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1
Context

The purpose of this document is to help guide PCTs’ commissioning during 2008/09.  It sets out the SHA’s priorities and specifies the actions that PCTs will need to take across a range of topics, as well as confirming PCT assumptions for 2008/09.

2008/09 will be an important year. It will be the first time that we will not be struggling to repay historic debt, meaning there will be resources available for investment. There will be more discretion to decide on priorities locally. And, critically, it will be our first chance to begin to implement the ambitious pledges in Improving Lives; Saving Lives.
The Framework is divided into the following sections:

· National priorities

· Delivering Improving Lives; Saving Lives
· Commissioning primary care

· 2008/09 contracts

· Financial framework

· Practice based commissioning

· Towards world class commissioning

· Planning and performance management arrangements

· Other issues
2
National priorities

· To be drafted - brief recap of key issues raised in DH Operating Framework

3
Delivering Improving Lives; Saving Lives
We now have an agreed set of pledges for the NHS in the East of England. This section of the Framework outlines the key actions that we will need to take during 2008/09 in order to make progress in implementing the pledges.
[DN – need to change the exact wording of each pledge after Board sign off]
Pledge 1 – we will ensure that we effectively measure the patient experience against clear standards and deliver year on year improvements
Increasingly, the success or failure of PCTs as commissioning organisations will be assessed by answering two simple questions: what are the clinical outcomes that are achieved; and, what do patients and the wider public think of the services that are commissioned on their behalf?
In 2008/09, we will take forward an ambitious programme of work to ensure that we can comprehensively address the second of these questions, and that we have data that is specific enough to drive local improvement and broad enough to give a full picture of the patient experience.

	What PCTs will need to do:
· work with the SHA to develop and apply a set of metrics that capture:

· appointments and access

· the attitudes of staff

· knowledge of the patient
· privacy and dignity,
· physical comfort

· organisation and communication

· cleanliness

· include relevant measures in contracts with providers; this is likely to include a region-wide roll out of ‘Patient Tracker’ technology

· make the results of patient experience measures public



Pledge 2 – we will extend quicker access to our services
Many important services are not covered by the 18 week national waiting time guarantee. One consequence of this is that some patients are exposed to an ‘open-ended’ wait, a problem which is compounded by poor information on waiting times.  This particularly applies to speech therapy, podiatry, orthodontics, arthotics/wheelchair services, and some mental health services.
	What PCTs will need to do:
· include clear information requirements for all services (included those delivered by the PCT) in all 2008/09 contracts, to enable existing waiting times to be accurately assessed

· develop maximum guaranteed waiting times for all services, with particular priority being given to children’s services
What the SHA will do:
· explore whether specified services should be the subject of EoE-wide guarantees



Pledge 3 – we will ensure GP practices improve access and become more responsive to the needs and preferences of patients
Improving access and responsiveness in primary care is a priority nationally as well as locally.

There are a range of short term actions that need to be taken, focusing in particular on practices that performed poorly in the recent national survey. To deliver lasting improvements, however, we will need to take a far more strategic approach to commissioning primary care, and make judicious use of the available commissioning levers. Section 5 of this Framework provides more detail on the key issues that we need to address.

Pledge 4 – we will ensure NHS primary dental services are available to all who need it
Although there is a statutory duty to ensure that there is reasonable access to dentistry, it is not clear that this requirement is being met everywhere. Problems in accessing NHS dentist are a recurrent theme in the media, suggesting that, in some areas at least, there is significant unmet need.
	What PCTs will need to do:
· agree clear local standards for accessing NHS dentistry
· develop a methodology to identify areas that fall below agreed standards

· expand provision to ensure all areas meet agreed standards

What the SHA will do:
· support PCTs in developing a methodology for identifying areas with poor access, and provide procurement expertise



Pledge 5 - we will ensure fewer people suffer from, or die prematurely from, heart disease, stroke and cancer
These diseases are still the major killers in the East of England.  As well as the wider public health interventions described later, there are also specific clinical interventions that will reduce death rates.

