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FOREWORD BY THE MINISTER OF STATE

PCTs and practices are facing the best opportunity to reshape primary care services
and improve general practice since the inception of the NHS.

Delivering Investment in General Practice – Implementing the new GMS contract is
the product of negotiations between the GPC, the NHS Confederation and the
Department and has been agreed by all parties.  It fleshes out the detail of the contract
document Investing in General Practice and sets out how implementation needs to be
taken forward.  It needs to be read in conjunction with the Contract Regulations
published in draft on Friday 12th December, the Standard GMS Contract published in
draft on 19th December, and the draft Statement of Financial Entitlements published
today.  These documents have been agreed by the NHS Confederation and the GPC
and they provide the further information that PCTs and practices need to implement
the new contract.

We have worked in partnership at national level.  The Government is 100%
committed to effective and timely implementation.  The NHS, through the NHS
Confederation, and the profession, through the GPC, have together developed the
vision and the contractual mechanisms.  It is now for PCTs and practices to work in
partnership locally to make that vision a reality.

The local contracting process and its ongoing review mechanisms will fundamentally
change the current relationship between PCTs and practices, enabling them to work
together much more closely and more effectively.  The contract is not just about a
legal agreement.  It must be about a relationship based on mutual trust, respect and
support.

The investment underpinning the new contract will see significant extra resources
going into primary care.  This will be clear when PCTs are notified of their primary
care allocations in January 2004.  Primary care will benefit from an unprecedented
level of new investment – an increase of over 33% between 2003/04 and 2005/6.  The
Government has committed this money because it recognises that investment in
primary care and general practice is an essential part of our programme to modernise
the whole NHS.  The allocations will also identify a local floor for expenditure on
enhanced services that PCTs can exceed but not underspend.  PCTs should see
enhanced services as an opportunity to think strategically about how health care is
delivered locally, in a way that improves convenience and choice for their
populations.  They must commission the six Directed Enhanced Services, and it will
be for PCTs to decide how, when and from whom they commission other enhanced
services.
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In November I announced additional funding to support PCT commissioning of out-
of-hours services.  The out-of-hours changes are an essential part of our strategy to
make general practice a more attractive place to work.  The changes were first mooted
in April 2002 and PCTs are already advanced in planning new patterns of service
delivery.  The Government expects every PCT in England to be taking on this
responsibility by the end of December 2004 and SHAs will be performance-managing
this process.  The changes also provide a unique opportunity for PCTs to develop a
more integrated approach to delivering unscheduled care across the whole NHS; and
patients will benefit from all providers delivering according to clear national
minimum standards.

The new contract, above all else, is a strategic tool to improve the quality and range of
services for patients; to give PCTs the ability to shape services, increase primary care
capacity to meet local needs, and tackle wider problems across the whole NHS; and to
revitalise general practice and make it a more attractive and family-friendly place to
work, utilising the full talents of the primary care team.

Without doubt the timescale for delivery is challenging.  But it is also fully
achievable. Critical steps include PCTs calculating indicative budgets for contractors;
PCTs planning the provision of out-of-hours, additional and enhanced services as part
of a coherent strategy, and working with contractors to reach provisional agreement
on local contracts by the end of February 2004; and then PCTs and contractors
signing the new contracts by no later than the end of March 2004.

Implementing the new contract is without doubt one of the biggest and most
important opportunities and challenges facing PCTs in the first half of 2004.  We
must make every effort to get this right.  We will be working closely with SHAs to
ensure that implementation happens on time and effectively across every PCT.

We do not pretend that the new contract will provide instant answers for all the
different issues that PCTs and practices are facing.  But it gives you, PCTs and
practices, the new freedoms you sought in order to improve patient care.  And these
are backed by substantial investment.  It is now up to you to be ambitious, to be bold,
and to be innovative, as together you make it work.

THE RIGHT HONORABLE JOHN HUTTON
MINISTER OF STATE FOR HEALTH
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1. EXECUTIVE SUMMARY

Chapter 2 – Flexible provision of services

1.1 PCTs will be under a new duty to secure the provision of primary medical
services from 1st April 2004.  They will have greater flexibility over how and
from whom they commission primary medical services, using four routes:
GMS, PMS, alternative providers (eg the voluntary sector, commercial
providers, NHS trusts, or other PCTs), or direct PCT provision.  Guidance on
the alternative provider and PCT provider routes will be published by the end
of February 2004.  The new commissioning arrangements will support an
expansion of primary care capacity, including delivery of a wider range of
services.  This will help reduce pressures on the acute sector, and improve
convenience and choice for patients.

1.2 The GMS contract will preserve the status of existing practices as incumbent
providers.  It will enable primary care professionals to moderate their
workload according to the income to which they aspire.  Existing GMS
providers have a right to a new GMS contract.  This includes the obligation to
provide essential services; the expectation and right to provide additional
services; and the right to provide certain of the Directed Enhanced Services.
PCTs can also commission contractors to provide other enhanced services.

1.3 The legal definition of essential services reflects the agreement in Investing in
General Practice.  Contractors must also provide immediately necessary and
emergency treatment and treatment to temporary residents.  Obligations to
provide annual health check for patients over the age of 75, patients not seen
within three years and newly registered patients have been simplified.
Contractors must provide home visiting where, in their opinion, this is
medically necessary.  The existing ban on charging patients for all but a
limited range of services continues.

1.4 Contractors will be responsible for essential services during core hours (8am-
6.30pm on weekdays, except for bank holidays and public holidays).  Normal
surgery hours must be to the extent necessary to meet reasonable needs.

1.5 List-based general practice remains at the heart of the new contract.  Patients
register with a contractor for essential services.  They can choose which
practitioner to see, subject to the practitioner’s availability and the
appropriateness and reasonableness of the request.  Patient choice of
contractor will be assisted by patient leaflets, which contractors should review
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before 1st April 2004, and a new PCT Guide to Primary Care Services.  The
Department will consult on the contents of the guide during January 2004.

1.6 Key determinants of whether a patient can register with a contractor are (i) the
contractor’s area, which should be agreed with the PCT as part of the contract
discussions during February 2004; and (ii) whether the contractor’s list is open
or closed.  Contractors will be required not to discriminate in refusing to
register patients and to give reasons in writing for refusing to accept patients,
or, subject to a limited exception, when removing patients from their list.

1.7 New formal procedures for closing lists and for assigning patients to
contractors with closed lists will be introduced on 1st April 2004.  To reduce
the need for patient assignments to contractors with closed lists, PCTs are
encouraged to establish their own provision of services.  From the date that
contracts are signed, PCTs will not be able to assign patients to contractors
with closed lists without going through the new procedure.  PCTs will need to
plan for this before April 2004 and they are advised to establish assessment
panels (a sub-committee of another PCT).  SHAs will need to be ready to take
appeals by April 2004.

1.8 The formal procedure for contractors to opt out from additional services starts
on 1st April 2004.  PCTs can choose to agree opt-outs before then when
agreeing contracts.  When opt-outs are being considered, the simplest and least
bureaucratic approach is for PCTs and contractors to reach local agreement
without using the formal procedure.  PCTs will want to review the sufficiency
of their commissioning of additional services by the end of January 2004.

1.9 Where the PCT agrees and has alternative provision in place, contractors can
opt out of out-of-hours from 1st April 2004.  Contractors will have a right to
opt out of out-of-hours services from 1st January 2005, except where the SHA
has agreed that there are exceptional circumstances.  In England all PCTs will
be expected to take on their commissioning responsibility by this date.
Delivery against this objective will be performance-managed by SHAs.  PCTs
should have assessed the intentions of GPs by early January 2004 and
developed robust plans for reprovision by the end of February 2004.  It will be
important for PCTs to engage effectively with local communities in
developing plans for out-of-hours services. Once contracts have been signed,
contractors wishing to opt out of out of hours should submit notices to PCTs
by 1st April 2004.

1.10 The new out-of-hours commissioning responsibility is an opportunity for
PCTs to develop more integrated services.  Patients will also benefit from
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national minimum quality standards applying across all out-of-hours providers
from 1st January 2005.

1.11 Enhanced services will enable PCTs to expand the range of services in
primary care, improve convenience and choice for patients, and reduce
pressures on hospitals.  PCTs must commission the six Directed Enhanced
Services (DESs).  They must offer contractors the quality information
preparation DES, the improved access DES, and the childhood vaccination
and immunisation DES where contractors are providing these additional
services.  PCTs should offer these to contractors before contracts are
provisionally agreed at the end of February 2004.  It is for PCTs to decide
how, from whom, and when they wish to commission other enhanced services
to meet local needs.

1.12 PCTs will be notified of local enhanced services expenditure floors in their
January 2004 financial allocations, which they can exceed but not underspend.
They are expected to draw up initial commissioning plans during February
2004, which must be signed off by the PCT Professional Executive
Committee.  PCTs must also seek to obtain LMC agreement that the enhanced
services they propose to commission count within the definition of enhanced
services for financial monitoring purposes.

Chapter 3 – Improving quality

1.13 Contractors will be subject to statutory requirements relating to quality
including a new duty of clinical governance.

1.14 The Quality and Outcomes Framework (QOF) is a voluntary system of
financial incentives.  It is not about achieving targets or PCT performance
management but rewarding contractors for good practice through participation
in an annual quality improvement cycle.

1.15 Preparatory funding is available through the Quality Information Preparation
payment (QuIP DES) and the Quality Preparation Payment (QPREP).  For the
year 2004/05 these will normally be paid by the end of April 2004.

1.16 Monthly aspiration payments provide in-year funding.  Contractors need to
complete the national Interim Aspiration Utility, sent by their PCT, by 16th

January 2004.  The aspiration level then has to be agreed with the PCT.
Provided the level is realistic the PCT would normally agree it without seeking
further information.
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1.17 In 2005/06 a new aspiration method will be used, based on 60% of the
achievement points in 2004/05, uprated to the 2005/06 price, adjusted by
2004/05 prevalence.  This method will improve contractors’ cash-flow and
will be used in future years.

1.18 The new disease prevalence factor will provide higher rewards for those
contractors with highest workload, whilst providing some protection for those
with lowest prevalence.  It will adjust the pounds per point in the different
clinical disease areas.  Achievement in the additional services domain will also
recognise workload, through comparing contractor target populations with the
average national target populations, and adjusting pounds per point
accordingly.

1.19 Contractors will need to ensure that data on quality achievement are properly
recorded.  This will be partly automatic (through links to clinical systems) and
partly done on-line using an interface with a national database called the
Quality and Outcomes Framework Management and Analysis System or
QMAS.  Clinical systems will be certified for use with QMAS.  QMAS will
ensure that payments are calculated on a consistent basis across England.
PCTs will also receive monthly information from this system to help with
financial planning.

1.20 Between October and January each year, PCTs will conduct annual quality
reviews of all contractors.  Further guidance will be published in April 2004
on how this will work, following completion of a research study and
discussions with GPC.  PCTs will need to produce a schedule of visits by the
end of July 2004.

1.21 During visits, PCTs will need to ensure that the information supplied by the
contractor is accurate.  Where there are concerns, an action plan should be
agreed and delivered to ensure that achievement payments can be made on
time.  Achievement payments for 2004/05 will normally be made by the end
of April 2005.

1.22 The QOF is intended as a high trust system.  To underpin this and ensure
fairness, mechanisms will be put in place to prevent any potential abuse and
fraud eg through inaccurate disease registers or inaccurate exception reporting.

1.23 The QOF will need to be updated.  The review process will be in place by the
end of 2004.  The review will also consider all aspects of the prevalence
adjustment arrangements.
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Chapter 4 – Modernising infrastructure

1.24 Contract implementation requires effective support strategies to develop
human resources and modernise infrastructure.

1.25 The existing medical, supplementary and services lists will be replaced by the
single Primary Medical Services Performers List on 1st April 2004.  The
Department will publish guidance on the transition in March 2004.  From 1st

April applicants to the list will need to supply an enhanced criminal records
certificate.  The Services & Tribunal Regulations will also be replaced, from
1st April, by the new contract mechanisms.

1.26 The contract is designed to support increases in primary care capacity and
changes in skill-mix.  PCTs will want to ascertain contractors’ intentions in
relation to employment of new staff whilst discussing contract changes, so that
this can be reflected in SHA Workforce Directorate planning.

1.27 Work/life balance will be improved through the out-of-hours changes.
Recruitment and retention will continue to be supported through the Flexible
Careers Scheme, Returners’ Scheme, Retainer Scheme, and Golden Hellos
(which will be reviewed during 2004/05).  The move to a practice basis for
contracting will help make full use of the talents of the primary care team.
PCTs will want to work with contractors during 2004 to implement Agenda
for Change principles.  Practice management has a critically important
function under the new contract and PCTs will want to review their support
arrangements for practice managers during 2004.

1.28 New pensions flexibilities to support portfolio working were introduced in
October 2003.  Regulations to implement the other pensions changes set out in
Investing in Primary Care will come into force in April 2004.  Guidance will
be produced in March 2003.  PCTs and contractors will need to agree an
amount of notional superannuable earnings by April 2004.  This will be
retained from the global sum for employer contributions, and the amount will
be revised up or down in the light of actual superannuable earnings.

1.29 Premises payments to contractors will be set out in separate Directions, which
the Department will publish in January 2004.  New standards, set out in
Investing in Primary Care, will come into effect from 1st April 2004.

1.30 Contractors are entitled through the Statement of Financial Entitlements to full
funding of the costs of maintenance and minor upgrades for existing systems.
PCTs should, following the application of appropriate procurement processes,
meet the full costs of replacing pre-RFA 99 legacy systems by April 2004.
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This is essential to enable contractors to participate in the quality and
outcomes framework.

Chapter 5 – Financing primary medical services

1.31 Investment in primary medical services will increase by an unprecedented
level of at least 33% between 2003/04 and 2005/06 in England.  The Gross
Investment Guarantee mechanism will ensure delivery.

1.32 GMS contractors will be entitled to payments set out in the 2004/05 Statement
of Financial Entitlements (SFE), which replaces the Red Book. Contractors are
encouraged to submit claims under the Red Book by the end of March 2004.

1.33 The draft SFE has been published separately.  The final version will be
published in February 2004 and will take effect from 1st April 2004.  Most
GMS funding will be non-discretionary.

1.34 Responsibility for the bulk of the contract funding will lie with PCTs.   The
old GMS non-cash limited arrangements will be replaced from April 2004 by
cash-limited allocations from the Department to PCTs.  In January 2004 PCTs
will be notified of a single actual allocation for primary medical services
including PMS.  The allocation method takes account of historic spend on
each of the funding elements, and allocates growth funds in the most
appropriate way for each element.  The allocations will identify for each PCT
a floor level of spending on enhanced services that cannot be breached but can
be exceeded.

1.35 Further allocations will be made to PCTs before April 2004.  These include
funding an increase in the global sum price to reflect the increase in
employers’ superannuation contributions; the £28m increase in out-of-hours
funding between 2004/05 and 2005/06; and quality aspiration funding.  The
remaining funding for quality achievement will be allocated in April 2004 on a
cash-limited basis to the NHS Bank, with which SHAs will need to develop
risk-sharing arrangements.

1.36 The existing restrictions on spending the Out-of-Hours Development Fund
will be lifted, and the enlarged pot will be subject to a legal ring-fence from
April 2004.

1.37 Funding for existing and agreed premises spend will be allocated directly to
PCTs in the January 2004 allocation.  Funding for new premises development
will be held by a lead PCT at SHA level and allocated by the end of January
2004.  SHAs should establish lead PCT funding arrangements for premises
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now so that decisions on new proposals can be considered in January 2004.
Most of the IT funding will be spent through the National Programme for IT
and held centrally by the Department of Health, as will the £10m fund for
demand management.

1.38 PCTs need to calculate indicative contractor budgets by the end of the first
week in February 2004 and then agree these with contractors by the end of
February 2004.  It is essential that these deadlines are met, to enable contracts
to be signed before 1st April 2004.  SHAs will be monitoring and performance-
managing PCT delivery.  To support PCTs in this task an indicative contractor
budget spreadsheet has been developed and is attached with guidance notes at
annex C.  It is essential that PCTs start to complete the indicative contractor
spreadsheet and share baseline data with contractors in January 2004 prior to
receiving allocations.

1.39 The global sum and Minimum Practice Income Guarantee (MPIG) are key
elements of contractor budgets.  Initial estimates for all GMS contractors will
be included in the January 2004 notification of allocations.  PCTs will need to
convert the data into more accurate indicative global sums and MPIGs before
the end of the first week in February.  Annex B describes and illustrates the
global sum and MPIG calculation method.

