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Guidance to help you complete this document is included as hidden text.  To see it, click the 
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).

The Business Case and Project Plan should build on the Project Brief.  There may even be some sections where the information can be copied straight across to the equivalent section.  This is sometimes the case for the outcomes and strategic fit sections, for example.  There are other sections, however, where 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 Implementation Panel will require depends on two criteria: scale of investment and urgency.  After reviewing the Project Brief, the Panel will be able to offer advice on the appropriate level of detail.
	Project Name 
	Early Intervention In Psychosis, Business Plan

	Project Reference
	

	SRO (Sponsor)
	Thirza Sawtell

	Project Manager
	Mignon French

	Financials verified by
	Antoinette Jones

	Project start date
	01.04.09
	Project completion date
	30.09.09

	

	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 problems we currently have to allow a comparison between the current and the future state, but describing the problem is not enough on its own: the vision of a better future is what will sell your idea.

	1. For NHS Brent to have an Early Intervention in Psychosis service (EIS), that will meet the needs of the local population and to deliver the national targets

2. To see 65 new cases per year, reaching a maximum caseload of 195 by 2009/10, this will include the existing case load of 40 

3. To target all young people presenting with psychosis between the ages 14-35 (currently the team only have the capacity to see those between the age of 18-35)
4. To reduce the Duration of Untreated Psychosis (DUP)
5. To reduce stigma, associated with Severe Mental Illness(SMI)  

6. To provide assertive engagement providing evidence –based interventions , promoting recovery to  increase the stability of service users and their families
Government Deliverables for Brent 
EIS is a:
· Requirement of the National Service Framework(NSF) for Mental Health 

· Operating Plan Target for the PCT

· DOH outcome measurements within the NHS plan which is:
i. Reduction of DUP

ii. Meet a caseload target of 195, including current case load (this hasn’t been met)

iii. SHA set a new target  of 65 new cases per year( this hasn’t been met)

iv. NHS London have made it clear these targets have to be met by 2009


An 8 year outcome study , published in the British Journal of Psychiatry in January 2009:
“Outlines the critical period that deterioration occurs aggressively during the early years of psychosis, with relative stability subsequently. Thus, interventions that shorten the duration of untreated psychosis (DUP) and arrest early deterioration may have long-term benefits”. 
The study concluded Negative and disorganised symptoms improved between 4 and 8 years. Duration of untreated psychosis predicted remission, positive symptoms and social functioning at 8 years. Continuing functional recovery between 4 and 8 years was predicted by DUI. 



	The project objectives that will lead to this outcome are:
	KPI
	Base-line
	Target

	The objectives should provide a clear definition of what the project must achieve in order to be complete and successful.  They are normally centred around:

· Quality

· Capacity/volume

· Availability/access

A useful test is to mentally preface each item with “Completion of this project will result in……”.

The objectives break down the outcome into a number of concrete components, which can be used to recognise when our goal has been reached.

This section should provide a comprehensive list of what the project will achieve and how those things could be measured, particularly where this will be through established indicators.
Objectives 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.  Avoid words like improve, clarify, help etc - these are vague words that mean you cannot measure your result.  They can be useful when describing a project’s outcome, but not its objectives.

	Increase the number of young people  identified and treated in EIS service 
	Reach a target of 65 new cases per year with a complete case load of 195  by 2009/10 (including current case load)
	41
(Jan)2009
	195
2009/10

	Improve detection and identification rates of young people with psychosis 
	· Demonstrate an increase in the uptake/ referrals of  treatment for young people presenting with psychosis in primary care 
· Deliver a local health promotion campaign across Primary care, schools and colleges
	2005/6 – 5
2006/7- 46
2007/8-25

(Around 40% of referral are declined)
	Based on 40% of referrals being declined to reach the target on new cases approx 58 clients per Q will need to be referred

	Identify and agree appropriate  discharge with client  

	· Demonstrate an active caseload with appropriate discharge to meet the needs of the client 

· Review regularly the specific needs of each client


	From the start up of the service to Jan ’09 there have been 3 discharges
	Aim to keep discharges active to allow throughput within the service 
Approx 65 per year

	Early identification and treatment of signs and symptoms

Fast access into recovery based  services 


	Reduce the number of relapses for each individual per year, (if untreated causes  disintegration/fragmentations of a persons life)  
	Current 
……
	

	
Reduce CAMHS acute admissions by at least 30%, and admission into CMHT without accessing EIS first 
	· Improve appropriate admission into EIS by developing clear referral criteria for each service. 
· Partnership working between the services to enable smooth transitions 

· No admissions of 16-17 year olds to adult wards
	Current admission rate
4-5 per year
	Reduce by 30%
1-2 per year

	This supports our strategic objectives:

	Describe how this project will help deliver the aims set out in key strategy documents.  The PCT’s Corporate Objectives gives an overarching picture and references where more detail can be found (e.g. the Operating Plan).  A copy is available from the intranet: http://brentnet2/intranet/html/index_5141.htm 

The purpose of this section is to communicate where the project fits into the wider context, why it needs to be done, why it should be done now, and what the implications are of not doing it.

