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1.
EXECUTIVE SUMMARY

Tameside and Glossop Primary Care Trust has, over the last 12 months, significantly modernised how it conducts it’s business.  At the forefront is our responsibility to ‘invest locally to achieve the greatest health gains and reductions in health inequalities, at best value for current and future service users’.

This document is the PCT’s plan for delivery over the next three years with a focus on priority areas.  These areas derive from a number of key national requirements, national priorities for local implementation, as set out in the Operating Framework
, and additional locally determined priorities.  The local priorities are those agreed in conjunction with the PCT’s partners and will be incorporated into wider strategic action plans including Local Area Agreements.  

Tameside and Glossop has a history of strong inter agency partnership working which helps us achieve agreement on shared health priorities and gives us frequent opportunity to review areas of joint concern.  The Plan is built upon what patients and communities have told the PCT they want it to achieve.  

The PCT has restructured to formalise Local Authority partnerships, and to ensure that commissioning decisions are driven by public health needs and their preferences.   Clear contracts with attributable outcomes are a high priority for the PCT which is delivered through the PCT’s procurement and performance management capacity.

The PCT has a history of prudent financial management and has had to develop the capacity to deliver the dividends of a strong financial position.  2007-08 showed a significant increase in local service investments.  This plan for 2008-09 continues this programme of investment while delivering improved quality and service efficiencies.

2.
CONTEXT

2.1 Population Served by the PCT

The population of the PCT is approximately 245,000 and covers Tameside Metropolitan Borough Council in Greater Manchester and the Glossopdale area of High Peak Borough Council in Derbyshire.  There are wide differences in deprivation within both local authority areas.  The extent of the deprivation in Tameside with 10 out of 141 Super Output Areas being in the 5% most deprived in England, has resulted in Tameside Local Authority and the PCT being designated as ‘Spearhead’.  The Gamesley Electoral Ward in High Peak is one of the 10% most deprived in England.  At 6.9% Tameside’s black and minority ethnic (BME) population is lower than England’s 10.9%.  However, in one electoral ward, the BME population accounts for 20% of the total.  In Glossopdale, the BME population is less than 2%.

The Tameside population is predicted to increase by 4.6% by 2025 and High Peak by 8%.  The age structure of the population is also predicted to change in Tameside with an approximate 4,000 reduction in the under 19 population contrasting with an approximate increase of just under 19,000 in the 50 and over age range, with a more than 8,000 of those being in the 75 and over age range.   However, the birth rate is beginning to rise and in 2005 Tameside’s total fertility rate at 2.0 is higher than that of Manchester, which is 1.94, and the proportion of births to under 18s is higher than in England.  Thus, the higher proportion of investment in the health needs of middle aged and older people that will be required, must be balanced by the need to continue to address the high rates of teenage pregnancies and the needs of children and young people.

2.2 Strategic Objectives

The PCT has signed up to delivering the following objectives by 2012: 

	1. Improve health by increasing life expectancy by an extra year


	2. Reduce inequalities in health outcomes between those with the poorest health and the PCT average by 10%



	3. Improve access to services


	4. Improve the quality of commissioned services



	5. Improve the services we commission


	6. Deliver a customer orientated service



	7. The services that we buy will have been designed together with local communities


	8. Support our health improvement agenda by managing our finances well



	9. Reduce carbon emissions by 20% through sustainable buildings, transport and sustainable resources policy
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2.3 Commissioning Model
The commissioning model aims to increase life expectancy and reduce inequalities by reducing the number of people who have a health or well being need; by reducing the number of people who have unmet needs; by offering health improvement programmes; getting the right services to people quickly (both clinical and public health interventions) and tackling the causes behind people not having their needs met.

2.4
How Services are Currently Provided
Primary and Community Care: The PCT has 40 practices providing services in general practice, counselling, podiatry, physiotherapy, ophthalmology, dietetics, health visiting, community nursing, dentistry and pharmacy.  There is a range of extended primary care based services including dermatology, cardiac investigations, ultrasound, rheumatology, nerve conduction, vasectomy, and dermatology. 

PCT Provider: The PCT’s Provider Division is an increasingly significant provider of services across the health economy. The PCT plans for this continue as services are commissioned closer to home and the PCT Provider is ideally placed to ‘incubate’ new commissioned services where no other current service provider is in the market.

Secondary Care: The PCT is lead commissioner for Tameside Hospital NHS Foundation Trust which provides a range of healthcare including accident and emergency services, general and specialist medicine and obstetric and paediatric hospital services for women, children and babies.  Since the advent of patient choice, Stockport NHS Foundation Trust and Central Manchester NHS Acute Trust are amongst the main alternatives made to suit individual needs.

Mental Health Services: Pennine Care NHS Trust is the main provider of mental health services in a range of hospital and community settings.  The PCT Provider Division is responsible for delivering a range of primary care mental health interventions.  

2.5
Performance Headlines
The PCT has enhanced its function in monitoring and managing performance.  A Contracting and Performance Directorate now provides greater stringency on the setting and the delivery of contracts. This team have established operational contract management, contractor performance and corporate performance amongst other areas.

Corporately the PCT has performed well against national and local targets, with the HealthCare Commission 2006-2007 measuring the PCT as good for quality of services, which includes core and developmental standards, new national and existing targets and service reviews; and good for use of resources (financial standards).
Softer measures such as staff and patient satisfaction are measured annually through relevant satisfaction surveys. The PCT results are on a par with other PCTs within the North West, although strategically the PCT has higher expectations in working towards the 2012 strategic objectives.

Complaints or issues are handled mainly via the Patient Advisory and Liaison Service and also through a more formal PCT complaints department. Reports are generated regularly and discussed with key stakeholders in order to continuously improve patient experience, and thus acting as a key driver in the commissioning agenda.
3.
PRIORITY AREAS for 2008-09
Standards for Better Health (SfBH)
Tameside and Glossop PCT has identified no areas of concern for the SfBH assessment, and will therefore be declaring compliance against all standards.

3.1 Existing Commitments – Areas of Underperformance
Whilst focusing on health and well being priorities in 2008-09 – nationally and locally determined – it is essential that performance against existing targets and priorities is assessed, and any issues of underperformance picked up in plans for 2008-09. Performance against existing targets is currently reported to the PCT Professional Executive Committee (PEC) and Board on an exception basis.  Areas requiring ongoing attention in 2008-09 and the action we have already implemented:

	Area of underperformance
	Details
	2007-2008 Performance
	2008-2009 Priority

	Gap between local and national life expectancy. Issues exist between local communities and for women overall.


	Work to reduce the gap in life expectancy is focused on tackling the main causes of the gap (cardio vascular disease and cancer in particular) in the populations and age groups that currently suffer disproportionate ill health and early death.  Significant additional investment was made during 2008/09 and improving life expectancy is a focus for Practice Based Commissioning.  A detailed action plan is performance managed through a Spearhead Partnership and through LSP structures as well as PEC and Board. Further details are in section 3.2.3.


	Red
	High

	18 weeks – Delivery milestones of 31 March for patients treated from date of referral within 18 weeks
	Strategic and contractual priority is closely monitored by the PCT. Significant investment is identified for all providers in order to support the achievement of this goal, complimented by revision/design pathway work.  Further details are provided in section 3.2.2.1


	Red
	High

	Body Mass Index Measurement (BMI)
	PCT is some way behind target although individual practice performance is varied.  Detailed action plan in place, which includes local incentive scheme, GP visits by Health Improvement Teams, BMI measuring equipment placed in GP practices and pharmacies. 


	Amber
	Medium

	Teenage Pregnancy
	Conception rates in Tameside and Glossop are the 19th highest in England and Wales and 4th highest in the North West. Detailed action plans are available in section 3.3.14


	Red
	High

	Childhood Vaccination and Immunisation
	Catch up programme to be put in place in low performing localities, by school nurses, local publicity campaigns for parents in localities with low uptake and publication of results by practice is routine.  Trajectory: BSB10 (See Appendix 1)


	Amber
	Medium

	Ambulance Trust Response Rate – Category A and Category B Calls
	Significant performance issues within the North West Ambulance NHS Trust achievements of targets in Tameside and Glossop. Some of the issues are being “aired” at SHA level via Chairs network, and more locally through Urgent Care Commissioning Groups. Local investment is also now underway to support collaborative commissioned funding.


	Red
	High

	Cancer Urgent Referral to Treatment
	Issues within the Greater Manchester conurbation, with the achievement of this target, particularly where cancer pathways span more than 2 

acute/specialist trusts. Action is being taken locally to ensure that pathways are commissioned which support achievement of the 62 day target, and that the PCT has an infrastructure in place to enable tracking of patients through this pathway.


	Red
	High

	Early Intervention in Psychosis
	The availability of early intervention services remains a key mental health policy and we are committed to the goal of providing developing a first episode support for all young people psychosis. Performance issues in this service area will be addressed in plans for 2008-2009, as detailed in section 3.3.2 


	Red
	High

	Access to Crisis Services
	Significant investment was made in developing crisis resolution teams in 2007-2009.  Progress is being monitored on a weekly basis and more detailed actions are set out in section 3.3.2


	Red
	High

	Community Development Workers (CDW)
	A further Community Development Worker is needed, and will be recruited during 2008-2009.  See 3.3.2


	Amber
	Medium

	Suicide
	Action to lower suicide figures includes, conducting a manual audit of coroners reports (revision of IT systems prevents computerised data transfer) to assist in the suicide audit process and completion of self-harm schedule standards for inclusion in service specifications.  Suicide prevention is a key element of mental well which is part of our community outreach team’s work programme.  In addition we have a comprehensive audit process and a Suicide Audit Group which will implement findings.

	Amber
	Medium

	Chlamydia Screening Programme
	A failed target in 2007-2008, and a priority for 2008-2009. Actions are detailed in section 3.3.14


	Amber
	Medium

	Mixed Sex Accommodation
	The PCT is in discussion with all providers and has set minimum expectations for the future regarding single-sex accommodation.  All new contractual arrangements have mandatory single-sex requirements although nationally negotiated contract with our main provider trusts will work towards Department of Health deadlines. 


	Amber
	Low

	Choose and Book
	PCT targets are set at 75% utilisation, and have been missed for some 3 years.  A detailed Project Initiation Plan has been prepared for 2008-2009 that looks at a great many different ways on improving buy-in to the system.  Key stakeholders have also been engaged across the GP community.


	Amber
	Medium

	Retention in Drugs Treatment
	The number of drug users admitted into treatment discharged or who remain in treatment beyond 12 weeks has been a PCT underperforming contractual focus for a number of months.  A detailed action plan is in place since 1st October 2007 and we expect to see the position improve quarter on quarter during 2008/9


	Amber
	Medium


3.1.1
Financial Performance 2007-08
The PCT has a history of strong financial performance and was in a good position to use transitional monies returned to PCTs during 2007-08 to make significant investment in the development and expansion of services improve health and tackle health inequalities.   Major additional investment has already been achieved during 2007/08 and this has had a direct impact on service delivery. This is recurrent investment and we expect to see the effect of the full impact of this investment in service expansion, delivery and reform during 2008/09. 

3.2
National Priority Areas for 2008-09
This section of the Operational Plan outlines how the PCT will meet the requirements against national and local priorities in 2008-09, through reform or additional financial investment, and where appropriate, provides supporting narrative to the trajectories, which have been submitted alongside this Plan.  This section also incorporates information regarding performance against existing commitments/performance targets, and identifies action to be taken to ensure existing performance is maintained/improved as required.

The Operational Plan has been developed using a framework that guarantees:

· Consistency of process and transparency – using a robust scorecard to assess developments and support decision making

· Application of rigorous assessment to development proposals

· Stakeholder engagement in business planning and prioritisation process (including Practice Based Commissioning)

· Expert opinion supports the process

· Needs assessment based commissioning, at practice, ‘cluster’, or PCT level

3.2.1
Cleanliness and Healthcare Associated Infections (HCAIs)
Trajectories: VSA01 – VSA03 (See Appendix 1)
Background and Current Position

Against a target of less than 12 per year in 2007-08, Tameside Hospital recorded 38 cases of MRSA bacteraemia in 2006-07.

Data collection between April 2007 and January 2008 indicates Tameside Hospital will achieve its target of up to 356 cases of C.difficile.

Following a recent investigation into the structure, process and outcome of infection reporting and surveillance systems, an action plan has been drawn up to implement improvements.

Commissioning and Delivery 2008-09

Tameside and Glossop will support the implementation of effective infection prevention and control policies from “board to ward” through its revised HCAI commissioning strategy and action plan, which sets out how we will meet this challenge and work as a health economy to reduce and prevent HCAI.

The PCT expects providers to regard the diagnosis of C. difficile as a diagnosis in its own right and to provide proper continuity of management. The condition is potentially life threatening and commissioners expect this to be taken seriously with appropriate guidelines in place for both the prevention and management of this infection, including the care of patients who acquire it.

The PCT Commissioning Strategy for Health Care Associated Infections will support achievement of screening for MRSA of all elective admissions by March 2009 and for all emergency admissions as soon as possible within the next three years.

Additional resource to ensure a programme of deep cleaning in the Tameside Hospital by March 2008, has been provided.

We have identified sufficient additional funding alongside the tariff uplift to expand our HCAI programme to enable achievement of C difficile targets by expanding service provision and commissioning during 2008-09.  This includes:

· Additional senior resource to lead commissioning/clinical standards in relation to infection control

· A single, strengthened infection control team to replace the current separate infection control teams (one for the hospital and one for the PCT); it will be accountable to the Directors of Infection Control in Tameside Hospital and the PCT.  Additional laboratory resource is also included in the investment plan to ensure screening and surveillance systems will be implemented.

In addition the achievement of MRSA screening targets and C difficile targets will be reinforced through rigorous performance management and contract management.

3.2.2

Improving Access
The Operating Framework states that improving access will not only help to improve patient experience, but will deliver real improvements in health outcomes.  This section outlines proposals to achieve and maintain standards in secondary and primary care access.

3.2.2.1
18 weeks
Trajectories: VSA04, VSA05 (See Appendix 1)

Background and Current Position

By 31 March 2008 (key milestone) the NHS should be delivering 18-week pathways for 85% of patients who require admission to hospital, and for 90% of patients not needing admission and by December 2008, nobody should wait more than 18 weeks from GP referral to hospital treatment. 

Both Tameside Hospital and PCT have been treating this strategic target as a key priority for some months now, meeting face-to-face monthly, and having weekly update conference calls.

The action plan was also supported by a welcomed visit from the Department of Health’s Intensive Support Team, the outcome of which led both parties to focus on specific areas and mainly on the production of an accurate PTL.  The PCT has also provided financial support to Tameside Hospital in order to complete this work.

The current position as at 26 February is as follows: -

· Admitted Patient Care 78%

· Non-Admitted Patient Care 78%

These figures are behind the required trajectory, however Tameside Hospital has noted that they expect February to be volatile as they prepare for the March monitoring period.

The Contracting and Performance Directorate are also responsible for working with the PCTs Provider Division in order to achieve 18 weeks.  At this stage an accurate PTL and other administrative products have been delivered in order to support measurement and management of specific pathways.

A latest review by the Department of Health has recognised that the PCT is doing all it can in order to achieve 18 week March milestones.