1.40 PCTs must ensure that indicative payments are made by the end of April 2004.
The Exeter payments system will be revised by April 2004.  PCTs will need to
agree actual budgets with contractors by May 2004 and ensure that under- or
over-spends arising since April 2004 are corrected by June 2004.

1.41 Financial reporting will need to reflect the new arrangements.  The
Department will be issuing revised guidance to PCTs on changes to the
Financial Information Management System (FIMS).  The joint
DH/BMA/NHSC Technical Steering Committee (TSC) will also monitor
spend.  PCTs will also need to review their ledger structure, treasury
management and internal financial management arrangements to support the
new monitoring requirements.

1.42 SHA and PCT finance directors need to read this chapter carefully, understand
the radical nature of the changes to the PCT role in respect of primary medical
services financial arrangements, and ensure that the milestones described in
this chapter are met.
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Chapter 6 – Contracting process

1.43 GMS contracts will be between practices (contractors) and PCTs.  There is a
new standard GMS contract for PCTs and contractors to use.  This is being
published separately in December 2003 with an explanatory note to assist in
completing the contract.  The standard contract reflects the Contract
Regulations and means that PCTs and contractors do not have to worry about
producing their own contract.  A revised version will be sent to PCTs and
contractors before the end of February 2004; that version will reflect changes
made to the Contract Regulations, which will be laid in Parliament in February
2004.

1.44 Local discussions on the contract should be completed by the end of February
2004.  PCTs will be responsible for completing the standard contract in the
light of local discussions, and then sending this to all GMS contractors by the
end of February 2004.  The present GMS arrangements come to an end on 1st

April so contractors need to sign a GMS contract or a default contract by 31st

March 2004.  Contractors also need to decide, preferably by 13th February
2004, whether they want to become a Health Service Body and have the
contract as a NHS one or instead have a private law contract.

1.45 The default contract will be published in mid-February 2004 and PCTs should
offer it to contractors by the end of February 2004 if provisional agreement on
GMS contracts has not been reached.  We do not expect any default contracts
to be used as they are less flexible and of short-term duration.

1.46 The new contract provides new flexibility around how contractors are
structured.  They can be single-handers, partnerships, or a certain type of
limited company.  Contractors must also comply with conditions about
suitability and confirm that they are doing so again, preferably, by 13th

February 2004.

1.47 Contractors and PCTs will have access to formal dispute resolution procedures
where local resolution proves impossible.  Both sides will be under a legal
obligation to make every reasonable effort at local dispute resolution before
using the formal mechanism.  There are also fixed national rules around
contract termination, breaches and sanctions.

1.48 The Department will be producing an annual contract return pro forma and a
contract information system for PCTs to use if they so wish.
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Chapter 7 – Implementation

1.49 The implementation support programme includes: 9 regional conferences for
PCTs in January and early February 2004; a national helpline (0845 9000008)
which goes live in week commencing 5th January 2004; sending all PCTs and
practices CD-ROMs of the key documents in January 2004, and hard copies of
the guidance; the aspiration and contractor budget spreadsheets; and work of
the national Implementation Co-ordination Group which can help resolve
disputes where local attempts have failed.

1.50 SHAs will be assessing PCT delivery of implementation through a simple
reporting system at six points between January and April 2004.  Engagement
of PCT boards is essential.
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2. FLEXIBLE PROVISION OF SERVICES

SUMMARY OF KEY POINTS

1. PCTs will be under a new duty to secure the provision of primary medical
services from 1st April 2004.  They will have greater flexibility over how
and from whom they commission primary medical services, using four
routes: GMS, PMS, alternative providers (eg the voluntary sector,
commercial providers, NHS trusts, or other PCTs), or direct PCT
provision.  Guidance on the alternative provider and PCT provider routes
will be published by the end of February 2004. The new commissioning
arrangements will support an expansion of primary care capacity,
including delivery of a wider range of services.  This will help reduce
pressures on the acute sector, and improve convenience and choice for
patients.

2. The GMS contract will preserve the status of existing practices as
incumbent providers.  It will enable primary care professionals to
moderate their workload according to the income to which they aspire.
Existing GMS providers have a right to a new GMS contract.  This includes
the obligation to provide essential services; the expectation and right to
provide additional services; and the right to provide certain of the
Directed Enhanced Services.  PCTs can also commission contractors to
provide other enhanced services.

3. The legal definition of essential services reflects the agreement in
Investing in General Practice.  Contractors must also provide
immediately necessary and emergency treatment and treatment to
temporary residents.  Obligations to provide annual health check for
patients over the age of 75, patients not seen within three years and
newly registered patients have been simplified.  Contractors must
provide home visiting where, in their opinion, this is medically
necessary.  The existing ban on charging patients for all but a limited
range of services continues.

4. Contractors will be responsible for essential services during core hours
(8am-6.30pm on weekdays, except for bank holidays and public
holidays).  Normal surgery hours must be to the extent necessary to
meet reasonable needs.

5. List-based general practice remains at the heart of the new contract.
Patients register with a contractor for essential services.  They can
choose which practitioner to see, subject to the practitioner’s
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availability and the appropriateness and reasonableness of the request.
Patient choice of contractor will be assisted by patient leaflets, which
contractors should review before 1st April 2004, and a new PCT Guide to
Primary Care Services.  The Department will consult on the contents of
the guide during January 2004.

6. Key determinants of whether a patient can register with a contractor are
(i) the contractor’s area, which should be agreed with the PCT as part of
the contract discussions during February 2004; and (ii) whether the
contractor’s list is open or closed.  Contractors will be required not to
discriminate in refusing to register patients and to give reasons in writing
for refusing to accept patients, or, subject to a limited exception, when
removing patients from their list.

7. New formal procedures for closing lists and for assigning patients to
contractors with closed lists will be introduced on 1st April 2004.  To
reduce the need for patient assignments to contractors with closed lists,
PCTs are encouraged to establish their own provision of services.  From
the date that contracts are signed, PCTs will not be able to assign
patients to contractors with closed lists without going through the new
procedure.  PCTs will need to plan for this before April 2004 and they
are advised to establish assessment panels (a sub-committee of another
PCT).  SHAs will need to be ready to take appeals by April 2004.

8. The formal procedure for contractors to opt out from additional services
starts on 1st April 2004.  PCTs can choose to agree opt-outs before then
when agreeing contracts.  When opt-outs are being considered, the
simplest and least bureaucratic approach is for PCTs and contractors to
reach local agreement without using the formal procedure.  PCTs will
want to review the sufficiency of their commissioning of additional
services by the end of January 2004.

9. Where the PCT agrees and has alternative provision in place, contractors
can opt out of out-of-hours from 1st April 2004.  Contractors will have a
right to opt out of out-of-hours services from 1st January 2005, except
where the SHA has agreed that there are exceptional circumstances.  In
England all PCTs will be expected to take on their commissioning
responsibility by this date.  Delivery against this objective will be
performance-managed by SHAs.  PCTs should have assessed the
intentions of GPs by early January 2004 and developed robust plans for
reprovision by the end of February 2004.  It will be important for PCTs to
engage effectively with local communities in developing plans for out-of-
hours services. Once contracts have been signed, contractors wishing to
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opt out of out of hours should submit notices to PCTs by 1st April 2004.

10.The new out-of-hours commissioning responsibility is an opportunity for
PCTs to develop more integrated services.  Patients will also benefit
from national minimum quality standards applying across all out-of-hours
providers from 1st January 2005.

11.Enhanced services will enable PCTs to expand the range of services in
primary care, improve convenience and choice for patients, and reduce
pressures on hospitals.  PCTs must commission the six Directed Enhanced
Services (DESs).  They must offer contractors the quality information
preparation DES, the improved access DES, and the childhood vaccination
and immunisation DES where contractors are providing these additional
services.  PCTs should offer these to contractors before contracts are
provisionally agreed at the end of February 2004.  It is for PCTs to decide
how, from whom, and when they wish to commission other enhanced
services to meet local needs.

12.PCTs will be notified of local enhanced services expenditure floors in
their January 2004 financial allocations, which they can exceed but not
underspend.  They are expected to draw up initial commissioning plans
during February 2004, which must be signed off by the PCT Professional
Executive Committee.  PCTs must also seek to obtain LMC agreement
that the enhanced services they propose to commission count within the
definition of enhanced services for financial monitoring purposes.

Introduction

2.1 This chapter describes PCT duties and options in commissioning primary
medical services, contractor obligations in relation to different GMS services,
and patient registration arrangements.  It takes in turn:

A. Primary medical services
B. Essential services
C. Patient registration
D. Additional services
E. Out-of-hours services
F. Enhanced services
G. Milestones and activities
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A. Primary medical services

2.2 This section describes the new PCT duty to secure primary medical services,
the four commissioning routes by which this can be discharged, and preferred
provider status of GMS contractors.

(i) Duty to secure primary medical services

2.3 The Health and Social Care (Community Health and Standards) Act 2003
places PCTs under a new duty to provide or secure the provision of primary
medical services.  This will take effect from 1st April 2004.  The Act says that
a PCT must commission or provide primary medical services to the extent that
it considers it necessary to meet all reasonable requirements.  This duty
underpins the Patient Services Guarantee set out in chapter 6 of Investing in
General Practice.  PCTs are advised that to fulfil the duty they must
commission sufficient (i) essential services, (ii) additional services (or
equivalent; the term only relates to GMS), and (iii) out-of-hours services, to
meet the needs of their whole population.  This means that where contractors
opt out of additional services or out-of-hours care, PCTs must ensure effective
alternative provision is in place at the time that opt-outs take effect.

(ii) Commissioning routes

2.4 Chapters 2 and 7 of Investing in General Practice envisaged four delivery
routes for primary medical services: GMS, PMS, PCT direct provision, and
alternative providers.  These are shown in Table 1.

GMS contracts

2.5 Under GMS contracts, PCTs and contractors are bound by the GMS rules
described in the Contract Regulations and will be using The Standard GMS
Contract described in chapter 6.  Primary medical services are described as
general medical services only when they are delivered through a GMS
contract.  All GMS contracts must include essential services and will normally
include additional services.  GMS contracts can also cover enhanced services;
alternatively, PCTs and GMS contractors can hold separate contracts for
enhanced services.
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TABLE 1 – FOUR CONTRACTING ROUTES FOR PRIMARY MEDICAL SERVICES

Contract Providers

General Medical Services (GMS) Practices with at least one GP provider (single-

handers, partnerships, or a certain type of limited

company described in chapter 6)

Personal Medical Services (PMS) Practices (single-handers, partnerships, or a

certain type of limited company described in

chapter 6)

Nurses and other clinicians

PCTs

Alternative Providers Medical

Services

(APMS)

Commercial providers

Voluntary sector

Not-for-profit organisations

NHS trusts and foundation trusts

Other PCTs1

PCT Medical Services (PCTMS) PCTs

PMS contracts

2.6 Separate PMS guidance is being issued by the Department in December 2003.
Under the new specialist PMS arrangements, contracts do not have to include
the equivalent of GMS essential services.  Under PMS, the PCT can be the
contractor but this involves the SHA acting as the commissioner.  The SHA
commissioner role is increasingly anomalous given Shifting the Balance of
Power and PCTs may wish over time to transfer such PMS contracts to
PCTMS arrangements where the PCT is the direct provider.

Alternative providers

2.7 The Health and Social Care (Community Health and Standards) Act 2003
allows a PCT in relation to primary medical services to make “such
arrangements for their provision (whether within or outside its area) as it
thinks fit (and may in particular make contractual arrangements with any
person)”.  This power means that for the first time a PCT can, from April
2004, contract for delivery of primary medical services with a range of

1 The primary legislation allows PCTs to make arrangements outside GMS or PMS with any type of
provider.  This means that PCTs can contract with practices under the APMS arrangements, although
we expect that this is unlikely to be their preferred route given the GMS and PMS options.  If GMS
contractors and PCTs sign separate enhanced services contracts rather than including them as variations
to GMS contracts, this is technically occurring under the legislation supporting the APMS
arrangements.
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alternative providers: commercial providers, not-for-profit organisations, the
voluntary sector, NHS trusts, NHS foundation trusts or other PCTs.  The
power will have particular use for contracting for out-of-hours and enhanced
services but PCTs should note that primary legislation allows contracts with
alternative providers to cover any or all aspects of primary medical services.
These alternative providers could for example include voluntary sector
providers of mental health, learning disability or drug misuse treatment
services in primary care.  Services delivered under contracts with alternative
providers are described as alternative provider medical services, or APMS.

2.8 The December 2003 White Paper Building the Best set out the Department’s
intention to promote new entrants into primary care.  To avoid conflicts of
interest, alternative providers will be subject to appropriate market regulation
including: (i) rules concerning cross-selling of services that they, or related
companies, offer that are otherwise available on the NHS (for example,
encouraging patients to pay for flu jabs also provided by the provider without
making clear these are also available free of charge on the NHS), and
(ii) restrictions to prevent inappropriate decisions to prescribe certain drugs, or
refer to specific providers, for commercial gain rather than purely clinical
reasons.

PCT direct provision (PCT medical services or PCTMS)

2.9 From April 2004 PCTs will be able to employ health care professionals to
provide primary medical services themselves; at present, they only have the
power to employ them to support GMS and PMS providers, or when they are
the PMS provider.  This could be for provision of any or all aspects of primary
medical services.  Such arrangements are described as PCT Medical Services
(PCTMS).  As envisaged in chapter 2 of Investing in General Practice, this
option will further enable PCTs to employ a range of full-time or part-time
salaried staff and also support the creation of locum banks.  It will also enable
PCTs to act as the employer of practice managers to work across small
practices where this and the funding arrangements are agreed locally.  PCTs
are encouraged to explore these options.

2.10 Where PCTs provide the equivalent of GMS essential services, patients will
register with the PCT.  PCTs are encouraged to develop a minimum level of
such services by April 2004 as a way of avoiding the need to assign patients to
GMS and PMS contractors with closed patient lists.  As set out in paragraph
2.44 of Investing in General Practice, PCT provision should not exceed an
appropriate volume and SHAs are expected to oversee this.  If PCTs propose
to become large-scale providers of primary medical services they are expected
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to discuss this first with their SHA.  They are also expected to consult with
LMCs.

Common principles

2.11 Common principles will apply across all four delivery routes to ensure
minimum standards are met and encourage high quality care.  Some of the
standards will apply only to the delivery of essential services to registered
patients.  The range of standards may include:

(i) minimum legal requirements, such as having effective clinical
governance systems in place; complying with the NHS complaints
system, the new performer list arrangements, provider conditions and
prescribing conditions; record keeping and providing information to
the PCT; having suitable premises; producing patient leaflets; and
complying where appropriate with the GMS rules about charging
registered patients for delivering other services.  Sale of goodwill will
also be subject to restrictions and the way in which these will apply
will be set out in separate regulations.  These will be made before April
2004

 (ii) arrangements to achieve comparable quality to the GMS quality and
outcomes framework, where appropriate given the range of services
being provided.  Where PCTs and contractors propose different quality
arrangements in relation to essential services these will need to be
approved by PCT Medical Directors or SHA Directors of Public
Health as being comparable to GMS standards.  PCT quality visits, and
CHAI assessment of primary care quality, will need to cover all
primary care providers, not just GMS and PMS contractors

(iii) funding.  Chapter 5 describes how PCTs will receive a combined
allocation for primary medical services.  They can choose to
supplement this with resources from the unified budget should they so
wish, just as they can similarly support GMS and PMS contractors

(iv) consultation.  The PCT must involve and consult (in accordance with
Section 11 of the 2001 Health and Social Care Act) local communities
about the planning of the provision of services, the development and
consideration of proposals for changes in the way those services are
provided, and decisions affecting the operation of those services.  The
PCT must consult Patients’ Forums and the LMC where appropriate.
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2.12 Brief guidance on how these principles will apply in relation to different
services in APMS and PCTMS, including the minimum requirements, will be
published by February 2004 and the relevant Directions will be made before
April 2004.  The Department of Health advises PCTs to use relevant sections
of The Standard GMS Contract as a reference source when drawing up
contracts with alternative providers.  PCTs may also wish to refer to standard
commissioning guidance, as set out in the Contractors’ Companion, published
in September 2003, and accessible at www.doh.gov.uk/commissioning/. .
Contracts with alternative providers for enhanced and out-of-hours services
would normally be time-limited, for example for between one and three years.