	EIS service is a service that will improve the health and well being of young people in Brent and is a:

1. Must do National Service Framework requirement for mental health 

2. Operating Plan target for the PCT

3. Key DOH outcome measure within the NHS Plan: 
a. The reduction in Duration of Untreated Psychosis(DUP)
b. The SHA set Brent PCT a new target of 65 new cases for 07/08 – which was not met. NHS London has made it very clear that NHS Brent must meet the target of new cases by March 2010 

4. Contributor to Corporate Objective 1.1 Improve our rating in the quality and outcomes section of the SHA commissioning regime from red to green by year end, Early Intervention in Psychosis Service is one of the targets within this framework 

5. Contributor to the successful outcomes of Corporate Objective 5 – Developing modern and accessible services

6. Policy priority is in the NHS Operating framework (section 2.19) and the Healthcare Commission guidance as a PCT commissioning target 
7. Service linking with other policy initiatives for young people such as the children's NSF, Every Child Matters  
8. Key component of NHS – Brent commissioning strategy plan 2008-2013


	Benefits

	The benefits of delivering this project:

	The objectives define what the project aims to achieve – this section sets out why those things are beneficial.  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 improvement for the investment made.  Give some thought to any intangible or unquantifiable benefits (e.g. cementing relationships, enhancing reputation), cashable or non-cashable efficiencies and the enabling effect the project may have for other work.  Identify who will be the beneficiaries of each benefit (e.g. patients, staff, carers), quantify it if possible and suggest a timing for its realisation.  (The timing may be relative to the end date of the project rather than a specific date.)

	EIS is a top mental health priority and an existing commitment in the Operating Framework. 
Schizophrenia and other forms of psychosis pose an enormous burden, both in terms of economic cost and of human suffering. Psychosis can affect all aspects of life including education and employment and the longer individuals with psychosis remain untreated, the greater the opportunity for serious physical and social harm. The first three years, also known as the “critical point” is when disabilities develop; other consequences include unemployment, impoverished social networks and loss of self esteem. 
The longer these needs are not dealt with, the more entrenched the effects become. Early intervention services for psychosis have demonstrated their effectiveness in helping to reduce costs and demands on mental health services in the medium to long-term. 
The target is also to substantially reduce mortality rates by 2010 from the “Our Healthier Nation“ baseline 1995-1997 from suicide and undetermined injury by 20%. 
Estimates of relapse rates vary, but a one-year figure of 15–35% and a two-year figure of 30–60% are suggested (Birchwood et al., in press). 
Benefits EIS provide are reduced:

· Medium-term disability and lower risk of relapse

· Risk of suicide (many patients attempt suicide in the pre-treatment period)

· Forensic complications (also in untreated/pre-treatment period)

· Vocational/developmental disruption

· Trauma during assessment and the start of treatment

· Doses of antipsychotic medication needed

· Need for inpatient care

· Medium-term health costs

· Family disruption and distress.

Early recognition and intervention provides opportunities for early prevention in the course of the illness. This approach can help reduce later morbidity and promote improved recovery.

Intensive early treatment may lead to:

· 
improved recovery     

· 
 rapid and complete  remission
· Better attitudes to treatment

· 
lower levels of expressed emotion 
· Less treatment resistance
National Financial benefits:

One in six people are affected by mental health problems. Mental illness costs in the region of 12% of the National Health Service (NHS) budget.

"Much of mental healthcare is concerned with addressing problems once they have occurred rather than preventing them in the first place," it concludes. "There was a strong feeling that a more preventive approach, focusing particularly on social inclusion and children's wellbeing, linked to early detection and intervention services should be adopted”

This recommendation emphasises the importance of early diagnosis, indicating that early intervention could help lower the costs of forensic services by preventing the illness from progressing. "Net savings are likely to occur if treatment is given to those currently not receiving treatment, as reductions in lost employment costs should outweigh treatment costs," also saying  "A number of service interventions might lead to reductions in costs. All the evidence-based interventions examined had the potential to reduce costs and should be pursued so that scarce resources can be directed to best effect."

