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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 
	Urgent Care Centre at Central Middlesex Hospital

	Project Reference
	17

	SRO (Sponsor)
	Thirza Sawtell

	Project Manager
	Sarah Galbraith

	Financials verified by
	Tim Taylor

	Project Start date
	April 1st 2009
	 Project completion date
	31st March 2010

	

	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.

	The desired outcome of this project is to set up and open an Urgent Care Centre (UCC) at Central Middlesex Hospital (CMH) A&E department, providing a primary care led, integrated, financially sustainable and cost-effective urgent care service for people with minor injuries or illnesses presenting at the A&E department. The service aims to ensure patients with primary care needs presenting at A&E are treated by primary care clinicians, thus reducing the demand on A&E specialists. The service will also ensure that patients are supported to access ongoing primary care needs within their local community.


	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 include what improvement is expected in terms of health outcomes and what impact the project will have on health inequalities.

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.

	Provide a primary care response to the clinical needs of patients with minor illness
	No. of minor activities treated within A&E
	38,328
	11/12

Achievement of 10/11 outturn; planned reduction therafter

	Support registration to a primary care service for patients attending the UCC who are not registered with a GP, for refugees and the homeless
	% of unregistered patients seen at the UCC
	10%
	100% registrastions

	Provide access to a multidisciplinary team to assist patients with long term conditions to avoid an admission into hospital by supporting an early discharge home. 
	Reduction in Emergency admissions
	Current %
	

	To reduce the length of time patients are currently waiting to be treated with minor injuries and Primary Care conditions
	% of patients treated within 4 hours of their arrival
	Current 
98%
	Planned
99%

	
	
	
	

	This supports our strategic objectives by:

	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.

	This project links directly with our World Class Commissioning  strategic objectives:
· Contribute towards reducing health inequalities by improving access for patients who live in the deprived areas of Brent
· Contribute to reduced mortality rates by ensuring that hard to reach patients receive primary care and access to onward secondary care services as appropriate
· Providing better access to urgent primary care 



	Benefits

	The benefits of delivering this project are:

	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.)

	SUMMARY OF BENEFITS
In summary the benefits of this project are as follows. More details regarding the context for this are provided in the remainder of this section.

· A faster and more efficient service for patients, who would receive care from clinicians most suited to their type of condition
· Re-direction of care for patients to the service best equipped to meet their identified needs 
· Closer integration with community services supporting speedier access to care at home or within community settings
· Immediate medical services for refugees and homeless clients with support to ensure ongoing ability to access mainstream primary and community services
· To eventually provide a consolidated service incorporating out of hours deputising services, Primary Care and Secondary Care supported by excellent communication links  

· Increasing value for money and improved use of resources freeing up funding to invest in other health areas
· Better sign-posting for patients to the appropriate care venue

STRATEGIC CASE FOR CHANGE
The strategic case for change in this project relates to national and local trends where an increasing number of patients present at Accident & Emergency for conditions that could be treated in primary care, such as minor injuries and illnesses, rather than using primary care services such as their GP. This represents an inefficient and costly method of service utilisation. 
GPs and primary care clinicians have significant expertise in certain minor conditions and are usually quicker to rule out the possibility of more serious illnesses, whereas less experienced junior doctors are more likely to order diagnostic tests to confirm the diagnosis.  
The new Urgent Care Centre would provide a faster and more efficient service for patients, who would receive care from clinicians most suited to their type of condition; preventing unnecessary investigations and supporting people to receive ongoing care for their primary care needs within a more appropriate primary and community based setting.
National Context

Professor Sir George Alberti’s Reforming Emergency Care Strategy sets out a vision for transforming emergency care to provide fast and responsive services to patients, wherever and however they come into contact with services. The strategy requires services to be developed in such a way that acceptable alternatives to A&E are readily available and that patients do not attend A&E unless they really need to. The NHSE three year planning guidance ‘Raising Standards for Patients: New Partnerships in Out of Hours Care’ requires services to take a whole systems approach through a single point of entry for patients requiring care out of hours.
Most recently and notably the report by Lord Darzi Healthcare for London; A Framework for Action and the subsequent publication by Healthcare for London, October 2008 ‘Commissioning a new delivery model for unscheduled care in London’; an appraisal of existing services in conjunction with guidance on how to realise and then localise Lord Darzi’s recommendations to government.  It is the Healthcare for London model that NHS Brent has chosen to adapt for the purposes of this business case and service proposal.
Local Context

