[image: image4.jpg]NHS

London




[image: image5.jpg]NHS

London






	SECTION 1: Overall Strategy

	Provider Landscape and timescale to end state as a result of implementation of Healthcare for London. Where do you expect to be at the end of and 2010/11 and 2011/12.

Corporate objectives
These 10 Corporate Objectives were developed in consultation with the wider management team, Executive and Committee of Brent Community Services. These objectives will be revised after consultation for each annual plan.

•
To provide high quality, evidence-based and accessible services that meet the need of our communities in line with local and national quality standards

•
To achieve excellence in clinical standards for our patients and service users in line with national best practice

•
To be a well-governed organisation with the ability to achieve local and national audit compliance within financial resources.

•
To develop and empower the workforce to ensure the delivery of the Brent Community Services’ vision and objectives, through effective leadership

•
To demonstrate patient and stakeholder involvement, utilising the findings to plan and deliver clinical services.

•
To develop a performance management framework that ensures continuous improvements of our services.

•
To achieve Business Ready status from 1 October 2009 as part of the development of a 5-year strategy.

•
To develop and embed systems and processes to ensure that Brent Community Services becomes business orientated in delivering services.

•
To strengthen external relationships with key stakeholder organisations to promote effective partnership working.

•
To invest in our staff, celebrate their successes and value their contributions in delivering current and innovative services.

Strategic Direction

In line with achievement of Business Readiness, BCS prepared a 5 year strategy based on implementation of Healthcare for London, Transforming Community Services and commissioning requirements. 

Brent Community Services has progressed quickly from being a division of Brent PCT to successfully achieving APO status in May 2009. It is forging its own identity under a strong new management team. Brent Community Services will utilise this recent work as a springboard to complete its development into a first class organisation.
The vision for Brent Community Services (BCS) is to be the provider of choice in Brent, listening to our patients and staff.  Our mission is to strengthen our clinical services and to delivery commissioned services to high standards. BCS will be a pro-active organisation, with a propensity for action rather than introspection. We aim to lead the debate regarding Community Services within Brent and to be able to manage our position in the markets in which we are engaged.  BCS will develop partnering and service innovation from a position of strength, utilising a strong brand based on values which permeate the organisation and delivery of services. BCS will foster innovation in its services and support research and learning initiatives in partnership with universities.
Brent Community Services has undertaken a research project to inform the production of their strategy. This included engagement with external stakeholders, potential partners and commissioners. Research on national & regional policy relating to Community Services and analysis commissioning intentions has been applied to define the strengths of BCS and the “must-dos” for this strategy.
The conclusions are that the main policy drivers will tend to increase the available market for Community Services as a proportion of the total NHS spending, while the funding context means growth in overall spending is unlikely. 
The impact of commissioners’ intentions to Community Services is positive to the future demand for the three main pathway groups of BCS- Children and families, Long Term Conditions and Intermediate Care & Enablement. Children and Families services are a priority for commissioners, as is vascular health as part of shifting acute services into the community. NHS Brent’s intermediate care strategy forms the core part of the BCS strategy on intermediate care in conjunction with Local Authority partnership.

Productivity improvement is hence a key theme. BCS’ contribution to the financial imperatives will include support for the shift to a lower cost setting and improving the Long Term Conditions pathways’ case management to shift resources to community settings.
The challenge being addressed by BCS is to maximise its share of the total community services spending by NHS Brent and adjoining commissioners through demonstrating competitiveness in addressing commissioning and sector objectives in the Commissioning Strategy Plan revision of December 2009.
Service Transformation

Analysis of health policy for clinical services, in particular the Transforming Community Services programme, shows that commissioners will increasingly not purchase individual services and are working towards commissioning and pricing of packages of services relating to care pathways. 
Brent Community Services is presently structured in a functional manner with 33 services lines in 4 categories. It is recognised this structure will not support our future service transformation. Hence BCS is integrating its services into three main pathway groups- Long Term Conditions, Children & Families and Intermediate Care/Enablement. Supporting services including Community Nursing, Podiatry, Nutrition & Dietetics and Physiotherapy services will be integrated into these groups. This will provide patients with co-ordinated care from multiple clinical professionals, guided through a co-ordinator managing multiple partner agencies.
BCS also runs a number of services which support all the above pathways or are specialised services, including Wheelchair, Community Dental, Substance Misuse, HIV co-ordination, Infection Control, Phlebotomy and Learning Disabilities. These have individual strategies dependant on commissioning intentions and potential growth strategies. 
Internally, plans are progressing to re-align services across the relevant Healthcare for London pathways and a new Transforming Brent Community Services (TBCS) Board has been established to oversee this work.  This has a formal constitution and Terms of Reference, reporting to the main Executive Group, and has four implementation sub-groups: 

‘Improving Services’ with a key focus on Productivity;  

‘Workforce Development’ supporting management and staff in making the necessary changes to service configuration and roles in order to deliver the HfL Pathways; 

‘Information Management’ to underpin the process with modern systems of data capture, quality and performance reporting and 

‘Clinical Governance and Engagement ’ to ensure all major transformational changes are carried out with the full support and commitment of clinical staff and to give assurance that high standards of quality and safety are at all times maintained.

The first stage of the service transformation will complete in June 2010, based upon reconciliation of posts and support of the revised commissioning requirements-
•
Building on cardiology and diabetes experience, further development of current services is being implemented for integrated pathway service delivery models with PbC.
•
Clear activity and outcomes reporting by service line is being used to support further improvements in BCS services.

•
BCS is strengthening partnership working with the Local Authority, primary care and practice-based commissioning (PBC) stakeholders. This is at general and service specific levels. 

•
Waiting lists, restricted access criteria and underdeveloped out of hours services limit some services and require strategic decisions are to be made with commissioners.

•
BCS is becoming pro-active in case-finding in relation to acute admission avoidance. Use of tools such as Earli, Parr and Dr Foster will enable this.
Integration of Community Nursing within the pathway groups

BCS Adult Community Nursing Service has a unique model of locality-based services which recently integrated with Social Care through the Integrated Care Coordination Service. This service has been praised by commissioners and the Department of Health as significantly reducing acute admissions in the borough and providing an excellent resource to Brent residents.  BCS will integrate Community Nursing further within the three main pathway groups to strengthen our position. This is described in more detail for each pathway, as the major enabling capability for delivery in the community. Specific actions points:

•
Work closely with the commissioner to build on the agreed adult community nursing model and integrate with other services as part of service transformation

•
Market the redefined service and explain better to stakeholders and the community

•
Work more closely with Long Term Conditions specialist team to support integrated pathways

•
Partner with acute trust, PBC, Local Authority and ambulance trust

•
Continue to develop services such as potential partnerships with NHS Direct, and enhanced usage of telemedicine.
Intermediate care & enablement pathway group
Rehabilitation services, Community Nursing and Social Care will be fully integrated to meet the needs of the patient in their journey through the Intermediate Care and Enablement Pathway. A strategic multi-agency forum will be established to include BCS, the Local Authority, education, private providers, third sector agencies and patient & carer representation in 2010/11. A project has been initiated to scope how the Enablement vision of the Local Authority can be integrated into a joint Intermediate Care and Enablement strategy. By integrating our service delivery with the Local Authority during 2010/11 BCS will be a key partner providing an increasingly multi-skilled workforce increasing efficiency and productivity and reducing duplication and cost.