(iii) Preferred provider status

2.13 Existing practices are protected by having preferred provider status for some
services.  Chapter 6 describes how existing GMS providers will have a right to
a new GMS contract.  Having a GMS contract confers the right and obligation
to provide essential services; an expectation and a right to provide additional
services; and a right to provide the access, quality information preparation and
childhood vaccination and immunisation DESs.  GMS and PMS contractors
do not have preferred provider status for other enhanced services, or out-of-
hours and additional services that other contractors have opted out of
providing.  Having a PMS contract also confers the right to move to GMS, and
GMS providers have a reciprocal ability to agree, at any stage, PMS contracts
with PCTs.

Greenfield sites

2.14 Paragraph 7.20 of Investing in General Practice explained that when looking
to commission for greenfield sites (that is, new surgeries that cover essential
services as a result of significant increases in population), the PCT “could
advertise and seek applications through a two-stage process”.  It also made
clear that the PCT’s ability to provide such services itself would not be
circumscribed by this process; if a PCT was not free to establish its own
provision, its ability to reduce patient assignments to GMS and PMS providers
with closed lists would be constrained.

2.15 In the first stage, PCTs would draw up a specification of what they want by
way of the range of and access to services and the quality of care.  They could
then invite bids for existing GMS and PMS contractors.  The PCT would not
be expected to go to stage two (inviting bids from alternative providers) unless
there was no interest, or if those contractors did not in the PCT’s view satisfy
the criteria set out in the specification.  In most circumstances it is likely to
make best sense to contract with existing GMS or PMS practices.  This could
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be through a variation to their main contract, or a separate contract, which
could be time-limited, should both parties agree.  In some areas where there is
a shortage of primary care professionals alternative providers may offer much
needed additional local capacity.

Brownfield sites

2.16 The PCT has a range of options when making commissioning decisions about
securing primary medical services in “brownfield” sites (that is, pre-existing
surgeries that were but are no longer delivering essential services, for example
in the event of a single-handed GP retiring; or essential services in areas of
historic under-provision).  The options are to:

(i) seek to advertise a vacancy and enter into a GMS, PMS, or APMS
contract, or

(ii) invite interest from existing primary medical services contractors, or

(iii) employ a GP using the PCTMS route.

Before making a decision the PCT is expected to consult with the LMC.

B. Essential Services

2.17 This section explains:

(i) the definition of essential services

(ii) core and normal hours

(iii) arrangements for temporary patients

(iv) other statutory services

(v) charging for services.

Each is taken in turn.

(i) Definition of essential services

2.18 Chapter 2 of Investing in General Practice defined essential services.  The
Department of Health, the NHS Confederation and the GPC have agreed that



24

this definition is best translated into regulation 15 of the Contract Regulations
as follows:

“(3) The services described in this paragraph are services required for the management of
its registered patients and temporary residents who are—

(a)   ill, or believe themselves to be ill, with conditions from which recovery is generally
expected;

(b)   terminally ill; or

(c)   suffering from chronic disease,

delivered in the manner determined by the practice in discussion with the patient.

(4)  For the purposes of paragraph (3) –

“disease” means a disease included in the list of three-character categories contained in
the tenth revision of the International Statistical Classification of Diseases and Related
Health Problems(2); and

 “management” includes—

(a)  offers of consultation to and, where appropriate, physical examination for the purpose
of identifying the need, if any, for treatment or further investigation; and

(b) the making available of such treatment or further investigation as is necessary and
appropriate, including the referral of the patient for other services under the Act and
liaison with other health care professionals involved in the patient’s treatment and
care.

(5)  The other services described in this paragraph are the provision of appropriate
ongoing treatment and care to all registered patients and temporary residents taking
account of their specific needs including-

(a)  the provision of advice in connection with the patient’s health, including relevant
health promotion advice; and

(b)   the referral of the patient for other services under the Act. “

2.19 PCTs and contractors are invited to note the following points:

(i) chronic disease is as defined in the International Statistical
Classification of Diseases and Related Health Problems.  This
includes, for example, patients with disabilities, patients suffering from
long term conditions including for example hypertension or infertility
but who are otherwise healthy, and patients suffering from mild to
moderate psychopathic disorders.  The contractor must provide
services to the extent that the condition can be dealt with appropriately
in a primary care setting

(2) World Health Organisation, 1992 ISBN 92 4 1544 19 8 (v. I) NLM Classification: WB 15.
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(ii) paragraph (5) of Regulation 15 reflects paragraph 2.10 of Investing in
General Practice, which refers to “continuous holistic treatment and
care”. To reflect this paragraph (5) provides an obligation for all
contractors to provide “appropriate ongoing treatment and care for all
registered patients and temporary residents taking account of their
specific needs”.  Paragraph (5) includes an obligation on the contractor
to provide advice in connection with the patient’s health, including
relevant health promotion advice.

Additional services are not essential services and so if a contractor has
opted out of providing these, it clearly does not have to provide them
under essential services.

(iii) the specifications for enhanced services in Supplementary Documents
make clear that “no part of the specification by commission, omission
or implication defines or redefines essential or additional services”.
PCTs should note that, with certain exceptions, GMS contractors are
funded through the global sum and MPIG to provide the equivalent
services for which they were previously funded under existing GMS.
Exceptions are set out in the mapping diagram in Supplementary
Documents:

(a) influenza immunisation is now commissioned as a DES, and
the childhood vaccinations and immunisation target payments
are also a DES

(b) part of the funding for cervical cytology is in the Quality and
Outcomes Framework

(c) the funding for intra partum care is also in enhanced services

(d) part of the funding for minor surgery is in enhanced services.

In addition, following the new definition of the contraceptive
additional service, intrauterine contraceptive devices and contraceptive
implants are not funded through the global sum and MPIG, but through
enhanced services.
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(ii) Core and normal hours

2.20 The Contract Regulations define:

(i) core hours.  These are Monday to Friday, 8am to 6.30pm, except Good
Friday, Christmas Day and Bank Holidays.  It is the responsibility of
the contractor to ensure (and, if need be, fund cover for) the provision
of essential services during these core hours.  PCTs can provide and
fund alternative cover at their discretion

(ii) normal surgery hours.  The Contract Regulations state that these must
be “to the extent necessary to meet reasonable need”.  Normal hours
may be different for different services.  Normal hours do not have to be
within core hours; a contractor might propose for example that existing
surgery hours are changed and daytime sessions substituted for early
morning, evening or weekend surgeries.  Alternatively, the contractor
may propose to provide such surgeries in addition to their existing
surgery hours, in which case these could be funded through enhanced
services.  PCTs and contractors may wish to discuss normal hours as
contracts are finalised during February 2004, and as part of the annual
review process described in chapter 6.

To reflect the move to a practice-based contract, the old GMS obligation on
any individual full-time GP to be available for face-to-face consultations for
26 hours a week will end from 1st April 2004.

(iii) Temporary patients

2.21 The obligation on contractors to provide treatment to patients who are not
registered with them remains in the new contract.  Fees for providing
Emergency Treatment, Immediately Necessary Treatment and the care of
Temporary Residents have been simplified into a single off-formula
adjustment in the global sum, described in annex B.  This is calculated on the
basis of the average number of claims in the practice over the previous five
years.  If PCTs and contractors agree that the incidence of non-registered
patients at the practice is insufficiently accounted for within the global sum,
funding could be supplemented through an enhanced services contract.

2.22 There are three different types of circumstances when a contractor must accept
temporary patients for treatment:

(i) ordinarily, services will be provided where: (a) a contractor’s list is
open, and (b) services are requested by a person who is temporarily
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away from his or her normal place of residence and, (c) that person is
not being provided with essential services (or their equivalent) under
any other arrangement in the locality where he or she is residing, or
who is moving from place to place, and is not for the time being
resident in any place.  For this purpose persons is temporarily resident
if when they arrive they intend to stay for more than 24 hours but for
not more than three months

(ii) in core hours a contractor must also provide for the necessary
treatment for a period of up to 14 days of a person whose application to
be accepted as a temporary patient has been refused

(iii) finally a contractor must provide in core hours immediately necessary
treatment for a person to whom the contractor has been requested to
provide treatment owing to an accident or emergency at any place in its
practice area.

(iv) Other statutory services

2.23 Other statutory requirements from old GMS that have been funded through the
global sum and MPIG, and which should be set out in the contractor’s patient
leaflet, are:

(i) home-visiting.  Under the new contract, the contractor must attend a
patient outside practice premises if the patient’s medical condition is
such that, in the reasonable opinion of the contractor, it is necessary to
do so.  This does not stop the PCT from investing in a home-visiting
service if it so wishes, as set out in paragraph 2.26 of Investing in
General Practice

(ii) newly registered patients.  The contractor is obliged to invite all newly
registered patients for a consultation within six months.  The extra
workload involved is reflected in the list-turnover adjustment within
the global sum

(iii) the three-year rule.  In new GMS the obligation has been simplified.
The contractor must, if a patient is 16 or over, provide a consultation if
the patient requests it and has not had a consultation or attended a
clinic provided by the contractor within three years

(iv) patients of 75 years or over.  The contractor is obliged to provide a
consultation to patients aged 75 or over who request it if the patient has
not had a consultation within the last twelve months.  The workload



28

associated with these checks is reflected in the age/sex cost curve in
the global sum formula.  The new GMS arrangements represent a
change from the existing GMS rules, where the GP has to write
offering the consultation.  This reflects the objective of promoting self-
responsibility for health, and will reduce bureaucracy for contractors.
The ongoing need for these consultations to be retained will be
reviewed in the light of possible future inclusion of new indicators
within the quality and outcomes framework, such as the management
of falls.

(iv) Charging for services

2.24 Primary medical services for NHS patients remain free at the point of delivery.
The existing prohibition on charging NHS patients, except for a very limited
range of circumstances, remains under the new GMS contract. The GMS
contract regulations outline and clarify those circumstances.  Currently, travel
vaccines are provided free for infectious diseases where there is a risk that, on
return, the traveller could pass the disease to members of the home population,
namely, vaccination against typhoid, poliomyelitis and Hepatitis A.

2.25 The prohibitions, with certain stated exceptions, not only apply to those
services a contractor has contracted to provide under GMS but also to any
other service it could contract to provide under the NHS.  For example a GMS
contractor opting out of vaccinations and immunisations may not charge any
registered patients for that immunisation if they were eligible to receive the
immunisation on the NHS.   The application of rules on charging to APMS
contractors will be covered in the February 2004 guidance.

C. Patient registration

2.26 Patients register with a contractor for essential services; list-based general
practice remains at the heart of the new GMS arrangements.  The new
arrangements are also designed to increase patient choice and reduce the
number of patient assignments to contractors with closed lists.  This section
explains how the new patient registration arrangements will work and
considers:

(i) patient choice of practitioner

(ii) information about patient choice of contractor

(iii) open and closed lists
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(iv) the new list closure procedure

(v) assignment of patients to contractor lists

(vi) removal of patients from lists.

2.27 As under old GMS, the PCT is under a duty to keep and maintain a list of
patients.  It will be aided in this task by information provided by contractors to
the registration systems.  From 1st April 2004, lists will show individual
patients as being registered with contractors rather than individual GPs.  This
change will happen automatically.  Contractors will be under an obligation in
the Statement of Financial Entitlements (SFE) to ensure that their lists of
patients are accurate to the best of their knowledge, and that they provide
timely notifications of patient registrations and removals.  It is important they
do this and ensure their lists are clean, not only to ensure accurate calculation
of their global sum, but also because their global sum will - given the way in
which all allocation formulas work – affect the weighted populations of other
contractors.  Contractors with ghost patients on their list will potentially be
adversely affecting the income of other contractors.

(i) Choice of practitioner

2.28 Although patients will, from 1st April 2004, register with a contractor rather
than an individual GP, patients can still ask to be seen or treated by a
particular practitioner.  This could for example be the same GP for continuing
care, or for a particular condition, or another GP who specialises in that area.
When patients register with the contractor, contractors should ask patients if
they want to name a preferred practitioner; for example, some women prefer
to see a female GP.  The general assumption would be that the GP with whom
patients are currently registered will be the preferred GP but when patients
attend they may wish to record an alternative preference which should then be
recorded in the patient’s medical record.

2.29 Choice of practitioner cannot be absolute; it also depends on availability,
appropriateness and reasonableness.  Where a patient asks to see a particular
practitioner, the contractor must endeavour to meet these wishes and take into
account the following:

(i) the availability of the health professional.  The patient may have to
wait longer to see their preferred practitioner.  In such a case, the delay
would not count against achievement of the access targets measured in
the access DES or access bonus points in the quality and outcomes
framework
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(ii) patients should bear in mind their general obligation not to unfairly
discriminate for example by refusing to see a doctor of a particular
ethnic minority

(iii) the practitioner would still be allowed the rights of reasonable refusal,
such as in relation to violent patients (if the contractor does not have
facilities to deal with such patients), or threats to, or fear for the
personal safety of, any practice staff

(iv) the patient may be asked to accept an alternative if, for example, the
service required was being delivered by another type of primary care
professional.  An example is if the contractor’s protocol specifies that a
service is nurse-led or therapist-led rather than doctor-led.

(ii) Information about choice of contractor

2.30 Patients can decide which contractor they want to apply to register with and
will be helped in this by the proposed new PCT Guide to Primary Care
Services.  This will replace the Directory of Family Doctors.  The Department
will consult on the proposed content of the new guide in January 2004 and
introduce regulations that set out what must be covered in the guide.  The
regulations will also make it a requirement for PCTs to have the guide
available by 1st April 2004.

2.31 Patient choice is also supported by the requirement that all contractors produce
a practice leaflet.  The Contract Regulations set out what must be covered by
the leaflet. The practice leaflet must be reviewed by the contractor at least
annually.  The contractor must also make any amendments needed to maintain
its accuracy, and all contractors are advised to review and amend their patient
leaflets in the light of the new arrangements by 1st April 2004.  Key
requirements include:

(i) names of clinical staff and partners

(ii) details of how to register, ability to specify a preferred practitioner, and
a description of the practice area

(iii) the services available and PCT contact details (to obtain information
about additional services that are not provided by the contractor),
including home visits, checks for over-75s etc as described in
paragraph 2.23
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(iv) the appointment system, where one exists, and normal surgery hours

(v) whether the practice premises have suitable access for disabled patients

(vi) the name and address of the nearest local walk-in centre

(vii) the method of obtaining repeat prescriptions

(viii) how to make complaints

(ix) action that may be taken where a patient is violent or abusive, and a
reminder of the rights and responsibilities of the patient, including
keeping appointments and respect for race, gender, disability.

2.32 Department of Health policy, as set out in the NHS Plan and supported in
Building the Best, is for patients to be offered copies of clinicians’ letters
relating to them.  PCTs will therefore wish to encourage contractors to include
such information within patient leaflets.  It is not, however, a contractual
requirement.  In addition, the leaflet could seek to promote effective use of
services such as NHS Direct and pharmacies.

2.33 There are two key determinants of whether a patient can register with a
contractor.  First, the contractor’s practice area, in other words its catchment
area.  The Contract Regulations specify that this must be agreed with the PCT
as part of the contract agreement, just as it currently is.  This should be
discussed before the contract is provisionally agreed by the end of February
2004.  The second key determinant is whether or not the contractor’s list is
open or closed.

(iii) Open or closed list status

2.34 Under new GMS, contractors are required to declare if their list is open or
closed.  This will help patients know which contractor they could register with
and ensure transparency.  The new rules commence on 1st April 2004 and are
set out in the Contract Regulations. The PCT and contractor will need to
discuss whether the list is open or closed before they provisionally agree
contracts before the end of February 2004.  Contractors are therefore advised
to reach a view by February 2004 about whether they want their list to be open
or closed.  Where contractors and PCTs cannot agree, contractors may wish to
note that they can submit an application to close their list when their contract
comes into force.
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Open lists

2.35 If the contractor’s list is open:

(i) the contractor must accept any application to join their list, unless it
has fair and reasonable grounds for not doing so.  In deciding whether
or not to accept a patient, the contractor may not discriminate on
grounds of disability or medical condition, age, appearance, race,
gender, social class, religion or sexual orientation

(ii) the contractor’s grounds for refusing include:

(a) just cause, for example a patient with a history of violence or
the relatives of violent patients, or threats, or fear of personal
safety of any of the practice staff.  This would not apply if the
contractor has been commissioned to deliver the violent
patients DES

(b) the patient having previously been removed from the practice
list, for example because of an irreconcilable breakdown in the
relationship

(c) the patient being from outside the contractor’s area

(iii) the contractor must give reasons for refusals.  This has been agreed by
the NHS Confederation, the GPC and the Department and is set out in
the Contract Regulations.  The contractor must do so in writing and
keep a record in relation to each patient, except for applications to
become temporary residents.  The PCT may also request such
information from the contractor

(iv) the PCT can assign patients to the contractor with an open list without
going through the new patient assignment process.  However, in this
circumstance the contractor would still have access to the dispute
resolution procedure described in chapter 6.