As part of the original Brent Health System (BHS) Strategy, Brent tPCT and North West London Hospitals Trust signed off an integrated model for the future A&E services from Central Middlesex Hospital in July 2004.  Following the general theme throughout strategy development, the model focused on patients receiving the right treatment, by the appropriate health care clinician, at the appropriate time and location, for urgent care services in Brent.   Although there has been some primary care presence within A&E (a PMS practice), this has not been to the level commensurate with the original vision.  
The local context is a trend of increasing A&E attendances and non-elective admissions over a number of years across the PCT and at Central Middlesex Hospital. As an example, the number of A&E minor attendances in 2006/07 was 28,052 but in 2007/08 it had increased significantly to 48,529, in contrast High Cost and Standard activity decreased in 2007/08 by 591 and 13,434 respectively (a reduction has also been seen in non-payments, 505 fewer and un-coded activity from 144 in 2006/07 to zero in 2007/08).

All these influences have illustrated the upward trend of primary care type presentations in A&E. Under PbR, this is increasing the spend to the PCT on emergency care and the PCT needs to find a way of reducing demand on the service by ensuring that patients are both aware of the primary care alternatives and that these are accessible and of a high quality. Much has been done over the past year to increase access in primary care, which has been a factor in creating unnecessary A&E attendance. Work continues to be taken forward in this area, but more needs to be done to target patients actually attending A&E to direct them appropriately and start to change behaviour.
BRENT STRATEGIC NEEDS ASSESSMENT & POPULATION DEMOGRAPHICS
Brent ranks 53rd out of 354 most deprived boroughs in the UK and it is estimated that about 10% of the population of Brent are not registered with a GP practice.  Other strategic needs factors taken into consideration when developing this model include:

· Over 130 languages spoken

· Relatively young population with 43% of residents under 30 years of age

· Over 30, 000 people are over the age of 65

· 270, 000 resident population (ONS) with 351, 000 registered population (Jan 2008)

· 70% of GP Practices are one or two-handed

· High patient turnover (20%)

· Satisfaction with access to GP is below the national average

· Many patients would welcome increased opening hours at their GP Practice

· Considerable variation in performance across primary care

· Many patients are using A&E departments as an alternative to primary care

· Musculoskeletal conditions account for two thirds of A&E attendances

· High increase in emergency admissions to hospital

· Ambulatory care conditions (minor conditions that can be managed in primary care) account for a significant proportion of hospital admissions

Based on the needs assessment and factors explored above, it could be argued that the proposed model provides a short-term solution to meeting the needs of the local population.  A primary care provision within an existing A&E will deal with the immediate access issues but in the longer term it is expected that the strategy will be focused on developing capacity within primary care on a cluster basis.

Data Modelling & Demand Trends

The data used is based on NWLHT, CMH site only, taken from 2006/07, 2007/08 and 2009/10.  The methodology and data collection process was to designed to:

· Understand current presenting conditions that could be seen in the urgent care centre

· Determine a future model of service provision

· Inform workforce configuration

Patient Survey Results  

During a 2 week period in July/August 2008 the Integrated Health Services Directorate and the clinical audit department, undertook a series of patient surveys to ask patients about their experiences.  This included the Front of House pilot scheme at Central Middlesex Hospital A&E department
. 

Patients were asked to complete a questionnaire that looked at areas relating to:

· General environment

· The service they attended

· The professional care they received

General information on the service plus the client’s gender age ethnic origin and faith was also collected.   Patients were advised that all responses were anonymous.  Any patients seen twice in the 2 week period by the service were not required to complete a second form.

82 questionnaires were received out of a possible 252 average for the 2 weeks, giving a response rate of 33%.

Main Findings

The following table illustrates the results of those questions with particular reference to this business case, the full report of all questions asked, is included in the Supporting Documents Table (Page 12).

Question

Yes
%

Yes

Actual

No
%

No

Actual

Incomplete

%

Incomplete Actual
Did you contact NHS Direct before coming to the service?

9

7

83

68

9

7

Are you registered with a GP?

77

63

17

14

6

5

If no, where you given details regarding a local GP?

13

11

4

3

n/a

n/a

If yes, did you speak to your GP or surgery before coming here today regarding your current problem?

26

21

73

60

1

1

Did your GP send you to this service?

17

14

79

65

4

3

Were you happy with the care you received?

95

78

1

1

4

3

Did you feel the professional listened to what you had to say?