In line with commissioning intentions a Single Point of Access and Single Assessment Process as well as shared Protocols will be developed which will be operationalised through new multi-agency operational management groups and integrated teams both actual and virtual.

The Services will be reconfigured within 2010/11:

•
The Neuro-rehabilitation Unit will become a tier 2 unit in line with the provisional rehabilitation services pyramid being developed by the Department of Health. This service already meets most of these requirements and currently offers specialist interventions through a number of SLAs with PCTs outside Brent; BCS’ intention is that this service will grow to meet the demands of the increasing number of out-of-borough referrals.

•
The Older Adults Rehabilitation wards will be re-specified into an adult intermediate care facility offering a mix of both step-down and step-up beds delivering time-limited packages of care to enable earlier discharge from the acute trusts and admission avoidance respectively.

•
Community rehabilitation and community nursing will integrate with social care to provide rapid response teams and acute care closer to home enabling seamless pathways of care from the Acute and/ or the Intermediate Care beds into the community. 

The local Intermediate Care Strategy (NHS Brent) states that “intermediate care services will be readily accessible and easily navigated by patients and staff and will provide ‘time-bound’ care designed to keep patients out of hospital and accelerate a patient’s return from hospital to more appropriate care closer to home”. BCS reconfiguration will meet these needs.

BCS in partnership with the Local Authority will provide a number of integrated rehabilitation and enablement environments including ‘step-down, ‘step-up’ and social care beds as well as integrated nursing, rehabilitation and social care packages at home and in residential facilities.

These integrated services will utilise pre-emptive tools such as Dr Foster, EARLI and PARR to target patients at risk in the community with Ambulatory Care Sensitive Conditions and will provide their care closer to home and therefore avoid acute admissions.

In addition to partnerships previously described, BCS will foster closer links with the Acute Trust in terms of shared forums/ protocols/ posts to enable a reduction in Delayed Transfers of Care and a greater utilisation of rapid response community-based services.

Time-line for BCS Intermediate Care Strategy

•
Internal Modernisation Programme to complete year end 2009/10

•
Joint strategic and operational forums with LA established by year end 2009/10

•
Service restructure in line with local Intermediate Care Strategy including the establishment of ‘step-up’ beds and integrated rapid response teams during 2010/11-12

•
Development of integrated nursing and AHP response teams in all community intermediate care provision during 2010/11

•
Establishment of a broad multi-agency strategic group for integrated adult community care including BCS, LA, GP’s, education, private providers, third sector and patient & carer representation by Q2 2010/11

•
Establishment of shared forums/ protocols/ posts for seamless delivery of care between Acute Trusts and Intermediate Care during 2010/11

•
Intermediate Care pathway to be supported by telemedicine and self-care programmes in the community by year end 2011/12

Children and Families Pathway Groups

BCS is providing early support to the new integrated Children’s Centres in Brent and support a standard approach for joint governance with the local Authority at integrated children and families boards. All children and their families will be provided with a personalised care plan and where appropriate use joint care planning or integrated assessments such as the common assessment framework (CAF) or continuing care framework.  All children, young people, families and carers should have a named key worker or case manager to provide high quality, safe and effective continuity of care. The new centres will support the conditions in which children and young people thrive, including:

o
Early years development

o
Education, achievement and school improvement

o
Support for young people and teenagers

o
Focus on excluded and vulnerable groups

o
Safeguarding, health and wellbeing

The implications for the health visiting service of this children’s plan is recognising that three quarters of Brent’s children are of black or minority ethnic heritage.  

· School Nursing 

School Nurses will take the lead in health needs assessment, working strategically at population level to ensure that service provision across Health, Education and Local Authority meets the needs of children. The Chief Nursing Officer for England’s review of School Nursing in 2006 identified a modernised role for School Nurse and this set the precedent to raise the profile of school nursing and the unique added value they bring to the public’s health. 

BCS’ main goals are to

•
assist emotional health and wellbeing by promoting positive emotional health and wellbeing to help pupils to understand and express their feelings, and build their confidence and emotional resilience and therefore their capacity to learn.

•
promote effective early intervention and prevention parenting programmes and home visiting; this can have a positive impact on the mental health and neurological development of young children.

•
identify issues early and engage the hardest to ‘help’ and at risk families

•
improve the infant mortality rates focusing on the antenatal period and the first two years of life (principle from the Family Nurse Partnership). Brent is 1.6 above the national mortality rate of 5 deaths per 1,000 births. 

•
recognise the value of home visiting, knowing the community, and ‘being local’

•
increase and build on our current work with fathers to assist parenting development

We will improve the ratio of School Nurses deployed in primary and secondary schools so there is one per school cluster. We will work closely with the head teacher to achieve involvement around the healthy school child programme. This is sponsored by the executive management of the Local Authority. 

We will develop closer working relationships between child and adult services to ensure a smooth process of transition from child to adult services. We recognise that disabled young people need high quality, multi-agency support to allow them to have choice and control over life decisions, and to be aware of what opportunities are open to them and the range of support they may need to access. To this end we will create a senior transition lead who will work across the integrated children and families centres and adult services. 

· Safeguarding

The provision of a competent safeguarding function is of paramount importance, it encompasses the following elements that will be delivered through Children’s centres and the School Nursing service working in partnership with all agencies.

•
Child Protection Plans – has replaced the derivation ‘At Risk Register’.  

•
Police Notifications – Form 78 is issued when the police visits as family with children under 5 years old

•
Multi Agency Risk Assessments (MARAC) – a MARAC conference is held when Domestic Violence happens in a family.

•
Child in Need Medical assessment

•
Child In Need Social Care LAC (Looked After Children) New legislation on Safeguarding, Adoption, Fostering and Looked after children and new DOH directives such as the 18 weeks.

•
Vulnerable Families Concerns such as pregnant teenage mothers
· Community Paediatrics and Community Nursing Service

The Department of Community Paediatrics is a provider unit within Brent Community Services delivering a range of community based clinical services to meet statutory and core requirements. The consultants hold a number of strategic and operational roles to provide clinical advice on service development and implementation. The department takes a very active role in training, providing community attachments for undergraduates from Imperial College London and postgraduate trainees from the London Deanery. 

The children’s community nursing service provides nursing care to sick children at home; this enables early discharge from acute services and support for the parent caring for their child within their home environment. Supporting the family in this way offers the opportunity for early discharge and prevents re-admission as children are monitored within their own home.