	What PCTs will need to do:
· ensure registers and appropriate intervention are in place for the primary and secondary prevention of heart disease
· commission cardiac rehabilitation services for all who need it

· prepare plans for the local implementation of the cancer reform strategy and national stroke strategy.  This will include obtaining regular data on stroke services performance from relevant providers on the quality of stroke care including access times to TIA clinics, times to scanning stroke unit care and rehabilitation
What the SHA will do:
· re-orientate the accountability agreements with the EoE cardiac and cancer networks to support PCT on implementing this pledge
· build on the EoE Clinical Pathway Groups to publish a framework for the commissioning of primary angioplasty and stroke thrombolysis



Pledge 6 – we will make our healthcare system the safest in England
Patient safety must be the top priority for all NHS organisations. This will include maintaining progress on reducing Healthcare Associated Infections (HCAI) in EoE.
	What PCTs will need to do:
· agree a comprehensive patient safety programme including a baseline assessment, reducing drug errors and implementing NICE falls guidance
· agree plans with providers to reduce hospital standardised mortality ratios

· performance manage further HCAI reduction targets in the local health economy



	What the SHA will do:

· establish an East of England Patient Safety Alliance

· support and advise PCTs on effective Board reporting, conducting baseline assessments and relevant contractual standards

· lead the EoE HCAI Taskgroup


Pledge 7 - we will improve the lives of those with long term illnesses
In the East of England there are 200,000 diabetics, 130,000 people with chronic obstructive pulmonary disease and 90,000 people with heart failure.  There are also many people with multiple long-term conditions, often with complex social needs.  We know that these peoples’ lives could be greatly improved simply by using existing technology more systematically and reliably
	What PCTs will need to do:
· ensure disease registers are in place for diabetes, COPD and heart failure

· specify and commission care pathways for these conditions.  This should include appropriate self-care and patient education programmes

What the SHA will do:
· work with the EoE Clinical Pathway Group on LTC to provide guidance on care pathway design

· ensure cardiac networks provide support to PCTs on implementing the heart failure pathway 

· develop metrics for assessing progress with LTC management

· provide mapping of the wider provider market for implementing care pathways for LTCs




Pledge 8 - we will halve the difference in life expectancy between the poorest 20% of communities and the average in each PCT 
There are marked and unacceptable differences in life expectancy within all EoE PCTs. Reducing the extent of these differences should be a priority for all PCTs.  
	What PCTs will need to do:
· clearly identify the communities with the lowest life expectancy through the joint strategic needs assessment
· use social marketing techniques to identify individuals and groups for targeted intervention

· deliver a comprehensive package of interventions to these individuals and groups including;

· Smoking cessation

· Exercise programmes

· Antenatal/postnatal care including increasing breastfeeding

· Sexual health services

· Alcohol awareness

· Early years support

· Uptake of screening 

· high quality primary care and joint working with local government will be key to delivering this pledge

What the SHA will do:
· agree PCT specific targets, such as smoking cessation in specific communities
· explore the merit in developing an EoE procurement for social marketing support

· identify and share best practice in evidence-based interventions




Pledge 9 - we will ensure healthcare is as available to marginalised groups and ‘looked after’ children as it is to the rest of us
This pledge is to ensure access to preventive and health care services to these marginalised groups is at least equal to that of the broader population.
	What PCTs will need to do:
· clearly identify marginalised groups as part of the joint strategic needs assessment

· develop clear plans to commission services that will meet the needs of the identified groups
· target new investment – particularly in primary care – on the identified groups

· articulate how progress will be evaluated


	What the SHA will do:
· identify and share best practice in both pinpointing marginalised groups and commissioning appropriate services

· explore the merit in developing an EoE procurement for social marketing support

· provide specific support in developing services for people within the criminal justice system




Pledge 10 – we will cut the number of smokers by 140,000
Smoking remains the single most important lifestyle behaviour leading to ill health and death, and is the cause of half of all inequalities in health. Following the smoking ban, there is a risk of fatigue with the tobacco agenda, and of reduced focus on this key health issue.