The cost of lost employment, currently estimated to be £26.1bn, is projected to increase by 7.7% by 2026 (at 2007 prices). 
14.2% The projected increase in the number of people in England with mental health problems by 2026, a rise of more than 1.2 million people to 9.88 million 

£28.1bn: The projected cost to the economy in 2026 of lost earnings due to mental illness 

£88.5bn: The total predicted cost of mental health care to the economy in 2026, up by 82% on 2007 
  King’s Fund Report – May 2008 
The office for National statistics (ONS) Psychiatry Morbidity Survey (2000) estimated that about one in every 200 adults in the general population had experienced probable psychotic disorder in the past year.



	Options

	Good practice relevant to this project includes:

	Summarise the relevant guidance and give examples of good practice in this section.  This might include:

· Department of Health requirements, and good practice or other guidance they have published

· 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

· case studies

· research findings

The purpose of this section is to identify all the requirements and standards which the project must take account of, and the attributes of a high-performing service.


	Policy drivers:

EIS remains prominent within mental health policy drivers for mental health modernisation. 
All documents referred to can be found on the DH site 
·   The NHS Operating Framework for 09/10 maintains the requirement for 7,500 (for Brent this is 65) new cases of EIS served by early intervention teams per year and a number of vital signs relating to first episode psychosis have been articulated including national priorities for suicide reduction and comprehensive services for adolescents with serious mental illness, plus a range of vital signs for local delivery including measures of recovery, relapse and social inclusion.  

· The new NHS Contract for Mental Health and Learning Disabilities includes as a priority 'comprehensive coverage of the population by early intervention services for psychosis' and requires commissioners to account for why they are not providing a service that meets the national standards ( this contract will be implemented in 2010)  

· It is required the number of cases/new cases accepted by early intervention services are reported centrally through 'Omnibus.'  

· The evidence base for early intervention has been reviewed within the new NICE guideline for schizophrenia which will be published in 2009, with plans for the Healthcare Commission to monitor adherence.  

·  In future the DH plans to 'place less emphasis on targets (outputs) and to encourage the introduction of more locally managed and outcomes-based metrics of performance'.  

· Finally, Ambitions for Health (DH, 08) calls for 'world-class care and early intervention' 

· Every Child Matters

· Bradley Review/ Improving Health, Supporting Justice:  March 2009(Offender Health, DH)

Some of the supporting bodies for EIS are:

                                                              Royal college of Psychiatry

                                                              Royal Colleague of GP’s

                                                              Royal College of Nursing

· Some of the supporting bodies from third sector organisations:

                                                               Rethink

                                                               Mental health Foundation

                                                               Sainsbury Centre for Mental health       

                                                               Mental Health Matters

Case Studies for EIS
1. In Lambeth, a multicultural, inner-city London borough, the South London and Maudsley NHS FT Trust developed an early intervention service, which was evaluated in a randomised controlled trial by the King's Fund. The service combined dedicated in-patient beds in a ward for first service contact patients with a newly established early intervention outreach team based in the community. Clinical staff, those with specialist skills in vocational training and placement, substance misuse, cognitive therapy, family work, multicultural work and pharmacological treatment were recruited to this service and service users were involved in planning and delivering the service. The service provided rapid access to assessments in community settings, good links with a wide range of community agencies, assertive follow-up and a full range of evidence-based interventions. They also undertook community information and education programmes to facilitate early detection. The evaluation provided important justifications for a fully resourced and sustained early intervention in psychosis provision for Lambeth. 

2. Mersey Care NHS Trust – Early Intervention in Psychosis Service has been working to reduce the ignorance, fear & stigma associated with psychosis & improve professional & lay awareness of the symptoms of psychosis & the need for early assessment. The service was set up in 2005 and to date there has been a noticeable reduction in the length of time young people remain in psychiatric related services. They hope to have supporting data by March 2009 at the end of their first 3 years service.
Research findings

There are a number of research findings now coming through, just a few are identified below:
1. 
An 8 year outcome study , published in the British Journal of Psychiatry in January 2009:

“Outlines the critical period that deterioration occurs aggressively during the early years of psychosis, with relative stability subsequently. Thus, interventions that shorten the duration of untreated psychosis (DUP) and arrest early deterioration may have long-term benefits”. 
The study concluded Negative and disorganised symptoms improved between 4 and 8 years. Duration of untreated psychosis predicted remission, positive symptoms and social functioning at 8 years. Continuing functional recovery between 4 and 8 years was predicted by DUI. 