95

78

1

1

4

3

Did the professional explain what they were going to do to you?

98

80

0

0

3

2

Did they explain what they expected of you?

95

78

4

3

1

1



	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.

	The Urgent Care Centre model as a front-end to primary care has been endorsed as an appropriate model by the Department of Health. It has been successfully implemented in many health economies across the country, including London. 

Urgent Care Centres fit into the vision set out by the Department of Health in Our Health, Our Care, Our Say, and are further supported by Lord Darzi and Healthcare for London, all recommend improving patient experience and significantly reducing unnecessary admissions to hospital by:

· Ensuring quality of care is consistent around the country

· Introducing simpler ways to access care, ensuring that patients are assessed and directed, first time, to the right service for treatment of help

· Improving care for long-term conditions to avoid hospital admissions

· Developing multidisciplinary teams and reduce the number of patients being referred from clinician to clinician before receiving the treatment they need
· Moving hospital-based services into primary care
At a London workshop in 2005 set up by the Department of Health, a number of recommendations were worked up for the specifications of urgent care centres, such as being hospital-based but retaining the distinctive culture of a primary-care based services.

The Department of Health consulted with trusts on the Direction of Travel for Urgent Care in 2006 and Darzi’s  Next Stage Review was published in July 2008 followed by the Healthcare for London commissioning guidance for unscheduled care in October 2008. This stated the key objectives of improving access to services in primary care in order to reduce pressure on secondary care services. It also stated that there should be easy access between services that link together. The Urgent Care model should allow people to access the same response and level of care wherever they access care and should not receive variable responses depending upon where and when they access care. The system should also provide a joined-up response which co-ordinates care with other sectors. Patients should know what services are available, and know how to access them. 

Healthcare for London lists the key features of an A&E front-ended Urgent Care Centre to be:

· Staffed by multidisciplinary teams including GPs, nurses, emergency care practitioners

· Other staff skilled in dealing with maternity, substance misuse, mental health problems and social care needs.

· Be linked to a range of community based services 

· Co-located Out of Hours Service

· Co-located paediatric assessment unit

· Integrated with emergency departments and operate within a common framework of standards and governance
Recent examples of Urgent Care Centres are those co-located with A&E at King George Hospital Trust in Redbridge, and Whipps Cross University Hospital in Leytonstone. The Department of Health cites case studies of Hitchingbrooke Urgent Care Centre, which is co-located with A&E, primary care Out Of Hours services and mental health services. This centre offers an integrated model of care whereby patients who need urgent out of hours care call for telephone advice and will be managed into streams including self-care, primary care (OOH), and A&E minor or major care. Patients are also managed into these streams if they arrive at the Urgent Care Centre out of hours.

Other examples cited by the Department of Health are Greater Manchester Emergency Care System and South West Kent Emergency Care Centre.

The following case studies are relevant to this business case and have been reviewed in more depth to explore how national policy has been put into practice elsewhere.
1. Outer SE London : 

In October 2007, four outer SE London PCTs (Bexley, Bromley, Greenwich and Lewisham) agreed common principles and a high level core specification for the provision of urgent treatment centres to complement A&E provision as part of their health economy services reconfiguration process (A Picture of Health).  They adhered closely to the DH Direction of Travel and have worked in close consultation with Professor Sir George Alberti. Pertinent points have been extracted from Bexley Care Trust and Greenwich PCT’s models:

a. Bexley Care Trust

An Urgent Care Centre (UCC) based at the front of the current A&E department opened at Queen Mary’s Hospital (Sidcup) in October 2007 to deliver urgent care through the provision of a single point of access primary care led service.

The UCC is operational between the hours of 0900 – 2300, 7 days per week, and provides care for patients with urgent minor injury and minor ailments by a dedicated multi-disciplinary team of health care professionals.

Points to Note:

· The walk-in patients are seen on entry into the UCC by a suitably qualified and experienced Health Care Professional
· Patients with major injuries are referred to the emergency department
· GPs see all paediatrics 1-12yr olds (under 1yr olds are all referred back to the A&E department)

· Key Performance Indicator – UCC to see and treat 80% minors/paeds or 49% of total A&E attendees
b. Greenwich Teaching Primary Care Trust

In October 2007, Greenwich TPCT proposed an UCC service model, designed to provide a service to patients of all ages who attend the Emergency Department and would benefit from a primary care based approach to the management of care. 