Commissioning and Delivery 2008/2009

It is the PCT’s intention to support additional elective, diagnostic and outpatient activity to reduce maximum waiting times and overall size of “waiting lists”. This support has been offered to the Tameside Hospital although detailed PTL information is still required in order to start this work. At this stage it is understood that there are issues with oral surgery and neurology. Significant financial investment support has been identified (c. £2.2 million, for all providers). In addition, there are a number of existing additional contracts (GMSC) and new contracts proposed (CATS) in order to assist. 

It is also the PCT’s preference to work with named clinicians via Choose and Book, which will clearly need a specific focus and financial support in achieving 18 weeks. 

Planned redesign/reform:

· Redesign of administrative and intelligence/reporting process to support operational management of RTT PTLs, demand management and patient tracking functions

· Associated redesign (undertaken outside of 18 week scope).  Programme of pathway redesign, supported by the Public Health and Health Strategy Directorate, Health Development and Service Redesign Team

· Review of CATS services – pathway, waiting times and onward referral rates

3.2.2.2
Primary Care
Trajectories: VSA06, VSA07 (See Appendix 1)
Background and Current Position

At the time of DH assessment, based on figures at September 2006, local wte GP to 100,000 patients was 52.7 against a national average of 61.8.  By commissioning additional services, levels of GPs will increase locally and over a period of 5 years the full complement of additional clinicians would be in post.

Key targets to better access are to improve:

· Family friendly GP hours

· Number and staffing of new GP practices

· Number of new health centres. Consistent with PCT’s ‘Primary Medical Services: Strategic Direction’ June 2006

During 2007-08 the PCT set up governance arrangements, produce a specification and start work on an affordability model alongside the start of a programme of consultation and engagement.

Commissioning and Delivery 2008-09

To achieve improvements in access the PCT will:

· Invest in new services: a GP-led health centre, open 08:00-20:00, 7 days per week, bookable appointments and walk-in service.  Funding is in the PCT baseline to be supplemented from growth.
· Invest in additional capacity: 3 additional new GP practices, with extended opening hours and boundaries.  Allocation for years 1 and 2 has been notified.   
3.2.3 Keeping Adults and Children Well, Improving their Health and Reducing Health Inequalities

3.2.3.1 Health Inequalities

Trajectories: VSB01 - VS05 (See Appendix 1)
Background and Current Position

Life expectancy in Tameside and Glossop is lower than in England as a whole - for Tameside it is in the lowest quintile for England. 

	Life Expectancy at Birth in Years (2003-2005)



	
	Men
	Rank

(out of 352)
	Women
	Rank

(out of 352)

	Tameside MBC
	74.6
	330
	79.5
	319

	High Peak Borough 
	77.8
	139
	80.4
	267

	England
	76.9
	NA
	81.1
	NA


There are variations in life expectancy between different electoral wards in Tameside and Glossopdale.  The gap between Tameside and the rest of England is decreasing for males. For females the rate is decreasing but the gap between England and Tameside is increasing. 
The Health Inequalities Intervention Tool (APHO 2007) demonstrates that the most effective interventions to increase life expectancy in Tameside and Glossop will tackle cardio vascular disease (CVD) and cancers, which are the most significant underlying causes of low life expectancy in the PCT area.  Detailed commissioning plans for CVD, cancers, obesity and mental health appear in subsequent sections.
For many years, the most disadvantaged communities have been targeted for enhanced health improvement action as part of regeneration programmes. 

Commissioning and Delivery 2008-09 

All initiatives set out below are intended to improve life expectancy of all groups regardless of race, disability, gender or sexuality.
Commissioning developments planned:

· Implement changes indicated by equity audits

· Redesign health improvement care pathway 

· Integrate health improvement packages of care in order to increase uptake and prioritise disadvantaged groups 

· Use ABC to triage referrals to Connect 4 Life Health Coaching Package, Lifestyle Course and smoking cessation 

· Roll out standard Connect 4 Life Health Coaching Package to all practices 

· Implement results of suicide audits and ensure mental health promotion and mental well being are part of the service specification for community outreach teams

· Launch campaigns on obesity, diabetes, smoking and alcohol applying social marketing principles to support the comprehensive completion of GP Risk Registers

Future investment under consideration:

· Increase stop smoking delivery and quit targets, concentrating on those in routine and manual occupational groups and pregnant women (investment required)

· Trial the tailored Connect 4 Life package for those with existing morbidities in the most disadvantaged GP practices (development)

The measures for success are closely linked to current 2007-08 LAA targets including:

· Reduction of the gap between Tameside and Glossop and England for all age all cause mortality per 100,000 population (male and female)

· Reduction in the gap between the most 20% most deprived (IMD) areas in Tameside and Glossop and the average for all cause premature mortality (under 75s) and the PCT average

· Increased number of smoking quitters in areas of Tameside and Glossop in the most deprived in England (4 week quitters)

· Increase number of people accessing health trainer based lifestyle programmes

· Increase the percentage of people accessing a lifestyle programme who achieve an improved diet/physical activity score

3.2.3.2 Cancer

Trajectories: VSA08 – VSA13, VSB03 (See Appendix 1)

Background and Current Position

The Cancer Plan (2000), and the new Cancer Reform Strategy (2007), are the key drivers for the work in this area.  Tameside and Glossop PCT has a Cancer Strategy 2005-08. A new strategy is currently being developed for adoption in April 2008. Palliative care is included in the Cancer Plan and Reform Strategy.

There is no baseline for women referred with breast symptoms, but local two week wait performance for suspected breast cancer is excellent.

Breast Cancer: Breast Cancer Screening for Tameside and Glossop women is provided by University Hospital of South Manchester (UHSM) via a shared service.  Manchester PCT has led development of a service specification and service level agreement for 2008 onwards that replaced ‘block’ contracts by activity driven funding.  To date, the Tameside and Glossop PCT contribution has included the service for Oldham PCT women, but this will cease in 2008.  A Round Length Recovery Plan is currently nearing completion to restore the national standard of an offer of screening for all eligible women every 3 years.

UHSM are expecting to be able to commence invitation to the extended age range of women from January 2009.  Initial estimates of additional activity are 33%.  There will also be increased local treatment costs at Tameside and Glossop Foundation Trust. Equipment replacement and upgrading to direct digital mammography, to meet new national standards, will also need to be included in the revised Service Level Agreement for the service, as will the additional work required to surveillance for women at high familial risk of breast cancer.  The Cancer Reform Strategy requires all units to have at least one digital mammography set by 2010, and for surveillance to be in place in 2009.  Rolling forward the existing Tameside and Glossop PCT financial commitment would more than cover costs of developments in view of the saving from no longer paying for Oldham PCT women. 

Bowel Cancer: A joint bowel cancer screening programme for men and women aged 60-69 years is due to start in March 2008. Bowel screening SLA: Will not commence before 2010.  Approx 50% increase in cost of programme is expected.
Cervical Screening:  Current turnaround is 4 to 5 weeks for Tameside and Glossop women, against a target of 2 weeks and laboratories meet national quality standards.  Tameside laboratory is keen to progress to 2 weeks as soon as possible.  Additional staffing is likely to be required, but as funding for cytology is currently a relatively small part of a large overall pathology contract.  Service specifications are currently being negotiated.

Cancer Pathways: The PCT is performance managed on achievement of 3 targets relating to waiting times for patients referred with suspected cancer.  These are:

· 14 days from GP referral to first outpatient appointment

· 31 days from diagnosis to treatment

· 62 days from GP referral to first definitive treatment

The pathways currently in place for Tameside and Glossop patients are supporting achievement of the 14 and 31 day targets, but there are issues with the 62 day pathway which need to be addressed in 2008-09.

Other Local Cancer Reform Issues: The role of Clinical Nurse Specialists is maximised.  Recent developments have usually been pump primed by Greater Manchester and Cheshire Cancer Network or Macmillan Cancer Care, with the expectation that costs are subsequently picked up by Tameside and Glossop Foundation Trust within the existing contract/PBR envelope.

General diagnostic developments, that will assist cancer pathways, are well in hand locally.

Local care setting and service specification developments will need to continue to dovetail with the SHA and GM and CCN drivers.

Commissioning and Delivery 2008-09

The SHA is currently preparing ‘Better Outcomes for Patients with Cancer in the North West of England - The case for action’ for publication in March 2008, which will be a regional implementation framework for national strategy.  The Greater Manchester and Cheshire Cancer Network is also due to produce an operational plan for 2008-09, which will contribute to the implementation of the national and regional strategy.

The PCT will:

· Increase capacity for breast symptom referrals, which will require addition of these women to waiting time monitoring and expansion of Tameside and Glossop Foundation Trust clinic capacity

· Breast screening: Revise the SLA to incorporate investment in new equipment, expansion of capacity of approx 33%, and addition of familial risk surveillance.  Possible start January 2009.  The identification and development a of static site in Ashton will be considered through the Strategic Service Delivery Plan
· Capacity for waiting time targets: Chemotherapy, surgery, radiotherapy, screening referral, and specialist referral waits.  Will require addition of these patient groups to waiting time monitoring and expansion of Tameside and Glossop Foundation Trust clinic capacity

· Work with colleagues at the local acute trust, specialist cancer trusts and the Cancer Network to ensure pathways are commissioned to support waiting time targets 

· Radiotherapy capacity: Radiotherapy wait.  Will require expansion of Christie and Oldham facilities led by Greater Manchester and Cheshire Cancer Network
· Cervical screening capacity: Cervical screening turnaround included in Tameside and Glossop Foundation Trust pathology contract.  Will require some redesign.  Staff costs may be covered in pathology contact  

· Awareness and early presentation: Social marketing initiatives and promotion of screening uptake coordinated by local project groups  

· Data collection: Local implementation of nationally developed models to support commissioning, and development of PCT based patient tracking

· Training initiatives to support increasing capacity, reform and redesign  

· New service models and capacity for increased population and users need:  Move to more ambulatory care and reduced inpatient time to accommodate increasing demand from increasing older age groups, and increased survival. DH, SHA and Network drivers will influence local implementation  

Future investment under consideration:

· The PCT has committed to fund a support service for patients, carers and families with cancer provided by CALL – Cancer Aid and Listening Line, a Greater Manchester charity.  The service had been due to extend to Tameside and Glossop in 2007, funded by a grant from Macmillan Cancer Care, and the PCT had committed to pick up funding after two years from 2010.   
3.2.3.3 Stroke

Trajectory: VSA14 (See Appendix 1)

Background and Current Position

In April 2007, prior to the launch of the National Stroke Strategy (Dec 2007), four service specifications had been developed across an agreed integrated stroke care pathway.  National Strategy outlined plans for action – the local position is as follows:

· Awareness: Lack of public and professional awareness of TIA/stroke symptoms

· Preventing stroke: Re-design of health improvement pathways and improved population of GP risk register data will continue this agenda 

· Involvement: Need to involve patients/carers in planning and evaluating local stroke services to show clinical assessments for TIAs are seen as clear warning signs that a further stroke may occur 

· Stroke as a medical emergency: Recent changes in developing an Acute Stroke Unit at Tameside Hospital should ensure timely acute care is delivered and thus, improve patient outcomes based on care delivered via a multi-disciplinary team 

· Rehabilitation and community support: Intensive rehabilitation immediately after stroke, operating across the 7-day week, can limit disability and improve recovery. The Stroke Rehabilitation Unit provides specialised rehabilitation to continue across the transition to home or care home. 

· Participation: There is a need to increase engagement and participation in community activities helps people to lead more autonomous lives and move on after stroke.  There is a need to increase engagement and participation in community activities, helping people to lead more autonomous lives and move on after stroke.  

· Workforce: Work is being undertaken to ensure staff working across the commissioned pathway, are skilled and competent to support carers whilst working with stroke survivors

· Service improvement: Regular local and national audit will drive improvements in stroke care. 

There is already in place:

· Health improvement interventions targeted to people at high risk of stroke and a programme of health improvement campaigns

· An Acute Stroke Unit

· A Stroke Rehabilitation Unit

· A family support worker service from the Stroke Association
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Future investment under consideration:

· Stroke Rehabilitation Unit to ensure the specialist multi disciplinary team has the expertise in stroke in accordance with the National Stroke Strategy.  

· The creation of an Early Support Discharge Team to facilitate smooth, organised support from the acute setting with intensive support and domiciliary rehabilitation.
· Local evidence shows that approx 80 patients per year will go on to develop contractures of their limbs if untreated.  These needs could be met by the establishment of a community based, consultant led, spasticity service.  
3.2.3.4 Children

Trajectory: VSB12 (See Appendix 1)

Background and Current Position

Work to develop children’s services within Tameside and Glossop to meet the challenging national requirements of the 2004 Children Act, ‘Every Child Matters, the Children, Young People and Maternity National Service Framework, the white paper ‘Choosing Health’ and the recent Children’s Plan, is ongoing. More locally the Children, Young People and Maternity Service Network Board have set the agenda to develop services in line with Making It Better.

Joint commissioning arrangements are already in place with both Tameside and Derbyshire.  These are being taken forward across children’s services, with lead commissioning arrangements for all priority portfolios.

To meet these requirements the redesign of existing provision and new investment has enabled a range of children’s service areas to be improved. 

· Progress has included work to focus the role of the Health Visiting and School Health Services around the Child Health Care Pathway that highlights the roles and responsibilities across children’s services in ensuring high quality universal provision for all plus targeted services to those most in need

· The first phase of increasing the capacity in School Nursing Services, to meet the national target of one school nurse for every high school, has been achieved through investment in 2007-08.  Once recruitment is complete 18/20 schools will have the necessary level of resource

· Tameside and Glossop PCT weighs and measures children in reception and Year 6 as part of the national weighing and measuring programme (see Obesity 3.3.13).

· A young peoples alcohol worker has been appointed to enable the service to increase its scope for working with young people and target hard to reach young people and identified vulnerable groups
· A BOAT (Better Outcomes Achieved Together) pilot project is being established to develop an integrated approach to the care of new parents under the age of 20

· Recent investment in speech and language therapy services will roll out the good progress from Sure Start.  Local performance measures are being agreed
· Work to implement the paediatric secondary care review a local Care Closer to Home Project has been established
· Improvement in the management of long-term conditions

Phase 1: Community Children’s Nursing Service: The capacity of the Community Children’s Nursing Team has been increased to enable referrals from Primary Care for all children and young people aged up to 16 with mild acute illness and long term conditions.  This team will be fully established in April 2008, operating from 8 am to 8 pm seven days per week. 

Phase 2: Redesign of Urgent/Ambulatory Care: A whole service review of the pathways of care for children requiring urgent care or currently presenting at Accident and Emergency is planned.  It is anticipated that this work will take place throughout 2008.  Investments in an advanced nurse practitioner and lead consultant have been committed. 

· Difficulties in recruiting to paediatric posts has led to a realignment of  service to an area model.  This requires a comprehensive service specification to ensure all aspects are adequately covered and issues regarding tariffs are clear 

· Partnership with parents – The PCT will prioritise the engagement of parents in all aspects of planning, development and delivery of health services, empowering parents to support their own children to achieve the 5 outcomes   
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The PCT will undertake the following developments:

An evaluation of the outcomes of the Early Identification BOAT will be undertaken and, if additional investment is made in community midwifery, will aim to roll out the improvements across all children’s centres.  The information will be used to develop the Preventative Strategy in Tameside. 