2. Paying the Price;  Kings Fund 2008 See chapter 6  http://www.kingsfund.org.uk/publications/the_kings_fund_publications/paying_the_price.html
3. EI Cost Economic Report Knapp, McCrone et al 2008
Cost effective impact analysis of delivering EI in Psychosis towards the year 2026   http://www.iris-initiative.org.uk/silo/files/ei-cost-economic-report-knapp-mccrone-et-al-2008.pdf
4.  Youth mental health services  Pat McGorry ' BMJ head to head Aug 2008 Pat McGorry versus Tony Pelosi www.bmj.com/cgi/content/full/337/aug04_1/a695

5. Early Intervention in Youth Mental Health eMJA
http://www.mja.com.au/public/issues/187_07_011007/contents_011007_suppl.html
6.  Association between duration of untreated psychosis and in cohorts of first-episode outcome patients: a systematic review. Marshall M, Lewis S, Lockwood A, Drake R, Jones P, Croudace T, et al.Arch Gen Psychiatry 2005;62:975-83

http://archpsyc.ama assn.org/cgi/content/abstract/62/9/975?ijkey=4f555c88371fca3b045b630f3f1210e3fed5a6eb&keytype2=tf_ipsecsha 

	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 will usually be focussed around:

· Cost

· Benefit

· Risk

with the preferred option offering the best balance between the three.  There will often 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 options appraisal.

	The NSF policy implementation guidance is very specific about the service the PCTs must create.
 The key choices PCTs are able to make are: 

· Skills Mix - reflecting the age, gender, ethnicity and diversity of the client group the service serves e.g. Effective balance of Psychologists, Social Workers, Nurses and Family therapists and Youth Workers

· Care Pathways in and out of the service - processes for accepting new clients and discharge existing ones
· First line treatments e.g. offering Psychological and Psychosocial therapies routinely for the management of first episode psychosis.

· Supplementary nurse prescribing to allow for - quick and effective access to medication management, increasing service user choice, providing services more efficiently and making better use of nurse and pharmacist knowledge.

Choice of provider options – This is based on the need for a recovery plan to get results in the shortest time possible. Brent central and North West London Mental Health Trust is an established and effective integrated health and social care provider allowing for seamless services. This provider is already providing a small EIS service and has the organisational capacity to deliver the following interventions:

· Developed care pathways
· Access to a continuum of services
· Knowledge of local needs
· Established partnerships with relevant agencies locally. 


	The preferred option is:

	Identify the selected option.  The reasons why the preferred option was chosen may be clear from the options appraisal above.  If not, you should explain the rationale.  The rest of the Business Case and the Project Plan should be based on the preferred option.

	The service will initially be delivered through the enhancement of the existing service provided by CNWL. This will ensure the service is operational at the required capacity as soon as possible to address the gaps and to deliver the required benefits to young people in Brent. The key requirement will be to ensure that the service model is developed with appropriate partnerships with CAMHS, Education and youth services. The contractual agreement will include an agreed and detailed service specification together with key performance indicators. The contract will allow for flexibility to review at the outcome and the planned strategic review of the mental health services.

	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 phases 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 scope will cover an Early Intervention Service in Psychosis that provides the delivery and access to a targeted service to enable young people aged 14 to 35 years,( who are either registered with a GP in Brent  or who are resident but not registered) to maintain good mental health and avoid becoming long term mentally ill.  

	This project will not cover:

	· Services for young people under the age of 14 and adults over the age of 35

· Work outside of the Department of Health’s Policy Implementation perimeters or with young people in Brent who are not covered by the Responsible Commissioner guidelines.

· Service in cases of severe learning disability, significant brain injury or neurological disorder however the team would offer assessment and consultation with the other teams involved and care would be worked out as most appropriate for the user in each case.

	Delivery

	The actions required to deliver the objectives are:

	This section should explain how the preferred option for meeting the project objectives will be implemented.  Where you have identified in the Scope section above that the work could or should be divided into phases or different workstreams, that project structure should be mirrored in your delivery plans.  If your project will include a significant procurement, you should make that clear and indicate the route you intend to follow.

This section should include a schedule of:

· activities

· milestones

· other key dates

· resource requirements (i.e. how much time and effort will be required for each activity).