Closed lists

2.36 PCTs and contractors should note that if a contractor’s list is closed:

(i) contractors must not accept new patients, except immediate family
members of existing patients
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(ii) obligations in respect of immediately necessary and emergency
treatment would continue

(iii) PCTs can only assign patients to contractors with closed lists in line
with the new procedures described in paragraphs 2.37-2.38

(iv) given closed lists are designed to help the contractor manage workload,
and the provision of more services would increase workload, the PCT
may reasonably decide not to offer such contractors:

(a) opted-out additional services for the patients of other practices,
or

(b) enhanced services for which the contractor does not have a
preferential right, or

(c) further essential services, for example those arising from
greenfield or brownfield sites

(v) contractors may wish to note that an increased proportion of funding
under new GMS is capitation-based, compared to old GMS.  Operating
a closed list may therefore have a greater adverse effect on income.

(iv) The list closure procedure

2.37 Chapter 6 of Investing in General Practice describes the new list closure
procedure.  Table 2 provides a summary for ease of reference, updated to
reflect the draft Contract Regulations.  For a definitive statement of law PCTs
and contractors must read the Contract Regulations.

TABLE 2 – LIST CLOSURE PROCEDURE

Stage Process

1 INFORMAL DISCUSSION
1. The contractor must write to the PCT if wishes to close its list
2. Normally within 7 days – or as soon as is practicable – the PCT should discuss

with the contractor what can be done to keep the list open, eg by providing
locum bank support (for which, to avoid unfairness to other contractors, the
PCT may wish to charge), or commissioning enhanced services from other
providers

3. Discussions should be completed within 28 days of the notification
4. If following these discussions both sides agree that the list should remain

open, the PCT confirms this in writing
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2 FORMAL CLOSURE NOTICE
1. The contractor has to submit this if agreement is not reached, or if both sides

agree the list should close.  The Notice sets out the terms of the closure
2. The contractor will not be able to withdraw a formal closure notice for three

months starting from the date of receipt by the PCT, unless the PCT agrees
otherwise.  This rule is designed to discourage ill-considered, rash or
otherwise inappropriate requests for list closure

3. The Notice should include:
(i) The proposed closure period; the default is 12 months
(ii) The number of registered patients at the time
(iii) The proposed percentage reduction in, or absolute number of, patients
before the list closure would be suspended and the list would temporarily
reopen.  This can only happen once in a year except where agreed between
the contractor and the PCT
(iv) The proposed percentage increase in, or absolute number of, patients
before such a suspension is lifted. Again, this would only happen once a year
unless agreed between the contractor and the PCT
(v) Withdrawal from or amendment to the provision of any additional or
enhanced services

3 PCT DECISION
1. The PCT should confirm receipt immediately in writing
2. Further discussions may take place to resolve any differences of opinion or

disputes about its content
3. PCT decision must take place within 14 days from the date of the receipt of

the formal closure notice
4. If the PCT approves the closure notice:

(i) The contractor’s list will close in accordance with the notice
(ii) Closure starts from the date that confirmation has been received by the
contractor, unless otherwise agreed
(iii) The PCT must confirm its decision in writing
(iv) As the closure period draws to an end, the PCT is advised to write to the
contractor giving notice that the list will reopen on a certain date

4 ASSESSMENT PANEL DETERMINATION
1. If the PCT rejects the notice, this would lead to determination by an

assessment panel.  This is a new subcommittee of a different PCT, comprising
a PCT Chief Executive from another PCT (to provide independence), a patient
representative, and an LMC representative.  (It will not include an SHA
director as proposed in paragraph 6.17 of Investing in General Practice as this
would prejudice the SHA’s formal role in dispute resolution)

2. The PCT provides information to the panel which must include written
observations received from the contractor

3. The panel will be required to consider each rejected closure notice on its
merits.  This must be carried out in such a way that consistent standards are
applied; practices should not be prejudiced according to whether they
applied first or last for list closure in any particular area

4. At least one of the panel members must have visited the contractor, who
must comply with such requests, before the panel makes it decision

5. The decision must take place within 28 days of the PCT rejecting the closure
notice and the PCT and contractor must be informed in writing

6. If the panel approves the notice, it must state a start date for closure within
seven days.  It will also state the arrangements for reopening the list

7. If the panel rejects the closure notice, the list will remain open.  The PCT
should discuss further with the contractor whether any steps should be taken
to enable it to continue to practise safely and effectively
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8. The contractor cannot seek to reapply for a closure notice within three
months of the panel’s determination

5 FORMAL APPEAL
1. Either the PCT or the contractor can appeal to the FHSAA(SHA) under the

contract dispute resolution procedure described in chapter 6, but only
following prior consideration of the assessment panel

2. Throughout the process, lists remain open until otherwise determined

2.38 Whilst PCTs and contractors are under an obligation to use their reasonable
endeavours to avoid invoking the formal procedure, PCTs are nonetheless
encouraged to work together to establish assessment panels by April 2004 in
readiness for potential disputes over list closures or patient assignments.  PCT
Chief Executives should note that they cannot delegate their assessment panel
role.  SHAs are also encouraged to establish arrangements by April 2004 in
readiness for taking on their appeal role.

(v) Patient assignments

2.39 Where a large number of contractors’ lists are closed, it may not initially be
possible for a patient to register with a practice.   By establishing its own
provision, the PCT is expected to prevent this from happening.  However, this
may not always prove possible, for example if, following recruitment
exercises, there is insufficient supply of local GPs, or in a large rural PCT
where the PCT provision is too far from the patient’s home and there is no
practical alternative provider to a contractor with the closed list.  Given that
the PCT is under a duty to ensure the provision of sufficient primary medical
services to meet the reasonable needs of its population, it may in such
instances need to assign patients to contractors with closed lists.  In assigning
patients to a practice the PCT must take the following into consideration:

(i) the patient’s wishes and circumstances including the distance between
the patient’s home and the contractor’s premises

(ii) the contractor’s list status

(iii) whether during the previous six months the patient has been removed
from the list of any contractor in the PCT’s area, and whether the
patient has been removed from a contractor’s list because of violence.

Assignment procedure in relation to contractors with closed lists

2.40 The procedure for assigning patients to contractors with closed lists is in some
respects the same as that for list closure.  It is summarised in Table 3 (again,
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for a definitive statement of law, PCTs and contractors should read the
Contract Regulations).

TABLE 3 – ASSIGNING PATIENTS TO CONTRACTORS WITH CLOSED LISTS

Stage Process

1 INFORMAL DISCUSSION
The PCT should carry out discussions with the contractor to achieve informal
resolution

2 ASSESSMENT PANEL DETERMINATION
1. The PCT must prepare a proposal for consideration by the Assessment Panel

which must include details of those contractors to which it wishes to assign
patients

2. The PCT should notify all the contractors in its area with closed lists, those
contractors who may be affected by the Assessment Panel’s determination,
the SHA and the LMC

3. In making its determination, the Assessment Panel should take into account
whether the PCT has sought other ways of providing essential services for new
patients other than assignment to closed lists, and the workload of those
contractors with closed lists which may be subject to having patients assigned

4. The Assessment Panel’s determination must be made within 28 days of
receiving the PCT proposal.  It should be sent to the SHA and contractors with
closed lists

5. The Panel may set out the GMS contractors to which the PCT may assign
patients

6. Discussions between the PCT and contractor should happen the first time
before assignment to that contractor occurs once the new arrangements are
in force.  Thereafter they must happen as appropriate given the frequency
and volume of assignments

3 FAST TRACK APPEAL TO SHA
1. The PCT or contractor can appeal to the SHA under a fast-track process.  The

SHA is the formal arbiter when making binding decisions about patient
assignments because local knowledge is essential

2. Appeals must be initiated within seven days of the date of the determination.
3. More than one contractor may appeal jointly to the SHA.  Where that does

happen, the SHA shall consider the appeal in respect of all the contractors as
a whole

4. The SHA shall write within seven days to the parties to the dispute notifying
them of its appointment and in doing so give them the opportunity (within a
given period of up to two weeks) to provide written representations.  The
SHA would copy these to the other parties inviting them to respond in writing,
also within two weeks

5. In considering the appeal, the SHA may give the opportunity for oral
representations to be made on behalf of the parties.  It may also consult with
experts (subject to any conflicts of interest) who may be able to help

6. The SHA should make a determination within 21 days and send copies to the
parties.  This could be extended by mutual agreement of the parties and the
SHA
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2.41 PCTs should note that when these procedures take effect they will no longer
be able to assign patients to contractors with closed lists without going through
this formal procedure.  This will require a change of behaviour for those PCTs
that currently assign a large number of patients.  PCTs:

(i) are expected to take steps to reduce patient assignments to contractors
with closed lists, for example by establishing PCTMS services

(ii) may also need to consider whether they will need to put proposals to
assessment panels from 1st April 2004 to ensure that they can fulfil
their duty to ensure that patients can access primary medical services,
and may need to prepare such proposals by then

(iii) should ensure that assessment panels are established to deal with
forced assignments and list closures.

2.42 SHAs will need to establish the fast-track appeal procedure so that it can
become operational from 1 April 2004.

(vi) Removal of patients from contractor lists

2.43 When patients register or stop being registered with the contractor, the
contractor must supply the necessary information as soon as practicable to the
PCT through the registration system.  Where either the PCT or contractors
remove patients from lists they must notify the patients and inform them of
their right to receive primary medical services from another contractor.
Patients may be removed from contractors’ lists for a variety of reasons.  A
simple summary is provided in Table 4 (again, the Contract Regulations
provide the definitive statement of law).

TABLE 4 – REASONS FOR REMOVING PATIENTS

Reason Point of removal
1 Patient chooses to register elsewhere 14 days after PCT is notified by the

contractor or patient or date when PCT
receives notification that patient is
registered with another provider,
whichever is the sooner

2 Teacher or pupil was receiving primary
medical services through a school but has
left

When PCT receives list from the school
which does not include the patient

3 Patient moves outside the practice area Date PCT is notified by the contractor or
patient or 30 days after writing to patient

4 Patient’s address is no longer known PCT notifies the contractor that the
patient’s name will be removed from the
list after 6 months

5 Patient joins the armed forces Enlistment date, or date PCT is notified



38

by the contractor or patient, whichever is
sooner

6 Patient sentenced to a prison sentence for
more than two years

Start of sentence, or date PCT is notified
by the contractor or patient, whichever is
sooner

7 Patient leaves the country for more than
three months

Date patient leaves UK, or date PCT
receives notification from the contractor
or patient of intention to leave or that
patient has left, whichever is sooner

8 Patient death Date the PCT is notified by the contractor
of the patient’s death.  Contractors must
notify the PCT by the end of the first
working day following the death where
death occurs on the practice’s premises –
otherwise as soon as is practicable

9 Contractor requests that an Individual
patient is removed

Immediate for violent patients

When the patient is accepted by/assigned
to another practice, or eight days after
the date of the request by the contractor
to the PCT for removal, whichever is
sooner

If at the date of removal, a patient is
receiving treatment at intervals of seven
days or less, the practice will be required
to inform the PCT of this and removal will
take place on the eighth day after the
PCT has received notification from the
practice that the person no longer needs
such treatment, or on the date that the
person is accepted/assigned to another
practice. Doctors are also under an
obligation under GMC Good Medical
Practice guidance to take steps to ensure
the continuing care of patients

10 Contractor requests administrative
removal of groups of patients

Removal date

Removals proposed by contractors

2.44 Where contractors remove patients from their lists they must always inform
the PCT in writing.  For individual cases contractors must have reasonable
grounds for wishing a patient to be removed.  Those reasons cannot be due to
the person’s disability or medical condition, appearance, age, race, gender,
social class, age, religion, or sexual orientation.  Legitimate grounds for
removal may include for example:

(i) violence, or threatening behaviour.  This could involve, for example in
relation to home visits, the patient, a relative, a household member or
pets such as unchained dogs
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(ii) crime and deception, for example fraudulently obtaining drugs for non-
medical reasons, stealing from the premises or causing criminal
damage

(iii) where the relationship between the contractor/practitioner and patient
has been broken to the extent that it is necessary to end the
professional relationship with the patient.  Contractors should note they
should not remove patients simply because they are exacting or highly
dependent, exhibit high levels of anxiety or demand about perceived
serious symptoms, or because they have made a complaint against a
practitioner or the contractor.

Warnings and giving reasons for removal

2.45 Contractors should warn the patients before steps are taken for their removal.
They may do so by any means they feel appropriate in the circumstances.  It
may not always be practically possible for a warning to be given to the patient,
for example where a warning could result in physical or mental harm to the
patient, or put at risk the safety of other people.  Warnings should be recorded
in writing.  This record should note the date that the warning was given.
Where a removal does take place and no warning was given, the contractor
should also record why. A warning is not required where a patient is removed
from a list because that patient moves out of the practice area.

2.46 Contractors will be required to explain in writing to patients their specific
reasons for taking action for removing them from their list.  In certain cases it
may be sufficient to say that there has been a breakdown of the doctor-patient
relationship.  The Contract Regulations also require the contractor to keep a
written record of the reasons and the circumstances for removing a patient,
and these records should be shown to the PCT if it so requests.

Administrative removals

2.47 Administrative removals are where groups or large numbers of patients are
removed:

(i) for severe workload reasons, for example the departure of a GP who
cannot be replaced in a two-handed practice.  The removals are
normally achieved by varying the contractor’s area.  In these cases,
contractors would be required to discuss and agree this with the PCT

(ii) because a contractor stops holding a primary medical services contract.



40

2.48 The PCT must write to all affected patients with as much notice as is
reasonably or practically possible, setting out the options available to them.  It
must ensure they can receive primary medical services, if need be by
allocating them to lists of other providers, bearing in mind their best interests.
Where the other providers are GMS contractors with closed lists, the PCT
must comply with the assignment procedure.

D. Additional services

2.49 Under new GMS there are seven additional services.  This section summarises
the contractual requirements in Schedule 2 of the GMS Regulations, which are
set out in Table 5, and the opt-out rules.