	What PCTs will need to do:

· participate in the EoE annual lifestyle survey to track smoking prevalence

· use social marketing techniques to identify and target services on groups with the greatest need

· work with partners on tobacco control, and ensure targets are reflected in LAAs including national indicator 123
What the SHA will do:

· commission an EoE wide lifestyle survey

· work with regional partners to ensure focus is not lost

· explore the merit in developing an EoE procurement for social marketing support




Pledge 11 – we will halt the rise in obese children and then seek to reduce it
Childhood obesity rates are increasing in the East of England, and it is possible that life expectancy of future generations will fall for the first time as a result. 

	What PCTs will need to do:
· deliver the national weighing & measuring programme, with coverage exceeding 85%

· use social marketing techniques to identify and target interventions on groups with the greatest need. This includes increasing breastfeeding, healthy schools participation, targeted early intervention and programmes targeted at families and the local community

· commission a comprehensive range of services, based on NICE guidance and the Foresight programme, including:

· programmes to increase rates and longevity of breastfeeding

· implement the measures set out in the Healthy Schools programme
· targeted early interventions, such as children’s centres and health star
· programmes to support health eating and physical activity in families and the local community

· include national indicators S5 and S6 in the relevant LAA

What the SHA will do:

· Work with regional partners to ensure focus is not lost

· Establish an accreditation process for PCTs plans, through the EoE Childhood Obesity group
· Explore the merit in developing an EoE procurement for social marketing support

· Establish an innovation fund to support new the development of new ways of tackling childhood obesity
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Commissioning primary care
Improving access, responsiveness and choice in primary care
The consultation on Improving Lives; Saving Lives clearly highlighted the importance of improving access and responsiveness in primary care
For these reasons, improving access, responsiveness and choice in primary care will be a top priority during 2008/09.
	What PCTs will need to do:
· develop a primary care development plan setting out:

· a clear vision of what the PCT’s ‘ideal’ pattern of primary care provision looks like (i.e. where we want to be)
· a quantitative and qualitative assessment of the strengths and weaknesses of primary care locally (i.e. where are we now)
· a plan for moving from the current position to the ideal, including how new investment – such as the new Health Centres – will be used to maximum effect (i.e. how will we get there)
· develop a formal contract management regime for all GP practices
· establish a clear ‘scorecard’ to assess practice performance, and make the results available to the public

What the SHA will do:
· support PCTs in developing strategies/development plans
· co-ordinate the procurement of the new practices and Health Centres envisaged in the NHS Next Stages Review
· support the development of a PCT-led Primary Care Commissioning Network
· produce a template performance ‘scorecard’
· produce guidance on renegotiating PMS contracts that draws on experience to date
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2008/09 contracts
Acute contracts
NHS Standard Contact for Acute Services

The Department of Health has published the NHS Standard Contract for Acute Services. The intention is that, over time, all acute providers – NHS, IS and Third Sector – will migrate to this contract.
From 2008/09, PCTs will need to make full use of these contractual controls to manage providers’ performance.

	What PCTs will need to do:
· use the standard contract to commission acute services from:
· all NHS trusts
· all FTs whose current contract expires at the end of 2007/08 or during 2008/09
· Include all of the nationally mandated contractual clauses
· Ensure that all contracts are signed off by 28 February 2008

· Use the relevant contractual clauses to manage the performance of providers during the year
What the SHA will do:
· work with PCTs to encourage all FTs to enter into the new contract from April 2008



Co-ordinating and associate commissioners
As in 2007/08, there needs to be a single EoE co-ordinating commissioner for each EoE provider, with the co-ordinating commissioner acting on behalf of all associate PCTs. 
Where patients from an EoE PCT make use of services offered by a non-EoE provider (e.g. a trust in London, South Central or East Midlands), the following options are available to PCTs:

· to act as a co-ordinating commissioner for all relevant EoE PCTs. In general, this will apply where there is very significant flow to a non-EoE provider

· to agree to be an associate of a (non-EoE) co-ordinating commissioner
· to agree not to hold a contract with the provider (only e.g. where the patient flows are very small)