The plan should cover the entire project (Stages 2-4).  The resource estimates in this delivery plan must match the basis of the cost estimates in your Business Case.

If it is easier, you could attach your delivery plan and just note in the box below that you have done so.

	Activities  will include:
To increase the number of new people receiving early intervention services (195 cases by 2009/10, including current case load of 41) from April 1st 2009 the service will need to:
· Increase the number of staff to manage the increased demand. (Please see additional roles on page 14) (The trust has agreed to recruit at risk in order to ensure the service is running from Q1)
· Achieve the target using the prescribed Policy Implementation Guidance of a caseload of 15 young people per care co-ordinator we need to increase the number to 8, and ensure the appropriate skill mix (including dedicated support from a CAMHS and an Adult Psychiatrist and Psychological input)

· Provide dedicated premises for the new EIS team  

· Develop a broader range of interventions that are effective and appropriate for young people
· Work with Practice Base Commissioning groups to inform the developing EIS service model 
· Provide support/back-up to GPs to help them work with young people in distress more effectively

· Engage with young people earlier using assertive outreach principles and recovery approaches to reduce the length of time in which they have untreated psychosis

· Deliver education and training to related healthcare professionals enabling  them to identify early signs of psychosis 

· Bridge the gap between CAMHS and adult services for effective transition so that young people receive the most appropriate treatment at a crucial time in their development. Develop clear guidance within the current transitional protocol for referral into the EIS team
· LIT subgroup to over see the development of the EIS service 

· PCT and LIT to monitor activity  in line with agreed guidance 
· Trust – to monitor service and ensure the delivery of agreed targets  and growth of the team
· The trust will need to ensure growth of the team thought the year in order to achieve the required target

· Links into the Children’s Partnership Board
The preferred option would be to work with CNWL NHS Foundation Trust to build on the current pilot and create a full-scale EIS in line with the DH requirements.

Interventions will include

The service will provide the following range of interventions. as clinically appropriate:

· A designated named worker, who will co-ordinate care to an individual patient, according to the Care Program Approach. Each care co-coordinator will manage no more than 15 cases.

· A multi-professional team approach providing a wide range of interventions - e.g. Cognitive Behavioral Therapy, Psycho-education, Family Therapy, Vocational assessment and support

· Comprehensive mental state assessment

· Access to physical health assessment and appropriate treatment and advice

· Early assessment and treatment of co-morbidity: e.g. depression, suicidality, anxiety or substance misuse

· Risk Assessment and risk management planning 

· Care Planning, including working with the service user's family and carers

· The offer of a carers Assessment and Support Plan to all carers, and support in obtaining any help resulting from that

· As much support at home as required to treat the service user at times of crisis. This may also be provided by the Crisis Resolution Service.

· Use of the Assertive Outreach Model to engage with the user, family/carer in order to develop a positive therapeutic relationship and ensure that no service user is lost to follow-up

· Preference for low dose atypical medication, with careful monitoring of side effects and promotion of concordance 

· Advice and assistance with benefits and finances

· Advice and assistance with housing

· Advice and assistance with other social problems such as refugee and asylum or criminal justice issues and linking service user to relevant community organizations

· An assessment of education, training or employment needs at an early stage in the service user’s engagement, and intensive efforts to maintain links with schools, colleges or work and to enable the service user to enter or return to work or education as soon as possible

· Support and assistance as needed in relation to caring/parental responsibilities

Key Milestones

Trajectory to 195 new cases by March 2010- (this will include the current case load of 41)
(based upon this business case being approved)
2009/10
Quarter 1

Quarter 2

Quarter 3

Quarter 4

Total

Inc case load of 41
Trajectory  case load 
38

     38

    39

   39

154

195

Staff- New & Existing
13( 3 existing + 3 recruited at risk)
 13
(please see page 16 for timing of expenditure)
Key service milestones:
2009/10

2010/11

2011/12

New Cases 

195 (including current case load)
Maintain case load and appropriately discharge to maintain throughput 
Maintain case load and appropriately discharge to maintain throughput
Increased uptake and referral 

Health promotion , schools and youth centers

Health promotion, colleges and employers

Continue Health promotion campaign
Reduce the number of relapses for each individual per year 
Reduce CAMHS acute admissions by at least 30%, and admission into CMHT without accessing EIS first
Current forecast- 4
Target with EIS- 4
Change V Baseline -0%
Current forecast- 5
Target with EIS- 4
Change V Baseline -1
Current forecast- 5
Target with EIS- 4
Change V Baseline -1
Reduce suicides by 20% by 2010

Current forecast- 17

Target with EIS- 16

Change V Baseline -5.9%
Current forecast- 17

Target with EIS-15

Change V Baseline -11.8%
Current forecast- 17

Target with EIS-14

Change V Baseline -17.6%
Each of the above milestones will be monitored though individual delivery plans, for example health promotion could identify, links made with services, promotional material produced and delivered to specified organisations, etc.