TABLE 5 - ADDITIONAL SERVICES

Additional service Description

1 Cervical screening 1. Providing information & advice to women
2. Performing cervical screening tests, arranging for  women

to be informed of the results, ensuring appropriate follow-
up

3. Keeping an accurate record of tests and follow-up
4. Carrying out screening in accordance with the guidance

relating to the NHS Cervical Screening Programme

2 Contraceptive
services

1. Providing advice about the full range of contraceptive
methods

2. Where appropriate, examining patients seeking
contraceptive advice

3. Treating patients for contraceptive purposes and
prescribing contraceptive substances and appliances, or
referral for the fitting of intrauterine devices or implants,
which are enhanced services

4. Providing advice about emergency contraception and
where appropriate supplying or prescribing emergency
hormonal contraception. Where the GMS contractor has a
conscientious objection to emergency contraception it
must promptly refer to a contractor which has no such
objection

5. Providing advice in cases of unplanned or unwanted
pregnancy, including advice about the availability of free
pregnancy testing in the practice area. Where the GMS
contractor has a conscientious objection to termination it
must promptly refer the patient to a contractor which has
no such objection

6. Giving initial advice about sexual health promotion and
sexually transmitted infections

7. Referral as necessary for specialist sexual health services,
including tests for sexually transmitted infections
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3 Vaccinations and
immunisations

1. Providing all necessary vaccinations and immunisations
(except flu and childhood vaccinations and immunisations
and certain travel vaccines) set out in the 2002/03 Red
Book

2. Providing necessary information and advice to patients,
and where appropriate to parents, about such
vaccinations and immunisations

3. Recording in the patient’s records consent to, or refusal
of, an offer; the batch numbers, expiry date and title of
any vaccine given; the date of administration; where two
vaccines are administered in close succession, the
injection site of each vaccine; any contraindications to
immunisation; any adverse reactions to a dose of vaccine

4. All staff involved in administering vaccines must be
trained in the recognition and initial treatment of
anaphylaxis in accordance with Immunisation Against
Infectious Disease (1996) and updates thereof

5. Ensuring all vaccines are stored in accordance with the
manufacturer’s instructions and the publication
Immunisation against Infectious Disease and updates
thereof

6. Ensuring all refrigerators in which vaccines are stored
have a minimum/maximum thermometer and that
readings are taken on all working days. (This requirement,
and point 5 above, apply for all vaccinations provided by
the contractor including flu and childhood vaccinations
and immunisations)

4 Childhood
vaccinations and
immunisations

1. Providing all necessary childhood vaccinations and
immunisations in accordance with the 2002/03 Red Book

2. Requirements for the vaccinations and immunisations
additional service also apply

5 Child health
surveillance

1. Monitoring the health, well-being and physical, mental
and social development of children under 5 to detect any
deviations from normal development

2. Examining the child at a frequency that has been agreed
with the PCT, in accordance with the publication Health
for all Children

3. Keeping an accurate record of the development of the
child while under 5

6 Maternity medical
services

1. Providing through the ante-natal period all necessary
maternity medical services to pregnant women

2. Providing throughout the post-natal period all necessary
maternity medical services to patients and their babies
other than neonatal checks

3. Providing all necessary maternity medical services to
women whose pregnancy has terminated as a result of
miscarriage or abortion.  Where the contractor has a
conscientious objection to the termination of pregnancy,
it must promptly refer the patient to another provider of
primary medical services which does not have such
conscientious objections
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7 Minor surgery 1. Curettage, cautery and cryocautery of warts, verrucae,
and other skin lesions

2. Must ensure patient consent is recorded

Commissioning additional services

2.50 PCTs and contractors should note the following points about the provision of
additional services:

(i) PCTs must ensure that sufficient additional services are in place from
1st April 2004.  They may therefore wish to review expected provision
with this in mind by the end of January 2004 and draw up plans for
filling gaps in services as a result of historic or future opt-outs to take
effect from 1st April 2004

(ii) contractors do not have to provide an additional service if they are not
currently providing the equivalent service under old GMS

(iii) if contractors are providing the equivalent of that service, they are
required to continue to do so under their new GMS contract.  However,
PCTs may agree with the contractor, before the formal opt-out rules
apply, for the contractor to opt out of some or all additional services.
Contractors may therefore wish to consider now, if they have not done
so already, whether they may wish to opt out of any additional services

(iv) PCTs and contractors should ideally reach provisional agreement on
additional services by early January 2004.  In agreeing opt-outs by
February 2004, before the contract is signed in March 2004, the PCT
must also ensure that alternative provision is in place.

Additional services pricing

 2.52 Contractors are funded through the global sum for the provision of additional
services and the tariff for opting out is set out in Table 6.  The percentage
reduction is only from the global sum, not the global sum and MPIG
combined.
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TABLE 6 – TARIFFS FOR OPTING-OUT OF ADDITIONAL SERVICES

Additional service % deduction

from the global sum

Cervical screening 1.1

Child health surveillance 0.7

Minor surgery 0.6

Maternity medical services 2.1

Contraceptive services 2.4

Childhood immunisations and pre-school booster 1.0

Vaccinations and immunisations 2.0

2.52 There is no fixed price for PCTs to use when they re-commission additional
services that contractors have opted out of; however, the opt-out tariff offers a
useful benchmark.  The exception is where a contractor is re-commissioned by
the PCT for providing additional services it had previously opted out of, in
which case the opt-out tariff price (that is, the percentage of the global sum at
the time) must automatically apply.  This is only the case when the re-
provisioned contract is solely for the contractors’ registered patients rather
than a wider contract to provide, for example, cervical cytology across
multiple contractor areas.  Where PCTs are re-commissioning additional
services they may wish to do so for a fixed time period rather than for an
unlimited duration.

Opting-out of additional services

2.53 Chapter 2 of Investing in General Practice explained that opt-outs can either
be temporary or permanent.  PCTs and contractors should note that the formal
procedure exists so as to provide contractual certainty in the event of local
disagreement.  Its use embodies a failure to maintain good local relationships
that are essential in any contracting arrangement.  It is always cheaper and less
bureaucratic for both parties, as well as being better for ongoing relationships,
if the PCT and contractor can simply reach agreement, and where opt-outs are
agreed, come to a mutually acceptable start-date.

2.54 The formal procedures for temporary and permanent opt-outs are similar; key
differences are that:

(i) temporary opt-outs are designed to enable contractors to cope with
temporary workload pressures.  As a result they need to be processed
and effected quickly; and they normally last for between six and
twelve months
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(ii) permanent opt-outs require more planning by the PCT, and so the PCT
may specify a start date of 3 months from receipt of the permanent opt-
out notice; and it may extend this by up to two further periods each of
three months.

2.55 Table 7 summarises the temporary opt-out process.

TABLE 7 – TEMPORARY OPT-OUT PROCEDURE FOR ADDITIONAL SERVICES

Stage Process

1 INFORMAL DISCUSSION
1. Contractor talks to PCT – or submits preliminary notice – about wanting to opt

out of a specific service on a temporary basis
2. Within 7 days the PCT discusses possible solutions to avoid need for opting

out
3. Normally within 10 days discussions are complete and the contractor either

decides to submit a formal opt-out notice, or agrees to continue to provide
the service

4. Temporary opt-out is for a period of less than a year

2 TEMPORARY OPT-OUT NOTICE
1. The contractor submits a formal opt-out notice
2. The notice must set out the service concerned; reasons for wanting to opt

out; preferred start date – not less than 14 days from the notice date, and
preferred duration, normally 6-12 months.  A separate notice must be
submitted for each service

3. PCT will want to start planning for reprovision, unless it has good grounds for
rejecting the notice

3 PCT DECISION
1. PCT must make a decision within 7 days
2. It can accept the notice, in which case the PCT specifies the start and end

date.  Normally these will be those set out in the notice or otherwise agreed
3. Or it can decline, for example if the contractor is providing additional

services to patients other than its own or any enhanced services, or it does
not agree that the contractor’s workload is a temporary problem

4. If the opt-out notice is the third notice from the contractor – for either
temporary or permanent opt-out, in relation to any service – within 3 years,
the PCT can treat the notice as a request for permanent opt-out

4 MAKING TEMPORARY OPT-OUTS PERMANENT
1. Both sides should review progress towards the contractor reproviding the

service
2. Contractor can seek to make a temporary opt-out permanent.  To do so it

must notify PCTs 3 months before the end date of a temporary opt-out.  The
PCT can only refuse by seeking SHA permission

3. Alternatively the PCT may notify the contractor that a permanent opt-out is
to follow before the temporary opt-out end-date, where it considers the
contractor will not be able to provide the service satisfactorily at the end of
the temporary opt-out.  The contractor can appeal against such decisions to
the SHA. In this case the end date of the temporary opt-out will be extended
whilst dispute resolution is followed
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Permanent opt-out procedure

2.56 Permanent opt-out is subject to the procedure summarised set out in Table 8.
The detailed procedure is complicated and it is particularly important that
reference is made to the full text of the Contract Regulations.

TABLE 8 – PERMANENT OPT-OUT PROCEDURE FOR ADDITIONAL SERVICES

Stage Process

1 INFORMAL DISCUSSION
1. Contractor talks to PCT – or submits preliminary notice – about wanting to opt

out of a specific service on a permanent basis
2. Within 7 days the PCT discusses possible solutions to avoid need for opt-out
3. Normally within 10 days discussions are complete and the contractor either

submits a formal notice or agrees to continue providing the service

2 PERMANENT OPT-OUT NOTICE
1. The contractor submits a formal opt-out notice
2. The notice must set out the service concerned and reasons for wanting to opt

out.  A separate notice must be submitted for each service
3. On receipt the PCT is advised to start planning for reprovision – unless the

PCT is planning to reject the notice because the contractor is providing
enhanced services, or additional services other than to its own patients

3 PCT DECISION
1. PCT must make a decision as soon as possible and in any event within 28 days
2. It can approve the opt-out.  In which case the opt-out is that requested by

the contractor in its opt-out notice (which will either be the date three or six
months after receipt of the notice, or an otherwise agreed date).  Once
approved, the contractor cannot withdraw the notice without the PCT’s
agreement

3. The PCT and contractor should discuss how best to inform patients of the
changes.  If requested by the PCT, the contractor must inform its registered
patients of an opt-out and the arrangements made for them to receive the
additional service by placing a notice in the surgery, and/or including details
in a revised patient leaflet

4. Or the PCT can reject the notice, for example if the contractor is providing
enhanced services or additional services to patients registered with other
contractors.  In this situation it need not seek SHA agreement, but the
contractor can appeal to the SHA

4 PCT EXTENSION NOTICES
1. The PCT can extend the start date before which permanent opt-out occurs,

by up to two further periods each of three months where the start date is
three months after service of the notice or one period of three months where
the start date is six months after service of the opt-out notice.  This is to
allow further time for re-commissioning.  The PCT needs to give notice of
these to the contractor at least one month before the expected start date of
the opt-out

2. At the end of the period, if despite using reasonable endeavours the PCT
cannot find an alternative provider, the PCT can, if it considers there are
exceptional circumstances, seek SHA approval to reject the opt-out, or for a
further extension
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5 SHA DETERMINATION
1. The SHA must consider such applications by the PCT to reject or delay opt-

out as soon as it can
2. The SHA may decide that there are exceptional circumstances preventing the

opt out, e.g. in very rural areas where it has not been possible, despite the
PCT’s reasonable endeavours, for it to re-commission from another provider
without detriment to NHS patients

3. SHA may recommend a different start date for an opt-out, in which case it
will start from that date

4. The SHA may refuse the PCT’s application and so the opt-out start date will
be 9 months after the date of the opt-out notice, or 28 days after the
contractor is notified of the SHA decision, whichever is the later. The PCT
must act in accordance with the SHA’s decision

5. Where an SHA approves a decision to refuse a permanent opt-out, or itself
recommends that a permanent opt out be refused, that contractor is not
normally entitled to submit another opt-out notice (for either a permanent or
temporary opt-out) for a period of 12 months following the SHA decision

2.57 SHAs are advised to start planning for their new role so that arrangements are
in place to discharge their functions under both procedures by April 2004.

E.  Out-of-hours services

2.58 This section explains the arrangements for out-of-hours services in the new
contract.  It considers:

(i) out-of-hours services in GMS contracts

(ii) opt-out arrangements

(iii) sub-contracting, transfer and accreditation

(iv) commissioning alternative out-of-hours services.

Each is described in turn.

(i) Out-of-hours services in GMS contracts

2.59 The out-of-hours period is the converse of core hours; that is before 8am and
after 6.30pm on Mondays to Fridays, and all day Saturdays, Sundays and
Bank Holidays, Good Friday and Christmas Day.  Key features of the new
arrangements for out-of-hours services in GMS contracts are:

(i) contractors that wish to retain their existing responsibilities will have
the right to do so, provided they can meet national quality standards
from 1st January 2005
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(ii) where the PCT agrees, contractors will be able to opt out of their
current out-of-hours responsibilities between 1st April and 31st

December 2004. From 1st January 2005, contractors will have a right to
opt out in all but exceptional circumstances.

2.60 All GMS contracts that come into effect before 1st January 2005 must include
out-of-hours services unless the PCT has agreed to the opt-out, or the
contractor is exempt.  After 1st January 2005, new GMS contracts will only
include out-of-hours services where both parties agree.  Where out-of-hours
services are required to be included in a contract, the contractor must provide
throughout the out-of-hours period both essential services and any additional
services that are part of the core hours contract. However, this does not mean
the contractor must provide the same level of service that it provides during
core hours.  The contractor must meet the urgent needs of patients that cannot
safely be deferred.  In deciding what service to provide, the contractor is
allowed to consider whether the patient could reasonably be expected to wait
until core hours to obtain the service.

2.61 Contractors that do not opt out can continue providing those services
indefinitely, subject to termination rules set out in chapter 6.  From 1 January
2005, all out-of-hours services included in GMS contracts must meet the
National Quality Standards for Out-of-Hours Services.  These quality
standards, available at http://www.doh.gov.uk/pricare/oohquality.pdf, are
currently being reviewed, and will be re-published in spring 2004.

2.62 Some GPs have preserved rights under old GMS paragraph 18(2) to be exempt
from out-of-hours services.  Where all the GPs in a contractor are exempt in
this way, then (unless or until the relevant PCT agrees otherwise) the duty to
provide out-of-hours services to that contractor’s patients will fall instead to
any contractor that includes a GP who was responsible for providing out-of-
hours services to those patients on 31 March 2004 under the old GMS terms.

(ii) Opt-outs

2.63 The opt-out process for out of hours is set out in the Contract Regulations and
is largely the same as for permanent opt-out from additional services.  The
opt-out tariff is 6% of the global sum.  Key points in relation to out-of-hours
opt-outs are:

(i) PCTs are encouraged to find out contractors’ intentions as early as
possible, and confirm these before the end of February 2004
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(ii) where PCTs have firm plans for implementing alternative out-of-hours
provision, the easiest approach is for the PCT and contractor to agree
an opt-out date when they are discussing the content of contracts in
February 2004.  This avoids the need to go through the formal
procedure

(iii) PCTs and contractors can give opt-out notices after signing their
contracts.  Unlike additional service opt-outs, there is no preliminary
notice process

(iv) opt-out from out-of-hours services is permanent; there is no temporary
opt-out

(v) opt-out is all or nothing.  The contractor cannot for example, opt out
only at weekends, or only in respect of certain groups of patients;
though once the opt-out has happened, it could be commissioned by
the PCT to provide such services

(vi) unlike additional services, the contractor does not have to give reasons
for opting out.  It has to specify the date it wants the opt-out to come
into effect.  This must be either three or six months from the notice
date

(vii) when responding to the notice (within no more than 28 days), the PCT
cannot refuse the opt-out request.  For notices given before 1st October
2004, it can however set a different target date for the opt-out to take
effect.  This can be any day from the date specified by the contractor
up to 1st January 2005.  For notices given after 1st October 2004, the
PCT must specify the date given by the contractor in its opt-out notice
(that is, 3 or 6 months from the date of the notice)

(viii) the PCT must do its best to put in place the necessary arrangements for
the contractor to opt out by that target date.  Where this is not possible
the PCT can, if necessary, extend the period to 9 months or until 1st

January 2005, whichever is the later by following the procedure in the
Contract Regulations.  This means that all contractors who wish to opt
out by 1st January 2005 should do so immediately after they have
signed their  GMS contracts,  in writing by 1st April 2004.  The nine
month rule means that, for example, a contractor that gives notice on
1st May 2004 may not be able to opt out until 1st February 2005, if the
PCT  is unable to secure alternative provision before then
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(ix) the PCT can only refuse or further delay opt-out in exceptional
circumstances, for example if the contractor’s location is so remote or
isolated that there is no realistic alternative to the contractor continuing
to provide its own out-of-hours services.  In England, exceptional
circumstances are expected to be extremely rare and the PCT would
require the SHA’s permission.  SHAs will also be performance
managing PCT progress towards effective re-provision, to ensure that
there is no slippage

(x) nothing in the opt-out procedures prevents PCTs and contractors at any
time agreeing a different date for the opt-out to take effect.

(iii) Sub-contracting, transfer of responsibility and
accreditation

2.64 Sub-contracting of out-of-hours services is subject to specific rules:

(i) contractors who provide out-of-hours services will normally have to
obtain permission from PCTs before they sub-contract those services
to other out-of-hours providers.  PCTs will be able to withhold (or
subsequently withdraw) this permission if they are not satisfied that the
terms of the contract (including, from 1st January 2005, the national
quality standards) will be met

(ii) contractors who want to sub-contract will need formally to apply in
writing for permission, giving details of the provider and the proposed
arrangements.  This does not apply to occasional, short-term
arrangements, nor to sub-contracts to locum doctors, informal rotas or
to other GMS or PMS practices that provide out-of-hours services.
PCTs will be expected to respond as soon as possible to a contractor’s
request to sub-contract, and normally within 28 days

(iii) where the contractor plans to sub-contract to a provider with which the
PCT is familiar (for example an out-of-hours provider with which it
has a contract itself) then this is likely to be largely a formality, unless
there are concerns about the provider’s ability to cope with the
additional workload

(iv) where the provider is unfamiliar – or is one about which the PCT has
other concerns – the PCT will want to assure itself that the proposed
provider will be able to deliver an appropriate service.  The PCT may,
if necessary, request further information before making a decision, and
it may also attach conditions to its approval.
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2.65 The requirement to gain permission for sub-contracting applies from the date
of the new contract, and therefore applies to contractors that are waiting to opt
out.   However, until 31 December 2004 contractors will continue to be able to
transfer responsibility for out-of-hours services, so they will generally not
need to sub-contract.  During the transitional period the current arrangements
for transfers will continue more or less as per the old GMS regulations.
Contractors will be able to continue to transfer responsibility for out-of-hours
services to another provider in accordance with any arrangements approved by
a PCT and in force at 31 March 2004 in relation to any of the GPs who make
up the contractor. Contractors will also be able to apply for approval to make
new transfer arrangements.  The information they need to supply will be
largely the same as under the old system, and the detail is set out in Schedule 7
to the Contract Regulations.