A provisional list of coordinating and associate PCTs is attached at Annex yyy.
The EoE Specialised Commissioning Group will hold contracts with providers for specialised services. This means that the maximum number of contracts any provider can hold with EoE PCTs is two: one for ‘DGH’ services, and one for specialised services.
	What PCTs will need to do:
· agree co-ordinating and associate PCT arrangements for 2008/09, and strictly adhere to these agreements

What the SHA will do:
· develop and circulate a clear schedule of co-ordinating and associate PCTs




Activity planning

Work to determine the appropriate level of activity that should be included in the 2008/09 contracts is already underway. Key milestones are:
· 31 December – second ‘cut’

· 30 January – final activity proposals

	What PCTs will need to do:
· adhere to the agreed deadlines for activity planning, and respond swiftly to SHA comments or queries

What we will do

· analyse each PCT submission and provide clear, timely feedback

· seek to sign off all PCTs proposals by early February 2008



Performance Standards

Outpatient Follow Up/Excess Bed Days
Out-patient follow-up standards for Q3/4 of 2007/08 (national upper quartile) and existing standards for excess bed days should be the minimum standard for 2008/09.  Activity above this level should not be funded.
Consultant to consultant referrals

As in 2007/08, all 08/09 contracts should clearly state that activity resulting from consultant to consultant referrals will only be funded in pre-determined circumstances. The schedule to the contract will need to make clear what these circumstances are.

High Cost Drugs

There is considerable variation in the way commissioners and providers fund high cost drugs. In 2008/09, the SHA will seek to introduce a consistent approach across the EoE by developing a detailed schedule for use in all relevant contracts (including specialised commissioning).
Information

The Standard Contract sets out a number of requirements that providers are required to meet. These include an expectation that datasets will be uploaded on to SUS within 5 working days of each month end.
In addition, the SHA will explore whether there are other, more local datasets that should be mandated across the East of England, and will suggest standard wording to go into 2008/09 contracts.

	What PCTs will need to do:
· include the performance standards set out in this section of the Framework in their 2008/09 contracts



	What the SHA will do:
· develop a detailed matrix setting out suggested wording on each of the above performance issue to be included in the 2008/09 contracts




Choose and Book
PCTs will need to use all available levers to ensure that Choose and Book is implemented. Failure to do so is much more than simply missing a national target or not implementing a new IT system: it is a signal that we are not doing everything we can to make our services more convenient, accessible and tailored to people’s needs.

	What PCTs will need to do:
· use the 2008/09 contracts to make the standards required of providers clear; including that a full DOS is in place and slots are fully available
· ensure that technical problems at GP practices are swiftly identified and resolved

· ensure that all CAS and PCT provided services are included

What the SHA will do:
· work with PCTs and trusts to resolve problems with slot unavailability

· identify good practice from elsewhere in the country, including assessing the merits of moving to a system of paperless referrals

· assist with resolving technical problems




Funding A&E and Walk in Centres

It is clear that there are at present a number of commissioning arrangements in place to fund A&E and Walk in Centre activity.

From 2008/09, we want to move to a common position across all EoE PCTs, with all PCTs funding only the activity generated by its own residents. This will replace all existing ‘hosting’ arrangements.
While we do not consider that this change warrants a rebasing exercise, we do recognise that, in a small number of instances, PCTs might wish to make a case for transitional arrangements to be put in place. If PCTs cannot reach agreement locally, the SHA will look at individual cases, and arbitrate accordingly.

	What PCTs will need to do:
· from 2008/09, take responsibility for funding attendances at A&E units or walk in centres by its residents
What the SHA will do:
· arbitrate on any dispute relating to transitional payments between EoE PCTs

· work with neighbouring SHAs to resolve any cross-boundary issues



Mental Health contracts
The Department of Health are developing a Standard Contract for Mental Health for 2008/09, which all PCTs will need to use.

In addition, the SHA is developing a mental health commissioning support document, which will be available in January 2008. The key issues this paper will address include:

· the need to develop a clear commissioning vision for mental health, encompassing anticipated shifts from secondary to primary care

· commissioning for specific standards and targets

· capacity and capability required to commission effectively.