	The individuals who will fill the project roles are:

	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.

Once the roles have been defined, you should identify names 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 example:

Project Manager
Jan-Mar 08   1 FTE
Mary Smith


Apr-July 08   0.5 FTE

Again, the mix of staff and/or external support below must match the basis of the cost estimates in your Business Case.

	

	

	

	

	Role 

Dates FTE

Person filling

Project Manager

Full time – 23/02/09 (12weeks)

Mignon French

Project Lead

Thirza Sawtell

Parin Robbins

Project to be delivered by provider.

CNWL to Provide details once Investment Panel gives go ahead

CNWL to provide details



	The dependencies of this project are:

	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 how the dependency might be described 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.

	Dependences for the service to succeed:
· Significant policy changed i.e. the new Mental Health NSF, (New Horizons) Due 2009

· New NICE guidance for Schizophrenia – March 2009

· Agreement of this Business Case

· SHA targets for the EIS service

Locally the dependencies are:
· Liaison - effective liaison and partnership working with individual GP practices, CAMHS services, youth groups, education and other referring agencies. Insufficient people in the team carry out health promotion work
· Identification of young people with psychosis in other services 
· Provision of advice about specific clients; disseminating information about new treatments, policies and developing mental health protocols. Existing protocols need to be remodelled in line with the links with CAMHS
· Relationships – Efficient interfaces with other established services like the Assertive Outreach Teams and Crisis Resolution services particularly outside of normal hours



	Stakeholders and Governance

	The people who need to be involved are:

	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.  Suggest 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).

	1. It is vital the EIS team effectively integrate into partnering organisations and services, such as:  
· child, adolescent services

· adult mental health services
· primary care
· education, health promotion

· social services
· Voluntary and non-statutory services
· Public Health,  
· Youth organisations and Employment Services
· Drug, Alcohol  and substance misuse services
2. The service will be designed and delivered using a partnership approach involving the following both in terms of direct service provision, referrals and sign posting to appropriate services:

· Primary care, GP involvement
· Adult mental health services

· Child and adolescent mental health services

· Social services

· Education Services

· Voluntary and non-statutory services

· Drug, Alcohol  and substance misuse services

· Service user and carer organisations
· Youth Organisations

· Criminal justice services.

· Employment Services - Brent Into work
3. Current composition of the Steering Group taking this work forward:-

· CAMHS and Adult Psychiatrists

· CAMHS and Adult Commissioners

· Heads of CAMHS and Adult Mental Health Services – Provider

· Manager – Mini EIS service

· Brent LIT

· Service User and Carer Representatives

Governance: - This project will be provided by Central and North West London Mental Health Trust and be accountable to Brent PCT’s Board as well as CNWL Foundation Trust Board. Reviews, Monitoring and Performance Management of this project will be done via commissioning and the Local Implementation Team (LIT) and will be accountable to the full PCT Trust board through the EMT
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	We will ensure all the necessary interests are represented by:

	Some of the stakeholders will not just want some involvement in the project: they will need to be part of the decision-making structure.  This will certainly be the case for any joint projects done with partners.  For any such large, complex or cross-cutting projects it may be helpful to set up a Project Board to ensure all the necessary interests are represented.  For smaller projects, the SRO may simply take key decisions themselves (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 (e.g. suggested membership and reporting lines for a Project Board).  If it is easier, you could attach a diagram of the governance structure and just note in the box below that you have done so.

	By the LIT (Local Implementation Team) which will maintain a strategic overview of the EIS service and ensure the necessary interests are represented. 
The LIT is: 

· Is representative of all stakeholders

· Has good representation from service users and carers

· Is responsible for implementing national and local policies and other agendas and ensuring agreed levels of provision and required targets are met

· Links into clusters and work around Practice based Commissioning

· Reports to the Health and Social Care Partnership Board, PCT and Local authority boards
· Additional involvement via working groups and sub-groups
· Representation from the children’s trust 
· The LIT holds consultation and briefing events for service users, carers and members of the public. 