Our research has identified that GPs are unclear when to refer to acute or community paediatric consultants. The communications strategy for this service will be extended to clarify this to enable care in the most appropriate setting. BCS is undertaking a review of Community Paediatric services to implement from 2010/11.

Long Term Conditions
BCS Long Term Conditions is building on its experience to provide integrated one-stop packages of care through the utilisation of multi-disciplinary and multi-agency workstreams.  Clients will experience a seamless service, inclusive of an education programme to increase the clients understanding of their condition and therefore be more successful in its long term management. The benefits will include-

•
Increased patient independence & self-management of their condition

•
Reduction in avoidable emergency attendances & inpatient days

•
Care plans to be tailored to the needs of individuals

•
Access to GPs, nurses & healthcare professionals with a specialist interest in long term conditions

•
Pathway redesign

BCS will redesign the pathways to integrate podiatry, dietetics and possibility HIV to the core pathways service to offer a comprehensive client and GP experience to each pathway referral. Further alignment of services to the commissioning intentions will provide a wider diabetes service across all BCS localities and PBC clusters. (BCS localities are already aligned with those of the Local Authority.) 

Intermediate care and rehabilitation services will be linked into the Long Term Conditions pathway preventing inappropriate admissions to the acute trust, facilitating early discharge and enabling people to achieve the optimum level of independence for their long term future.

A major element of the transformation will be to define the internal working partnership with community nursing in line with clinical best practice. This will produce a more seamless patient experience with efficiently designed packages of care.

•
Education

Major elements of the transformation include client, GP and internal BCS education about service offerings. Education will include production of client information leaflets plus support within Brent of the national ‘Your health, your way – a guide to long term conditions and self care’. In partnership with Brent Council and Practice based Commissioning BCS will run community road-shows four times a year. The aim is creation of holistic health care advice with contact numbers for clinical emergencies.
Please include a note on expected movements in activity, services and expenditure
BCS plans to separate formally from the current host statutory body, NHS Brent, and combine with a new statutory host from September 2010.  The options for the final end state for BCS remain open and this could involve forming a partnership with another DPO or an ICO.  An options paper is to be presented to the NHS Brent Board on 28th January 2010 with the preferred option to be determined by 31st March 2010.
The following services will be subject to major service change during 2010/11:
1. LD services - Peel Road unit, the Community Team for People with Learning Disabilities (CTPLD) and the Community Activity Support Service (CASS). 

In line with national guidance, NHS Brent will be procuring new social care services for the residents of Peel Road and decommissioning the existing campus accommodation.  Although the timescale for the changes cannot be finally confirmed BCS has identified the requirement to develop an active redeployment strategy immediately.
2. The three GP practices currently managed by BCS – the Sudbury Practice, The Wembley Practice and the Burnley Practice incorporating the homeless service.  

These will be put to open tender, the timescales for which cannot be determined as the incumbent management team has exercised the right to request a social enterprise.  Once this is resolved the contractual implications for BCS will be clearer and timescales can be determined.

3. The Homeless Service will be subject to full review to include configuration and delivery of service from an operational perspective as well as a wholesale review of service specification in line with NHS Brent requirements.  This is likely to involve consolidating the existing fragmented services for homeless people into one service including primary care based at the Burnley GP Practice, which will then be commissioned from another provider by NHS Brent as BCS does not intend to bid.
4. The Intermediate Care Service (incorporating Brent Rehabilitation Service (BRS) and the Willesden hospital inpatient wards) is subject to a re-commissioning exercise based on a new, innovative and integrated model for the new STARRS (Short-term Assessment, Rehabilitation and Re-ablement Service).  Although in theory this could provide some risk in the form of loss of income in the event of a failed tender response, BCS has worked hard to propose the submission of a joint bid with North West London Hospitals NHST, the other provider currently providing services within the umbrella specification.  This has been scrutinised by NHS Brent and has been received a highly positive response.  This has resulted in the two current providers being invited to submit a formal joint bid under the terms of the DH ‘Preferred Provider’ route giving a guarantee to existing NHS providers to bid against the specification in a closed process.  This means that provided the bid meets the spec the PCT will not go out to open market tender, which could potentially result in an increase in the overall scope and therefore value of service portfolio.  The provisional start date is likely to be well into the second half of the financial year, and for this reason no change to the contract value has been built into the 10/11 plan.
What productivity improvements are expected by 2010/11 and 2011/12? 
Each service will be expected to contribute to an overall productivity target of 10% across the organisation as a whole for both 2010/11 and 2011/12, a cumulative total of 21% from 09/10 baseline.  Some services offer greater opportunity than others to generate productivity savings and individual service targets may vary.
Key focus will be on increasing the proportion of patient facing time spent by each clinician, and, in discussion with our lead commissioner we will be using external sources such as the Meridian study of 2008 among others to help shape targets.  As mentioned briefly above, the TBCS work includes a strong focus on improving productivity through the Improving Services implementation sub group, and this will be a requirement in determining the re-configuration of any service lines that any proposed re-structuring and realignment will generate opportunistic efficiency gains.
What impact are the HfL and productivity improvements envisaged to have on the workforce, including the impact on workforce utilisation?

Better workforce utilisation is the main operational area in which greater productivity can be achieved.  In particular, the Meridian study is being used to implement new ways of working to increase the proportion of time spent with patients, rather than trying to extract more contacts through longer hours alone.  We are clear that more of the same is not an option and far more sophistication and innovation is required.  It is envisaged that the key issue will be change management as opposed to open resistance on the grounds of unreasonable additional burden of work, and staff training will focus on the issue of change and how new ways of working can free up time and benefit both patients and clinical staff.
We are planning to pilot new technology in the form of mobile hardware / data capture devices to enable staff based in the community to record activity remotely and reduce time spent away from direct patient contact.  This will reduce the amount of time spent travelling backwards and forwards between clients and offices, which should in turn reduce the requirement for office accommodation, thus improving overhead ratios and reducing unit costs.
In addition we have just completed (mid - January 2010) a pilot study assessing the benefits of electronic rostering of nursing staff in the step-down bedded inpatient unit and within the Community Nursing teams.  This is expected to result in transparency of shift bookings and rationalisation of the process through automation.  This will remove any inherent inefficiencies within a manual system and result in greater productivity with minimal disruption.
What impact are the HfL and productivity improvements envisaged to have on asset utilisation?

BCS is a DPO and does not possess fixed assets.  However, in terms of core infrastructure costs we have an estates strategy focused in rationalising the use of estates and reducing the service footprint.  This is expected to realise savings in the form of reduced dependency on office space for the admin associated with recording clinical data.  

In addition, we are piloting greater use of technology to support mobile working.  This will also reduce the requirement for office space and, in addition, it will free up clinical time currently spend travelling between clients and working bases.