	What PCTs will need to do:
· apply the principles of co-ordinating and associate commissioner roles to all contracts

· use the Standard Contract for 2008/09
· draw on the detailed SHA guidance
What the SHA will do:
· work with PCTs to develop more detailed guidance



Ambulance contracts
The Department of Health is developing a Standard Contract for ambulance commissioning in 2008/09. 

	What PCTs will need to do:
· continue with the existing co-ordinating and associate commissioner arrangements
· consider using all or part of the Standard Contract for 2008/09

· ensure the contract incorporates ambulance turnaround standards and funding for Call Connect




PCT provided services
2008/09 will be a key year for PCT provided services, as ‘arms-length’ arrangements are put in place. Developing robust contracts for 2008/09 will help to prepare PCT provided services for a new relationship with the PCT, and an era of greater contestability.

The Department of Health are developing a Standard National Contract for PCT provided services. While its use is not mandatory, we would like PCTs to study this approach carefully, and follow the disciplines it introduces.
It is particularly important that the contract requires providers to provide the PCT with sufficient information to enable it to assess waiting times.
	What PCTs will need to do:
· develop and agree robust contracts with PCT provider services, and ensure that they are signed off by 28 February 2008
· ensure that contracts include the information that will be required to enable waiting times to be monitored




All contracts
Quality and safety
All contracts will need to clearly reflect the priority attached to patient safety, and set out commissioners’ requirements. Some elements are included in the Standard Contract and are national requirements, while others – such as the SUI process, will need to be determined on a regional basis.
	What PCTs will need to do:

· prepare plans for the local implementation of the cancer reform strategy and national stroke strategy.  This will include obtaining regular data on stroke services performance from relevant providers on the quality of stroke care including access times to TIA clinics, times to scanning stroke unit care and rehabilitation

· include a contractual requirement for providers to report SUIs to the co-ordinating commissioner

· include MRSA and C. Difficile targets within local contracts

What the SHA will do:
· provide guidance on SUI reporting, including appropriate wording to be incorporated into contracts

· provide guidance for local targets on HCAI 

· provide technical guidance on stroke data requirements




Corporate responsibility and sustainable development

PCTs will want to assure themselves that all of the providers they commission services from act in a socially responsible fashion. Many of the key issues are set in the NHS Confederation/Sustainable Development Commission report, and include:

· the need for commissioners to monitor provider performance against targets such as energy reduction, waste production and recycling

· the important of sustainable transport plans

· the need to incorporate sustainability requirements into procurement
· focusing recruitment and skills development on groups such as the long term unemployed

	What PCTs will need to do:
· have regard to key measures of good corporate responsibility in all 2008/09 contracts




Clinical networks

Clinical networks are increasingly taking responsibility for designing and agreeing care pathways and operational standards. This will often include specifying which services a particular hospital will provide within the network.

It is vital that these policies can be contractually applied if necessary. We would therefore like each PCT to ensure that 2008/09 contracts clarify expectations.
	What PCTs will need to do:
· use the nationally provided template to include reference to relevant clinical networks in contracts, and make it clear that policies agreed by the network must be adhered to




Dispute resolution

We will work closely with PCTs to ensure that all contracts are signed off by the end of February. Where there are disagreements between commissioners and providers that cannot be resolved locally, the SHA will co-ordinate the dispute resolution process.
Where the dispute involves a PCT and a Foundation Trust, there will first be a formal mediation process which, if unsuccessful, will be followed by binding arbitration by the independent panel that has been established nationally.
Where the dispute involved a PCT and an NHS Trust, the SHA will mediate and provide binding arbitration. Arbitrations will be desk based, conducted by three SHA Directors, and will be conducted on a ‘pendulum’ basis.

	What the SHA will do:
· arrange for mediation and arbitration where required, to ensure that disputes are swiftly resolved

· work with PCTs and neighbouring SHAs on any cross SHA disputes
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Financial Framework

Financial management in 2007/08 has been dominated by the need for PCTs to repay accumulated debts and to restore financial stability.  This involved the SHA lodging reserves from most PCTs.  This had two purposes; firstly to provide a contingency reserve for in-year difficulties in individual organisations and, secondly, to provide loans to organisations unable to repay their entire debt in a single year.