2.66 The effect of a transfer is that, whilst the service will still be provided under
the contractor’s GMS contract, the contractor will not be liable for any
breaches of the terms of the contract by the other provider.  Transfer is only
available in respect of out-of-hours services automatically included in the
GMS contract, not for any other out-of-hours services it may have voluntarily
agreed to provide.  As now, PCTs that are not satisfied that transfer
arrangements are (or continue to be) satisfactory will be able to refuse or
withdraw permission as necessary.   If contractors disagree with these
decisions, they will be able use the contract dispute resolution procedure to
challenge them (rather than appealing to the Secretary of State as at present).
Where PCT decisions under the old Terms of Service are already the subject
of an appeal at 31 March 2004, the appeals process will continue unless the
parties agree otherwise, and the decision will be treated as if it had been made
under the dispute resolution procedure.

2.67 Until 31 December 2004, if transfer arrangements end for whatever reason, the
contractor will continue to be responsible for making alternative arrangements.
However, PCTs should also have contingency arrangements in place for
considering what support, if any, they should provide to contractors in this
situation. As now, transfer arrangements with accredited providers will end
automatically if accreditation is withdrawn or suspended

2.68 All transfer arrangements will end automatically on 31 December 2004.
Contractors which still have transfer arrangements in place on 31 December
2004 will automatically be treated as having permission to convert the
arrangement into a sub-contract.  The continuation of the transfer
arrangements until December 2004 means that PCTs will need to continue to
operate the accreditation system until then, unless it has become redundant
because all the contractors in the PCT’s area have already opted out.  PCTs
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will also have to deal with new applications for accreditation during that
period.  Many of these applications will be from existing accredited providers
which have merged or reorganised.  In some cases, the PCT may already be
familiar with the organisation(s) concerned.  The procedure will therefore be
amended to allow PCTs to accredit the applicant without first referring it to
another PCT for assessment.  However, the PCT may refer the applicant for
assessment by another PCT if it wishes.  Guidance on the accreditation system
is available from http://www.out-of-hours/info.

(iv) Commissioning alternative out-of-hours services

2.69 By 1st January 2005 it is expected that all PCTs will be fully responsible for
securing out-of-hours services for their local populations, whether through
APMS contracts, specialist PMS contracts, contracts with GMS or PMS
contractors, or by providing services themselves.  The Department issued
guidance to PCTs on setting up new out-of-hours arrangements in October
2003.  This is available at http://www.out-of-hours.info/, as are details of
allocations for the Out of Hours Development Fund, which will be one of the
sources of funding available to PCTs to commission out-of-hours services and
(as appropriate) to support those contractors which continue to provide their
own out-of-hours services.  The funding arrangements are further described in
chapter 5.  By the end of February 2004 PCTs are expected to have developed
robust plans for reprovision.

2.70 The new commissioning responsibility is a major opportunity to shape and
deliver better quality more integrated services; it is not just an operational
challenge.  In planning provision, PCTs will wish to take a strategic view
looking across the delivery of primary, acute and emergency services.  They
will wish to work with other PCTs in their area.  All the services they
commission will need to meet the National Quality Standards.

2.71 GMS contractors, including those who have opted out of out-of-hours, can at
any time approach the PCT with a view to providing out-of-hours services to
their own patients or those of other contractors.  PCTs should consider such
requests within the context of their overall strategy for out-of-hours services.
When agreeing that the contractor will provide such services, the contractor
and the PCT will also need to agree the terms on which the arrangement can
be ended (which can, but need not, be the same as the opt-out procedures).

2.72 Contractors that opt out still have an interest in the out-of-hours services that
are provided to their patients, as well as a responsibility to help ensure that
their patients receive seamless care.  PCTs will want to keep contractors
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informed of the out-of-hours services available to their patients, including any
proposed changes.

2.73 All GMS contracts will include a term requiring contractors to co-operate with
other people who provide out-of-hours services to their patients.  Co-operation
might include providing and receiving information about patients, although
members of the contractor cannot be required to make themselves available
during the out-of-hours period.  There will need, for example, to be a system
in place for the transmission of information to providers about patients with
special needs (including violent and vulnerable patients, and those who are
terminally ill) and for contractors in turn to receive timely details of the out-
of-hours care provided to their patients.  Contractors which opt out, or
otherwise stop providing services, will also be required to provide any
information reasonably requested by the PCT or the alternative provider which
is to take over the service.

2.74 It is vital that patients are fully informed of how to access out-of-hours
services.  PCTs will want to have developed plans for effective public
engagement well in advance of opt-outs taking effect.  They may wish to
develop these as part of the wider process of planning, by January 2004,
community engagement on the new contract generally.  Patients will benefit
from more integrated services, all of which, for the first time, will have to
meet the OOH national standards from 1st January 2005.  GPs will benefit
from a better work/life balance. The change will help improve recruitment and
retention of GPs and enable primary care capacity to be expanded.  The
change will also enable GPs to focus on delivering better quality services in
hours.

2.75 All GMS contacts will include a term requiring contractors to include
information about how to access out-of-hours services in their practice
leaflets.  Contractors which do not provide out-of-hours services must also
take reasonable steps to ensure that patients who contact the practice by
telephone during the out-of-hours period get accurate information about how
to obtain out-of-hours services.  Contractors with clear telephone messages, or
whose calls are transferred automatically to out-of-hours providers, will also
be able to gain points in the organisational domain of the quality and outcomes
framework.

F. Enhanced Services

2.76 Enhanced services represent a major new opportunity for PCTs to expand the
range of primary care services and they will want to consider this when they
draw up their local commissioning plans.  This opportunity was also
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emphasised in the December 2003 White Paper Building the Best.  Enhanced
services commissioning can improve choice and convenience for patients and
deliver value for money for the NHS.  It is a key tool for PCTs to use to help
improve secondary care access through reducing pressures on out-patient and
in-patient hospital departments.  This section describes:

(i) definition and monitoring arrangements

(i) preferred provider status

(iii) commissioning other enhanced services.

Each is considered in turn.

(i) Definition and monitoring arrangements

2.77 PCTs will be placed under a duty through directions to commission all six
current Directed Enhanced Services (DES) to meet the needs of their
population. In line with paragraph 2.13 of Investing in General Practice, the
Contract Regulations define enhanced services as follows:

(a) “medical services other than essential services, additional services or out of hours
services; or

(b) essential services, additional services or out of hours services or an element of
such a service that a contractor agrees under the contract to provide in accordance
with specifications set out in a plan, which requires of the contractor an enhanced
level of service provision to that which it needs generally to provide in relation to
that service or element of service”.

The Contract Regulations allow the medical services to be of any type, in any
setting, and to extend beyond the scope of primary medical services.  There is
no legal constraint as to what types of NHS medical services a PCT can
commission through the four provider routes described in section A of this
chapter.  This will give PCTs a broad ability to develop more integrated
services across the primary, secondary and acute sectors.

2.78 However, for the purposes of financial monitoring, the definition of enhanced
services is drawn more tightly than the legal definition.  PCTs will be notified
of their enhanced services expenditure floor level in the January 2004
allocations, which they will be expected to meet but can exceed.  PCTs will
need to consider carefully what constitutes an enhanced service for the
purpose of accurate financial monitoring.  This will be undertaken at national
level by the joint BMA/NHS Confederation/Health Departments Technical
Steering Committee.  Whilst a precise national definition would not be
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sufficiently sensitive to local issues, PCTs and contractors should bear in mind
that, generally speaking, the following spend would count towards the floor:

(i) commissioning, or direct PCT provision, of Directed, National or
Locally Enhanced Services from any provider, not just GMS and PMS
contractors

(ii) Practitioners With a Special Interest (PWSIs)  except in relation to
essential or additional services

(iii) the plus element of PMS Plus and the specialist element of specialist
PMS arrangements

(iv) local primary medical care incentive schemes commissioned from
GMS or PMS providers

(v) if the PCT proposed, for example, to re-commission a service that had
previously been placed with a NHS  trust it would count towards the
floor, regardless of the outcome of the contest, but only providing that:

(a) it was contestable for GMS and PMS contractors

(b) it is a service that might reasonably provided by GMS and PMS
contractors, for example because looking across the UK there
are other such contractors delivering similar services.

2.79 The following would not count:

(i) spend on primary medical services that is funded through other routes
described in chapter 5, such as primary care administered funding (for
example spend on appraisal), spend on essential services (including
greenfield and brownfield sites), and spend on any additional or out-of-
hours services (except where spend is for the purpose of delivering
services to a higher standard than that normally required)

(ii) baseline spend on services provided through Trusts or other providers,
for example an accident and emergency-based minor injuries service
commissioned from an acute trust, or existing services delivered by
GPs in community hospitals or as clinical assistants.  These baseline
services cannot be included for as long as the existing contracts are
simply rolled forward.
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2.80 PCTs are expected to draw up initial plans for commissioning of enhanced
services to meet, or exceed, their local floor during February 2004.  These
should include proposals for commissioning the six DESs.  These should then
be signed off by their Professional Executive Committee.  The LMC should be
consulted about the proposed level of spend, and the PCT should seek to
obtain LMC agreement that the proposed services count within the above
definition for financial monitoring purposes.  Where there is a dispute over
what counts towards the floor, the LMC and PCT should seek to resolve this
locally in the first instance.  Disputes over what counts towards the floor
should not delay the commissioning of the service.  Where a dispute remains
unresolved, the PCT would need to indicate in its financial returns to the
Department that the level of spend is disputed. The TSC would then in turn
note that some of the funding within its assessment of spend is disputed.  It is
important that PCTs keep copies of correspondence with LMCs; they may
need to send these to the Department to inform the TSC’s monitoring of the
Gross Investment Guarantee, which is described in chapter 5.

(ii) Preferred provider status

2.81 GMS contractors have preferred provider status for three DESs: access,
quality information preparation, and childhood vaccinations and immunisation
target payments if that contractor is providing the additional service.  PCTs
must offer these services to GMS contractors, using the DES specifications
and prices which are set out in the SFE.  They will want to do so, and reach
agreement with contractors, before GMS contracts are provisionally agreed by
the end of February 2004.  Contractors do not have preferred provider status
for other enhanced services newly commissioned by the PCT but pre-existing
arrangements for enhanced services would continue for the duration of those
contracts.

(iii) PCT commissioning of other enhanced services

2.82 PCTs will be under a legal obligation to commission services for violent
patients (from 1st February 2004), influenza immunisations, and minor surgery
(both from 1st April 2004).  These can be commissioned from any provider, or
the PCT can provide the service itself.  However, it is likely that PCTs will in
most instances want to commission these services from the patients’ own
GMS and PMS contractors, to ensure continuity of care.

2.83 The main purpose of enhanced services is to expand the range of local services
to meet local need, improve convenience and choice and ensure value for
money.  Before making commissioning decisions PCTs are advised to bear in



56

mind what contractors are legally obliged to provide under the definitions of
essential and additional services set out in sections B and D of this chapter.

2.84 The PCT commissions enhanced services as primary medical services; they
only become GMS services when they are provided as part of a GMS contract.
The PCT has discretion to draw up specifications on the basis of local need
and it can also decide when it wants to commission most enhanced services.
For example, a PCT could choose to commission minor surgery from a PMS
or commercial contractor using a different specification and at a different price
from the GMS NES specification.  Nonetheless, PCTs may wish to be guided
by the twelve GMS Nationally Enhanced Specifications in the Supplementary
Documents. GMS contractors may expect, and may only be willing, to offer
enhanced services on the basis of the GMS NES specifications and prices.
Commissioning decisions are entirely a matter of local negotiation (and the
contract dispute resolution procedure described in chapter 6 does not apply);
PCTs will want to make commissioning decisions on the basis of quality,
accessibility, choice, and value for money.  PCTs will also want to consider
the duration of such contracts.

H. Milestones and activities

2.85 Table 9 sets these out:

TABLE 9 – SERVICES CHAPTER MILESTONES AND ACTIVITIES

MILESTONE ACTIVITY

1 Now SHAs will have established performance management

arrangements to ensure effective delivery of PCT

commissioning of out of hours by 1st January 2005

2 Ongoing PCTs have a strategy for effective commissioning of

primary care services

3 By 1st January 2004 PCTs must have offered the access and QuIP DES for

2003/04 to contractors

4 By early January 2004 PCTs will have ascertained contractors’ provisional

intentions in relation to out-of-hours and additional

services opt-outs

5 By the end of January

2004

PCTs will have established effective arrangements for

engaging their local communities on the changes under

the contract, including on out-of-hours services

6 By the end of January DH will have started consultation on the contents of the
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2004 new PCT Guide to Primary Care Services

7 By the end of January

2004

PCTs will have reviewed expected provision of additional

services, and put in place arrangements for commissioning

further services if necessary from 1st April 2004

8 By 1st February 2004 PCTs must have commissioned services for violent

patients, under the 2003/04 DES

9 By the end of February

2004

PCTs and contractors will have agreed contractors’

catchment areas, whether lists are open or closed, and

discussed normal hours, as they reach provisional

agreements on the new contract

10 By the end of February

2004

PCT will have drawn up initial plans for commissioning

enhanced services in line with their local expenditure

floors, and including the 6 DESs, and the PEC will have

signed these off

11 By the end of February

2004

PCTs will have offered to all contractors the 3 DESs for

which they have preferred provider status (access, QuIP,

and childhood vaccinations and immunisations) and

reached provisional agreements with them

12 By the end of February

2004

PCTs will have decided whether to agree for contractors

to opt out of additional services prior to the new opt-out

procedure taking effect, and reflected this in provisional

agreements on new contracts

13 By the end of February

2004

PCTs will have developed robust plans for re-provision of

out-of-hours services

14 By the end of February

2004

DH will have published brief guidance on the alternative

provider and PCTMS routes

15 By 1st April 2004 Regulations governing alternative providers and PCT

providers will have come into effect, subject to

Parliamentary approval

16 By 1st April 2004 Contractors should have submitted out-of-hours opt-out

notices, after contracts have been signed, if they wish to

guarantee the ability to opt out by 1st January 2005

17 By 1st April 2004 Contractors will have reviewed their patient leaflets

18 1st April 2004 The new PCT duty to secure the provision of primary

medical services will have come into effect

19 From 1st April 2004 Contractors can opt out of out-of-hours services if the PCT

agrees and has effective alternative provision in place

20 From 1st April 2004 Patients will now register with contractors rather than

with individual GPs.  As they present, contractors will ask
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whether they have a practitioner preference and record

this

21 From 1st April 2004 Contractors will now give reasons in writing for refusing to

register patients or for removing them from their lists

22 From 1st April 2004 The national opt-out, list closure and patient assignment

procedures will have come into force.  This means that

PCTs cannot assign patients to contractors with closed

lists without going through the new procedure

23 By April 2004 PCTs may have sought to establish a minimum level of

essential services through the PCTMS route

24 By April 2004 PCTs will have worked together to established assessment

panels (sub-committees of other PCTs) under the list

closure and patient assignment procedures, and will have

considered and, if need be, drawn up proposals to be put

to panels

25 By April 2004 SHAs will have prepared for their new role in relation to

list closures, patient assignments and opt-outs

26 Over time from April

2004

PCTs may wish to consider changing current PMS

arrangements where the PCT is the contractor and SHA

the commissioner, to the new PCTMS arrangements

27 Spring 2004 DH will have published new national quality standards for

out-of-hours services

28 31st December 2004 The existing out-of-hours accreditation and transfer

arrangements will end

29 1st January 2005 All PCTs will have taken over commissioning responsibility

for out-of-hours, save in exceptional circumstances

formally agreed by the SHA, under the opt-out procedure
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3. IMPROVING QUALITY

SUMMARY OF KEY POINTS

1. Contractors will be subject to statutory requirements relating to quality
including a new duty of clinical governance.

2. The Quality and Outcomes Framework (QOF) is a voluntary system of
financial incentives.  It is not about achieving targets or PCT
performance management but rewarding contractors for good practice
through participation in an annual quality improvement cycle.