The LIT is responsible for ensuring that targets included in the NSF for Mental Health and NHS Plan are met, as well as that Brent’s relevant services achieve performance management targets such as vital signs. This is monitored via the Local Delivery Plan Returns (LDPQ). Within this work the LIT will continue to ensure that all necessary interests are represented.



	The costs that will be incurred to obtain these benefits are: (Current budget and Required Investment)
	
	

	Costs for 2008/9

Costs for 2009/10

     Team

WTE

Annual Budget (£)

Team

WTE

Maximum Care co-ordination capacity

Annual Cost [including non-pay/ overheads]

Team Manager 

Team Manager 8a

1.00

0.25

54,165

17,201
Team Manager-8b

Manager- 8a
0.20

1.00

12,000

55,519

Consultants

0.20

25,676

Consultant Psychiatrist MX06

0.70

85,804

Staff Grade Practitioner

0.40

25,415

Consultant Psychiatrist CAMHS MX04

0.30

34,870

Nursing Band 6

2.00

44,789

Staff Grade Psychiatrist MH05

1.00

71,376

Nurse (Senior Practitioner) 7

1.00

7

50,364

Psychologist Band 8b

0.20

11,302

Nurse 6

6.00

82

246,744

Social Worker Band 6

1.00

39,700

Occupational Therapist 6

2.00

30

80,816

Admin staff Band 5

0.5

16,600
CAMHS Clinical Psychologist 8a

0.20

10,233

Employment specialist

0.2

6,250

Clinical Psychologist 8b
0.80

57,282
Social Worker 6

3.00

45

123,588

Youth & Community Worker 5

2.00

30

65,048

Vocational Worker 4

1.00

26,701

Pharmacist 7

0.30

14,250

Senior Administrator 5

1.00

32,524

Medical secretary 4

1.00

26,201

Total Pay

241,098
SUB-TOTAL
993,320
Additional items/ stationary, travel; etc

4,206

Non-Pay

20,000

Building costs

40,000

SUB-TOTAL
245,304

SUB-TOTAL

1,053,320
Corporate Costs (12.5%)
30,663

Corporate Costs (12.5%)
131,665

Total Operational Cost 08/9

275,967
Total Operational Cost 09/10

1,184,985
                                                                                                                Additional financing requirement for 2009/10 (recurring )                                                    £909,018   

	
	


	The timing of this expenditure will be:

	Show when the costs identified above will be incurred.  This should be a monthly or quarterly breakdown until the point where the expenditure reaches a steady state (i.e. where the project ends and the activity becomes part of normal operations), and annually thereafter.

If more convenient, the expenditure profile can be set out in a separate spreadsheet and attached to this document.  Just note that you have done this in the box below.

	For the PCT to achieve the trajectory of 195 new cases by March 2010 recruitment needs to happen by April 2009 in order to start taking on new cases from April/May 2009.
The timing of the expenditure is listed below. This identifies the current and additional expenditure through 2009/10                          April 2008/9              April 2009/10

[image: image2.emf]Apr 23.7 98,748

May 23.7 98,748

Jun 23.7 98,748

Jul 23.7 98,748

Aug 23.7 98,748

Sept 23.7 98,748

Oct 23.7 98,748

Nov 23.7 98,748

Dec 23.7 98,748

Jan 23.7 98,748

Feb 23.7 98,748

Mar 23.7 98,748


                                                  Total          284,442                    1,184,985


	These costs will be met by:

	Explain how the above costs will be met including:

· What costs can be met from existing budgets (specifying which budget will bear the cost)

· What contribution is sought from the investment programme

· What funding will be contributed from sources outside the PCT (e.g. from partner organisations, central government grants etc)



	Additional investment will come from the PCT

	Risks

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

· project risks – the key areas of uncertainty that represent threats to achievement of the desired outcome.  It is important for the Investment Panel to understand how likely the project is to succeed, and therefore how likely it is that the investment will deliver the anticipated benefits.

· corporate risk – the key areas of uncertainty that represent threats to the PCT.  Corporate risks can themselves be divided into two types:
a. risks to the PCT if the project is not delivered successfully (either because the project is not undertaken, or because it fails)
b. risks to the PCT of undertaking the project
It is important for the Investment Panel to understand the risk to the organisation of doing the project, and of not doing it.

Risks might include assumptions, constraints, dependencies on other projects, or a reliance on one or more partners.  Think carefully about which are risks to the success of the project, and which are risks to the PCT.  Record the different types of risk in the relevant sections below to make it clear which is which.