The financial prospects for 2008/09 are much brighter; all PCTs are back in recurrent balance and almost all will have repaid accumulated debt.  This means that some PCTs will potentially have very high levels of growth as new resources will be available from three sources; firstly, the growth available to all PCTs from the CSR settlement; secondly, the return of reserves lodged with the SHA and thirdly, the recurrent spending used during 2007/08 for debt repayment will now be available for spending on services.
The potential drawback of this is that there will be high levels of growth in 2008/09 and then more modest uplifts (funded solely by the CSR settlement) in 2009/10 and 2010/11.  This means that there is likely to be a mismatch between funding availability across the three year period and the need to make steady and sustainable investments across the three years.

In view of the context set out above, the SHA would like to approach strategic financial planning in the following way;
· we do not plan to establish a central contingency fund; contingencies will need to be held by individual organisations to cover in-year risk.  
· we would like to ensure that PCTs have access to a steady increase in resources over the three year period.  We will therefore establish a strategic reserve to ensure each PCT has its growth smoothed over the three year period to ensure a more sustainable approach to new investment.  
· Cambridgeshire PCT will be unable to clear its outstanding debt in 2008/09.  We would like to provide financial support to the PCT to allow a realistic debt repayment schedule.  
· the previous sections of the Commissioning Framework have identified a number of initiatives that would need to be funded on a pan-SHA basis.  These include procuring support for social marketing, survey work on patient satisfaction and lifestyle data and establishing a development programme for world-class commissioning.  We would therefore like to establish a pooled development fund to enable such supra-PCT programmes clear to be funded.
[tables on funding assumption for each PCT here]
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Practice based commissioning
Last year’s Commissioning Framework highlighted the importance of developing PBC. Although we have made some progress, it is patchy and, overall, results are disappointing. Survey results also suggest that we are lagging behind the rest of the country.
As a result, there will be a strong focus on PBC during 2008/09. We recently agreed an action plan with PCTs and PBC consortia, the key elements of which are:

· Implement the performance management framework, and formally review progress with each PCT quarterly

· Populate a quarterly ‘report card’ for each PCT to gauge progress, including the results of the EoE practice survey

· Establish and support a mixed PCT/PBC consortia support and development network

	What PCTs will need to do:

· Ensure that processes for developing and assessing business cases are as streamlined as possible, and are proportionate to risk. We would encourage PCTs to:

· agree a value below which PBC groups can sign off proposals without PCT approval
· set a ‘floor’ value below which business cases can be signed off by a nominated Director

· develop a clear set of local ‘rules’ setting out the conditions under which these arrangements will operate

· Establish a ring-fenced innovation fund that can be directly accessed by practices, with decision making authority delegated to consortia level wherever possible


	What the SHA will do:
· Offer to mediate/arbitrate on disagreements between PBC groups and PCTs

· Produce a handbook for PBC groups that are considering assuming a legal status, setting out the available options
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Towards world class commissioning
There are three main strands being developed as part of the world class commissioning programme:

· Articulating both the vision of, and competencies required for, world class commissioning

· Developing an assurance framework for holding commissioners to account

· Putting in place a framework of support and development for PCTs

The current intention is that the assurance regime, which will be operated by SHAs, will be piloted in 2008/09, with full implementation from 2009/10. This means that 2008/09 is an important year, as it is an opportunity for all EoE PCTs to get ‘ahead of the game’ prior to formal assessment the following year.

Commissioning Development Framework
To ensure that we take this opportunity, and that all PCTs are able to meet the ambitious standards being set as part of world class commissioning, we want to work with PCTs to develop a far-reaching package of commissioning development support.
This will build on the initial development plans PCTs produced during 2007/08, and on other initiatives already underway to develop commissioning expertise, such as the acute invoice validation (AIV) project.
	What PCTs will need to do:
· work with the SHA to design a major commissioning development programme

· Contribute to the funding of the programme

· Carry out a shadow assurance exercise during 2008/09

What the SHA will do:
· support the design and procurement of the development programme

· support the shadow assurance exercise



Development of PCT strategies
It is likely that, under the world class commissioning programme, all PCTs will be required to develop:

· A strategic plan, covering five years

· An annual operational plan

· An underpinning talent and capability plan

The first of these will probably need to be completed in the summer/autumn of 2008, so that local plans can fully reflect the conclusions of the NHS Next Stages Review.