	SECTION 2: Performance

	Please describe your interaction (if any) with your Sector Acute Commissioning Unit
No direct interaction at present, though it is likely this will develop with the development of HfL pathway provision and ever more sophisticated links and integration with the acute sector.  In addition, the option of vertical integration with an acute provider remains one of the long list options for our organisational end state.  Were this to be pursued it would require interaction with the SACU at minimum during any due diligence phase.
Are all operational targets forecast to be met?  If not, which ones are unlikely to be met, is there an action plan in place and what is the timescale for achievement?

BCS starts from a solid performance base, albeit with some gaps in compliance with NHSL CPR metrics in 2009/10.  NHS Brent commissioner’s targets have been met for 2009/10, including a wide ranging Data Quality Improvement Plan, overall sickness levels for the DPO, reporting on Continuous Service Improvement Plans and Patient Experience measurement for all Service lines.

BCS has implemented the NHS London CPR metrics since the Q1 2009/10 pilot. 

Further work is being done on a number of metrics not met as at Q2 09/10 as reported to NHS London and identified as being at risk of non-achievement for 2010/11. BCS has been implementing a Data Quality Improvement Plan during 2009/10, which involves the establishment of the Data Quality & Information Group consisting of operational service leads.  This has provided increasingly reliable data to enable continuous performance improvements within the year.  This group is tasked with and accountable for monitoring performance. This includes identifying and maintaining good practice and addressing poor performance.  The operational targets considered at risk, and the actions to mitigate that risk are as follows:

Appraisals:

As part of BCS transforming community services agenda, an appraisal programme is being implemented to ensure appraisals take place with alignment to the KSF.

Ethnicity:

As part of the BCS data quality and information programme, an ethnicity data capturing work stream is being implemented to ensure that BCS will be in a position to achieve 85% by March 2010.  

District Nursing Response time:
Service performance reporting commenced in November 2009. A trajectory of continuous progression was finalised with the service lead and a data flow mapping exercise was completed during November 2009. Capture of data has improved significantly and Q3 will show improvement. 

New Birth Visits:
Issues in the flow of information from other providers have been identified which caused much of the delays. Further work with the commissioners is required to achieve better results.

Hospital Admission Avoidance:
Q3 will show significant improvement due to better data capture. 

Data Quality Checks:
Data quality checks are done regularly and service performance reports are sent to the services. Service leads and clinicians are constantly contacted and advised on data capture and data quality. Full data quality board report is currently being finalised and will be presented to the Shadow Board. 

AHP 18 Weeks RTT:

Service mapping is completed and Weekly 18 Weeks Performance Meeting is currently being implemented. 
The following table describes BCS working trajectory to achieve the underperforming NHS London CPR Metrics target:

NHS London CPR Targets

Q2 2009/10 (Actual)

Q3 2009/10 (Plan)

Q4 2009/10 (Plan)

Q1 2010/11 (Plan)

Q2 2010/11 (Plan)

Appraisals

41.67%

60%

85%

90%

90%

Ethnicity

40.58%

75%

85%

90%

95%

District Nursing Response Time

54%

70%

95%

95%

95%

New Birth Visits

45%

60%

80%

95%

95%

Hospital Admission Avoidance

49%

80%

90%

95%

95%

Data Quality Checks

30%

60%

80%

80%

80%

AHP 18 Weeks RTT

not reported

60%

90%

95%

95%



	SECTION 3: Finance
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Plan

2009/10

Forecast

2009/10

Plan

2010/11

Plan

2011/12

PbR - Elective

PbR - Non-Elective

PbR - A&E

PbR - Outpatient

PbR - Other

Non-PbR: critical care

Non-PbR: mental health

Non-PbR: community care 43154 39901 35,520 34,871

Non-PbR: other 597 429 429

Excluded drugs & devices

Non Contract Activity 1243 132 132

LSCG

NCG

Transitional funding

TOTAL 43154 41741 36081 35432

Clinical Revenue


	Commentary on clinical revenue

	Please explain the significant changes in clinical revenue including:
Tariff/price changes

BCS remains on a block contract for 2010/11 with our main commissioner NHS Brent, with a shadow cost-and-volume monitoring process alongside this with a view to moving to a tariff in 2011/12.  We are entering negotiations with other local commissioners on a cost-and-volume basis in the first instance, dependent on formal agreement of a local tariff.

The baseline value of the block contract (excluding specific divestments explained below) has been adjusted recurrently by the following:
Infrastructure efficiencies:   (£-286k)

Productivity target:              (£-400k)
Market Forces Factor

In 2009/10 a recurrent reduction of £800k to the block contract value was imposed by NHS Brent commissioners relating to MFF.  This was intended to replicate the pan-London effect of average baseline income loss of 2%.  £800k transitional support was then built back into the contract value on a non-recurrent basis to negate the impact.  This non-recurrent support was for one year only, so has not been included in the contact for 2010/11.

Impact: (-£800k)
Investments/Divestments

£300k investment has been made to the Health Visiting / School Nursing service following a successful Business Case to create greater integration between the two services and improve recruitment and retention rates.
£250k has been divested from the Community Paediatric Service in respect of savings anticipated from the integration of the service with either the Local Authority or the local Acute Provider (NWLHT) to form a Children’s Trust.

Overall impact: (£50k)
The major change in the value of the SLA is one which has a zero effect on the overall resources available for the delivery of healthcare.  The Estates element of the contract has been reduced significantly to reflect the refining work which has taken place over the past year to identify precise space utilisation and determine the correct value to be attributed to BCS (previously the entire cost of the NHS Brent Estate passed through the books of BCS).  The exact value is still to be agreed but it is likely to have a net effect of £3.5m.  This will be a reduction in cost but also an equal corresponding reduction in the SLA value and the overall net effect will be zero, although it will improve BCS unit costs.
Transitional funding

No transitional funding has been agreed.
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Plan

2009/10

Forecast

2009/10

Plan

2010/11

Plan

2011/12

Research and development

Education and training 421 421 421

Transitional PFI

Other    1108 564 564

TOTAL 0 1529 985 985

Other revenue


	Commentary on other revenue 

	Please explain the significant changes in other revenue
We do not foresee significant changes in other revenue, pending the confirmed level of Education and Training support from MADEL.
 


	Expenditure 

	Please explain the significant changes in expenditure
Pay
Total value of pay awards for 2010/11 is expected to be in the region of £590k.  In addition, employers’ NIC will increase from 12.8% to 13.8% in 2011/12.  No other routine adjustments are made to service budgets in respect of pay, and pressures relating to incremental drift are managed at service level with accountability residing with individual budget holders.

Significant savings of circa: £1.2m in pay costs have been targeted through the CIP as a result of the following schemes, for which greater detail is given further down:

· More efficient automated rostering processes (£457k)

· Use of technology to support mobile working (£367k)

· An opportunity to make savings from the re-alignment of services along HfL pathway lines, as creating new management structures provides an opportunity to reconfigure and consolidate services under leaner, more efficient management arrangements (£384k)
Planned reductions in the overall paybill are reflected in the workforce section.
Drugs

Pharmacy services are currently provided through 2 long standing SLAs from local healthcare organisations.  Due to an inability to recruit to a permanent Community Pharmacy Advisor it has not been possible up to now to scrutinise the contract specifications for VFM.  This post has now been filled part-time, resulting in both a saving from the previous bought-in advisory arrangement and an opportunity to generate further savings from the pharmacy SLAs through the establishment of a professional scrutiny and rigour of the service received.  This is expected to generate a saving of £15k.
Clinical Supplies and Services

The total cost of clinical supplies to BCS is relatively small, however continuous scrutiny is carried out in the form of an annual review carried out by the Head of District Nursing.  This is expected to generate a small saving of circa £10k.