Care pathways and protocols by which health visitors will ensure a comprehensive service to Bangladeshi heritage babies, children and families will be produced 
Engagement of Children and Young People: A six-month project to undertake the ‘You’re Welcome’ audit will be commissioned to give valuable evidence on the how health services need to be developed to meet the quality standards. The project will recruit and train local young people to undertake the field work components. 

Future investment under consideration: 

Safeguarding Children: The PCT’s safeguarding service is under pressure to meet the statutory requirements of national legislation.  The service requires strengthening to manage risk and meet the demands of working to two Safeguarding Boards, the needs of the growing children’s workforce and of staff in primary care and pharmacies.  Contractors are required to demonstrate that they meet the Core Standard C2 relating to Safeguarding within their own activities and in dealing with other organisations.  
Sudden Unexpected Death in Infancy and Childhood: The Children Act 2004 and Working Together 2006 establish the function of the Local Safeguarding Children Board, set out in Regulation 6, in relation to the deaths of any children normally resident in their area.  This includes the requirement for a paediatrician to attend and report on all unexpected deaths within the multi-organisational response from April 2008. The issue is currently being considered by the Paediatric Network of the Children’s Network Board as it requires considerable collaboration to develop viable cover.  The financial implications for the PCT are still to be determined.

Looked After Children: As one of the most vulnerable groups of children, looked after children experience poorer outcomes than their peers in all aspects.  A coordinated approach to meeting their health needs is required to develop health assessments to meet national requirements, directly monitor outcomes, provide training for foster carers, health staff and social care staff, develop young people friendly materials and ensure services are designed to engage them, especially young people leaving care. 

Screening: All newborn babies are offered screening for phenylketonuria, congenital hypothyroidism and sickle cell disorders, medium chain acyl-coA dehydrogenase deficiency and cystic fibrosis within the first few days of life.  The follow up of the children identified via screening requiring re-test, treatment or counselling has historically been encompassed within health visiting services.  With the addition of the new tests this work has increased and the current system is inadequate.  To ensure robust coordinated handover from midwifery services, monitor identification within the child health system and appropriate liaison with families, a part-time specially trained Screening Link Health Visitor is required. 

School Health Service: To achieve the target of 20 wte nurses for the 20 schools in Tameside and Glossop an increase in investment is required (currently funded to 18 wte). 

3.2.3.5
Maternity Services
Trajectories: VSB06, VSB11 (See Appendix 1)

Background and Current Position

The total fertility rate (TFR) for Tameside is higher than the national average (2,1.88). There were 3,256 births to the registered population (2005/06 ONS data).
Tameside Hospital offers a shared consultant/midwife or midwifery led service.  In 2006 81.7% (2659) of pregnant Tameside and Glossop women chose to have babies delivered by the local unit.    Twenty-nine (1.3%) women had a home birth (national average 3%).  The total caesarean section rate of 19% is lower than the national average.  The service has just been awarded level 3 CNST.  Deaths in babies less than a year and less than seven days of age are continuing to decrease, however, death rates in the neonatal period (within 28 days) are increasing in Tameside whilst national figures are remaining fairly constant.

Additional investment for refurbishment and updating of equipment at the local maternity unit has been agreed through the 2007-08 LDP.  

The PCT has achieved significant improvement in breastfeeding rates and invested in this area during 2007-08.
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The emphasis is on improving access as part of the wider Maternity Matters Strategy to deliver, safe, high-quality care for all women, their partners and their babies. 

Future investment under consideration:

Children’s Centres Midwives:  Given the national choice guarantee and the need to promote greater access and continuity of midwifery care one of the key areas for change is to develop services for socially excluded groups.

Birth-rate Plus Workforce Planning: Non recurrent investment is being considered to purchase the Birth-rate Plus workforce tool. This will be used to review midwifery staffing needs and make recommendations to support workforce planning. 
Nuchal screening: A Greater Manchester wide programme for nuchal screening of Down’s syndrome is strongly advocated. This would meet the anticipated new standards for Down’s syndrome screening. It is recommended all Greater Manchester trusts introduce quadruple screening as soon as possible.  

3.2.4 Experience, Satisfaction and Engagement

3.2.4.1 Patient Experience

Trajectory: VSB15 (See Appendix 1)

Background and Current Position

The PCT currently takes part in the National Patient Survey, co-ordinated by the Health Care Commission, to gauge the patient experience of access to primary care.  

A new role of Head of Patient Experience has been created to develop local systems to help to measure the patient experience.  The systems will cover the local health economy and will include the Tameside Hospital.  These will be combined with the National measures to give a comprehensive account of the patient experience locally. 

Further guidance is awaited on how to combine the suite of national scores from the current trajectories, covering the acute, mental health and PCT (Provider), into a single score to gauge the local patient experience.
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The PCT will develop a patient experience strategy in order to develop local mechanisms to seek the patient view.  These will be incorporated with the National surveys to develop a thorough understanding of the drivers to improve the patient experience.  

The PCT will develop robust strategies to ensure year-on-year improvements in reported patient experience.  

3.2.4.2
Staff Satisfaction and Engagement

Trajectory: VSB17 (See Appendix 1)

Background and Current Position

The PCT values the views and opinions of the workforce, and takes part in the NHS National Staff Survey.  It is important to the organisation that staff are satisfied, well supported, and developed to ensure they are appropriately equipped to provide a service which meets the needs of the local population in a way which reflects productivity and value. Since 2003, job satisfaction levels within the PCT had illustrated an improvement, however in 2006 Commissioning a Patient Led NHS and organisational change programmes are thought to have contributed to a slight decline in job satisfaction. 

The results of the NHS Staff Survey are annually reviewed and action plans put in place with regard to priority areas of development, with progress monitored thereafter.  In addition to the above, the PCT engages with staff via other routes, including; focus groups, a confidential feedback system, and "lunch and meets" with Executive Directors.  Staff are also represented within formal groups as part of PCT governance arrangements, with Joint Consultant and Negotiating Committee, Policy Development and other formal groups - where joint working with staff-side/unions is undertaken.
3.2.4.3 Public Engagement

Background and Current Position

In December 2007, a Public Involvement Action Plan and Strategy were submitted to the PCT Board for approval.

The Action Plan is split into the 7 different functions of the PCT with one of the main objectives being to embed Patient and Public Involvement (PPI) into the day-to-day management of the PCT making PPI everyone's business.  One of the key actions from this objective is to establish a feedback mechanism for PALS, ABC, Patient Experience, Complaints and Overview and Scrutiny, so that all information is fed into one central point and that this information can then be used to inform decision making processes.
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The Public Health and Health Strategy Directorate will:

· Involve local communities, service users and patients in agreeing service priorities by involving them in shaping the Local Joint Strategic Needs Assessment priorities

· Work closely with local authority colleagues in Tameside, Derbyshire and High Peak to develop an annual stakeholder review of public health priorities that supports increased engagement and influence from patients and public in local priorities and local area agreements

· Ensure local health profiles, health experiences and health needs information is widely available to staff and members of the public in a range of accessible formats

· Develop and use a protocol that ensures local patients/public voices are heard when developing and designing services and develop additional approaches and protocols to ensure that groups whose voice is seldom less often heard are engaged

· Develop a model of practice based commissioning that supports practices to work with patients, carers and families to design care packages that are better suited to their needs

The Contracting and Performance Directorate will:

· Develop contract specifications that all service providers will engage with patients and public at the earliest stage of planning

· Work to develop a feedback mechanism for external PCT contractors on how patients and the public have been involved and how they helped to shape services
3.2.5 Emergency Preparedness

Background and Current Position

Civil Contingencies Act: The PCT is a Category 1 responder under the Civil Contingencies Act (2004) and has a legislative duty to fulfil functions of risk assessment, business continuity management (BCM), emergency planning and maintaining public awareness and arrangements to warn and inform the public.  The PCT is responsible for ensuring that all suppliers and providers have robust business continuity plans.  The capacity to deliver these functions within Greater Manchester PCTs is limited and this has been raised with PCT CEOs.  This places the PCT at significant risk not only with respect to the PCT’s own resilience but also that of the wider health economy, in particular Tameside Hospital, which is also a Category 1 responder.  Emergency preparedness is a core standard (C24) in Standards for Better Health.  The PCT was compliant in 2006-07 however, the area of business continuity management is the least robust especially with independent contractors.

The Cabinet Office has issued the National Capabilities Survey, which examines the resilience of key organisations including PCTs.  Whilst this is not a performance monitoring tool, it will assist in identifying gaps in organisational resilience.  The tool cites the BCM British Standard (BS25999) that organisations should be moving towards.   This includes a code of practice that would establish a BCM system within an organisation and in business-to-business and business-to-customer dealings.  BS25999-2: 2007 will specify the requirements for achieving certification that will ensure that business continuity capability is appropriate to the size and complexity of an organisation.

Pandemic Flu

All NHS organisations must have robust plans in place to respond to a flu pandemic by December 2008.   The DH/Cabinet Office issued definitive guidance in November 2007.  The PCT is the responsible organisation for the co-ordination of multi-sectoral pandemic flu planning across Tameside and Glossop.  The DH has issued the Pandemic Influenza Preparedness Tool for completion by PCTs and Hospital Trusts.  This has been completed and has identified a significant work programme for 2008 in order to comply with national guidance.
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Proposals for additional investment currently under consideration:

To strengthen its emergency planning function to meet increased demand on business resilience, emergency planning skills and capacity. This will include extra capacity to maintain links and work with two resilience forums (Tameside and Derbyshire) and support to contractors to undertake their duties in terms of business continuity. Additional resource is also required to support the lead PCT function for Greater Manchester.

3.2.6 Mental Health – Improving Access to Psychological Therapies (IAPT)

Background and Current Position

The DH Improving Access to Psychological Therapies (IAPT) needs assessment tool (January 2008) has been used to estimate prevalence within the local population and associated resources required to meet need.

The Primary Care Mental Health Team (PCMHT) considers itself ready for IAPT roll-out from March 2008 onwards.  More work to align care pathways and staffing needs will take place during 2008-09.

The recent commencement of a clinical lead has responsibility for overseeing the governance arrangements for all interventions provided by the PCMHT.  Key elements, including NICE guidance implemented, stepped care routinely provided across the PCT patch (with exception of two surgeries) and all IAPT performance monitoring data requirements, will be collated from March 2008.

However, IAPT standards relating to the use of PHQ9 and GAD7 (clinical outcome measuring tools) compliance by GPs, is mixed across the patch.

Resource was secured through the 2007-08 Local Delivery Plan process, for investment in psychological support for patients with long term conditions.
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The PCMHT is currently engaged in the development of a reconfigured service in line with NSF standards and IAPT requirements. 

A proposal for additional funds to improve access to psychological therapies is being prepared against ‘Mini–IAPT/PSA collaborative; supporting the roll-out of psychological therapies’.  The purpose is to achieve significant improvement in access to psychological therapies using the prevalence and workforce tool referred to earlier as an indication of necessary resources.  (This bid is against NW Region NHS monies and is likely to fund four PCTs’ bids on a pilot site basis however, if unsuccessful, additional investment may be required.)

Additionally, there is current need to clarify interface/transitional services, but two areas in particular require new specifications:

· Long term conditions (investment secured through 2007-08 LDP)

· Older people’s services, psychological services for older people are significantly under resourced

3.2.7
Crisis Resolution

Background and Current Position:

Local position (as at January 2008) and trajectory - the national target allocation for Tameside and Glossop is 1.97 teams, which equates to approximately 27 practitioners (based on CSIP guidance of 14 staff per fully functional team).  Pennine Care Mental Health Trust are building a CRHT comprising of 27 practitioners, including 13 qualified care co-ordinators and the remainder being unqualified staff/STAR (Support, Time and Recovery) workers.

Establishing a CRHT in Tameside followed a Community Service Review by Pennine Care Mental Health Trust in the summer of 2007.  The present recruitment and activity position is progressing and is subject to weekly performance monitoring. Pennine Care is progressing towards targets by continuing with an active recruitment programme and working towards achieving pro-rata home treatment episodes. 

There are a number of issues very closely related to and interdependent on CRHT development:

· Planned closure of a mental health ward and the net reduction of 10 inpatient beds

· Development of the 2 remaining mental health wards

· Delayed discharge and specialist placement
Recruitment to the CRHT began in earnest late in 2007, following the Community Review. The associated capacity issues resulted in under performance against the key target of 587 Home Treatment episodes per year. At quarter 3, the number of home treatment episodes achieved was 371, leaving a forecast deficit for the year.  Regular weekly performance reviews have seen performance towards the activity target improving as Pennine Care Mental Health Trust build capacity through recruitment to their CRHT.

The position mid-March 2008 is as follows:

· Progress on recruitment is positive with 21 of the fully staffed complement of 27 in post

· An agreed plan is in place with phased targets towards achieving full staffing compliment and meeting performance targets. The weekly monitoring and dialogue on any emerging issues ensures that commissioners are consistently in touch with progress against the agreed plan

· Activity in Home Treatment (HT) episodes is on an upward trajectory towards the required 49 episodes per month.  The position progressively improves as newly appointed staff begin to impact on capacity

· It is forecast that the CRHT will achieve capacity and the monthly performance target met by the end of May 2008
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· Continued performance monitoring to ensure capacity is achieved and targets met

· Develop outcomes based monitoring in line with DH guidance anticipated during 2008-09. This gives opportunity to encourage a more joined up approach by:

· Implementing monitoring which allows a wider assessment of the acute services, which CRHT are a part

· A more integrated view of the acute care pathway (e.g. ratio between inpatient admissions and CRHT episodes)

Significant investment was made in developing CRHT during 2007-08 and more investment is not expected to be required in 2008-09.

3.2.8 Older People and Dementia

Background and Current Position

· Research project commissioned for mental health respite care and primary care management models

· Monies allocated for Mental Health Hospital Liaison Team within Tameside General Hospital

· A second day care facility, for people with dementia, procured 

· Established joint memory assessment and memory treatment service as part of overall service development in line with NICE/SCIE dementia guidance

· Undertaking review of Hyde Day hospital

· No appropriate support services to enable full access to intermediate care service

· Lack of mental health promotion within primary and community care settings
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Planned work for this year includes

· Intermediate Care (Physical) and mental health – Continue to engage in current review of service, with a view to developing support pathways for service to respond to patients presenting with mental health needs.
· Hospital Mental Health Liaison Team for Older Adults - Continue development and performance monitoring of this service 
· Ensure Health Improvement Team include mental health promotion in next year’s programme. 
Future investment under consideration:

· Development of the Peripatetic Memory Screening Team currently in secondary care to extend into primary and community care.  This team will complement ongoing implementation of both the National Dementia Strategy.   
· Development of a mental health promoting independence team to work in partnership with both the Mental Health Hospital Liaison Team and the Intermediate Care Service.
· Hyde Day Hospital – currently reviewing Hyde Day Hospital to inform new service specification for a ‘specialist assessment and treatment’ service (no investment in year – potential investment required in 2009/10)

· Mental Health Respite and Primary Care Management Research Project - Contract and research specification in place (potential for investment required in 2009/10)

3.2.9 End of Life Care

Trajectory: VSC15 (See Appendix 1)

Background and Current Position

The national End of Life Care Programme (commenced November 2004) has specified outcomes for palliative care (choice of place of death, reduced emergency admissions, increase in palliative care skills of generalist staff).  Three recommended approaches to ensure local economies achieve these outcomes are:

· Gold Standards Framework (GSF)

· Liverpool Care Pathway

· Preferred Priority of Care Plan

End of Life Care Baseline Review

The PCT has completed an initial baseline assessment, ahead of the deadline for the final return in spring 2008.  Through this review the PCT has carried out a mapping exercise of current service provision (already included to some extent in the existing Tameside and Glossop Palliative Care Strategy).  The PCT Palliative Care Group will review the PCT strategy in autumn 2008 to take into account the content of the national strategy.