Only include here the risks that merit SRO/Project Board attention, particularly those that threaten the project objectives and achievement of benefits, and those that are serious enough to be included on the departmental or the corporate risk register.

You may also give an indication here of how you intend to manage the risks.  If risk is a particular feature of your project, it may be helpful to keep a full project risk log to help manage them.

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.  The template is on the intranet at: http://brentnet2/intranet/html/index_4213.htm

	Risk (to success of project)
	Likelihood
	Impact
	Total

	Business case not approved 
	1
	5
	5

	Difficulties in integrated and partnership working

	2
	4
	8

	Failure to identify suitable accommodation for the team - Restrictions to performance of the service and achievement of desired outcomes.


	2
	4
	8

	Failure to recruit to the team - Inability to commence service.


	4
	2
	8

	
	
	
	

	
	
	
	

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

	Project diverts commissioning resource from other corporate priorities.


	4
	5
	20

	The PCT fails to meet key Performance targets due to the business case being rejected
	2
	4
	8

	
	
	
	

	Monitoring and Reporting

	The critical success factors for this project are:

	For every project there are a few vital elements the absence of any one of which would cause the project to fail.  Many things in the project may be important, but few of them are so important that they are, on their own, enough to cause the project to fail.

By identifying these elements before beginning to deliver the project, you can help ensure resources are focussed on the most important areas, especially when there are a lot of things competing for the attention of the project team.

To identify the critical success factors for your project, go back to the outcome you are aiming to achieve.  Review each section of the Business Case and Project Plan, thinking about whether any of the items in that section would be enough, on its own, to prevent the outcome being achieved.  Only a few items will genuinely be critical success factors.  If you have identified more than five consider whether all of them are really critical to achieving the outcome.

	Critical Success factors for the Project are:
· Business Plan Development

· Agreement of business case by NHS Brent board -April 2nd
· Decision from the board- 
· Communicate outcome to the provider -April 3rd
· Implement the service 

· Agreed outcomes and KPIs

· Regular review and monitoring

· Detailed service specification

Critical Success factors for the Service are:
The service will be delivered by the provider, CNWL MH Foundation Trust.  Monitoring by commissioners will include:
· Nos. of assessments made per quarter

· Nos. assessed but not eligible for service and reasons

· Nos. of episodes of psychosis per quarter

· Nos. of new people accepted to the EIS caseload

· Nos. on caseload

· Nos. of contacts per quarter

· Training undertaken per year

· Evaluation of outcomes of use of service – including service user evaluation

· Periodic Independent evaluation
Also : 
· Recruitment - Successful recruitment to the increased team capacity

· Accommodation – Securing adequate premises to house the new team

· Overlap – Effective overlap between Adolescence and adult mental health services

· Liaison - effective liaison and partnership working with individual GP practices and referring agencies
· Provision of advice about specific clients; disseminating information about new treatments, policies and developing mental health protocols
· Relationships – Efficient interfaces with other established services like the Assertive Outreach Teams and Crisis Resolution services particularly outside of normal hours.



	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).  Decision 1 – Agree to invest – is always taken by the Board, on the recommendation of the Investment Panel, on the basis of this document together with the project Business Case.

	Decision
	Date
	By

	2 – Go live
	1/04/09
	Trust recruiting at risk                    Thirza Sawtell

	3 – Project Complete
	Q2 end
	Fully operational                             Thirza Sawtell

	4 – Benefits Evaluation
	Q3/4
	Monitoring                                        Thirza Sawtell

	The additional control points when the Investment Panel will review progress are:

	The Investment Panel will not require a regular monthly report from every project.  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, particularly any for activities that have been identified as critical success factors.

	Control point
	Date

	Report to Investment panel
	July 09

	
	

	
	

	
	

	
	

	
	

	The Investment Panel will also be consulted if this variance is exceeded:

	Suggest the amount by which key parameters (cost/benefit/time/risk) can vary before the issue must be escalated to the Investment Panel.

	
	Expected
	+
	-

	Cost
	
	
	

	Benefit
	
	
	

	Time/Schedule
	
	
	

	Risk
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				Current		Additional Investment

		Apr		23.7		98,748

		May		23.7		98,748

		Jun		23.7		98,748

		Jul		23.7		98,748

		Aug		23.7		98,748

		Sept		23.7		98,748

		Oct		23.7		98,748

		Nov		23.7		98,748

		Dec		23.7		98,748

		Jan		23.7		98,748

		Feb		23.7		98,748

		Mar		23.7		98,748

		Totals		250,000		300,787