In addition, BCS has a series of long standing historic SLAs for services received from other organisations, for which service specifications and delivery have historically not been monitored with rigour.  The total value of these SLAs is circa £860k and a target saving of 10% or £86k has been identified.
Other 

The contract for taxi services is due to be tendered.  Research suggests a saving of £14k can be expected.
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Plan

2009/10

Forecast

2009/10

Plan

2010/11

Plan

2011/12

Revenue from Patient care 

activities 43154 43270 36081 35432

Other operating revenue 985 985

Operating expenses -43154 -43262 -36695 -36053

Operating 

surplus/(deficit) 0 8 371 364

Other gains and losses

Investment revenue

Finance costs

PDC dividends payable

Retained surplus/(deficit) 

for the year

0 8 371 364

Impairments included 

IFRS impact included

Retained surplus/(deficit) 

excluding impairments 

and IFRS

0 8 371 364

Contingency included 186 182

Overall position


	Commentary on overall position 

	Please provide an explanation of your overall financial position including sections on:
Contingency

As per NHS London assumptions, BCS has built a contingency of 0.5% of turnover into the budget, equating to £186k.  This is in addition to the planned surplus of 1% of turnover or £371k.

Cash

BCS has its own separate bank account and banking facilities from the host PCT and plans to explore ways of better planning cash management in 2010/11
The impact of IFRS

BCS does not hold any fixed assets or financing leases so there is not expected to be any impact as a result of IFRS




	Key Assumptions included within the plan (inflation, growth etc)

	Inflation is assumed at 0%.


	Key risks included within the plan

	Explanation of the risk
	High/ Medium/ Low risk
	Mitigating actions

	
	
	

	Failure of E-rostering system and remote working technology  to generate expected savings
	Low
	This forms part of the CIP.  The value identified in the programme is deliberately conservative when compared to the level of savings achieved elsewhere, therefore is deemed to include an implicit built-in contingency separate from the centrally held contingency of 0.5%

	Achievement of CQUIN
	Low
	BCS is on track to achieve a minimum 60% of CQUIN targets for 09/10, and has a rigorous process for monitoring achievement and holding individual services to account.  The plan is based on assumed achievement of 75% but we expect to achieve most or all of CQUIN targets in 2010/12 and will continue to monitor progress in detail.

	Implementation of demand management schemes by non-host commissioners leading to reduced commissioned income
	Low
	Within the planned revenue is a 10% provision for under-recovery of non-host income and we are in the process of negotiating block contracts for the larger agreements with neighbouring PCTs which will give greater assurance and certainty over income levels.

	Inability to generate additional productivity gains from re-organisation along HfL pathways
	High
	The TBCS board includes an implementation sub-group tasked with ensuring that productivity increase and / or efficiency value of the planned contingency is more than 50% of the value of the savings identified. 


	CQUINS  

	Describe what your commissioners have contracted for in relation to CQUINS
Negotiations with commissioners around CQUIN targets for 2010/11 continue to progress but to date final costed CQUIN targets have yet to be agreed.
Agreement in principle has been reached and the likelihood is that CQUIN for 10/11 will be on the following basis:

· 30-40% based on a detailed and quantified survey of patient experience

· 30-40% based on implementation of service transformation programmes to align services with HfL pathways

· Balance based on NHSL CPR metrics, taking account of any mandated or suggested schemes in the CQUIN guidance yet to be released.




	Cost Improvement Programme (expenditure savings only)

	 Pay CIPs
1. Average of 7% reduction in overall cost of nursing staff through electronic rostering, equating to £457k over nine months following a three month implementation phase

2. Average 11% reduction in time spent by mobile nurses (principally District Nurses and Health Visitors), equating to £367k over eight months

3. Savings from consolidation of Service Line Management = 10 x 8As released back into services, resulting in a reduction in clinical staff required and a saving of 6 x band 7 = £384k
Total pay = £1,208k
Drug CIPs

Drugs currently supplied through SLAs with CNWL and NWLH.  Target to reduce value by 5% = £15k.

Clinical Supplies and Services CIPs

District Nursing around clinical equipment – dressings, syringes, syringe drivers, = £10k

Services received from other organisations via SLA – targeted £100k
Other cost CIPs
Reduction in use of taxis for essential patient journeys only - £14k
Unidentified CIPs
All CIPs for 2010/11 have been identified, with a small contingency of 2% built in.
How will the achievement of these savings will be managed in year and what risks are there to delivery?
Each scheme has full accountability at AD level.  They have been identified bottom-up at service level and each has an individual implementation plan constructed by the appropriate budget holder.  They have also been subject to a full risk assessment.
Performance against plan for each scheme will be reported to the Finance, Performance & Strategy section of the Business & Integrated Governance (Executive Management) Committee, with any in year discrepancy subject to a formal recovery plan.


	


	No.
	Scheme Name
	Expenditure Category
	Description
	Directorate Lead
	AD
	£
	Risk Assessment
	Notes

	
	
	
	
	
	
	
	
	

	1
	E-rostering
	Pay - nursing & AHP
	Reduction in usage of casual staff - permanent staff overtime, bank and agency through better, more systematic automated rostering 
	All Clinical
	Dawn Chamberlain, Jacinth Jeffers
	457
	12
	7.5% efficiency savings initially on 222 Nurses.  Savings would be £614,000 less costs of £104,000 for 9 months plus a further additional savings of £100,000 from other areas.

	2
	Mobile Working
	Pay - nursing
	11% Efficiency, less travel and administration time
	All Clinical
	Dawn Chamberlain, Jacinth Jeffers
	367
	12
	Mobile working using PDAs, Netbooks or tablets has shown savings as high as 25%.  We have estimated only 10% at this stage for the outline Business Case fo 8 months at £684,000 per annum with costs of £78,000 per annum

	4
	TBCS
	Pay - management
	Savings from consolidation of Service Line Management = 10 x 8As released back into services, resulting in a reduction in clinical staff required and a saving of 8 x band 7 - £48k each
	All Directorates
	Nicole Gee
	384
	20
	This is high risk due to the implicit changes to contractual status.  A formal TBCS board has been established (see section four) to oversee the process and manage the risk.