The PCT established a Palliative Care Sub Group of the Cancer Plan Management Group to lead the development of palliative care services for Tameside and Glossop.  Tameside and Glossop PCT Palliative Care Group produced a palliative care strategy in May 2007.  A number of developments have taken place in local palliative care services during 2007-08, including:

· Development of end of life care pathways for patients with non-malignant disease (respiratory disease, CHD)

· Recurrent funding has been identified to support the development of a PCT provided lymphoedema service, with input from Tameside Hospital Trust.  A pilot project has been established, and referrals are now being accepted.  Work is ongoing to review the pilot project and establish a service specification for the long term service, hopefully from summer 2008.

· Additional financial investment in the PCT’s palliative care team and to extend the GSF project
· Development of bereavement and loss counselling service, which provides a service to bereaved relatives, and also to patients who have lost relatives
· The PCT has made an application for funding for a Macmillan GP Facilitator. This post would provide valuable primary care medical input to the development of palliative care services in Tameside and Glossop, and would provide support to primary care in terms of education and awareness raising – decision awaited

The major outstanding issue from 2007-08 is the Consultant in Palliative Care vacancy.  Despite several attempts, the economy has failed to recruit to this post.  This will be a priority for action in 2008-09. 
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The national End of Life Care Strategy due for release in summer 2008 is expected to cover:

· Care pathways and service models

· Commissioning and levers for change

· Analysis and modelling

· Care homes

· Measurement of quality and outcomes

· Workforce development

Outstanding issues from the PCT Palliative Care Strategy, and early indications of the issues to be included in the End of Life Care Strategy (national), which will need to be addressed in 2008-09 are:

· Appointment to the vacant Consultant post (current investment)

· Urgent care pathways/rapid response - work is required to introduce the generic urgent care initiatives for patients with palliative care needs and to ensure pathways are in place to provide rapid access to palliative care services (including out of hours access).  (Investment required)

· End of life care pathways for patients with non-malignant disease - Further work will be carried out in 2008-09 to develop palliative care/end of life care pathways for patients with long term conditions/non-malignant disease, to include access for specialist nurses and PCT nursing staff (and APs) to advice from Macmillan nurses/CNSs, and access to the Hospice for patients with non-malignant disease

· Communication and links with social care, including the development of a common assessment framework for palliative care, need to be reviewed in 2008-09.  Work is ongoing at a Network level to review the Common Assessment Framework

· Access to information and support including the need to publish and promote palliative care/end of life pathways to clinicians within primary and secondary care (investment required)

· Psychological support – further development is required, potentially linking with the NE sector work, to provide psychological support for patients at end of life.
· Tameside Hospital developments to include: further roll out of the integrated care pathway, identification of multi disciplinary team support for the palliative care team, and a lead manager for palliative care, further development of hospital discharge pathways and increase non-medical prescribing

· PCT/Primary Care Developments – through the Palliative Care Group, and as identified in the strategy, additional developments for the PCT and primary care based palliative care will include:

· Development of Macmillan GP Facilitator role (decision pending re funding from Macmillan)

· Development of primary care services, and exploring opportunities through Practice Based Commissioning

· Ensuring the sustainability of support for nursing home patients

· Increased non-medical prescribing

· Development of palliative care services within the PCT Provider Directorate, to provide 24 hour 7 day a week cover (investment Required)
· Development of systems to ensure adequate coding and data collection for palliative care activity across all Tameside and Glossop palliative care services

· Development of specifications and performance measures for palliative care services in Tameside and Glossop

It is difficult to quantify the potential impact of the national End of Life Care Strategy, as this is not due for release until summer 2008.  However, the national baseline review exercise covered areas in line with the PCT’s Strategy.  It is therefore assumed that there should not be any significant issues arising from the national strategy that have not already been identified locally.
3.2.10
 Disabled Children
Background and Current Position

The Tameside Multi-agency Strategy for Children with Disabilities sets the direction to meet these challenges, the key targets being:

· Children and young people who are disabled supported to participate in            family and community activities and facilities

· Health, education and children’s social care services organised around the   needs of the children and young people and their families, with co-ordinated multi-agency assessments leading to prompt, convenient, responsive and high quality multi-agency interventions that maximise the child’s ability to reach his or her potential

· Children and young people, and their families, actively involved in all decisions affecting them and in shaping local services

Major redesign of services is underway, using integrated processes with outcomes focussed planning to achieve child and family centred provision. New developments include:

· Redesign of the multi-agency assessment process for young children, moving from a centre based model to one shaped around the needs identified by the child and his or her family

· Establishment of a single referral point 

· Behavioural support for children with challenging behaviour and severe learning disability

· Increased mental health support for children with leaning disabilities 

· Interdisciplinary approach to meeting the ongoing support needs of children aged 7 and over. 

· Collaboration with schools to jointly meet the complex health needs of children dependent on technology

· Additional nursing and dietetic support for children with complex needs

· Gross-motor needs review of children aged 7 and over attending two special schools

· Development of care pathways to meet the needs children with specific needs; to date social communication disorders, complex needs and early support have been developed. 

· Development of integrated processes to meet the needs of children with disabilities including the development of lead professional/key workers for young children
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The priority in 2008-09 is to consolidate on the developments listed above.  Clear service specifications for the integrated services need to be developed, with performance indicators demonstrating improved outcomes.  

The Transition Sub-group of the Children with Disabilities Partnership Board is exploring issues relating to Multi-agency transition.  Transition of young people to adult health services will be included. 

Parents of children and young people with severe learning disability and behaviour that challenges are being asked for their views on the new behavioural development.  Services will be shaped to meet their priorities.  

· In order to achieve the Every Disabled Child Matters Charter target – The number of disabled children living in the Tameside and Glossop area is already known and future services are being planned on the basis of this knowledge – The information systems will be reviewed and a way forward will be agreed to achieving this. 
Future investment under consideration:

· Whilst some of the gaps in services are being filled children with a learning disability do not have access to the full range of services.  There is a need to add specialist support and to increase the overall capacity of therapy services and to meet the needs of children and their families. 

· The provision for children within the community, regarding the equipment and wheelchair service to address pressures on the service, will be reviewed. Schools are interested in exploring the option of joining the Community Equipment Service and this will enable a shared responsibility and better use of resources. 

3.2.11

Learning Disabilities
Trajectories: VSC05, VSC07 (See Appendix 1)

Background and Current Position:

Learning disabilities services are currently jointly commissioned by the Local Authority and the PCT.   Following a service and commissioning audit following the publication of the latest guidance, issues on which it was felt the service was compliant with recommendations included:

· Local Authority inspection and audit of service standards (monthly activity monitoring, 6 monthly analysis and reports of complaints, specifically assigned contract link workers etc)
· Transition from children’s to adult services and the availability of a learning disability liaison nurse at Tameside General Hospital
· PCT investment, starting 2007, has strengthened screening for dementia, funded specialist nurse care for autism and epilepsy and funded the establishment of a forensic unit for people to be resettled from Calderstones Hospital 
· Investments in communication aids have also been made
· The establishment of a Dental Access Centre will increase the service choice available to people with learning disabilities
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The LD care pathway will be revised to ensure the conduct of GP annual health checks and the current completion of personal health records by the Learning Disability team are complementary.

Reporting arrangements for Learning Disability Partnership Board will be revised to link with Local Strategic Partnership Boards (LSPs).  

As part of the LSP response to the Joint Strategic Needs Assessment (JSNA), the whole way in which social exclusion of particular groups (including learning disabilities) is handled will be reviewed.  Presently, social exclusion issues are addressed by each individual client group e.g. mental health, learning disability etc.   However, one of the recommendations being made as a result of the JSNA is that social inclusion action should be generic and not pit the needs of one excluded group against another e.g. a ‘competition’ to achieve suitable housing provision.  The implications of such an approach are in line with the ‘Valuing People Now’ recommendations and will involve a radical shift away from ‘segregated’ service provision.
There is no learning disability ‘classification’ system in place as the system is based on eligibility criteria.  Thus, accurate local assessment of need has been inadequate.  Guidance on ‘annual health checks’ specifically excludes people on the autism spectrum and those with Asperger syndrome.  The data are required to cross reference with general practice records and also to assist in defining needs.  It is presently not possible to identify who is, or is not, receiving particular services across organisational boundaries.  This will affect the capacity to produce a Joint Strategic Needs Assessment and Equality Impact Assessment both of which are current requirements.  The commissioning function for learning disability will be developed and will include a review of support for carers.  
The issues identified for additional investment under consideration by the PCT are:

· Access by learning disability clients to a range of services e.g. screening, sexual health, and mental health is problematic.   The development of new health advocacy workers is recommended in order to ensure people with learning disabilities access services. 

· A review of access to secondary care mental health services by people with learning disabilities will be conducted by commissioners
· Investment in Local Enhanced Service to enable annual health checks to be conducted by GPs as required in the guidance.  This will impact on life expectancy and the Equality Impact Assessment 

· Exercise on budgets to be transferred from PCT to Local Authority to be completed.  Needs additional non-recurrent resource.

3.2.12

Equality 

Background and Current Position 

The PCT produced the Race Equality Scheme in 2005. This Scheme was a requirement under the Race Relations (Amendment) Act 2000. The Scheme included an action plan in which the PCT set out its intentions in order to comply with the general duty of the Act. Currently all aspects of the action plan are being implemented throughout the PCT demonstrating a strong commitment to race equality within the PCT for both service users and PCT staff. 

In order for the PCT to respond to its legal requirements and to achieve disability and gender equality within service delivery and employment practice the PCT has produced a Disability Equality Scheme and a Gender Equality Scheme. The progress of the action plans within the Schemes is monitored and managed by the PCT Management Team, thus demonstrating corporate leadership to the agenda. 

The equality impact assessment guidance framework has been agreed by the PCT. This framework sets out how to conduct local impact assessments within the PCT. This process ensures that equality and diversity is embedded within the day-to-day practices of the PCT such as service delivery and employment. 

The future work of the PCT will be to establish a Single Equality Scheme to assist the PCT in tackling inequality in a coherent and cross cutting way across the six equality strands: race, disability, gender, age, sexual orientation and religion and belief.
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The PCT has developed a range of actions within the three equality schemes, which ensure that the commissioning and delivery of services are compliant with the various pieces of equality legislation. 

The contracts that the PCT produce are currently being developed to ensure that service providers fully understand and meet the equality requirements in terms of both service delivery and employment of staff.

The PCT aims to deliver fully accessible services to the community of Tameside and Glossop in order to deliver a responsive health service and reduce health inequalities. In response to this need the PCT has developed the Dental Access Centre, which ensures that disabled people have access to dental services within the area. 

The PCT will continue to deliver accessible services and respond to the needs of staff while embedding the equality and diversity agenda throughout the organisation.  

Equality Impact Assessment 

A training programme is in place for Tameside and Glossop PCT staff for 2008-09 to ensure that commissioning leads are able to complete Equality Impact Assessments.

In the absence of these skills within the commissioning team, the Public Health and Health Strategy Directorate will lead a further, more detailed assessment of all development proposals submitted through the Operational Plan process.  Part of this assessment will include a full equality impact assessment of each proposal.  In addition, the process followed to produce this Plan included a mandatory statement on equality for each priority area.

3.3
Local Priority Areas for 2008-09
Tameside and Glossop have strong partnership arrangements, and the PCT Health Inequalities and Health Improvement Strategy and the Spearhead Partnership mean that local health priorities are regularly set and agreed with partners.  The LAA targets have been agreed in both Tameside and Derbyshire and these are being reviewed for resubmission in 2008.  The 2008 draft LAA targets for both Tameside and Derbyshire are in Appendix 2 and Appendix 3.

Key local health issues for action were identified in last year’s Public Health Annual Report as:

· Mental Health

· Alcohol Misuse

· Cancer

· Children’s Health (including mental health)

· Circulatory Disease (including CHD and COPD/respiratory disease)

· Dental Health

· Diabetes

· Obesity 

· Sexual Health and Teenage Conceptions 

The PCT Professional Executive Committee (Commissioning Board) has also identified and agreed the following local priorities:

· Chronic Fatigue Syndrome/Myalgic Encephalomyelitis

· Continuing Care

· Gateway Programme
· Urgent Care
3.3.1
Joint Strategic Needs Assessment
The Department of Health’s Commissioning Framework for Health and Well Being promotes the use of a Joint Strategic Needs Assessment (JSNA) to underpin service commissioning decisions.  The PCT has a strong history of using local needs assessments in this way and has produced an annual health inequalities assessment which has then been used to inform the local health inequalities strategy, the PCT Local Delivery Plan and the Local Area Agreements with Local Strategic Partners.  Together with colleagues from the local authority a draft JSNA has already been produced for Tameside and work has started on a Derbyshire JSNA.  These assessments will continue to be used to help:

· Predict and anticipate new and unmet health and well being needs

· Identify opportunities for developing services

· Redesign or discontinue inappropriate services

During 2008-09 new public health and business intelligence teams will be set up to further support the needs assessment and commissioning function.

3.3.2 Mental Health

Trajectory: VSC08 (See Appendix 1)

Background and Current Position

Following a community review, which took place during 2007, the development of a reconfigured Community Mental Health Service address the following:

· Community Mental Health Teams ceasing to be diagnosis based

· Provision through Assertive Outreach and Early Intervention in Psychosis Teams (already in place)

· The development of social inclusion and recovery services

· The provision of a Crisis Resolution/Home Treatment Team aligned to Acute Services (currently recruiting)

Commissioning and Delivery 2008-09

The target number of CDWs for Tameside and Glossop is 3 wte and to date there are 2 in place. The PCT has reported previously that a full complement of workers was in place – the third worker being made up from contributions from a number of community workers - this however is no longer sustainable as the work programmes are not specific to mental health and BME Communities.  For this reason development proposals are in place within this PCT’s Operational Plan for 2008/09, to fund a third worker.

The Primary Care Mental Health Team has continued development in 2007-08 and key tasks for 2008-09 all within current resource include:

· Becoming a single point of entry from April 2008

· Promoting increased access to services for BME communities and underserved groups

· Mapping estimated need against the recommended interventions to inform a workforce strategy

· Primary Care and Secondary Care Mental Health services working in partnership to present improved care pathways and interfaces

· Improving access, evenings and weekends.