The development of an UCC in Greenwich would predominantly be to ensure the needs of those patients who do not require emergency care but choose to attend a hospital setting would be met, and that links back into the primary care environment would be strengthened.

Points to Note:

· All patients would be seen at a single point into A&E by a senior primary care clinician

· It would see and treat walk-in patients
· It would treat and manage at least 62% of existing emergency department workload

· It would see all patients, except those arriving by blue light or with obvious major trauma 

· It would register patients on a primary care system
2. Whipps Cross EUCC

An Emergency and Urgent Care Centre (EUCC), in which an integrated multidisciplinary emergency care team provides immediate and necessary care to patients.  A key feature is the ability to re-direct patients from an acute setting to more appropriate levels of care.
Points to Note:

· To support the acute trust in achieving the 4-hour emergency care standard, by redirecting ALL minor illness/ailment patients within agreed protocols

· Patients clinically streamed to appropriate areas by a primary care GP or nurse using visual assessment guidelines

· Patients who present with non-urgent minor illness will be streamed back to their GPs if an appointment can be provided within 24-48 hours and where this is deemed clinically safe
· The level of diagnostics provided will be no more than would be provided in a standard GP Practice, although access to more diagnostic support will be available via the acute trust where necessary
3. Northwick Park Urgent Care Centre (Harrow PCT)

A UCC is currently co-located with the A&E department at Northwick Park Hospital site. It provides care for all ambulant patients attempting to access unscheduled primary care services in the most appropriate way.  During stage one on the project the access hours were 1800-2300 Monday to Friday and 1000-2400 Saturday and Sunday, then during mid-September times changed to 0800-2400 Monday to Sunday.

     Points to Note:

1. Target of 6 patients per hour through a GP & nurse service
2. Total patients seen by GP between August and December 2007 was 5003 and 467 by Nurses (total  5,470)
3. Patients are triaged by NWLHT A&E staff and passed to the UCC using the agreed criteria of appropriate conditions following assessment using NWLHT triage protocols

4. Non-emergency paediatrics are seen by UCC staff (50%)

5. Register unregistered Harrow patients with the Harrow Access Unit, or similar services in other boroughs


	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.

	Option One

The first option is to do nothing. If this route is taken, it is likely that the trend of increasing attendances at A&E will continue to rise with demand not being appropriately managed and patients needs not being met within the most appropriate environment.
Option Two

The second option would be to site the urgent care centre in a community location away from the acute hospital trust. This would provide a place for people to get their minor injuries and illnesses seen to, but it is unlikely that this would have the same impact as one based at the front end of a hospital because it would not capture those patients who had considered that presenting at A&E was their only option. Neither would it be able to co-ordinate care in the same way as a “front-end” urgent care centre, with the other parts of the hospital, if acute care was necessary. 

Option Three

The third option is to base the UCC at the Central Middlesex Hospital as a “front-end” model, whereby all patients are streamed as they enter the front end of A&E and separated into those that need to be treated in A&E and those who can be treated in the urgent care service. This will have the benefit of capturing those patients whose intention was to visit A&E with needs that could appropriately be met through a primary care urgent care service.


	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.

	Option 3

The preferred option is to implement the UCC at Central Middlesex Hospital as this will maximise the benefits to the PCT by providing a primary care urgent care service to those patients whose original intention it was to visit A&E and ensuring that they are supported to access future care within a community setting.  It also has the greatest potential to make efficiency savings through ensuring that contracted primary care services are available to meet needs (avoiding duplication of costs) and through shared protocols reducing the overall number of investigations undertaken. 


	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 project will cover the commissioning of an Urgent Care Centre as the ‘front end’ of the A&E Department at Central Middlesex Hospital.



	This project will not cover:

	The project will not cover any of the internal matters of the working of the A&E Department, except in the sense that protocols need to be adapted to cater for the streaming of patients from the UCC to A&E or from A&E to the UCC. 


	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.