	5
	Pharmacy Services
	Non-pay SLA
	Pharmacy services currently supplied through SLAs with NWLH and CNWL.  The new Community Pharmacy advisor, paid for from ceasing the service from NHS Brent via the SLA therefore cost neutral, will be a dedicated resource and will scrutinise the SLAs for VFM.  Target saving 5% x £300k
	 Nursing & Clinical Standards
	Nola Ishmael
	15
	12
	 

	6
	Services received
	Non-pay SLA
	We currently pay out £861k on various services from other agencies, both NHS bodies and non-NHS.  Many service specs either do not exist or have not been reviewed for some time.  Target is to reduce cost by 10%
	Various
	Dawn Chamberlain / Jacinth Jeffers / Nola Ishmael
	86
	10
	The likelihood is that there could be potential to save more than the targeted £86k 

	7
	DN equipment and supplies
	Non-pay
	DNs use various clinical equipment, some of high cost, e.g. syringe drivers, syringes, dressings.  A review is underway to look into possible savings
	Therapies & Inpatient Services (Hedy Lehman)
	Dawn Chamberlain
	10
	12
	Difficult to be certain that any real savings exist but probability is high based on the fact that no review has ever taken place

	8
	Taxis
	Non-pay
	Evidence exists that current suppliers (Chequers) are expensive, up to twice as expensive as other firms.  Also there is no clear policy restricting usage of taxis.  Negotiations to reduce prices.  Forecast annual spend for 09/10 = £32k
	Estates
	Henry Black
	6
	8
	Prices are high but they accept all bookings.  Some cab firms do not have the necessary insurance to carry drugs or disabled passengers.  However, there should be a variable tariff applied to the different types of service


	Income generation included in the plan 

	NHS income over and above signed acute contracts – please give detail of commissioner and amounts
Income for non-contracted activity recorded during 09/10 for numerous Commissioners equates to £132k.  This compares with over £1.2m in 09/10 as we seek to obtain formal agreements with our major commissioners as far as possible.  Therefore this reflects a shift in the classification status from non-contracted to contracted activity rather than a reduction in overall activity levels.
Other non-NHS income
No other non-NHS income is expected.
Brent Council

Total value of services delivered to Brent council is expected to attract income of £558k.  This may increase as a result of a number of tenders for new or re-commissioned services although the value of any changes is not yet known.


	Demand management schemes (amount notified by commissioners, have they been included within your plans, how realistic are they, timing of implementation, how are you expecting to manage their impact etc.)

	Note: must be scheme specific with clear explanation of implementation, activity reductions and expected benefits 

NHS Brent and other commissioners have not defined any demand management schemes for 2010/11.


	Capital investment and disposal (including sources of funding)

	None



	Key risks and opportunities not included in the financial plans

	Key risks not included in the plan with mitigating actions

All identified financial risks are detailed in section 3 under ‘Finance: Key risks identified within the plan’.  For all identified non-financial risks and mitigation plans please see section 2, ‘Performance’.
Key opportunities not included in the plan with mitigating actions

BCS Business Development

BCS is implementing a business development strategy so that market intelligence is collated and available for planning of services and commissioner and partner relationships will be developed. This will include initial training for managers on the strategy of BCS, brand values and corporate objectives so that multiple level contacts will contribute to centralised information on business opportunities. This is funded as part of the Organisational Development Plan. This is necessary as the whole organisation contributes to the business development function.

Initiatives are in place to drive increased referrals by increasing the ease of contact to BCS (such as one number for all GPs and other referrers to call).
Developing partnering capability
BCS is developing a clearly articulated sales pitch of what it can offer to potential partners and our unique selling points. BCS’ ability to enter into a partnership, particularly one involving major integration, requires a position of strength in offering transformed and integrated services.  

BCS is advancing with local partnership discussions with the Local Authority as this is integral to the approach for Children’s services and does not preclude the other organisational options.
Business development: tendering and bids

As part of our research, specific tendering opportunities have been identified and rated according to feasibility and scale. BCS successfully tendered for an “Any Willing Provider” tender for MSK Physiotherapy services from NHS Brent in Q3 2009/10. 
BCS has already commenced monitoring for and expressing interest in tendering opportunities outside Brent such as for a Community Dermatology service. Knowledge and responsiveness to bids is being developed as well as a filtering process for opportunities based on the strategy of BCS.
Could you provide an explanation of the impact of up to a 10% downside funding scenario?
As part of 2010/11 financial planning BCS is in the process of identifying all costs at service level and classifying them as fixed, semi-variable and variable.  This is the first stage of a more detailed piece of strategic planning work to shift as much cost as possible onto a variable basis without increasing costs and whilst minimising service disruption.

The main advantage BCS has, as an asset free DPO, is that it has a relatively low fixed cost base.  Part of the Estates Strategy will include planning for a major and unexpected shortfall in funding.  This will result in the mobilisation of a plan to reduce asset utilisation including reducing clinical space occupation down to the minimum safe level.  In addition, reduced office space for administration would be imposed with each service required to submit plans for more remote working, hot desking and sharing of space.  Options for alternative lower cost accommodation would need to be explored.
The workforce impact would be considerable and disruption would be a significant risk.  Use of interim agency staff would be subject to a ban, with services expected to maintain staffing levels as closely as possible through bank staff only (cheaper than overtime for contracted staff). As an alternative, agencies supplying temporary staff may be subject to negotiations to supply staff at greatly reduced rates, as a reduction in demand would drive down the prices they would be able to charge.  Targeted reduction in workforce would focus on non-income generating staff to maintain services at contracted levels, and corporate support staff would be the first to be affected.
Through our detailed SLR work, we are able to identify individual services’ financial contribution to overheads.  Those with the lowest performance would be scaled back to skeleton levels for minimum contracted activity and effort would be concentrated on those with the highest contribution.

All discretionary non-pay expenditure (training, course attendance and minor works) would be reviewed and in all probability ceased.
‘Emergency’ productivity increases would be implemented, i.e. clinicians required to spend the absolute minimum clinically safe time per patient contact, or seeing groups of patients together where appropriate and possible.

Other issues to explore would include:

· Opportunities both to increase income and to spread overhead costs by expanding the portfolio of clinical services through responding to tenders

· Possible merger on a wider scale than previously envisaged

· Active engagement with NHS Employers re: workforce planning and pay awards.  As a very last resort, BCS management would seek to negotiate with staffside over deferral / non-payment of pay awards / incremental uplifts in exchange for 


Section 4: WORKFORCE SECTION

Please see appendix 1 for guidance upon completing the table below.

