BRENT TEACHING PRIMARY CARE TRUST

FINANCIAL STRATEGY - UPDATE

1. Introduction
The last financial strategy covered the period 2005-10 and was agreed by the board in January 2005. In February 2005 the Department of Health released resource allocations to cover the two financial years, 2006/07 to 2007/08. 

The resource allocation was based upon a number of key principles and commitments:
· An average of 8.1% increase per year over the two years;

· Improved access to services;
· By the end of 2008, patients will be admitted for treatment within maximum of 18 weeks from referral, and those with urgent conditions will be treated much faster;

· Greater support for people with long term conditions;

· Further support for tackling the big killer diseases such as heart disease and cancer

· Making prevention as important as cure
2. Allocation of Resources

Resources have been allocated based upon the relative needs of the Brent population. Table 1 below details the baseline allocation start point and the growth resources received. The PCT has received 8.1% growth which is significantly less than 2005/06.
Table 1- Allocations
	
	2005/06

£’m
	2006/07

£’m
	2007/08

£’m

	Baseline Allocation
	316.4
	377.2
	407.6

	Growth Monies
	29.1
	30.4
	33.2

	Total Baseline
	345.5
	407.6
	440.8

	In Year Recurrent Allocations
	31.7
	
	

	% Growth
	9.2%
	8.1%
	8.1%


Growth monies for 200607 and 2007/08 include resources to support the Choosing Health White Paper. Table 2 shows the element of growth monies earmarked for the Choosing Health Strategy.
Table 2 – Growth Monies

	
	2006/07
£’m
	2007/08

£’m

	Growth Monies
	30.4
	33.2

	Of which, relates to Choosing Health White Paper
	0.7
	0.9


3. Capitation Target
The PCT allocation was set by using the national weighted capitation target, recurrent baseline, and the difference between the two is the PCT distance from target.

In comparison to the last round of the distribution of allocations, there have been a number of changes to the national weighted capitation formula used in setting the 2006/07 and 2007/08 resource allocations, these being:
· Office of National Statistics population projections provided the population base

· A primary medical services component replaced the General Medical Services cash limited and non cash limited components

· The Hospital and Community Health Services market forces factor was reviewed
· Rough sleepers adjustment was dropped
· Growth area adjustment was introduced

Taking these factors into account there is a visible impact on both Brent tPCT growth and distance from capitation target.
Table 3 – Distance from Target
	
	2005/06


	2006/07
	2007/08



	Opening Distance from Target
	
	6.4%
	5.3%

	Closing Distance from Target
	-1.2%
	5.3%
	4.8%


Table 3 demonstrates the distance from target movement from 2005/06 to 2007/08, when the PCT was under target and now is over target.
Some of the explanations for the movement are detailed above, but the main factors have been the use of 2003 population by the ONS to project 2006/07 and 2007/08 populations and the inclusion of General Medical Services cash limited and non cash limited resources in applying the national capitation formula.
4. Other Funding

In addition to the growth resources, there is still a commitment to fund other initiatives and services (non-recurrently):
· Agenda for change supplement supports the cost of London salary allowances for both clinical and non clinical staff. These resources are revenue neutral as both Trusts and the PCT are already committed and obligated to meet these costs.
· Out of hours allocation is to support PCTs in commissioning out of hours Primary Medical Services and Urgent Care.
· Premises growth funding is to support developments in primary care.
· NHS Stop Smoking Services continues to be funded as the last three years. 

The message from the centre is that these non recurrent allocations will be made recurrent in the next round of allocations.
It may be worth noting that the funding relating to the Health Action Zone has now ceased, and if this service is to continue it must be funded from within PCT resources.
5. Financial Position to date 
The current financial year is proving to be very challenging; the Strategic Health Authority (SHA) has asked the tPCT to deliver a 2005/06 year end surplus of £1.9m. The tPCT is already carrying a recurrent deficit of £4.5m as agreed by the board, and is using slippage on development monies to meet both the deficit and SHA target.
6. National and Local Priorities – Meeting the Challenges and identifying the Risks
Challenges

· The tPCT continues to work in line with the national NHS targets, local priorities and faces ongoing commissioning and service development challenges. There continues to be a strong focus on improving quality, patient responsiveness and equal access to care. 
· The Choosing Health Strategy runs alongside the LDP process and aims to implement medium and longer term strategies in promoting good health and preventing ill health, with a local focus on obesity and sexual health services.

· The Brent Emergency Care and Diagnostics (BECaD) service model will continue to be rolled out during 2006/07. The clinical model for cardiology has already been implemented from January 2006.
· From 2006/07 Practice based Commissioning will be live; clusters will be managing the acute commissioning portfolio, and will be in a position to influence the commissioning and LDP process. 

· The tPCT will be using a national tariff to set and monitor service level agreements, under the Payment by Results, there will be equitable purchasing power across all NHS agreements.

· The new Dental Contract will be implemented from April 2006.

Risks
· As always all challenges carry risks, and the tPCT is going into 2006/07 with an underlying recurrent deficit. 
· Must ensure that the Choosing Health Strategy is integral to the LDP, and is not in addition.
· The BECaD model must have an impact on acute admissions and the quality of care provided.
· The tPCT must ensure governance arrangements are in place at cluster/ practice level as it is tPCT resources that will drive PBC. The tPCT is ultimately responsible for these resources.
7. Commissioning a Patient Led NHS
Last July Nigel Crisp published the paper Commissioning a Patient Led NHS, which sets out a framework to ensure all NHS organisations are able to operate more effectively in the future. The paper emphasised that commissioning must be improved alongside improvements in health and service delivery.
For PCTs this means the full roll out of Practice based Commissioning (PBC), supporting PBC and PCTs to take a greater role in performance management. The main focus for PCTs will be commissioning rather than commissioning and provision of service.
It is expected that these changes will deliver £250m savings nationally which will be re-invested in patient care at a national level. Of this target Brent tPCT is expected to deliver £1.372m. This target will be predominately aimed at educing Management Cost to reinvest in services for Palliative Care and Children.
8. Summary

The tPCT commences the next two years with knowledge of the revenue resources available, which will help to deliver against national and local priorities. The aim is to roll out practice based commissioning in 2006/07, and make preparation for Commissioning a Patient Led NHS.
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