Significant investment (approaching £1m full year investment) has been made in Community Mental Health Provision (e.g. Assertive Outreach, Early Intervention in Psychosis, Crisis Resolution and Home Treatment) to be delivered by Pennine Care Mental Health Trust.  These services are under development and plans in place to achieve capacity during 2008-09.

Secondary care community mental health teams are being re-designed to meet the national model and actions from the joint review by the Health Care Commission and Commission for Social Care Inspection.  Three specialist psychosis teams and 2 community mental health teams are to be re-designed into 4 community mental health teams, 1 review and recovery team and 1 assertive outreach team.  Re-design addresses issues of transition to needs based (non-diagnostic) access.  

3.3.3
Alcohol
Trajectory: VSC26 (See Appendix 1)

Background and Current Position

Estimates of local prevalence indicate that in Tameside 30,780 men and 13,152 women have an alcohol use disorder, that 17,010 men and 7,398 women are binge drinkers and that 4,860 men 1,644 women are alcohol dependent.

In Derbyshire an estimated 112,400 people are hazardous or harmful drinkers. Of these 68,900 visit their GP every year and so could benefit from screening and brief interventions. Annual alcohol related hospital admissions range from 600-1000 per population for males and 360-620 for females.

The Derbyshire joint agency ‘Alcohol Harm Reduction Strategy 2007-9’ contains three key objectives:

· Provide structured education and harm reduction programmes to prevent and reduce the impact of alcohol misuse.

· Improve community safety outcomes by creating a safer environment on the streets and in town centres, reducing violent crime and the incidence of anti-social behaviour.

· Commission comprehensive and effective alcohol treatment and support services for those affected by the problems of alcohol misuse in the community, including criminal justice clients, by the development of an integrated model of service delivery based on the four tiers of treatment.

The Tameside Alcohol Strategy addresses a wide range of priorities, which include: 

· To reduce alcohol related crime, disorder and anti social behaviour

· To reduce the negative impact of alcohol upon the health of individuals and communities
· To reduce the impact alcohol misuse has on families and communities
· To improve the range, accessibility and quality of alcohol treatment services

· To protect people of all ages from all alcohol related harm through the education of alcohol sensible drinking and safety messages

· To reduce young people’s consumption of alcohol and associated negative consequences on health and crime and disorder

· To prevent neglect, emotional and physical harm to children as a result of their parents drinking

· To establish an effective alcohol data collection and monitoring system in relation to the impact alcohol has on health, crime, disorder and anti social behaviour 
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Key work streams include:

· Develop local data collection and monitoring system of alcohol related  harms including health crime, disorder and anti social behaviour in partnership with Tameside Hospital 

· Review approaches of under age sales enforcement 

· Develop targeted early alcohol interventions with young people at risk 
· Develop systems of referral from hospital to alcohol treatment services 
· Develop a multi agency screening and brief alcohol interventions training programme 
· Review the local alcohol treatment care pathway  
· Promote sensible drinking guidelines within health promotion campaigns 

· Encourage the development of alcohol workplace policies 

· Launch of a 6 month pilot scheme to assess the potential to address the health implications of alcohol related violence through a Town Centre minor injuries Unit
Areas under consideration for additional investment are:

· Development of a local system of alcohol screening and interventions within criminal justice system 

· Develop treatment services covering Glossop 
· Provision of dedicated treatment services to victims of domestic abuse 
· To extend the current Abstinence service to cover alcohol referrals.  

· To extend the current NES Alcohol Service to provide more comprehensive geographical cover and an out of hours service 

3.3.4 Cancer

Further details refer to section 3.2.3.2

3.3.5 Chronic Fatigue Syndrome/Myalgic Encephalomyelitis

Background and Current Position

Chronic Fatigue Syndrome/Myalgic Encephalomyelitis (CFS/ME) is a common disorder, characterised by a range of symptoms including overwhelming fatigue, which causes substantial ill health and disability in people of all ages.  If not properly managed, it will appear as high use of primary and secondary care health services, including emergency access/admissions.  Patients can be helped substantially by a number of evidence-based interventions.

In 2004, the DH made available funding for a 2 year project to improve treatment and provide care for people with CFS/ME.  Tameside and Glossop PCT did not participate in this scheme, and as a result are the only PCT in Greater Manchester without a local service or pathway for CFS/ME patients, and without access to the specialist service based at North Manchester General Hospital.

NICE issued guidance in August 2007 on the diagnosis and management of CFS/ME for adults and children.  This guidance outlines general principles of care, recommendations for diagnosis and initial management, and recommendations for specialist care. There has been significant pressure from local CFS/ME patient groups, and MPs, for Tameside and Glossop to provide a local service.
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Proposals for investment currently under consideration:

To develop a specification, in line with NICE guidance, and care pathways for patients with CFS/ME (working with the existing CFS/ME network in East Manchester – Oldham, Stockport, and Manchester PCTs).

There are already specifications, service descriptions, care pathways and referral guidelines established for the PCTs involved in the East Manchester ‘Network’.  The proposal is to develop/adopt the pathway and specification for Tameside and Glossop patients which provides assessment, clinical intervention, rehabilitation, therapy, patient education/support through 1:1 interventions and group support. 

3.3.6 Children’s Health

Further details refer to section 3.2.3.4

3.3.7 Circulatory Disease/CHD

Trajectory: VSC23 (See Appendix 1)

Background and Current Position

In Tameside and Glossop there are currently 10,305 with diagnosed CHD, 2148 with Heart Failure, 2893 Atrial Fibrilation and 31,807 Hypertension (QMAS December 2008). The standards and key elements of care that should be accessible to this group are largely defined in the CHD National Service Framework (2000) and related NICE guidance. 

In year, CHD-related service developments included:

· Comprehensive Cardiac Rehabilitation service commissioned

· Community Heart Failure Service commissioned

· Increased investment in PCT Lifestyle Club

· Investment in ECG/Event monitoring access in primary care

· Implementation of practice-based predictive CVD register

· Long Term conditions focussed Practice-based Commissioning Incentive Scheme (including CHD)

During 2007-08 the Tameside and Glossop CHD Clinical Advisory Group and representatives from General Practice (40+ GPs) undertook a PCT facilitated process of review and redesign of the CHD Pathway. This allowed the consensus development of both a current and desired-future CHD care pathway reflecting the recommendations of the CHD NSF (2000), related NICE guidance, Map Of Medicine clinical pathways and identified local need. 
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The pathway redesign process has highlighted key areas of both investment and reform across the pathway as a whole.  

Planned Service Redesign

· Developing a community engagement network

· Delivery of a Tameside and Glossop Directory Of Services
· Establishing communication standards

The following proposals for investment are under consideration:

· Disease Prevention and Screening - Co-ordinated health campaigns, targeting of high-risk populations and increasing access to exercise opportunities and lifestyle-related interventions.  Lifestyle interventions include development of a Patient Lifestyle Incentive Scheme and Workplace Lifestyle Programme; extending access to smoking cessatation services; and overall increased opportunities to increase the uptake of screening and diagnosis services, including pharmacy screening for CHD

· Supporting Client Self Care - Improving client self care skills and increasing independence, including CHD Structured Patient Education Programme, Tameside and Glossop-wide patient-agreed self-management plans and a network patient support groups.  Ensuring access to appropriate psychological support and/or CBT programmes for both the client and their families/carers and the extension of the Connect 4 Life service to those with existing disease will further support client self care

· Provision of Complex – Highly Complex Disease Care - Optimising disease and co-morbidity management including ensuring equitable access for those in nursing homes/residential care/housebound, development of an erectile dysfunction screening and management programme, commissioning of highly specialised community-based consultant care and also ensuring access to case management and palliative care for those with CVD

3.3.8 Respiratory Disease

Background and Current Position

There are currently 5300 individuals with diagnosed COPD and 14,612 with asthma in Tameside and Glossop (QMAS December 2008).  Current respiratory related health and health outcomes are measured by the COPD and Asthma Quality and Outcomes Frameworks.

In year, respiratory-related service developments included:

· Oxygen assessment service 

· Community Pulmonary Rehabilitation service commissioned

· TB service 

· Long Term conditions focussed Practice-based Commissioning Incentive Scheme (including COPD)
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The Respiratory Clinical Advisory Group provides strategic leadership and quality assurance of respiratory care within Tameside and Glossop.  The Group is made up of key stakeholders in respiratory care locally, including community specialist, primary and secondary care lead clinicians and patient representatives.

The Respiratory Group have led the review of the care pathway and have highlighted key areas of both investment and service redesign to be delivered over the period 2008-11.

· Developing a community engagement network 
· Delivery of a Tameside and Glossop Directory Of Services 

· Establishing communication standards  

The following proposals for increased investment are under consideration:

· Disease Prevention and Screening - Co-ordinated health campaigns, targeting of high-risk populations and increasing access and uptake of screening and diagnosis services, including Pharmacy and General Practice screening, access to appropriate one-stop diagnostic service and the widened Pharmacy smoking cessatation-NRT services  
· Supporting Client Self Care - Improving client self care skills and increasing independence, including structured patient education programme, Tameside and Glossop-wide patient-agreed self management plans, a network of patient support groups, access to appropriate psychological support and/or CBT programmes for both clients, their families and carers and the extension of the Connect 4 Life service to those with existing respiratory disease will clearly support client self care

· Optimising disease and co-morbidity management including ensuring equitable access to care for those in nursing home/housebound/residential, Community Respiratory Specialist Service, Acute Outreach respiratory service (linked to critical care outreach), pulmonary rehabilitation for severe COPD patients and provision of non invasive ventilation for patients immediately following Accident and Emergency admission. 

3.3.9 Continuing Care

Trajectory: VSC03 (See Appendix1)

Background and Current Position

Implementation of the National Framework has led to an increase in numbers of clients being screened as possibly eligible for Continuing Health Care.  There has been a significant increase in numbers of clients requiring comprehensive care planning and case management in the last six months. 
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The PCT has a joint contract with the Local Authorities for nursing home placements and takes an active part in monitoring the nursing care elements of this contract in partnership with the local authority manager.  

There has been a significant increase in the numbers of safeguarding adults reports over the last 12 months, in relation to client funded by the PCT.  Investigations are dealt with in partnership with the Local Authority.  

Proposed investment currently under consideration:

The PCT continuing health care team will increase its case management capacity to both identify and lead the assessments of individuals who may be eligible for NHS Continuing Health Care/Funded Nursing Care.  The team will be strengthened and expanded to review clients in receipt of NHS Funded Nursing Care to ensure it discharges its responsibility appropriately and ensures quality of services delivered. 

3.3.10
 Dental Health
Trajectory: VSB18 (See Appendix 1)

Background and Current Position

Dental access is a high profile issue, stimulating considerable political interest by Scrutiny Panels, elected members and MPs.  In Tameside at 30 June 2007, the percentage of the PCT patients who had been seen by a NHS dentist in the previous 24 months was 58.5% for adults (England 50.5%, NW 55.6%).

Dental health of local five year olds remains worse than the North West or England average.  In 2005-06, 55% of Tameside and Glossop five year olds had at least one tooth affected by decay, compared to 47% in the North West and 38% in England.  18 weeks is also an issue especially in relation to oral surgery which has rapidly growing waiting lists due to high volumes of inappropriate referrals. 

Progress and initiatives undertaken during 2007-08 to develop this priority area include:

· Dental strategy endorsed by the Board

· Dental Access Service developed and funded including Dental Access Centre in Hyde (capital work funded by 250k DH dental capital funding), dental access slots in general dental practices

· ABC dental team to be established to deal with in-hours urgent care, routine dental access, dental access centre referrals, specialist referrals inc secondary care and PCT dental service 
· Oral health identified as a priority for Local Authority 
· PCT Board will discuss fluoridation in light of imminent cost effectiveness review with a view to requesting the SHA to carry out a public consultation
Commissioning and Delivery 2008-09

Proposals for additional investment currently being considered are:

· Investment in Glossopdale dental access centre to address lack of NHS dental practices taking on new patients in Glossopdale, and high level of enquiries to PALS of Glossopdale patients seeking routine care 

· New Denton dental practice to address lack of NHS dental practices in Denton and correspondingly high levels of enquiries to PALS from the locality 

· Training and resources to deliver evidence based prevention in primary dental care in line with Delivering Better Oral Health (DH 2006)

· Develop primary care based oral surgery service to reduce inappropriate referrals to secondary care and reduce waiting lists 

· Development of a dental cadet scheme to train dental nurses to address acute workforce issues in line with dental strategy 

· Develop new training practices by funding of two Vocational Trainee 
· Increased capacity in existing Tameside and Glossop NHS practices using funding from uplift of dental budget linked to increase in numbers of patients seen 
3.3.11
Diabetes

Trajectory: VSC27 (See Appendix 1)

Background and Current Position 2008-09

There are currently 9809 Individuals with diabetes in Tameside and Glossop (QMAS December 2008).  The standards and key elements of diabetes care that should be accessible to this group are largely defined the Diabetes National Service Framework (2002) and related NICE guidance. 

During 2007-08 the Tameside and Glossop Diabetes Clinical Advisory Group, with wide representation from General Practice, undertook a PCT facilitated process of review and redesign of the Diabetes Pathway.  This allowed the consensus development of a future Diabetes care pathway. This reflected the recommendations of the Diabetes NSF (2002), related NICE guidance, Map Of Medicine clinical pathways and identified local need. 

In year service developments included:

· Commissioning of comprehensive client education programme

· Delivery of pre-pregnancy diabetes counselling service

· Investment in complex wound care service

· Long term conditions focussed PBC incentive scheme (including diabetes)

Targets on diabetic retinopathy have been met and it is expected will continue to be met.
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The pathway redesign process has highlighted key areas of both investment and service redesign across the pathway as a whole.  Future plans are:

Planned Service Redesign

· Developing a community engagement network

· Delivery of a Tameside and Glossop Directory Of Services
· Establishing communication standards

Proposals for investment currently under consideration are:

· Disease Prevention and Screening - Co-ordinated health campaigns, targeting of high-risk populations and increasing access to exercise opportunities and lifestyle-related interventions including development of a Patient Lifestyle Incentive Scheme and Workplace Lifestyle Programme, extending access to smoking cessatation services opportunities to increase the uptake of screening and diagnosis services, via Pharmacy and General Practice screening for diabetes and an impaired glucose tolerance testing and management programme 

· Supporting Client Self Care - Improving client self care skills and increasing independence through initiatives including Tameside and Glossop-wide patient-agreed self management plans, a network of patient support groups, equitable access to dietetic and podiatry review and ensuring access to appropriate psychological support and/or CBT programmes.  Extending the Connect 4 Life service to those with diabetes will support self care
· Provision of Complex – Highly Complex Disease Care - Optimising disease and co-morbidity management including ensuring equitable access for those in nursing home/housebound/residential to retinopathy screening, further developing the insulin initiation locally enhanced service, extending the Pharmacy role in pre-pregnancy counselling service, commissioning of highly specialised community-based consultant care (i.e. erectile dysfunction and foot disease) and urgent care/24 hours access to highly specialised diabetes advice

3.3.12
Gateway Programme
Background and Current Position

The Gateway Programme is funded by the Birmingham Immigration Agency (BIA) and involves international organisations such as Office of the United Nations High Commissioner for Refugees (UNHCR) and the International Organisation for Migration (IOM), other government departments, local authorities, non-governmental organisations (NGOs), and various community organisations. 