	Workforce Plan – Permanent (Contracted) Staff in Post

	Full Time Equivalent (FTE)
	Plan
	Forecast
	Current plan

	
	2009/10
	2009/10
	2010/11
	2011/12

	All Medical and Dental Staff
	26.95
	21.08
	25.60
	24.32

	>>
	Of which Medical and Dental Consultants
	5.2
	5.2
	5.2
	5.2

	Ambulance Staff
	0
	0
	0
	0

	Managers and Senior Managers
	24.9
	25.89
	23.66
	22.47

	Administration and Estates Staff
	159.52
	127.33
	143.46
	135.89

	Healthcare Assistants and Other Support Staff
	91.42
	89.62
	86.85
	82.51

	Qualified Nursing, Midwifery and Health Visiting Staff
	227.93
	197.2
	216.53
	205.71

	>>
	Of which Qualified Midwives
	0
	0
	0
	0

	Qualified Scientific, Therapeutic & Technical Staff
	143.61
	114.05
	140.02
	136.52

	>>
	Of which Healthcare Scientists
	2
	2
	2
	2

	>>
	Of which Allied Health Professionals
	141.61
	112.05
	138.02
	134.52

	Others
	0.2
	0.2
	0.2
	0.2

	Total*
	674.53
	575.37
	636.32
	607.61


* Total should not include staff sub-groups in italics

	Please provide a description of the key planned service developments or reconfigurations that are likely to significantly affect the required workforce e.g. Healthcare for London, new services, closure of services, TUPE transfers of staff

	As described more fully above, BCS is planning to restructure its services according to Transforming Community Services. The pathways that we have elected to specialise in are Children and Families, Long Term Conditions and Intermediate Care. By doing this our expectation is that we will be in accordance with Commissioning requirements as set out in Healthcare for London. This will enable our staff structure to be in line with other providers and therefore enable an easier future organisational transformation within our future end state.
Our expectation that by aligning services to pathways we will place greater emphasis on running the services as separate businesses of a substantial size. This will enable the grouping of services and therefore a likely reduction in management costs as 1 manager may manage several services. The managers will need to become more adept at understanding their unit costs, management of clinical performance and resources.   
In addition to the change to clinical services, transforming Community Services also requires us to limit our assets, in particular estates and facilities. Before the new financial year (2010-11) we would have transferred our estates and facilities function to our commissioners, thereby reducing our overheads.
Separate to Transforming Community Services we have committed to undertake a review of our administration and clerical staff following a concern that the service does not meet the needs of the organisation. The review will consider what administration needs are required within the corporate body. It is expected that there will be a reduction in the amount of administrators and that the current administrators will have a more specific role and more equally balanced workload with opportunities to undertake projects that will enable career progression.


	 What is the organisational approach to Cost Improvement Programmes and what is the foreseen impact of these upon the workforce?

	The organisational approach to CIP is one based around devolved local accountability at each service level.  It is clear that any credible and realistic CIP has to be understood, accepted and implemented locally by services.  Therefore all service managers are trained, starting at induction and continuing throughout mandatory management training, to this end.  CIP is mandated within the JD of every budget holder and is reinforced through the appraisal system.

All CIP proposals, once identified at service level, are then subject to a risk assessment scrutinised by the Finance & Performance team.  The service is then required to draw up a detailed implementation action plan including all constraints and mitigating actions required.
CIP monitoring is scrutinised in detail by the monthly Finance, Performance and Strategy sub-committee of the Business and Integrated Governance Committee, and is then reported in summary form to the BCS Committee (Shadow Board) with exceptions and risks reported in detail.

In terms of detailed cost reduction initiatives, the following are our main themes:

1. The major implication of the Healthcare for London transformation will be a reconciliation of posts against the new service requirements and productivity aims. The Transforming Community Services agenda will require us to align services to pathways and crucially to enable us to make long term cost efficiencies. This will be achieved with the reduction of service lines and therefore the amount of managers. Where possible we will redeploy those with previous experience back into a clinical setting with a view to increase our productivity. The managers of the service will be expected to show that their service is performing within agreed parameters.
2. A programme of operational workforce planning is being instituted to enable less wastage and more transparency. We will invest in electronic rostering software which will ensure that each service is appropriately resourced and that bank, agency and overtime is managed within budget and to our requirement. The software will link with HR’s ESR database which will allow for real time reporting on absence and enable tighter control of absence. As the managers become more experienced with the electronic rostering software that provides real time reporting we will rollout ESR self service, thereby providing a further management tool to manage staff personal details, learning and development and salary information.   
3. There is a commitment to implement an organisational development plan that will include the following areas:
•
Induction training for all staff to instil a culture of CIP
•
Organisation re-design to support integrated pathways and the transformational attributes of community practitioners, with productivity and opportunistic efficiency savings a pre-requisite for any planned service reconfiguration
•
Learning and Development strategy aligned to the service transformation work

•
Optimisation of workforce hours using electronic staff rostering

•
Investment in robust real-time HR metrics to manage the services

•
Recruitment and management through competency frameworks
· Development of management competencies that reflect a commercial and governance  approach to the management of the service lines.     
•
Develop the employee engagement process to ensure involvement of all of our staff and their representatives in the creation of Brent Community Services and its future.

•
Develop effective community engagement and involvement that influence how our services are provided
•
Development of our frontline Clinical Leaders to deliver first class clinical services 



	What is the organisational approach to improve Productivity & Efficiency and what is the foreseen impact of this upon the workforce?

	The Intermediate Care service (Brent Rehabilitation Services) is being redesigned in conjunction with the consultancy firm Finamores. The approach and lessons learned will be utilised in the redesign of other services to improve productivity and outcomes.  
Commissioner targets have been set for productivity increases in District Nursing and Health Visiting, with internal targets for other services requiring increased activity or Face to face contact time. 



	What is the organisational strategy in terms of using bank, agency and locum staff?  Is there an approach to tackling vacancies rates?  Are there particular staff groups that are problematic to recruit?

	There have been long standing difficulties in recruiting Health Visitors and so have set up an education program with our contracted university Thames Valley. The program is designed to develop and ‘grow our own’ staff and we intend to continue to deliver this program.

The workforce planning initiatives as detailed above (such as bank) are a major element in the increase in overall workforce productivity. Our expectation is that our bank usage will decrease from our current position and result in a decrease in expenses. It is critical however, that we retain the use of bank to enable the organisation to have a flexible workforce. Our approach will be that we have a highly skilled core permanent workforce and a bank system that will enable us to respond to demand led by commissioning intentions, which could be both an increase or decrease in demand. We consider that this will place us in a position of being able to bid for willing provider contracts, additional patient demand and major incidents. Maintaining the bank system will also allow us to recruit to permanent roles based on both interview and assessment of skills.

We continue to experience long standing difficulties in recruiting clinical staff and particularly some Allied Health Professionals, such as Speech and Language therapists and Physiotherapists. These are common issues across other adjoining providers and we seek to work with them and the universities to develop a more comprehensive solution. It is anticipated that we will re-evaluate this once we have completed our end state transformation to allow us to analyse the amount of vacancies affected. 




	Can you continue to maintain European Working Time Directive (EWTD) compliance? Does the current medical staffing configuration present a sustainable solution to EWTD?  If not, what plans are in place to ensure that compliance is sustainable?  What processes do you have in place to ensure medical revalidation is carried out effectively? 

	PCTs as providers are not required to complete this question


	Has the organisation identified any changes to the delivery of Continuing Personal & Professional Development (CPPD) training that may be required as a result of your workforce strategy?  What proportion of your education and training budget will be allocated to workforce transformation in order to deliver your service vision for the future?