	Patient and Public Engagement

March 2009

PBC Clusters Clinical engagement

Feb/ Mar 2009

NHS-B board approval of business case
03/04/2009
Review of specification with users & clinicians
April 2009
Advert published and Expressions of Interest invited

01/05/2009
MOI Published (web based)

01/05/2009
Deadline for receipt of Expressions of Interest

07/06/2009
Bidder Information Day

14/06/2009
PQQ issued to potential Bidders who have expressed an EOI

21/06/2009
Deadline for receipt of potential Bidder Clarification Questions

28/06/2009
Deadline for receipt of PQQ submissions

25/07/2009
Completion of PQQ evaluation and communication of result

9/08/2009
Invitation to Tender (ITT) issued to Bidders

23/08/2009
Deadline for receipt of ITT bids

24/09/2009
Preferred Bidder Selected

7/10/2009
Contract Negotiation and Completion

14/11/2009
Mobilisation Period – Service Delivery Commences

01/01/2010
Within these timelines the following specific deliverables will need to be completed.
· A full service specification outlining the care pathways and key deliverables for the provider (work on this has already begun)

· A full project plan to ensure that the project runs smoothly and on time

· A policy on transfer of undertakings (TUPE Regulations) written into the service specification and tendering documentation so that bidders are aware of the implications of any transfers into their organisation and the legal implications of this
· An Equality Impact Assessment must be undertaken to ensure that the project does not seriously affect any equality groups and action taken to minimise any undesirable effects

· A communication plan and press statements would need to be prepared to make the public and clinicians aware of the new service, why it will be a good thing and how they can use/refer to it
In addition and before the PCT procures a provider to work to the specification, the PCT will continue to work with key stakeholder, such as other PCTs, local GP practices, mental health providers and potential providers of the service. The PCT will hold a workshop for potential providers of the service to discuss requirements and form a joint understanding of what is deliverable. It will also help providers understand the PCT’s requirements and the process for submitting bids.

Work will need to be done to negotiate space and agree the costings for the premises aspect at the CMH site, and to project manage its implementation. A sub-group has been set up to project manage this aspect of the project. This work stream will need the co-operation of NWLH since the site is on their land. This work stream will be completed within the next month so that the project can move forward.

In determining the final specification, consultation with user groups would need to be undertaken and their ideas fed into the service specification. The Scrutiny Committee would also need to be consulted on the proposals.



	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 and FTE
	Person filling

	Project Manager
	100% FTE
	To be appointed

	Communications
	10% FTE
	To be confirmed

	Information & Communications Technology
	20% FTE
	To be confirmed

	Head of Performance & Information, NWLHT
	
	Peter Hyland

	Finance
	5% FTE
	To be confirmed

	HR (advice on TUPE)
	10% FTE
	To be confirmed

	Equalities Impact Assessment
	
	To be confirmed

	Procurement specialist
	
	To be confirmed

	
	
	

	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.

	The project is dependent upon the data trend analysis mapping the pattern of service utilisation for A&E minors at CMH. This will inform the service specification. It is also dependent upon conducting a revenue risk analysis to ensure that the A&E Department will not become unviable due to a reduction in funding from the main contract.

During 2010/11 financial year, it is anticipated that a new range of tariffs will be introduced for A&E services under HRG4.  During 2009/10, the project team will review activity in year using the newly proposed codes, and will propose a reduction in A&E activity based on guidance from the department of health, London wide commissioning group and other references.

The project is dependent upon the continued co-operation of the staff and managers at North West London Hospitals Trust, specifically at the Central Middlesex Hospital site. 
The project is also dependent upon the support of the PBC Cluster and local GP population, for their full co-operation in supporting the new protocols for referral to the Urgent Care Centre and in receiving patients back into a primary care setting. This is being achieved through the active and ongoing leadership of the PEC CO-Chair and the PBC Leads for NWLH contract and through ensuring wider GP community engagement through discussion at forums such as PBC meetings. GPs are frequently updated on the progress of the project.


	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).

	LOCAL COMMUNITY (potential users of the service)

PBC PPI Groups

NHS-B Health & Social Care Forum (previously PPI Forum)

Community and voluntary groups

Links

NWLT

Nicola Grinstead – Assistant Director of Operations, Emergency Services

Alison Watson – General Manager (Emergency Medicine)

Peter Hyland – Head of Performance and Information

Phillip Sutcliffe – Head of Corporate Business

Dr. Vincent Mak – Clinical Director, NWLHT

Dr. Julie Bak - Clinical Director, NWLHT

NHS Brent

Dr. Manish Prasad - PEC Co-chair (Clinical Lead))

Project Director to be appointed

Sarah Galbraith – Project Lead 
Tim Taylor – Deputy Director of Finance

Thirza Sawtell – Director of Strategic Commissioning
Marco Inzani – Head of Strategic Commissioning
Caroline McGuane – Head of Communications
Carole Sheridan – Head of ICT
Procurement Specialist – To be identified

PBC Clusters

Dr. Ethie Kong, GP, Urgent Care Lead

Dr. Jahan Mamoodi, GP, Urgent Care Lead

Overview and Scrutiny Committee

Brent Council
Users and carers

London Ambulance Service

NHS Ealing

NHS Brent APO


	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.