The programme facilitates resettlement, which involves the transfer of refugees from their country of asylum to a third country that has previously agreed to admit them and grant them formal status. The ultimate aim is full integration into a new community. 

The Home Office is responsible for interviewing all principal applicants for eligibility for the Gateway programme and their medical histories are available to participating PCTs.

In March/April 2008, Tameside Metropolitan Borough Council is expecting 31 refugees.  The BIA will provide financial support to PCTs for the initial 12 months of the refugees’ placement. Health conditions that have significant associated costs involve BIA-PCT negotiation of financial implications at an early stage. 

The PCT has now confirmed their acceptance of the refugees, and in particular those with the ‘significant medical conditions’, and to provide a breakdown of the expected medical costs for the first year. 
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Priorities for 2008-09 include:

· The reform of the strategic network across Tameside and Glossop, ensuring full engagement with co-commissioners and stakeholder

· Develop clear clinical pathway of care

· Investment in care provision, including client-entry assessment and GP incentive scheme
· Commission service provision to support the identified clinical pathway of care
3.3.13
 Obesity
Trajectory: VSB09 (See Appendix 1)

Background and Current Position

During 2005-06 Tameside and Glossop ranked 5th worst out of 14 Greater Manchester PCTs with obesity levels of reception and year 6 pupils of 14.6%.  In 2006-07 Tameside and Glossop reception ranked 6th best of 24 Greater Manchester PCTs, with Year 6 ranking 5th best at 58.4%.   However, this apparent improvement can be accounted for by bias brought about by much poorer participation levels in the programme which will skew results towards normal weight levels.  Weighing and measuring of adults in general practice, though participation is insufficient to give generalised results, also indicates that Tameside and Glossop adults have higher obesity levels than expected compared to projections from national data. 

The Obesity Strategy Group oversees the implementation of the PCT’s obesity strategy and action plan, endorsed by PEC in October 2006. 

Investment in obesity during the LDP for 2007-08 has supported progress and initiatives undertaken during 2007-08 to develop this priority area  include:

· Definition of the adult obesity care pathway modelled on DH obesity care pathway

· Investment in and development of the pilot of the primary care based specialist obesity service 

· Accredited training provided for primary care staff in obesity management 

· TARGET training for staff from all practices

· Piloting of programme of vouchers for private obesity management groups through primary care

· Continued delivery of provider unit initiatives to manage adult obesity: Lifestyle clubs and group, healthy choice award etc.  Service specifications under review

· Definition of the 4-11 child care pathway. Pilot of pathway in Ashton, Gamesley and Haughton Green with supporting training. Involvement of school nursing, School Sport Partnership, health outreach teams and nutrition and dietetics 

· Investment obtained for development of obesity surgery service

· Implementation of programmes of prevention and obesity management for children by Provider Division (Nutrition and Dietetics)
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The direction of travel for 2008-09 is as follows:

· Development of children and young people’s health trainer role whose remit will include supporting family based lifestyle change to tackle obesity 
· Redesign of adult care pathway is in progress.  This is based on the DH model care pathway centred on assessment in primary care leading to care planning, motivation, support, monitoring and signposting to community based lifestyle activities and support.  The pathway will include drug therapy and obesity surgery where appropriate, along with support for lifestyle change. Investment has been identified so far for primary care based specialist obesity service, for an obesity surgery service and for a pilot of primary care referrals to private obesity management services 
· Redesign of child care pathway is in progress.  4-11 pathway has been defined and is being piloted in 3 areas of Tameside and Glossop involving school nursing, school sports partnership, nutrition and dietetics etc.  Plans for 08-09 include dissemination of the pathway and development of 0-4 and 12-16 pathways 
· Development of food and active lifestyle policies in the PCT and partnership organisations led by Corporate Services within the PCT in partnership with the Tameside Metropolitan Borough health lead 
Proposals for investment currently under consideration are:

· Development of a high profile health improvement obesity campaigns 

· Accredited training programmes for primary care based obesity advisors 
3.3.14
 Sexual Health and Teenage Conceptions
Trajectory: VSB09, VSB13

Background and Current Position

The vision of Tameside and Glossop is to promote good sexual health through high quality holistic and integrated sexual health services to all members of the local community in an appropriate, accessible, equitable and patient centred manner.  

Teenage Pregnancy: In 2007-08 the PCT made significant investment in service redesign to improve levels 1 and 2 sexual health services and provide appropriate prevention interventions for young people to reduce teenage pregnancies and sexually transmitted infections. This work developed a new care pathway for young people across all levels of service ranging from prevention to specialist.  Whilst the programme covers a wide range of services a main focus of the redesign is to help reduce the teenage conception rate in Tameside and Glossop. 

During 2007-08 new investment has enabled the introduction and implementation of a Condom Distribution Scheme; and to date there are 381 young people registered on the scheme.  
GUM: The national target is to ensure 100% of patients are offered an appointment within 48 hours of contact.  Currently, performance is at a consistent range of 98%.  In the nine months ended December 2007, a total of 5572 attendances were recorded at the GU Clinic.  70% of these attendances are attributable to new patients.

STI’s/HIV: A rising trend of uncomplicated gonorrhoea, chlamydia, herpes simplex and first attack warts suggesting that unsafe sexual practice is on the increase.  

The National Chlamydia Screening Programme has been implemented.  To date 3.18% of the local population have been screened and ranked 5th in Greater Manchester.  Currently the national PCT average for completed screening is 2.2%.    The local Chlamydia Screening Group is tasked with continuing to identify new ways of working, developing new screening locations and breaking down barriers to success.  This group also considers short-term initiatives to increase uptake. 
In 2006, there were 117 Tameside and Glossop residents identified as living with HIV or AIDS.  This figure includes 21 individuals diagnosed in 2006.  The number of people living with HIV and AIDS continues to rise with the pool of patients increasing by 13% in 2006.  In January 2008, an interim local treatment service was established for six identified patients within Tameside and Glossop.  Further work is required to establish a qualifying pattern of likely need and this needs to be linked with the work in Greater Manchester to establish a tariff for HIV treatment and to re-design the care pathway.  

Contraception: In 2007-08 additional recurrent investments was secured for contraception services.  These include increased access to Long Acting Reversible Contraception in the community, extension of existing enhanced services within GP practice covering IUCD and contraceptive implants plus the extension of the pharmacy based service for access to emergency hormonal contraception.    

Termination of Pregnancy: During 2007-08, Choosing Health funding was used to introduce a new Central Booking Service and a local treatment service which has had a major impact on the flow of patients.  The majority of patients now access the local service addressing previous access issues particularly for younger women. 

To date, 86% of those referred were aged 18 and over and 88% of the total were seen at a gestation of less than 10 weeks.  The referral route stands at 60% via GPs and 31% self referral.  83% of all patients were seen at Tameside Hospital.
Prevention: The redesign of young peoples services includes the development of a prevention service specification.  
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STIs /HIV: A GP incentive scheme will be implemented to increase the number of asymptomatic screens conducted in primary care  (Within current investment)

During 2007-08, a great deal of work has been ongoing to establish the foundations and facilities to support chlamydia screening.  However, consistency and simply getting young people to agree to be tested remain as barriers.  During 2008-09 we will:

· Deliver the new GP incentive scheme using the R U Clear framework

· Implement pharmacy chlamydia screening

· Maintain minimum standards for screening in all young peoples clinics

· Undertake billboard advertising campaign and additional marketing

Contraception: Enhanced Services Reform – to support consistency of access to contraception and screening services within the community and primary care.  

Termination Services: A review of this service will take place in the coming months however, it is unlikely that this will require additional investment.  Whilst these are supported on a case-by-case basis it is important to establish formal links with providers to include the provider as part of the Central Booking Service to ensure patients do not have to wait longer than necessary for arrangements to be made or have to travel too far for the service.  However, it is important to note that, considering the success of the local service, this is not likely to require additional investment.

Provider Sexual Health Services: Currently, a large proportion of services delivered via PCT Provider Division, do not have formal service specifications and contracts.  The focus for 2008-09 is to ensure all services within the Sexual Health Provider Directorate and supporting service (which may include 3rd sector organisations) have agreed specifications and signed contracts.  .

Proposals for additional investment currently under consideration are:

STIs/HIV

· The development of a local HIV treatment service continuing from the interim service established and funded from January 2007 

· The development of an enhanced service for STI screening and treatment to ensure access and choice  
4.
COMMISSIONING AND DELIVERY ARRANGEMENTS
Commissioning and delivery arrangements with key milestones for each 2008-09 priority are specified in sections 3.2 and 3.3.

4.1
Context
Throughout 2007, the PCT’s Executive reformed it’s working structure to establish a Commissioning Division comprising two distinct but wholly co-dependent Directorates:

Public Health and Health Strategy

· Focus on health, wellbeing and tackling inequalities

· Focus on outcomes and evidence-based delivery

· Develop clear pathways

· Design and specify service needs in association with users

· Inform and support practices and local communities in commissioning decisions

The Public Health and Health Strategy Directorate has distinct functions which contribute directly to achieving the PCT objectives.  These functions are:

· Health strategy

· Public health intelligence

· Business planning

· Health development and service redesign

· Practice based commissioning

· Effective use of resources and continuing NHS funded care

Contracting and Performance

· Identify and strategically manage existing and potential provider markets

· Procure and negotiate against the specifications

· ‘Appoint’ providers to meet the PCT’s specified needs

· Facilitate service user (including referrer) access to services

· Manage contracts to assure delivery

· Develop new markets with willing providers

With the development of a dedicated team of contract and performance management specialists, the PCT has increased it’s focus on all existing and all new contractual arrangements. As part of this process, PCTs systems and procedures have, and will continue to be, redesigned to create stronger governance.  Priorities are being identified for performance management, with many issues already showing signs of improvement as a result.  In addition, all new contracts have a performance management framework agreed at service development stage. Individual milestones are therefore agreed relevant to the service.  

These processes increasingly provide assurance that services are actively developed and shaped against an assessment of health needs and public preference.  Services will be easier to get and will feel to be high quality.  Adequate is no longer good enough.  

The challenges from 2008-09 are to ensure that the PCT:

· Positions itself to listen, debate and become more responsive to what people say they need and prefer.  Practice Based Commissioning; local area agreements and scrutiny committees will be key in helping achieve this

· Ensure these needs and preferences are specified jointly with partners and patients (aggregating consortia commissioning plans and neighbourhood agreements into the Local Area Agreements and joint commissioning plans. Working with and through the Public and Patient Participation groups will be the key in helping achieve this 

· Develop and implement effective interface arrangements between the Public Health and Health Strategy and Commissioning and Performance Directorates to ensure smooth transition between health needs assessment, procurement and performance measurement

· Works with its providers to give them opportunity to be successful as businesses and as deliverers of high quality care.  Innovation and flexible management will allow more responsive specifications (establishing a forum in which debate can take place and support provided will be a key part in achieving this

4.2
Identifying Resources in Key Priority Areas
The PCT has a history of strong financial management.  This remains a priority for 2008/09, as does the development of the financial planning and financial support services to people working in and for the PCT including Practice Based Commissioners, so that it can:

· Plan ahead for long-term heath gain and service improvement

· Prioritise high impact change via health economic appraisal 

· Align the spend with prioritised care pathways 

· Ensure best value from the contracted services

· Evaluate public confidence through service satisfaction

The overall aim is to achieve ‘earned autonomy’, providing the freedom to plan and allocate resources according to the needs that have been discussed and prioritised with the local populations and stakeholders. Local priorities will be aligned wherever possible to a context consistent with a national strategy for heath.  If this is achieved, confidence in the PCT’s ability to meet world class commissioning levels of competence must be demonstrated and secured.

For 2008/09, the PCT will allocate resources both to maintain and enhance existing delivery, and introduce new services and innovations.   The PCT’s financial position is as follows:

Set out below, are high-level proposals for spend, including identification of the level of resource available to support new services and innovation:

Table 1: SHA-guided financial assumptions

	SHA-Guided Financial Planning Assumptions
	£'000
	Risk Rating - Financial Planning Assumption
	Over/Under spend Risk Rating - PCT Failure to Deliver
	Comments

	Surplus
	2,000
	L
	L
	 

	Lodgement
	4,000
	L
	H
	SHA thought PCT should lodge more: Plan likely to be accepted BUT PCT will be heavily criticised if it comes in with a surplus in excess of £2m for 200/09

	Inflation @ SHA-levels
	9,080
	L
	L
	 

	Mental health (1%) development fund 
	300
	L
	M
	PCT needs to have and be able to implement a clear MH service commissioning strategy

	Advancing/pay for quality
	356
	L
	L
	 

	SUB TOTAL
	15,736
	 
	 
	 


Table 2: Proposals based on local budget risk assessment

	Recommended Planning Assumptions Based on In-Year Budget Risk Assessments
	£'000
	Risk Rating - Financial Planning Assumption
	Over/under spend Risk Rating - PCT failure to deliver
	Comments

	Consolidating current contract baselines and allowing for 18-weeks
	3,256
	H
	M
	Need to strengthen activity/ risk profiling

	Other stressed budget lines - continuing care
	800
	M
	M
	 

	Other stressed budget lines - high-cost drugs and EuR
	600
	M
	M
	 

	PCT reformed structures
	4,400
	L
	H
	PCT capacity and processes to recruit to the posts by 01/04/08

	LIFT
	1,000
	L
	H
	PCT ability to recruit to posts during the year (value is equal to c. half-year spend)

	SUB TOTAL
	10,056
	 
	 
	 


Table 3: Proposals based on work undertaken through network and collaborative arrangements

	Collaboratively commissioned/Network advised assumptions
	£'000
	Risk Rating - financial planning assumption
	Over/under spend Risk Rating - PCT failure to deliver
	Comments

	NWSSCG identified priorities
	3,300
	L
	H
	 

	Diagnostics procurements
	1,500
	H
	H
	This resource represents a significant increase in diagnostic capacity - PCT provider being single major provider for such a know stepped increase (NOUS, Hearing Aid)

	CATS procurement
	620
	H
	H
	This resource sustains current acute levels in addition to CATS activity

	SUB TOTAL
	5,420
	 
	 
	 

	 
	 
	 
	 
	 

	TOTALS
	31,212
	 
	 
	 


The combined effect of the above, when set alongside the available resource for 2008-09, is that £2 million is available for investment in new priority developments.

4.3
Targeting Resources In Key Priority Areas
This plan reflects the PCT’s move away from an approach based on a “bidding round” and towards public health driven commissioning. This approach will identify priorities for intervention, produce outcome focused care pathways and commission evidence based interventions that may be expected to bring about demonstrable health improvement and reduction in inequalities.   As part of this process commissioning leads have reflected the initial outcomes of the second stage of the Darzi review in their commissioning plans for 2008-09, which are set out in Section 3 of this Plan.  
The PCT will work this year to improve programme budgeting intelligence and set a baseline year of 2007-08 as the foundation on which to build a projected shift in resource to prevention; our aspirations are demonstrated in Figure 1 below.  During 2008-09 some key health investment priorities will be identified with a focus on increasing life expectancy. We will use cost effectiveness and health economics support in determining future investment in these areas. 