3. Preparatory funding is available through the Quality Information
Preparation payment (QuIP DES) and the Quality Preparation Payment
(QPREP).  For the year 2004/05 these will normally be paid by the end of
April 2004.

4. Monthly aspiration payments provide in-year funding.  Contractors need
to complete the national Interim Aspiration Utility, sent by their PCT, by
16th January 2004.  The aspiration level then has to be agreed with the
PCT.  Provided the level is realistic the PCT would normally agree it
without seeking further information.

5. In 2005/06 a new aspiration method will be used, based on 60% of the
achievement points in 2004/05, uprated to the 2005/06 price, adjusted
by 2004/05 prevalence.  This method will improve contractors’ cash-flow
and will be used in future years.

6. The new disease prevalence factor will provide higher rewards for those
contractors with highest workload, whilst providing some protection for
those with lowest prevalence.  It will adjust the pounds per point in the
different clinical disease areas.  Achievement in the additional services
domain will also recognise workload, through comparing contractor
target populations with the average national target populations, and
adjusting pounds per point accordingly.

7. Contractors will need to ensure that data on quality achievement are
properly recorded.  This will be partly automatic (through links to
clinical systems) and partly done on-line using an interface with a
national database called the Quality and Outcomes Framework
Management and Analysis System or QMAS.  Clinical systems will be
certified for use with QMAS.  QMAS will ensure that payments are
calculated on a consistent basis across England.  PCTs will also receive
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monthly information from this system to help with financial planning.

8. Between October and January each year, PCTs will conduct annual
quality reviews of all contractors.  Further guidance will be published in
April 2004 on how this will work, following completion of a research
study and discussions with GPC.  PCTs will need to produce a schedule of
visits by the end of July 2004.

9. During visits, PCTs will need to ensure that the information supplied by
the contractor is accurate.  Where there are concerns, an action plan
should be agreed and delivered to ensure that achievement payments
can be made on time.  Achievement payments for 2004/05 will normally
be made by the end of April 2005.

10. The QOF is intended as a high trust system.  To underpin this and ensure
fairness, mechanisms will be put in place to prevent any potential abuse
and fraud eg through inaccurate disease registers or inaccurate
exception reporting.

11.The QOF will need to be updated.  The review process will be in place by
the end of 2004.  The review will also consider all aspects of the
prevalence adjustment arrangements.

Introduction

3.1 The GMS contract supports the delivery of high quality services through three
main mechanisms:

(i) minimum quality requirements that all GMS contractors must comply
with

(ii) Quality and Outcomes Framework (QOF) indicators, standards,
incentives and assessment.  These mainly relate to essential and
additional services

(iii) quality standards for enhanced services and out-of-hours care.  These
were described in chapters 2.

Minimum statutory requirements

3.2 The contract regulations set out the full list of statutory requirements for
contractors.  Table 10 summarises those that most directly relate to minimum
quality standards.
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TABLE 10 - STATUTORY REQUIREMENTS RELATING TO QUALITY

SUBJECT AREA CONTRACTOR REQUIREMENT
1 Clinical governance Must have:

¶ effective system of clinical governance in place

¶ named clinical governance lead who is

performing or managing services

2 General skill and care Must carry out its obligations under the contract

with “reasonable skill and care”

3 Complaints Must:

¶ operate a complaints procedure in accordance

with the NHS complaints procedure

¶ provide the PCT with information on the

number, subject matter and handling of

complaints

4 Professional indemnity
insurance

Must hold adequate insurance against liability arising

from negligent performance of clinical services

5 Qualification and skills of
performers

Must ensure:

¶ performers (i) are suitably qualified, (ii) are

competent, (iii) have the necessary clinical

experience and training, (iv) are registered on

the Primary Care Performers List (where

appropriate)

¶ performers have arrangements in place to

maintain and update skills and knowledge

¶ GP performers participate in appraisal

¶ compliance with National Clinical Assessment

Authority (NCAA) assessment when requested by

PCT

6 Premises Must be (i) suitable for the delivery of services, (ii)

sufficient to meet the reasonable needs of patients

and (iii) comply with the requirements of the

Disability Discrimination Act

7 Record keeping Must keep adequate patient records and ensure

patient lists are kept up to date.

Where records are computerised:

¶ systems used must be RFA99 compliant

¶ security measures must be enabled

¶ contractor must have regard to guidelines for GP

electronic patient records

Must have named Caldicott Guardian, who leads on

the practices and procedures for handling the

confidentiality of patient records.
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8 Practice leaflet Must:

¶ compile a practice leaflet in line with

regulations

¶ review it at least every 12 months and ensure it

is accurate

¶ make a copy available to its patients and

prospective patients

9 Infection control Must have effective arrangements in place for

appropriate infection control and decontamination

3.3 This list is not exhaustive.  GMS providers must also comply with all other
relevant legislation, eg that covering employment, discrimination, data
protection, child protection, medicines and health and safety matters.
Arrangements for dealing with contract breaches are set out in chapter 6 on
contracting process.

Quality and Outcomes Framework (QOF)

3.4 The QOF provides substantial financial rewards for GMS providers to provide
high quality care.  This will bring benefits to patients and the NHS.  PCTs
should see, for example, fewer avoidable hospital admissions where chronic
diseases are better managed.  This is just one of the ways that the contract will
benefit the whole NHS, and PCTs should keep this in mind when developing
commissioning arrangements that will be reflected in Local Development
Plans.

3.5 The QOF measures achievement against a scorecard of 146 evidence-based
indicators, allowing a possible maximum score of 1050 points.  Chapter 3 of
Investing in General Practice and part 8 of the New GMS Contract
Supplementary Documents set out the detail.  In summary, the QOF
comprises:

(i) the clinical domain: 76 indicators in 10 areas (coronary heart disease,
stroke or transient ischaemic attack, cancer, hypothyroidism, diabetes,
hypertension, mental health, asthma, chronic obstructive pulmonary
disease and epilepsy), worth up to 550 points

(ii) the organisational domain: 56 indicators in 5 areas (records &
information, patient communication, education & training, practice
management and medicines management), worth up to 184 points

(iii) the patient experience domain: 4 indicators within 2 areas (patient
survey and consultation length), worth up to 100 points
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(iv) the additional services domain: 10 indicators within 4 areas (cervical
screening, child health surveillance, maternity services, contraceptive
services), worth up to 36 points.

3.6 The QOF also rewards breadth of care through (i) holistic care payments
(which measure overall clinical achievement and are worth up to 100 points)
and (ii) quality practice payments (which measure overall achievement in the
organisational, patient experience and additional services domains, and are
worth up to 30 points).  The QOF also rewards achievement against the access
standards through 50 bonus points.

3.7 PCTs should note that the core philosophy underpinning the QOF is that
incentives are the best method of resourcing work, driving up standards and
recognising achievement.  The QOF is not about performance management of
GMS contractors but resourcing and rewarding good practice.  Participation in
the QOF is entirely voluntary for GMS contractors.

3.8 Development activities to support the introduction of the QOF are described in
chapter 7.  PCTs are encouraged to arrange expert seminars for all their
contractors to explain how the QOF will work and suggest ways in which
practices can maximise achievement.  These can be supported by local
Modernisation Agency facilitators.  PCTs should contact their SHA lead for
help in arranging such roadshows.  If a contractor is not achieving as high a
score as it had aspired to, it may welcome an opportunity to see how other
contractors in its PCT area (or outside) are managing to achieve, for example
1000 points, so that it can learn from the experience, maximise income and
improve services to patients.  PCTs should consider what support they might
offer to facilitate this if there is local demand, for example, through funding
protected time for benchmarking contractors to share learning.

3.9 This section of the guidance explains in detail how the QOF will work in
practice. It describes:

A. Annual quality improvement cycle
B. Preparatory funding
C. Aspiration payments
D. Prevalence
E. Annual review
F. Achievement points and payments
G. Ensuring equity and probity
H. IM&T and data flows
I. Review of the QOF
J. Milestones and activities
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Each element is considered in turn.

A. Annual quality improvement cycle

3.10 The QOF reflects a cycle of continuous quality improvement.  This involves
(i) planning, then (ii) action, then (iii) assessment and then (iv) learning, which
in turn leads into the next cycle.  This is illustrated in Figure 1:

FIGURE 1 – QOF IMPROVEMENT CYCLE

Key activities and timetable for 2004/5

3.11 A sequence of key activities will make the QOF fully operational in 2004/05.
This is illustrated in Figure 2.  Key activities, which are described in further
detail later in this chapter, are:

(i) agreeing aspiration levels by the end of February 2004

(ii) lump sum payments for Quality Preparation and for Quality
Information Preparation DES for 2004/05 being made by the end of
April 2004

(iii) the QOF starting in April 2004

PLANNING
Work out aspiration level & specific ways to
deliver this using available resources

ASSESSMENT
Use QMAS feedback facility &
PCT visit to assess progress

QOF
IMPROVEMENT

CYCLE

ACTION
Deliver high
quality services &
record
achievement on
practice systems

LEARNING
Reflect on how
quality and points
score could be
increased for
next year
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(iv) aspiration payments being made in monthly instalments from April
2004

(v) publication of guidance on annual review visits by the end of April
2004

(vi) the new central Quality and Outcomes Framework Management and
Analysis System (QMAS), which calculates achievement and
prevalence using links to clinical systems, going live in August 2004

(vii) QOF annual review visits taking place from October 2004 to January
2005

(viii) achievement payments being made by the end of April 2005.

FIGURE 2 – QOF ACTIVITIES 2004/05

B. Preparatory funding

3.12 To support the introduction of the QOF, contractors are entitled to receive (as
set out in the Statement of Financial Entitlements):

(i) a quality preparation payment for 2004/05

Feb 2004
1.  Agree
aspiration

Apr 2004
2. Pay QPREP
and QuIP DES

Apr 2004
3. QOF goes live

End Apr 2004
5. Monthly
aspiration
payments

Apr 2004
4. DH guidance
on review visits

Aug 2004
6. QMAS system
goes live &
provides monthly
feedback

Oct 04 – Jan 05
7. Annual review
visits take place

Apr 2005
8. Achievement
payments made

QOF
2004/05
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(ii) payment for summarising patient records under the quality information
preparation (QuIP) DES scheme.

Quality Preparation Payment (QPREP)

3.13 £9000 per GMS contractor (that is, per practice rather than per GP) with
average national list size was available in 2003/04. This should have been
paid in November 2003.  The final quality preparation payment at an average
of £3250 per GMS contractor will be available in 2004/05.  This is in line with
the joint letter of 30 May 2003 from Mike Farrar and Dr John Chisholm.

3.14 Key aspects of this payment for 2004/05, as set out in the SFE, are:

(i) the payment should normally be made by the end of April 2004.  This
will be done through the revised Exeter payment system

(ii) however, payment in 2004/05 is conditional on the contractor agreeing
to participate in the QOF, usually as shown through having an
aspiration points total

(iii) pro-rata payments would be made to new contractors in year except
where these arise from practice splits (such practices would have
already received their payment)

(iv) this will be the final payment; QPREP will not be available in 2005/06.

Quality Information Preparation (QuIP) DES

3.15 The purpose of the QuIP DES is to provide a contribution to contractors’ costs
in summarising those medical records that have not already been summarised
and in continuing to summarise those that have been.  PCTs must offer
separate QuIP schemes to all GMS (and PMS) contractors for both 2003/04
and 2004/05.

3.16 Key aspects of the QuIP DES, as laid out in the specification, are:

(i) it is a plan agreed by PCT and contractor

(ii) it must include a protocol for how the summarising is to be done and
arrangements for ongoing maintenance.  Non-medical personnel must
(a) be fully trained, (b) not take medical records away from the practice
premises, (c) have appropriate access to GP performers when they have
queries, (d) sign a confidentiality agreement and (e) be appropriately
supervised
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(iii) the payment each year must by law be no less than £1000 and no more
than £5000 for a contractor with average national list size.  The precise
figure depends on both list size and the amount of work that needs
doing, bearing in mind the payment is not intended to cover the full
cost.  As an enhanced service, it is funded through existing unified
budget allocations

(iv) for 2003/04 PCTs must, by 1st January 2004, offer the DES to all GMS
contractors and agree a plan for implementation.  For 2004/05, if the
scheme has been agreed on or before 1st April 2004, the payment is due
by 30th April 2004.  If agreed after 1st April 2004 then it is due in a
lump sum on the date the contractors next monthly payment is due.
PCTs will want to use the revised Exeter payment system to make the
payments.

C. Aspiration payments

3.17 Aspiration payments provide in-year financial support against likely QOF
achievement.  This section sets out how aspiration payments will work in
2004/05 and 2005/06.

2004/05

3.18 Before aspiration payments are made, PCTs and practices must agree 2004/05
aspiration levels.  An Excel spreadsheet called the Interim Aspiration Utility
(IAU) has been developed to help contractors assess their likely level of
quality achievement points.  This was issued to PCTs by the National
Programme for IT (NPfIT) in the first week of December 2003, with guidance
notes.  PCTs will have added practice identifiers and list sizes from the Exeter
payment system and forwarded it to all their GMS contractors by Monday 15
December 2003.

3.19 To ensure that their first monthly aspiration payment can be made from the
end of April 2004, contractors are advised to submit their completed IAU by
16 January 2004 to the PCT.  PCTs will want to give their practices whatever
help they require to complete their returns.  Contractors that do not use the
IAU should complete a hard copy version and send this to their PCT.  Whilst
some PCTs have developed their own spreadsheets for calculating aspiration
payments, there are good reasons why PCTs should only use the IAU to
calculate aspiration points totals.  It will ensure accuracy and national
consistency.   The completed IAUs will also be loaded onto the QMAS IT
system in due course, to allow 2004/05 achievement to be compared with
aspiration, and this system is only compatible with the IAU.  PCTs that
already have information on their contractors’ aspirations should consider
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whether they have enough information to complete the IAU without resending
it to their practices.  However, they should discuss this with their contractors
and offer them the opportunity to complete the IAU themselves should
contractors so prefer.

3.20 The SFE contains a condition that the contractor’s proposed aspiration level
must be realistic.  PCTs should bear in mind that, as a result of new contract
QOF incentives, contractors will be taking major steps during 2004/05 to
improve the quality of their services.  When submitting their completed IAUs,
contractors should include a brief covering explanation setting out why and
how they think their aspiration level is achievable, for example through
employing additional practice staff.  This will normally be sufficient for the
PCT to agree the aspiration level without the need for any further information
to be sought from the contractor.  PCTs should agree aspiration points with
contractors by the end of February 2004.

3.21 If a contractor does not submit an aspiration claim it will not receive an
aspiration payment.  In these circumstances, the PCT may wish to confirm that
the contractor does not wish to participate in the QOF.  If the PCT and practice
cannot agree an aspiration, either party has the right to invoke the formal pre-
contract dispute resolution procedure.  However, we advise PCTs and
contractors not to go down this route; it is a disproportionately bureaucratic
solution for what is basically an argument about marginal cash-flow.  Instead,
pending the outcome of the dispute, the practice would be awarded the level of
aspiration that the PCT was prepared to agree or the lowest level of aspiration
agreed between the PCT and its constituent practices, whichever is higher.
This ensures that contractors will receive at least some aspiration payments
from April.  Once the dispute has ended and a final aspiration figure agreed,
the PCT will need to pay any arrears that have accrued to the contractor, or
recover any overpayment of aspiration.

3.22 Once the aspiration points are agreed, in line with the SFE, the PCT must pay
the aspiration payment in monthly instalments, by the end of each month,
starting from the end of April 2004.  This will be done automatically, once the
PCT has entered payment details on to the Exeter system.  The payment will
be calculated automatically by the IAU by:

(i) dividing the number of aspiration points by three to calculate the third
on which the payment is based

(ii) multiplying the third by £75 to get the raw payment
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(iii) adjusting the payment by the contractor’s list size relative to the
national average, as with QPREP and QuIP payments.  In England the
national average is currently 5891.

3.23 The 2004/05 aspiration payment will not be weighted by relative practice
disease prevalence.

3.24 Pro-rata payments will be made to new contractors in year except where these
arise from practice splits.  Contracts that start at such a date that there is
insufficient time to make a payment by the end of March 2005 will not receive
an aspiration payment in advance of or after the achievement payment being
made by the end of April 2005.  If the contract comes to an end in year, and
the contractor was receiving aspiration payments, then these are stopped on the
date the contract ends.  If the contract ends during a month, the practice
receives a pro-rata payment in respect of the number of days the contract ran
during that month.  In the event of a practice merger, the monthly aspiration
payments of the two practices are added together.