	The role of the existing Project Board will be reviewed to ensure that it can oversee the development of the next stage of the project (procurement and mobilisation). 
This will include a review of the existing subgroups:
(1) Patient pathways

(2) Finance and procurement

(3) Communications and stakeholder engagement

(4) Accommodation and information technology

The PCT consulted with the Health Select Committee in June 2008 and November 2008 who were in agreement with the proposals and their comments regarding communication to stakeholders have been included as the service modelling progressed. The Business Case is due to go to the March meeting of the Health Select Committee with the expectation that their comments will be made available to the Board at its April meeting.


	We discussed the plans with the PBC Executive on (date) and their feedback was:

	As key stakeholders in commissioning proposals the PBC Executive will review some business cases before they are submitted to the investment panel.  If your business case has been reviewed by the PBC record their feedback in this section.  The investment panel will want to know their views before agreeing to investment. Alternatively if your business case .is not one that the PBC are reviewing write not applicable.

	The business case was submitted to the PBC on February 20th. In addition the proposals have been discussed at cluster meetings across Brent:
Harness Cluster: 17/02/09

Wembley Cluster: 24/02/09

Kingsbury Cluster: 04/03/09

Willesden Cluster: 05/03/09

Kilburn Cluster: 12/03/09

And at the Brent Professional Executive Committee held on 10/03/09. 


	

	Use this section to summarise how their feedback was incorporated into the business case or what actions you took as a result of their input.

	See attachment


	Cost

	The costs that will be incurred to obtain these benefits are:

	Provide a detailed estimate of the cost of completing this project based on how long you think this work is going to take and the resources (internal and external) that you will use.
The costs should be for the whole life of the project, and include the cost of existing staff to work on the project as well as any additional resource that may be required.  It is important to distinguish between recurrent and non-recurrent costs, and helpful to note if the work has any cost implications for partners.  The cost of the future arrangements you envisage should be shown separately from the costs of making the change.
If more convenient, this information can be set out in a separate spreadsheet and attached to this document.  Just note that you have done this in the box below.

	NHS Brent’s internal, non-recurrent project costs are estimated in the table below. These have been based on the actual costs incurred by the GP Led Health Centre project. All costs are inclusive of VAT.
Description of expenditure

Amount

Project Management

£108,000
Specification review event
£10,000
Procurement advice and expertise

£80,000

Legal fees

£27,000
Advertising costs

£4,000
Miscellaneous

£1000
Total

£230,000
Affordability Modelling Documents for the recurrent cost of the service are included in the Supporting Documents Table (Page 12).


	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.

	Non-recurrent costs will be incurred between April and November 2009. The recurrent costs of the service will start to be incurred from the scheduled opening date, i.e. from November 2009.


	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)



	Non recurrent investment (project management)

Reduction in commissioned activity from NWLH (recurrent funding)


	Risks

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

1. 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.

2. 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

	Failure to reach agreement with Health Select 
	3
	5
	15

	Revenue risk to CMH A&E department impacts upon viability of the department
	4
	5
	20

	Lack of interest in tender
	2
	5
	10

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

	Continuing model of acute provision for people with primary care needs 
	4
	4
	16

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

	Project does not achieve stated aim of reducing A&E attendances, admissions and cost of associated diagnostics.
	3
	4
	12

	Project increases attendances at A&E more than anticipated.
	4
	3
	12

	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.

	1. Support from local communities

2. Support from key clinicians/ PBC Clusters/ public support
3. Agreement from the Overview and Scrutiny Committee

4. Ensuring that revenue risk can be managed in a way that does not destabilise or make unviable the Accident & Emergency Department at CMH or other referral pathways
5. Successful procurement of a suitable provider


	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
	1st January 2010
	

	3 – Project Complete
	31st January 2010
	

	4 – Benefits Evaluation
	30th June 2010
	

	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

	Interim Project Review
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� Front of House pilot scheme – primary care stream within A&E department at Central Middlesex Hospital.  Staffed with one GP and one nurse (and one administrator).  Patients are triaged by A&E staff to GP and/or nurse via an agreed set of conditions deemed suitable for the primary care practitioners to see and treat.
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