PCTs may wish to continue work on developing strategies prior to this. However, this must be based on a clear understanding that at least some of the work will need to be repeated in 2008/09 in order to meet the standards expected under world class commissioning.
	What PCTs will need to do:

· plan to develop a robust medium term strategy during 2008/09

What the SHA will do:
· ensure that the commissioning development programme enables all EoE PCTs to produce genuinely robust strategic plans

· carry out an assurance process for PCT strategic plans
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Planning and performance management arrangements
PCT operating plans for 2008/09
We would like each PCT to produce an operating plan for 2008/09 which sets out the following:
· spending assumptions for key budget lines

· savings/efficiency plans

· demand and activity plans for acute hospital and ambulance services

· targets for 2008/09 in key service areas

· proposed local targets for negotiation with partners for inclusion in the LAA

· how the PCT is planning to deliver each of the EoE pledges

There will be national targets for a small number of areas such as achieving the 18 week referral to treatment standard and reductions in C. Difficile rates. However, the majority of PCT targets will be derived from the new Outcomes Framework recently published by DH. This sets out a menu of measures from which PCTs can select a sub-set to agree stretching local targets. These will differ between PCTs, based on local needs and priorities. Thus each PCT will have a set of targets derived three sources from the relevant national priority areas, the EoE pledges and locally defined priorities.  

We will carry out an assurance process for each PCT’s operating plan. We will provide a template for PCTs to set out their planning assumptions (a draft is attached at Annex xxxx), and will assess each plan and meet with each PCT to provide feedback and constructive challenge. This will include ensuring that the proposed local targets are sufficiently stretching.

We will carry out the assurance process during late February and early March. We will then sign off each PCT operating plan and incorporate the main elements into the SHAs accountability agreement with each PCT.

	What PCTs will need to do:
· develop an operational plan for 2008/09

What the SHA will do:
· produce a planning template for PCTs to use

· assess and provide feedback on PCTs plans




Performance Management in 2008/09
The standard arrangements for performance management of PCTs will commence with an annual review during May led by Chairs. This will formally review PCT performance in 2007/08 and sign off the accountability agreement for 2008/09. Thereafter, there will be a quarterly review at executive level.  This will be escalated to monthly review, either where a PCT‘s operating plan is assessed as high risk, or where in-year performance is causing concern.

Performance management in 2007/08 was mainly focused on PCT recovery, with particular attention paid to financial balance and the delivery of key national targets. From 2008/09, we want to move to a system that reflects the full range of a PCT’s responsibilities including developing world class commissioning and delivering better health outcomes for the local community. The SHA will thus revise its monitoring systems to develop a more broadly-based dataset.
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Other issues
Local Area Agreements
All ‘top tier’ local authorise will be producing new three year LAAs by June 2008. PCTs will need to work closely with local authorities to conduct the Joint Strategic Needs Analysis, and agree a series of shared targets.

PCTs will need to ensure that the LAAs address the key health issues in the local area.  In particular, it will be essential that the relevant national indicators are incorporated into the LAA.  As part of ensuring implementation of “Improving Lives; Savings Lives”, PCTs will need to ensure that the following indicators are incorporated into the LAA.
NI 55
Obesity among primary school age children in reception year

NI 56
obesity among primary school age children in year 6

NI 123
16+ current smoking rate prevalence

There are many other indicators relevant to health that will need to be considered for inclusion in the LAA.  However, selection of indicators over and above the three listed above for PCTs to decide locally
	What PCTs will need to do:

· actively engage with local authority partners in the production of the new LAAs

· ensure national indicators 55, 56 and 123 are reflected in LAAs
What the SHA will do:
· Performance manage PCTs contribution to the development of LAAs, and the delivery of jointly agreed targets


NPfIT

Chief Executives of PCTs are Senior Responsible Owners for NPfIT in their local communities, and as a result need to ensure that NPfIT systems are implemented in accordance with local and national objectives.  Crucially, they need to ensure benefits are realised in order to support the pledges set out in Improving Lives; Saving Lives, particularly achieving pledge six - making our healthcare system the safest in England.

