Consultant

	Simon Bowen
	NHS Brent

	Head of Public Health Delivery 

	Ogo Okoye
	NHS Brent

	PBC Representative

	Dr Rhiannon Lloyd
	General Practice

	PEC Representative

	Dr Ajit Shah
	General Practice


	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

	Business Case 
	March 2010
	Programme Board

	Business Case – Agree to Invest
	April 2010
	NHS Brent Board

	Commissioned Services ‘Go Live’
	June 2010
	Programme Board

	Stage Review - Evaluate Progress / Business case for next year
	October 2010
	Investment Panel

	Stage Review - Evaluate Progress / Business case for next year
	October 2011
	Investment Panel

	Stage Review - Evaluate Progress / Business case for next year
	October 2012
	Investment Panel

	Stage Review - Evaluate Progress / Business case for next year
	October 2013
	Investment Panel

	Project Complete – Formal Closure
	March 2014
	Investment Panel

	Benefits Evaluation
	September 2014
	PCT Board


	The additional control points when the Investment Panel 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

	Stage Review - Evaluate Progress/Business case for next year
	October 2010

	Stage Review - Evaluate Progress/Business case for next year
	October 2011

	Stage Review - Evaluate Progress/Business case for next year
	October 2012

	Stage Review - Evaluate Progress/Business case for next year
	October 2013

	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.

	Reporting of progress against plan, status of key risks and likely impacts on the outcomes will be reported through a monthly highlight report to the Programme Board. This report will also be sent to the Programme Office.

As the programme progresses and before screening starts the programme will develop a Performance Dashboard to monitor outcomes and outputs (see above section), using trajectories based on the modelling undertaken on the programme to date.



	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 

	An initial Equality impact assessment was undertaken as part of the Commissioning Strategic Plan.

The equality impact assessment is an important part of shaping the services within the programme. Alongside this business case a modeling exercise has been undertaken to investigate different approaches to the programme and their impact upon existing population inequalities with Brent. This exercise has informed the most appropriate rollout approach and option for optimum impact. A formal document will be completed and other equality issues considered in line with PCT policy.

As part of the programme, there is a significant social marketing campaign planned and as part of this process the programme intends to test engagement and access to services that are being developed as part of the programme. These focus groups and discussions will not only inform the detailed service provision, but also where, how and when these services are provided.




	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

	Primary Care Based data collection and performance system
	Tessa Sandall
	Develop Business case ensuring that the needs of the programme are included within the GP information sharing specification.

	Stop Smoking Service
	Simon Bowen
	The new service manager will need to ensure the service has the capacity to provide service to those identified as part of the screening programme. 

	Identification of patients in Harness practices will be supported by PBC administrator
	Harness Cluster
	The PBC administrator will upload templates in practices and provide data assurance on Read coding in practices.


	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 
rganization 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

	Programme ready to go live in Harness in June 2010
	3
	4
	12
	Agree support PBC administrator will provide and source interim  programme manager from 1 April 2010

	Impact on Primary care
	3
	4
	12
	Monitor progress and impact and consider alternative rollout options

	Unrealistic Timescales 
	3
	4
	12
	Programme Board monitor progress closely

	Delays to implementation of data collection & performance monitoring system
	5
	3
	15
	Develop tactical solution for Harness roll out 

	Programme Modelling is incorrect
	3
	4
	12
	Assumed cost of programme excludes savings. Establish performance monitoring to assess both upside and downside risk


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

	Inequality gap continues to widen
	3
	4
	12
	Social Marketing in Harlesden cluster to increase uptake

	Programme unable to impact on reducing secondary care demand
	3
	3
	9
	Monitor performance of the programme in reducing secondary care activity.

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

	Screening uptake or assumptions with regard to   at-risk patients is higher than anticipated
	2
	5
	10
	Monitor macro financial situation and model impact of uptake




	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

	0.1
	Draft
	20/4/09
	Steve Sewell
	Initial Draft

	0.2
	Draft
	27/4/09
	Steve Sewell
	Added plan, risk and Cost detail, relevant changes to other sections

	0.3
	Draft
	28/4/09
	Steve Sewell
	Minor changes, refreshed finances in corporate template

	0.4
	Draft
	02/06/09
	Steve Sewell
	Added PBC Feedback/Response

	0.5.
	Draft
	09/6/09
	Steve Sewell
	Changes made following programme board – issued to Investment Panel

	0.6
	Draft
	29/9/09
	Steve Sewell
	Updated for a four year rollout and as part of closing down programme until April 2010.

	0.7
	Draft
	27/11/09
	Steve Sewell
	Updated following CSP Discussions, ILI and Weight Management removed.

	0.8
	Draft
	2/12/09
	Steve Sewell
	Transferred to the new Business Case template

	0.9
	Draft
	24/12/09
	Steve Sewell
	Alterations following Investment Panel approval, added more detail with regard to anticipated savings

	0.10
	Final
	17/3/10
	Jo Ohlson/
Ogo Okoli /

Simon Bowen
	Alterations following March Programme Board


	Project Timeline 2010/11

	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.




	Initiative Name
	J
	F
	M
	A
	M
	J
	J
	A
	S
	O
	N
	D

	Business Case Signoff
	
	
	
	
	
	
	
	
	
	
	
	

	Implement Information/Performance System
	
	
	
	
	
	
	
	
	
	
	
	

	Engagement Programme
	
	
	
	
	
	
	
	
	
	
	
	

	Training
	
	
	
	
	
	
	
	
	
	
	
	

	LES Negotiations and Signup
	
	
	
	
	
	
	
	
	
	
	
	

	Sign off Operating Procedures
	
	
	
	
	
	
	
	
	
	
	
	

	Begin Service
	
	
	
	
	
	
	
	
	
	
	
	

	Review Progress
	
	
	
	
	
	
	
	
	
	
	
	

	Phase 2 Business Case Approval 
	
	
	
	
	
	
	
	
	
	
	
	

	Phase 2 Delivery and Performance Monitoring 
(January 2011)
	
	
	
	
	
	
	
	
	
	
	
	

	Phase 2 Review (July 2011)
	
	
	
	
	
	
	
	
	
	
	
	


Appendix A – Project Budget 
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