Figure 1: Proportional Shift in Resource to Prevention
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The commissioning plans set out in Section 3 include both current investment and proposals for future developments and investment during 2008/09 onwards.

The assessment process used is a robust model building on previous models the PCT road tested during 2007/08 and 2006/07. It uses criteria and weighting methods in line with good practice models developed through the Association of Greater Manchester PCTs and the Portsmouth Scorecard.  It incorporates:

· Health gain 

· Access and inequalities 

· Public involvement

· Effectiveness 

· Contribution to priority targets 

· Financial, clinical and political risk 

The model has enabled us to identify investment priorities for 2008/09 that are focused on the national and local priorities set out in this document. New investment will be focused on our highest priority areas to meet the trajectories that accompany this plan. These investments will be confirmed through the business process set out below for sign off by 31st March 2008.     

4.4
Governance of Business Processes
The Commissioning Board (PEC) has the responsibility for agreeing the strategic direction and sign off of this plan.  Responsibility for the development of the detailed proposals has been devolved to the Commissioning and Market Management Executive.  Assessment of individual proposals against the weighted scorecard (see 4.3) has been undertaken. 

Practice Based Commissioners are key to the development and implementation of the PCT’s Operational Plan.  Practices as commissioners have been invited to participate in the development of proposals and strategies.  Practice Based Commissioning representatives will also be invited to work alongside / as members of Commissioning Team on the development of the Operational Plan, and the assessment of development proposals.  

Figure 2: The Business Planning Structure
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5.
ENABLERS
5.1  
Commissioning

5.1.1
Fitness for Purpose

The PCT continues to review its fitness for purpose in the context of its overall ambition, and also emerging nationally determined (World Class Commissioning) competencies.  

The Fitness for Purpose delivery plan, agreed by the Board in January 2007 and approved by the SHA in the March of 2007, will continue.  This includes the following key actions:

Reposition the PCT’s Vision and Strategy:
· Make sure clear priorities for action and spending are shared to get the greatest improvement in people’s health and health services, and tackle inequalities wherever they exist.

Support local populations to improve their health and to get the most out of their healthcare through the practices i.e.
· Make sure practice based commissioners are supported to help patients, local populations and the practices get the services required.

Get the best possible range, experience and quality of services for public use and to help them achieve best possible health i.e.
· Make sure people can access high quality, effective primary and community services
· Make sure services are delivered to the highest standards possible

· Make sure every member of the public has the best possible experience of the services they use and are motivated to achieve best possible health

· Make sure people who need urgent care are able to access services according to their condition

· Make sure there is better and faster access to diagnostic tests for patients and practices.

Change the PCT to achieve the above, assessing and putting into place the required skilled capacity, systems, information base, and processes i.e.
· Make sure the right people are organised, employed and trained

· Make best use of available resources to meet the strategy

· Make best use of information to develop and support the strategy

· Help people know where they are in a treatment programme

· Make sure the services bought meet needs and raise standards.
5.1.2
World Class Commissioning

Set out below, is a summary of the key alignment of WCC competencies with the PCT’s overall principles.  
Alignment of the PCT’s principles and world class commissioning competencies:

	POSITIONING OF PCT - PRINCIPLES
	WCC COMPETENCE

DH Launch November 2007

	1. A “customer focused” agenda that works with, and on behalf of, our patients, public and taxpayers to get them the health and clinical services that meet their health needs within the resources that we have available to us
	1.  Engages with and understands the views and priorities of local NHS organisations and is respected as the local leader of the NHS

3.  Leads and seeks continuous and meaningful engagement with people, patients and communities to shape services and improve health

5.  Undertakes robust and regular needs assessments that establishes a full understanding of current and future local health needs and requirements



	2.  An added value organisation to front line clinicians and health workers, particularly in the context of practice based commissioning and in developing skills and capability to optimise the delivery of quality and to have meaningful engagement with clinical professionals


	4.  Leads continuous and meaningful engagement of all clinicians to inform and drive strategy, service design and resource utilisation



	3.  An effective commissioner and contracting agent for services for Tameside and Glossop people to achieve the system reforms which are designed to give patients better quality, responsiveness and choice
	7.  Effectively influences provision to meet demand and secure required clinical and health and wellbeing outcomes

8.  Promotes and specifies continuous improvements in quality and outcomes through clinical and provider innovation and configuration

9.  Deploys procurement skills that assure robust and viable contracts

10.  Performance manages providers to ensure contract compliance and continuous improvement in quality and outcomes



	4.  An active partner with our Local Authorities, local strategic partnerships, communities and local people to improve services and the population’s health and well-being


	2.  Works collaboratively with partners

	5.  A provider of services that we will nurture to become self reliant, self-sustaining and the basis of new business relationships to build world-class community provision


	

	6.  An accountable organisation that avidly pursues best value and relevance in the use of resources for which we are responsible
	6.  Prioritises investment according to local needs, service requirements and the values of the NHS

11.  Demonstrates excellent financial management




In November 2007, the Department of Health launched a programme to assure excellence in Commissioning.  Each PCT is to be reviewed with comparable rigour to that which MONITOR applies to Foundation Trusts, in which they are assessed for their:

· Strength of direction, conviction, strategy and leadership

· Competence throughout the commissioning ‘cycle’

· Strength, openness and effectiveness in governance. 

It is expected that this independent review will be concluded in the calendar year 2008:
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The review follows logically from the PCT’s Fitness for Purpose reform programme of 2007.  However, the PCT needs both to conclude that FFP programme and prepare for the WCC Assessment by:

· Completing the appointment process to the new structures

· Ensuring alignment and consistency between governance, policies, procedures, systems and processes, and the PCT’s reformed structural arrangements

· Attending to the ongoing and underpinning ‘cultural reform’

· Continuing to refine and express the Strategy to 2012.

It is important that the PCT prepares properly for this WCC review: ensuring wide and open engagement in further developing the 2012 Strategy; and balancing the need for clarity of expression about where the organisation is going and how it will get there, with an appropriate level of supporting evidence such that it remains fully operational and effective throughout the period.  External support and pre-review challenge is strongly supported in this regard.  

5.1.3
Practice Based Commissioning

The PCT is developing a distinctive vision for PBC in Tameside and Glossop.

“The PCT will work with Tameside and Glossop clinicians to ensure that they have the support and health services they need for their patients to enjoy longer healthier lives.”

It is recognised that practices are new to commissioning and that they need support to sustain their place as primary care providers.  Practices are crucial in helping develop and implement the strategy for health and well being.  They can determine services that should be commissioned from providers and inform the PCT on quality and experience standards that should be available to patients.  

Practices are being supported to influence and drive service redesign by:

· Supporting and working with practices to assess health needs and standards; then identify, review and address gaps in service quality or availability

· Managing patient choice offers and bookings for those practices that wish it

· Streamlining procurement arrangements to enable practices to develop and be paid for new in-house services

The PCT is committed to supporting Practice Based Commissioners and ensuring that PBC is at the heart of the organisation and focusing on high-level priorities. The new PCT infrastructure will develop as a pro-active service to support practices and patients. Figure 3 shows how this will happen. Within the PBC team, customer support teams will be formed who will be the first contact point for practices and act as the main interface with the rest of the PCT. The support teams will enable the PCT to proactively support practices for example through public health toolkits, data analysis support, finance support and also enable practices to engage and eventually lead larger design programmes alongside the care pathway redesign teams.  

Figure 3: Operational Delivery of PBC 















Steps have been taken to achieve a single local framework for improving health and well-being. There is now one business planning process for all commissioning decisions. This ensures that PBC, and the Operational Plan, are aligned in this document. 

5.1.4
Health Development and Service Redesign
Challenges for the Public Health and Health Strategy Directorate are to listen to and support practice based commissioners, to hear patient and community views and to work with local authority partners to develop a local consensus on our health and well-being priorities and to ensure we get our care pathways right.  As we move to a more personalised health service the Directorate will support users to shape services and develop local service solutions that are personal, sensitive to the needs of the individual and focused on promoting and maintaining independence.  It will be a priority to ensure access to improved health for those who are currently disadvantaged.  In addition people with long term conditions will be supported to self manage.

The Health Development and Service Redesign Team will work closely with Practice Based Commissioners to design services that meet local needs and priorities.  There will be a strong emphasis on increased convenience for patients and communities, appropriate changes in clinical practice including a move from hospital based to community based services, and supporting patients in a way that enables them to manage at home.  Partnership through joint commissioning will ensure appropriate linkages into community service planning, thereby complementing health priorities and provision.  

The Health Development and Service Redesign Team work closely with the Contracting and Performance Directorate on the implementation of proposals developed to support the Operational Plan
5.2  
System Management

As noted, the PCT has completed a programme of internal change and now houses a Commissioning Division, bringing together public health and strategic health experts with a new Contracting and Performance Directorate.  During the next year the new Directorate will be fully populated with colleagues professionally equipped to enable the Trust to:
Build a fit for purpose contracting and procurement process, including all relevant toolkits, standard documentation and guidance for colleagues throughout the PCT
· Implement an e-tendering solution and promote its value to the Tameside and Glossop Health Economy
· Provide the PCT with a robust series of performance management frameworks, ensuring that the Trust secures value for money products and services of excellence, monitored for the full life of contractual arrangements
· Stimulate and develop a segmented market so that all potential providers of services understand and can enter into competitive tendering with the PCT
· Operate in a fair and transparent way in all its procurement activity, adhering to UK and EU regulations at all times
5.2.1
Market Management, Service Procurement and Contracting
The PCT will continue to strengthen its expertise in these areas; employing new people with the relevant background and skills; changing the way it works; and seeking advice and support from external agencies where it would be uneconomic for the Trust to secure such expertise in-house.

The PCT has already introduced a new type of contract for Independent Contractors who wish to offer enhanced services in their practices where these would traditionally have been provided in a hospital setting.  This contract allows a more consistent approach for transacting business service procurement whether the contractor is an Independent Contractor or Independent or Private Sector provider.

From April 2008, the new standard national contract for acute services will be introduced; this is particularly important as it will reflect the new (and legal) relationship with the Foundation Trust of Tameside and Glossop.  

Throughout 2008/09, the PCT will work with colleagues across the northwest and nationally, to introduce similar standard contracts for the local community services, metal health services and specialist services including ambulance services.

This means that the organisation needs more expertise in setting quality and experience service standards; more resilience in assuring their effective delivery; and a better understanding of their value both in terms of impact, outcome and cost.  This will be done by:

· Strengthening clinical relationships with providers, establishing monthly clinical quality discussions with the Foundation Trust

· Ensure a clear link between the contractual discussion and clinical governance

· Support the PEC as Commissioning Board, in understanding, shaping and managing contractual incentives and penalties

· Develop a better understanding and range of contract currencies which actually reflect the service people get, the experience they have of that service (e.g. pay for quality incentives) and the overall outcome

· Continue to develop arrangements for encouraging existing providers of service to manage capacity  in accordance with real-time changes in demand; and innovate and develop new and alternative types of service that will both challenge and be challenged by the emergence of new providers of service, in order to offer wider choice to patients, raise standards in delivery and meet the expectations of the people they serve.  The PCT plans to introduce a new provider forum through which it can work with providers in this way.

5.2.2
Demand Management
Locally, ‘demand management’ relates to:

· The development of pathways - and services along those pathways - that help people stay healthier for longer and provide the right service in the most appropriate and convenient setting when they do need them

· The provision of active practical support to patients (and their referrer) so that they can get to the services they need when they need them.

The organisational design facilitates this and is entirely consistent with World Class Commissioning Competence 7.   This is not to say that the PCT already meets the world-class criteria, rather, there is consistency in direction.  Key actions for further development in 2008/09 will include:

· The development and application of a consistent pathway redesign model and ensure the PCT specifies service and capacity requirements at each stage for clarification of the prioritised pathway reform programmes for 2008/09

· The specification of, and adherence to the gathering and application of intelligence requirements from providers through their contracts for service

· The development of the business intelligence function to ensure the PCT work in real-time, sensitising decisions to changes in need and demand and working with referrers and providers to ensure our patients can get the services they need when they need them rather than in retrospect

· Securing access to health economic and actuarial analyses ensuring investment decisions are robust and the evidence for changes in capacity shared with providers to give them confidence in developing service plans to meet the specifications

· Continuing to enhance the functionality of the local Access Booking and Choice service to patients and referrers, taking and helping manage referral data with and on their behalf to ensure patients get to the services they need

· Ensure appropriate information governance arrangements are in place to hold and use data and intelligence in this way for the overall benefit of the people in Tameside and Glossop.

5.3  
Workforce/Leadership

The PCT is developing a Workforce Strategy covering the period 2008 - 2013 and an Organisational Development, Leadership, Management and Business Skills Strategy which will incorporate a clear development and leadership plan, to support recruiting the right people for the right job, succession planning and talent management.

Overarching both of these plans will be the HR Strategy for the organisation to give a clear direction of travel in support of the strategic objectives.
5.4  
Knowledge Management and Information

There are three principal pillars to the PCT’s emerging knowledge management strategy:

· Public health intelligence 

· Business intelligence

· Cultural change

5.4.1
Public Health Intelligence
The PCT will ensure that the decisions made are based on the best and most robust information available. During 2008 investment made in expanding the public health intelligence function will increase our ability to gather, store and analyse public health data and ensure best use of both the “soft” and “hard” information. Public health intelligence will be used to address current information gaps and assess future trends and risks.

Expertise will be developed in testing services for their current and future cost effectiveness with the involvement of current and potential patients. This will help the PCT prioritise how it spends its resources and responds to new developments in drugs and services and new technologies.   

5.4.2
Public Health Intelligence Products to Support PCT Objectives
The Public Health Intelligence function will provide:

· Statistical data, research and public partnerships to support the Joint Strategic Needs Assessment

· Health impact assessment for major PCT developments

· Cost effectives data, cost benefit analysis and priorities for investment, service redesign and disinvestment

· Risk analysis

· Data and training support for Practice Based Commissioners

· Identifying key health status metrics and outcomes

5.4.3
Business Intelligence
It is planned to progress from the capture and application only of non-actionable (largely statutory returns-based) data, to the capture, alignment and application of real-time patient and small area population data – see diagram below.  

This will enable the PCT not only to target resources effectively for instance, by ‘scenario-planning’, but also become a solutions-based organisation that can and does respond to changing needs at an individual or larger population level. 

The PCT has already aligned its conventional information function with both the ABC service (i.e. demand, booking and choice intelligence) and the Patient Experience function (i.e. softer experiential intelligence).  Capacity and skills are presently being developed throughout these areas, to form an overall Business Intelligence function.  This will be fully operational from April of 2008.

Figure 4: Business Intelligence Development Trajectory

Priorities for 2008 include:

· Development of the Business Intelligence Strategy to include an overall fitness     
for purpose review based on needs analyses and skills assessments:

· Effective, relevant an timely intelligence

· Aligned with planning and review processes

· Data subject to robust governance/validation processes

· Team and technical capability

· Service profile, visibility and service access

· Service operational management process re-design
· Business intelligence risk and continuity plan both for the service and organisation as a whole

· Continued development and application of the 18 Week RTT PTL

5.4.4
Knowledge Management: Cultural Change
Becoming a citizen and patient-facing agent - helping people help themselves to improve their health status and make best use of the services they need - will require the PCT to pay particular attention to cultural as well as structural change.  It means the PCT must also think and act creatively in the way in which it gathers and collates data, creates and manages, and then uses ‘intelligence’. 