The EoE NPfIT Board recently agreed a series of targets that PCTs need to ensure are delivered. In summary, these include:

· The production and execution of a clear plan showing a deployment schedule and benefits realisation plan

· Achieving an integrated patient record in primary and community care by March 2009

· Clear plans for all GP practices to upload the Summary Care Record by 2009

· Plans for the completion of Phases 1 and 2 of the primary care Electronic Prescription Service

· An agreed approach to sharing records across organisational boundaries and underpinning governance arrangements

· Drive up the providers’ performance in the use of the NHS number for patient identification

	What PCTs will need to do:
· meet the targets agreed by the NPfIT Board in November 2007

What the SHA will do:
· support PCTs in meeting the targets agreed in November 2007




Screening
Further progress needs to be made during 2008/09 in implementing a range of screening programmes.
	What PCTs will need to do:
· ensure that the agreed standards for the following screening programmes are met:

· Antenatal screening for Down’s syndrome

· Diabetic retinopathy

· Breast screening

· Cervical screening

· Bowel cancer screening

· Chlamydia

Details of the required standards are attached at Annex XXX
What the SHA will do:
· monitor progress at the quarterly review meetings, with particular reference to the standards/indicators attached at Annex xxx



Annexes

· List of co-ordinating and associate commissioners

· Detailed financial schedules
· Screening
Annex
Screening
This Annex sets out the agreed standards for a range of screening programmes that we need to ensure are met, as well as highlighting some of the indicators that will be used to review performance.

	Antenatal screening for Down’s syndrome
· Ensure, though 2008/09 contracts, that all maternity units and laboratories should implement combined screening for Down’s syndrome in 2008/09 (nuchal translucency measurement, HcG and PAPP-A), with provision for second trimester screening for women who present too late for combined screening

Diabetic retinopathy
· commission diabetic retinopathy screening services meeting the national standards and QA objectives, and with sufficient capacity to achieve the national targets for offer and uptake of screening (unless a revised timetable has been explicitly agreed with the SHA).
Breast screening
· commission services that meet the national quality and performance standards, and the Prime Ministerial pledges. 
Cervical screening
· commission services meeting the national quality and performance standards, and the Prime Ministerial pledges. 

· ensure that all cervical screening uses liquid based cytology by October 2008

Bowel cancer screening

· commission services that meet the national quality and performance standards by March 2009.
Chlamydia
· commission sufficient capacity to screen at least 15% of men and women aged 15 – 24 years each financial year, outside GUM settings


The following indicators will be use to assess progress with implementing screening programmes at quarterly performance review meetings:

Breast screening

· round length (minimum standard: 90% of women offered an appointment for screening within 36 months of their last screen)

· screen to normal time (minimum standard: 90% of women sent their normal result within two weeks of screening)

· screen to assessment time (minimum standard: 90% of women requiring further assessment seen within 3 weeks of screening)

Cervical screening

· coverage (target: at least 80% of eligible women screened within past 5 years)

· laboratory turnaround time (best practice: 80% of samples received read within 4 weeks; minimum standard: 100% of samples received read within 6 weeks; future standard: samples read within 2 weeks)

· waiting times for colposcopy (minimum standard: at least 90% of women with an abnormal cervical screening test result seen within 8 weeks of referral)

· communication of colposcopy results (best practice: 90% of results communicated within 4 weeks; minimum standard: 100% of results communicated within 8 weeks)













� For an example, see http://www.drfosterintelligence.co.uk/managementInformation/PET/


� If there are instances where standard will not be met from the start of 2008/09, the SHA will wish to agree an implementation plan with the relevant PCT
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