	We are planning to carry out a series of Leadership courses at Thames Valley University, which will provide 30 credits towards CPPD training.
Other initiatives are being developed which will form part of the organisational development strategy. At present we expect the following to be provided:
· Action learning sets to deliver organisational improvements

· Coaching for managers

· Management competencies to cover financial balance, governance, engagement and performance management

· Practice educator to enable clinical standards to be met

It is expected that a minimum of 50% of the education and training budget will go towards the organisational development plan. In addition to this budget, an additional bid has been submitted to NHS London and we have secured separate funding for a Communications Manager post. This post will manage internal communications and ensure that the workforce transformation has feedback systems between the executive and staff.



	Are you able to demonstrate that there is a focus to develop talent and leadership in line with service delivery and financial management?

	BCS have started to develop their talent and recently have set up a business development workshop was in August and October 2009 with 18 people attending each.  In December 2009 the Executive team attended Top Team development programme designed to allow them to express their aspirations for BCS and contribute to the transformations required. Since that workshop the Assistant Directors have led workshops on the Transformation agenda.

Our next area for development will be to set up ‘Integrated Action Centred Forums’ for those staff reporting to the Executive. The approach is to have multi-functional groups, broadly split by clinical and support functions which would be cross-departmental e.g. a support group would include staff from HR, Information, Business development. Each group would contain up to 10 people and include a member of the Executive. The purpose of the groups is to increase cross departmental communication, improve project management within the organisation and enable the leaders reporting to the Executive to become empowered. Those who perform within this group will effectively self select themselves for succession planning consideration and where required we will provide those people with additional coaching and development opportunities, such as leading key projects, attending appropriate courses and having the choice of a mentor within the local health economy.

 It is further expected that this model is cascaded through to the groups reports and therefore build a highly ‘informal’ communicative and learning organisation.

Our aim is to equip our staff with relevant skills and competences to transform their services and compete confidently and competently in an environment of increasing patient choice, personalisation of services, and diversity of provision. The organisational development plan details our corporate objectives and therefore what is fundamental to the organisation and how this needs to be part of how our managers perform and their expected standards for their staff.



	What challenges and risks have been identified by the organisation that may prevent it from achieving its workforce goals?

	The progress to organisational end-state has some risks to the workforce development, as multiple stages of change may be required. These are defined by external factors although BCS is managing these through communication programmes to engage staff. The specific risks associated with end state is as follows:
· End state organisation delays and stops the organisational development plan

· Managers become demotivated with change and are unable to deliver 

· High turnover and / or high absence 

We appreciate that the move to end state creates a number of difficulties and as a result we believe it is critical that staff are kept informed of progress. To this end we have employed a Communications Manager, specifically manage internal communication.

Certain gaps in the skills base of the organisation may limit the service transformation and continuity of smaller service lines. This will be assessed within the capcity of our education and training budget and we intend to utilise a practice educator to upskill clinical skills in our weaker areas.
As part of the organisational end state options work a more comprehensive piece of work to map out the risks and challenges in detail is planned, but until the likely end state is clearer further work cannot progress in a meaningful way.


Appendix 1

Plan 09/10 should reflect the planned position for 31st March 2010 as originally returned in the 2009/10 workforce plan to NHS London (submitted in March 2009).

Forecast 09/10 should reflect the revised forecast position for 31st March 2010.  This is likely to differ from the number above due to in-year service changes.

Current Plan 10/11 should reflect the planned position as at 31st March 2011.

Current Plan 11/12 should reflect the planned position as at 31st March 2012.
Staff should be classified into groups using the following methodology:
	Census occupation code(s)
	FIMS staff groups

	001-099
494-996
	Medical and Dental

	A*
	Ambulance staff

	G0*, G1*
	Managers and senior managers

	G2*, G3*
	Administration and estates

	H1*, H2*

N8*, N9*

P*

T7*, T8*

S8*, S9*
	Healthcare assistants and other support staff

	NA*-N7*
	All qualified nursing, midwifery and health visiting staff

	N2*
	Qualified midwives

	SA*-S7*

TA*-T6*
	All qualified scientific, therapeutic and technical staff

	TA*, TB*

T0-T6
	Healthcare scientists

	SOA-SOJ

S1A-S1J

S2D

S4A-S4D

S6C-S6J

S7A-S7J

SAA-SAJ
	Allied health professionals

	Z*
	Others


Please note that certain occupation codes are included in the Qualified, Therapeutic and Scientific overall group but are not contained in either the Healthcare Scientist or Allied Health professionals groups.

Medical and Dental Consultants are classified using payscales rather than occupation codes as follows:

	Grade
	Grade description

	KC10
	Consultant In PHM (Disc Pnts)

	KC11
	Consultant In PHM

	LA41
	Dental Surgeon (P/T Consultant CDS/Hr)

	LC01
	Consultant In PH (Dental)

	LC10
	Consultant In PH (Dental) - Disc Pnts

	MC10
	Consultant - Disc Pnts

	MC21
	Consultant (Medical)

	YC*
	Consultant (pre 31 Oct) – x yr Snr

	YK*
	Consultant (pre 31 Oct) – x yr Snr

	YL*
	Consultant (pre 31 Oct) – x yr Snr

	YM*
	Consultant (pre 31 Oct) – x yr Snr


Any Consultants on a local grade code will also need to be included.
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Sheet1

		Other revenue

		£000		Plan
2009/10		Forecast
2009/10		Plan
2010/11		Plan
2011/12

		Research and development

		Education and training				421		421		421

		Transitional PFI

		Other				1108		564		564

		TOTAL		0		1529		985		985
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Sheet1

		Overall position

		£000		Plan
2009/10		Forecast
2009/10		Plan
2010/11		Plan
2011/12

		Revenue from Patient care activities		43154		43270		36081		35432

		Other operating revenue						985		985

		Operating expenses		-43154		-43262		-36695		-36053

		Operating surplus/(deficit)		0		8		371		364

		Other gains and losses

		Investment revenue

		Finance costs

		PDC dividends payable

		Retained surplus/(deficit) for the year		0		8		371		364

		Impairments included

		IFRS impact included

		Retained surplus/(deficit) excluding impairments and IFRS		0		8		371		364

		Contingency included						186		182
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Sheet2

		Clinical Revenue

		£000		Plan
2009/10		Forecast
2009/10		Plan
2010/11		Plan
2011/12

		PbR - Elective

		PbR - Non-Elective

		PbR - A&E

		PbR - Outpatient

		PbR - Other

		Non-PbR: critical care

		Non-PbR: mental health

		Non-PbR: community care		43154		39901		35,520		34,871

		Non-PbR: other				597		429		429

		Excluded drugs & devices

		Non Contract Activity				1243		132		132

		LSCG

		NCG

		Transitional funding

		TOTAL		43154		41741		36081		35432