One such way is to take maximum advantage of e-working and to match the interactivity which is proposed with the citizen, patient and service user, with interactivity throughout the organisation as a whole.  With this in mind, in 2008, the PCT plans to:

· Review service user needs and expectations and the business functions to prioritise opportunities to maximise the PCT’s effectiveness for e-working, setting this also in context of wider discussions about working arrangements and flexible working opportunities

· Assess the present and future end-to-end web-based systems requirements, use, design and management (including hosting, design, development, management, and user requirements), providing the PCT with an appraisal of options for the future management of these activities

· Explore and develop specifications for up to four agreed significant new web-enabled modules supporting key areas of the PCT’s day-to-day activities - for instance, including online lifestyle self assessment/treatment; patient service booking and tracking; interactive complaints management; and differential-level access to business intelligence

When set alongside a review of the PCT’s accommodation needs and utilisation and working arrangements, these developments represent an exciting opportunity for the PCT to look at how, for instance, new models of working can impact on wider objectives, for instance:

· The reduction in waiting times for patients using nationally recognised and accredited on-line lifestyle/mental health assessment services

· The convenience and choice for patients in terms of where and when they complete such assessments

· The carbon emission off-sets for travel and accommodation associated with service delivery (accepting the carbon footprint of e-working)

5.5
Public Engagement and Partnerships

The Tameside and Glossop PCT's aim is to become a local people's service that is both more personal and more personable. To do this the PCT will begin to embed patient and public involvement into the following three areas of its business:

· Agenda setting

· Service design

· Assessment of quality of services

To effect this it is proposed that:

· All new service proposals include a patient and public involvement strand

· Evidence of patient and public involvement before PCT Board approve any new services

We will implement this through:

· Embedding the importance of public and patient involvement (PPI) through all PCT functions

· PCT-wide networks of staff who engage directly patients and public

· Effective partnership working

· Undertaking a stakeholder mapping exercise to identify target groups within Tameside and Glossop PCT

· Use of social marketing techniques to develop a deeper understanding of the needs of specific local groups

· Helping practices understand the individual small groups within their populations and communities and then represent their needs and preferences in commissioning.

· Targeted communications via print, broadcast and electronic media

· Establish a feedback mechanism with PPI, Patient Experience, Patient Advice and Liaison Service (PALS) and Complaints so that all patient/public information is fed into a central point and using that information as a catalyst for service improvement.

The PCT will ensure that what the PCT hears it acts upon; what it says it will do, it does.  In increasing the expectations of patients and the public we must honour their trust by delivering on our commitments via:

· Local Involvement Networks (LiNKs) and other formalised public engagement

· Formal and informal patient feedback mechanisms

· Establishment of a patient, clinician (eg our practices) and public area of the PCT website

· Use of plain English in all our communications.

6. 
Conclusion
This Operational Plan is the PCT business plan for the year ahead. It presents a business planning process that is transparent, accountable and supports locally led decision making.  The Plan describes our intentions to drive service improvement and reform in Tameside and Glossop PCT and deliver improved health outcomes alongside reducing inequalities. 

The Plan sets how we will work on national priorities and how our locally agreed and shared priorities for the year ahead will be delivered during 2008-09.  This will support achievement of our Vital Sign trajectories and Local Area Agreement targets. We have used local needs assessment data to support our decision making and will make increasing use of Joint Strategic Needs Assessments and equality impact assessments to assure ourselves that our services meet needs and accessible for the whole community. 

Looking forward the focus for our strategic plan will be to develop our world class commissioning skills to drive change in partnership with patients and public. We are fortunate to have a strong financial regime that will support and incentivise our reform goals.  
Please see separate attachment detailing the Vital Signs – Trajectory Submissions

New Local Area Agreement – Priority Indicators – 21 February 2008                                                                                                 

	Key Priority
	NIS
National Indicator Set

	
	

	Crime
Crime Inequalities
Respect
Fear of Crime
	Local 1
	l
	Overall crime

	
	Local 2
	l
	Crime inequalities

	
	15
	n
	Serious violent crime rate

	
	16
	n
	Serious acquisitive crime

	
	30
	n
	PPO - prolific and priority offenders

	
	33
	n
	Arson incidents

	
	17
	n
	Perceptions of ASB (7 issues)

	
	Local 3
	l
	Perceptions of increases/decreases in crime overall

	Cohesion
Participation
Vulnerable People
	1
	n
	Get on well together

	
	6
	n
	Participation in regular volunteering

	
	32
	n
	Repeat incidents of domestic violence

	
	Local 4
	l
	Accidental dwelling fires

	
	Local 5
	l
	Homelessness cases prevented

	
	Local 6
	l
	Satisfaction with local area (borough v. priority areas)

	Public Spaces
	195
	n
	Litter & detritus

	
	192
	n
	Household waste recycled

	
	Local 7
	l
	Green Flags/Pennants

	Enjoy & Achieve
	73 (S)
	s
	Key Stage 2 - Level 4 - English & Maths (Threshold)

	
	74 (S)
	s
	Key Stage 3 - Level 5 - English & Maths (Threshold)

	
	83 (S)
	s
	Key Stage 3 - Level 5 - Science

	
	75 (S)
	s
	5+ GCSEs A*-C - Maths & English (Threshold)

	
	93 (S)
	s
	Progression by 2 levels in English between Key Stage 1 and 2

	
	94 (S)
	s
	Progression by 2 levels in Maths between Key Stage 1 and 2

	
	95 (S)
	s
	Progression by 2 levels in English between Key Stage 2 and 3

	
	96 (S)
	s
	Progression by 2 levels in Maths between Key Stage 2 and 3

	
	97 (S)
	s
	Progression by 2 levels in English between Key Stage 3 and 4

	
	98 (S)
	s
	Progression by 2 levels in Maths between Key Stage 3 and 4

	
	99 (S)
	s
	Children in care reaching Level 4 in English at Key Stage 2

	
	100 (S)
	s
	Children in care reaching Level 4 in Maths at Key Stage 2

	
	101 (S)
	s
	5+ GCSE - A*-C - English & Maths - Children in Care

	
	72 (S)
	s
	Achievement of at least 78 points across the Early Years Foundation Stage with at least 6 in each of the scales in Personal Social Emotional Development and Communication, Language and Literacy

	
	92 (2)
	s
	Narrow gap between the lowest achieving 20% in Early Years Foundation Stage Profile and the rest

	
	79
	n
	Achievement of a Level 2 qualification by the age of 19

	
	80
	n
	Achievement of a Level 3 qualification by the age of 19

	Economic Wellbeing
	117
	n
	16-18 year olds NEET

	Be Healthy
	55
	n
	Obesity - reception year

	
	56
	n
	Obesity - year 6

	Positive Contribution
	87 (S)
	s
	Secondary school persistent absence

	
	110
	n
	Positive Activites (participation of young people)

	
	112
	n
	Under 18 conception rate

	Stay Safe
	69
	n
	Bullying (children who have experienced)

	Mortality
Health Inequalities 
Smoking
Obesity
	120
	n
	Mortality - All age all cause

	
	121
	n
	Mortality - CVD under 75

	
	Local 8
	l
	Mortality - inequalities

	
	123
	n
	Smoking quitters (4 weeks)

	
	Local 9
	l
	Adult participation in sport & physical activity (5x 30 minutes per week)

	
	39
	n
	Alcohol-harm related hospital admission rates

	
	119
	n
	Overall health & wellbeing (self-reported)

	Independent Living
Vulnerable People
	141
	n
	Vulnerable - achieve independent living

	
	142
	n
	Vulnerable - achieve maintain independent living

	
	125
	n
	Independence older people through rehabilitation/intermediate care

	
	130
	n
	Self Directed Support (DP/IB)

	
	136
	n
	People supported to live independently through social care services (all ages)

	
	139
	n
	Older people receive support to live independently

	
	Local 10
	l
	Regular volunteering (older people)

	
	Local 11
	l
	DLA/AA/CTB/PC - benefit claims

	Overall
Inequalities
	152
	n
	Out of work benefits

	
	153
	n
	Out of work benefits - worst performing areas

	
	173
	n
	Falling out of work and on to IB

	
	Local 12
	l
	Out of work benefits - 50+

	Enterprise
Self-employment
Inward Investment
	171
	n
	VAT registration

	
	Local 13
	l
	Self employment/small enterprise (1-2 person) - BETA model

	
	Local 14
	l
	Business start ups (supported) - new

	
	Local 15
	l
	People resident in priority neighbourhoods filling jobs from inward investment

	Basic Skills
Improving Skills
	161
	n
	Level 1 - literacy

	
	162
	n
	Entry Level 3 - numeracy

	
	163
	n
	Working age - Level 2 or higher

	
	164
	n
	Working age - Level 3 or higher


Derbyshire Local Area Agreement 2008-11

	Priority
	Indicator(s), including those from national indicator set 



	NI 20
	Assault with Injury Crime Rate*

	NI32 
	Repeat Incidents of Domestic Violence*

	NI16 
	Serious Acquisitive Crime Rate*

	NI 18 
	Adult re-offending rates for those under probation supervision*

	NI 49 
	Number of primary fires and related fatalities and non-fatal casualties (excluding precautionary checks)*

	NI 39 
	Alcohol-harm related hospital admission rates*

	NI 40 
	Drug users in effective treatment*

	NI 47 
	People killed or seriously injured in road traffic accidents*

	NI135
	Carers receiving needs assessments *

	NI 146
	Adults with learning disabilities in employment*

	NI 130
	Social care clients receiving self directed support*

	NI120
	All age all cause mortality rate*

	NI 129
	End of life care – access to appropriate care enabling people to choose to die at home *

	NI 137
	Healthy life expectancy at age 65*

	NI 142
	Number of vulnerable people who are supported to maintain independent living*

	NI 110
	Young peoples participation in positive activities*

	NI 56
	Obesity among primary school age children in year 6*

	NI 117
	16 to 18 year olds who are not in education, training or employment*

	NI 54
	Services for disabled children*

	NI 53
	Prevalence of breastfeeding at 6-8 weeks from birth*

	NI 69
	Children who have experienced bullying*

	NI 163
	Working age population qualified to at least Level 2 or higher.*

	NI 153
	Working age people claiming out of work benefits in the worst performing neighbourhoods*

	NI169
	Non-principal roads where maintenance should be considered*

	NI 175
	Access to services and facilities by public transport, walking and cycling*

	NI 195
	Improved street and environmental (levels of graffiti, litter, detritus, and fly posting)*

	NI 155
	Number of affordable homes delivered *

	NI188
	Adapting to climate change*

	NI 186
	Per capita CO2 emissions in Local Authority area*

	NI 193 
	Municipal Waste Landfilled*

	NI 172
	VAT registered businesses in the area showing growth*

	NI 7
	Environment for a thriving third sector*

	NI 8
	Adult participation in sport*

	NI 9
	Use of public libraries*

	NI1
	Percentage of people who believe people from different backgrounds get on well together in their local areas*


	LOCAL INDICATORS



	L1
	N/A
	First time entrants to the Youth Justice System aged 10-17 at court entry level


	MANDATORY INDICATORS



	NIS No.
	

	NI 92
	Early Years (EYFSP) – to narrow the achievement gap at age 5

	NI 72
	Early Years (EYFSP) – to increase achievement for all children at age 5

	NI 73
	Key Stage 2 – to increase proportion achieving level 4+ in both English and maths *

	NI 93
	Key Stage 1-2 – to improve proportion progressing 2 national curriculum levels in English*

	NI 94
	Key Stage 1-2  - to improve proportion progressing 2 national curriculum levels in Maths*

	NI 74
	Key Stage 3  - to increase proportion achieving level 5+ in both English and maths *

	NI 83
	Key Stage 3 – to increase proportion achieving level 5 in science *

	NI 95
	Key Stage 2-3 - to improve proportion progressing 2 national curriculum levels in English*

	NI 96
	Key Stage 2-3 - to improve proportion progressing 2 national curriculum levels in Maths*

	NI 75
	Key Stage 4 – to increase proportion achieving 5 A*-C grades at GCSE and equiv incl GCSE English and Maths*

	NI 97
	Key Stage 3-4 - to improve proportion progressing equivalent of 2 national curriculum levels in English*

	NI 98
	Key Stage 3-4 - to improve proportion progressing equivalent of 2 national curriculum levels in Maths*

	NI 87
	Attendance – to reduce persistent absentee pupils in secondary schools

	NI 99
	Children in care – to increase proportion achieving level 4+ in English at Key Stage 2

	NI 100
	Children in care – to increase proportion achieving level 4+ in maths at Key Stage 2

	NI 101
	Children in care – to increase proportion achieving 5 A*-C grades at GCSE and equiv incl GCSE English and maths 
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Practice Based Commissioners





Providers





Practice Based Commissioners


Joint Commissioning Groups


Clinical Advisory Groups





Commissioning Team


Main link to PbCs and joint commissioning/CAGs for coordination proposals provide information and link to providers


Assess baseline, develop, coordinate and develop proposals, use decision making tool to score proposals, make recommendations to CMME.  Will co-ordinate in-year decision making processes





Commissioning and Market Management Executive


Appraise and review proposals received from the Commissioning Team, make recommendations to PEC





Commissioning Board (PEC)


Agree strategy and approve Operational Plan





Public Health and Health Strategy





PBC Team





This team will provide the main contact between the PCT and Practice Based Commissioners and provide a point of access to commissioning support services





Health Development and Service Design Team





This team will provide expert service redesign and public health support to PBCs, helping them transform long term conditions, unscheduled and elective care, diagnostics to tackle inequalities and improve the health and well being of adults and children in T&G





Strategy and Partnership Team





Coordinating PCT wide strategy and working in partnership with other key commissioners including local authorities





Public Health Intelligence Team





Supporting PBC needs assessment and delivering local toolkits by providing high quality local health data





PEC Business Unit





Supporting the clinical and professional leadership of the PEC





Contracting and Performance





Contract Management and Procurement Team





This team will provide expertise and support to PBC for effective external contracting and procurement from a range of providers…etc





Patient Experience





Feedback to support clinical management.  Bringing patient choice and patient voice to life 





ABC





Supporting patient management and organised care





Performance Reporting





To support accountability and governance and progress all performance standards





Corporate Governance Division





Governance





Supporting and advising PBCs to ensure good governance and clinical standards





Clinical and Medical





Primary Care Support Team





This team will provide contracts management and support in workforce development training…etc





Medicines Management Team





Support redesign through effective prescribing and pharmacy development…etc





Corporate Affairs and Communication





Finance Team





Will support PBCs providing financial information and support for the development of a business case





Finance





Public and Patient Involvement





Advising and supporting PBCs on public engagement and participation
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� World Class Commissioning Competencies.  Department of Health Gateway Ref: 8754


� The NHS in England:  the Operating Framework for 2008/9 Department of Health
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