3.25 Figure 3 provides a worked example.

FIGURE 3 – WORKED EXAMPLE OF 2004/05 ASPIRATION PAYMENT

The PCT and contractor agree aspiration of 650 points.
The contractor’s registered list size is 7000 patients.
The number of points is divided by three to arrive at the aspiration total 650/3 = 216.67
The aspiration points total is multiplied by £75 to arrive at the raw aspiration payment:
                216.67 x £75 = £16,250.00
This payment is multiplied by the contractor’s registered list size factor:
                (7000/5891) x £16,250.00 = 1.19 x £16,250.00 = £19,309.11
So the contractor’s aspiration payment for 2004/5 is £19,309.11, payable in twelve
monthly instalments of £1609.09. (NB In this and all other examples, although figures are
rounded for presentation, they are not rounded within the calculation).

3.26 The flowchart in Figure 4 illustrates the complete aspiration process.

2005/06 aspiration payments

3.27 A different method for calculating aspiration payments will apply from
2005/06.  This has been designed to meet three objectives:

(i) to enable contractors to receive a greater proportion of the quality
money in-year, to improve their cash-flow, but without putting at risk
PCT cash management requirements

(ii) to make the payment calculation automatic to remove the possibility of
local dispute
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FIGURE 4 – FLOWCHART FOR AGREEING 2004/05 ASPIRATION PAYMENTS
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(iii) to make the process of planning for quality improvement, through
agreeing aspiration levels, simpler and less liable to distortion as a
result of financial considerations.

3.28 The new method of calculating aspiration payments will be as follows:

(i) the aspiration payment for 2005/06 will be based on 60% of the
achievement points that the contractor scored in 2004/05

(ii) the pounds per point will be uprated to the 2005/06 level, ie £120 for a
contractor with an average list size and average prevalence.  The
2004/05 disease prevalence factors will be applied to this.  The way in
which disease prevalence will work is described in the next section of
this chapter

(iii) payments will be continue to be weighted by the contractor’s relative
list size

(iv) where the contractor had not participated in the quality framework in
2004/05, or only participated to a very limited degree, its aspiration
will be worked out using the process for 2004/05 (ie it will agree an
aspiration total with the PCT and be paid a third of this, with no
weighting by prevalence).

3.29 The new method from 2005/06 is illustrated in the worked example in Figure
5:

FIGURE 5 – WORKED EXAMPLE OF 2005/06 ASPIRATION PAYMENT

The figures in this example are based on the achievement of the hypothetical contractor  in
figure 10.  Each QOF point is worth £120 in 2005/6.

The contractor’s gross achievement payment for the QOF in 2004/5 is £56,561.79.  To
calculate the aspiration payment for 2005/6, the payment must be uprated to £120 per
point and then 60% of the new figure found.  This is represented by the following formula:

£56561.79 x 120 x 60    = £56561.79 x 1.6 x 0.6 = £54299.32
                    75    100

The contractor’s aspiration payment for 2005/6 is £54,299.32, payable in twelve
monthly instalments of £4,524.94.

The formula works by adjusting the previous year’s gross achievement payment, during the
calculation of which clinical and additional services prevalence, and the contractor’s
relative list size have already been taken into account.  There is therefore no need to
readjust the 2005/6 aspiration figure to take these into account.
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D. Prevalence

3.30 The joint letter of 30 May 2003 from Dr John Chisholm and Mike Farrar made
clear that quality payments would be adjusted by practice disease prevalence,
as recorded by QOF data and relative to national prevalence.  This will apply
to QOF achievement payments, and from 2005/06, aspiration payments.   The
aim of the prevalence adjustment to QOF clinical domain payments factors is
to deliver a more equitable distribution of quality rewards in the light of the
different workloads that contractors will face in delivering the same number of
quality points.  It will target resources effectively at areas where both
morbidity and contractor achievement are greatest and thereby help tackle
health inequalities.

3.31 In developing the prevalence adjustment methodology, the following
requirements were borne in mind:

(i) the need to provide adequate income protection to those with lowest
prevalence, such as university practices

(ii) the need to deliver appropriate rewards for those contractors with the
highest prevalence

(iii) the need to ensure that the quality and outcomes framework delivers
the agreed overall levels of funding

(iv) the need to develop a sound method based on the best available
research evidence.  A research study was undertaken by the Office of
National Statistics and is attached at annex A.

3.32 Applying the raw prevalence data, without an adjustment, would lead to a very
significant redistribution of quality resources away from practices with the
lowest prevalence to those with the highest.  This would not be fair given that
it would seriously destabilise those contractors with the lowest relative
prevalence.  Nor would it be an intellectually sound approach because even
practices with low prevalence have significant fixed costs in identifying
morbidity and establishing quality systems, and the relationship between
workload and prevalence is not a linear correlation.  For these reasons the raw
factor will be subject to an adjustment to reduce variation and relatively
protect the losers, whilst at the same time providing fair rewards to those who
have the highest prevalence.

Prevalence factor methodology

3.33 The calculation involves three steps:
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(i) the calculation of the contractor’s raw practice disease prevalence.  A
separate factor will be calculated for each disease area

(ii) making an adjustment to give an adjusted disease prevalence factor
(ADPF).  This is necessary to avoid a radical and unjustified
redistribution of quality resources from those with lowest prevalence to
those with highest

(iii) using the ADPF to adjust the pounds per point in each disease area.

3.34 The raw contractor disease prevalence is calculated by dividing the number of
patients on the relevant disease register by the number of patients on the
registered list.  This will be the most up-to-date list size held by the revised
Exeter payments system.

3.35 The adjusted contractor disease factor is determined by:

(i) calculating the national range of raw contractor disease prevalence in
England and applying a 5% cut-off at the bottom of the range.
Contractors below this will be treated as having the same prevalence as
the cut-off point.  This recognises the fixed costs of providing care and
provides a measure of financial protection for those with very low
prevalence.  There will not, however, be a cut-off at the top of the
distribution, so as to recognise and reward those with the highest
prevalence

(ii) once the cut-off has been applied, making a square root transformation
of all the contractor prevalence figures.  This means that the prevalence
distribution will be compressed to within a narrower range.  It will
prevent financial destabilisation of those with the lowest prevalence
and reflects the workload consequences of participation in the clinical
domain in practices with the lowest prevalence

(iii) after the transformation, rebasing the contractor figures around the new
national mean to give the adjusted disease prevalence factor (ADPF).
For example, an ADPF of 1.2 indicates a 20% greater prevalence than
the mean, in the adjusted distribution.  The rebasing ensures that the
average contractor receives £75 per point, after adjustment.

The factor adjusts the contractor’s average pound per point for each disease,
rather than the contractor’s points score.  It does not adjust payments in the
other domains.
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Prevalence data collection

3.36 The ADPF is a measure of relative recorded disease prevalence within
individual countries.  Disease register information will be extracted from the
clinical systems of all contractors at the same time, through automated links,
and aggregated by the new Quality Management and Analysis System
(QMAS) to calculate the national recorded prevalence for each disease area.
Contractors will know approximately what their prevalence will be from the
reports available on QMAS throughout the year.

3.37 From 2005 14 February will be National Prevalence Day.  This is as late in the
financial year as possible whilst enabling prompt payment of achievement
rewards by the end of April.  Contractors that are not using the QMAS system
will have to send each PCT details of their disease prevalence for each of the
QOF disease areas they are working towards for the prevalence data
collection.  They will need to send to the PCT (i) the number of patients on the
disease register for each disease area and (ii) the total number of registered
patients, as measured on 14 February.  This is information that practices
should already have, given being able to produce a disease register is the first
indicator in each clinical area.

3.38 Contractors will be asked to submit this data by 21 February from 2005.
Those that do not submit by 14 March, but are participating in the QOF, will
be treated as having the lowest national contractor prevalence (see above for
more details) when their achievement payment is calculated.  They will not be
included in the national calculation of contractor prevalence factors.
Contractors that are not working towards the QOF clinical domain, or are not
working towards certain of the disease areas, will not be included in the
prevalence collection as appropriate. PCTs should remind contractors of the
approaching data collection and confirm which disease areas the contractor
plans to achieve against.

E. Annual review

3.39 Investing in General Practice makes clear that PCTs should visit their
contractors annually to review each contractor’s achievement against the QOF
indicators.  The frequency and intensity of visits may decrease in future years
if the PCT is confident of the contractor’s performance against the QOF
indicators, subject to the mandatory requirements for financial audit.  Equally,
the frequency of visits may increase where there is serious concern about, for
example, data accuracy or suspected fraud.

3.40 Experience from existing local quality incentive schemes shows that these
visits will involve significant preparation and organisation for PCTs.  It is
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therefore important that PCTs and contractors plan this process thoroughly and
well in advance.  PCTs will want to:

(i) nominate a QOF lead who is responsible for planning of visits, and
ensuring consistency of the visiting approach and reporting of visits

(ii) produce a schedule of planned contractor visits by August of each year,
for visits to take place between 1 October and 31 January.  This
timetable is necessary to allow sufficient time before achievement
payments are made for remedial plans, if need be, to be drawn up,
agreed, implemented and reviewed.  A delay by the PCT in visiting the
contractor should not delay payment of achievement at the end of the
year

(iii) bear in mind that their visits will require considerable workforce
capacity involving trained assessors.  National training will be
provided for a number of assessors per PCT in summer 2004

3.41 The exact process to be followed during the QOF annual review visit is
important, and we have therefore commissioned the School of Health and
Related Research (ScHARR) at the University of Sheffield to develop
proposals.  In the light of these the Department of Health and the NHS
Confederation will develop guidance with GPC.  This will be published by
April 2004.

3.42 The following principles will inform the annual review process:

(i) the process will build on best practice of existing review and inspection
mechanisms

(ii) PCTs will have the flexibility to timetable review visits as they wish,
within the October to January window.  Either contractors or PCTs are
able to involve the LMC if they wish but where a mutually convenient
date cannot be found, the visit should not be delayed.  The scheduling
of visits should bear in mind, wherever possible, any other visits to the
contractor, eg by Patients’ Forums, to minimise burdens on contractors

(iii) contractors will need to submit the written evidence set out in
Supplementary Documents a month in advance of the visit date.
Contractors must report the number of exceptions (initially, the
aggregate number, prior to the development of Read Codes for each
exception) used for each indicator, and are advised to note the
requirement of the SFE that all information submitted must be
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accurate.  There will be some form of verification of exception
reporting during every QOF visit

(iv) each review visit must cover all of the QOF domains for which the
practice plans to submit an achievement claim.  Not all indicators will
be assessed in equal detail on every visit.  The process developed by
ScHARR will include a mechanism to ensure balance between
covering the breadth of the QOF and inspecting some indicators in
detail

(v) practices which have been and remain accredited for Version 7 of the
Royal College of General Practitioners’ Quality Practice Award will
not need to submit evidence for the quality review in relation to the
organisational indicators.  PCTs should ensure that the review of
organisational indicators for accredited providers is very light touch,
focusing on a few areas only (eg significant event review).  Further
organisational quality schemes may be accredited for use with the
QOF, and details of these will be sent to contractors and PCTs.  Each
accredited scheme will have listed the QOF organisational domain
indicators it can be used against.  All schemes will need to involve a
visit to the contractor for contractor accreditation to take place

(vi) assessors will have access to patient records in order to check
contractor achievement against the QOF.  However, this will be subject
to a code of practice, which is currently being developed

(vii) assessors will be selected on the basis of meeting certain competencies
and will be appropriately trained.  One of the assessors will normally
be a lay person or patient representative (who is not a patient from that
practice) and normally at least one will be a doctor.  There may be
occasional circumstances where it may not be appropriate for the
clinician to be medically qualified, and in these circumstances an
assessor could be another appropriately qualified healthcare
professional, where both the PCT and contractor agree.  Assessors
need not be PCT employees; the key requirements are that they have
been appropriately trained and meet the necessary competencies.  The
competencies, roles and responsibilities of the assessors will be defined
in the April 2004 guidance.  National training will be offered for a
certain number of assessors per PCT.  It will then be for PCTs or other
bodies to commission further training as necessary, within national
guidelines

(viii) following the visit, the assessment team will provide the contractor
with their assessment of the contractor’s likely achievement against the
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QOF, and a written report of the visit.   This report will be sent in draft
to the contractor

(ix) the contractor’s aspiration for the following year will also be discussed
at the annual review visit.

3.43 The PCT should also visit the contractor for the annual contract review, and
this is discussed in more detail in chapter 6.  This can be combined with the
QOF annual review if the contractor so wishes.

F. Achievement points and payments

3.44 This section of the chapter sets out how achievement points are calculated in
each of the domains.  Contractors will be legally entitled under the SFE to
receive payments in accordance with the rules summarised in this section.  The
method for calculating points varies by domain and each is considered in turn.

(i) Clinical points

3.45 The contractor achieves all the points available for a disease register if it can
produce a disease register.  This must be accurate to the contractor’s best
knowledge.  If the contractor does not have a register then it is not possible to
calculate achievement points against any of the other clinical indicators in that
disease area or to calculate prevalence.

3.46 The remaining clinical indicators have achievement thresholds.  The number
of points achieved is dependent on achievement between these thresholds.
This is illustrated in the worked example in Figure 6:

FIGURE 6 – CALCULATING CLINICAL POINTS

80% of the practice’s patients with hypertension have had their blood pressure recorded in
the past 9 months (indicator BP 5).  The minimum threshold for this indicator is 25%, the
maximum is 90%.  The total number of points available for this indicator is 20.

The calculation is:

(80 – 25)  x 20 = 55  x 20 = 0.85 x 20 = 17
(90 – 25) 65

The contractor has achieved 17 points for its performance against indicator BP 5.

3.47 Contractors should ensure that they use the correct Read codes in their patient
records, because QMAS works by recognising and counting records with the
relevant Read codes.  Failure to use the correct Read codes may result in
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under-payments because those patients would not be counted.  Contractors
must also make sure they do not omit Read code information where patients
have not been treated in line with the QOF indicators as this would constitute
fraud.  Contractors will be able to see if data are incorrect or missing by
looking at the monthly reports on the QMAS system and should act to ensure
the data are corrected.

(ii) Organisational points

3.48 As with the clinical disease register points, the organisational indicators are
either achieved in full, in which case the contractor receives all the points, or
not.  A proportion of points will not be given for partial achievement.  For
example, for indicator Education 9, all the contractor’s staff must have had an
appraisal.  The contractor cannot achieve half the points if only half the staff
have had an appraisal.

(iii) Patient experience points

3.49 The same all-or-nothing rule applies to calculating points arising from the
patient experience indicators.  To achieve the patient survey indicators, the
SFE requires the contractor to:

(i) ensure that at least 25 questionnaires per 1000 patients are returned by
patients.  Given current list sizes, this threshold is in line with the 50
per doctor set out in the New GMS Contract 2003 Supplementary
Documents

(ii) use an accredited patient survey.  Two patient surveys have already
been accredited for use against the patient survey indicators of the
QOF.  They are:

(a) Improving Patient Questionnaire (IPQ), developed by Exeter
University and available at http://latis.ex.ac.uk/cfep/ipq.htm.

(b) General Practice Assessment Questionnaire (GPAQ),
developed by the National Primary Care Research and
Development Centre in Manchester and available at
http://www.gpaq.info.

Use of other surveys will not count towards quality achievement.
However, further validated patient surveys are expected to be formally
accredited for use in the QOF over the next few months.  Details of
these will be sent to all GPs and PCTs, and posted on the DH, GPC,
NHS Confederation and NatPaCT websites.
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(iv) Additional services points

3.50 The first cervical screening indicator (CS1) has achievement thresholds and is
measured in the same way as the clinical indicators.  The remaining additional
services indicators are either achieved in full, or not, as with the organisational
indicators.

3.51 The additional services indicators each have a target population.  These are:

(i) Cervical screening: women aged 25 to 64 years

(ii) Child health surveillance: children aged under 5 years

(iii) Maternity services: women aged under 55 years

(iv) Contraceptive services: women aged under 55 years

The pounds per point for each of the indicators in these additional services will
be adjusted by the relative size of the contractor’s target population, compared
to the national average.  This is to protect contractors with large target
populations and adequately reward them for their greater workload.  The
calculation is as follows:

(contractor’s target population) ÷ (contractor’s registered population)
(national average target population) ÷ (national average registered population)

3.52 Where a contractor opts out of an additional service during the year, its
achievement against that indicator will be measured at the date of opt-out.
However, the achievement will still be paid with the rest of the achievement
payment in the first quarter of the following year.

3.53 Figure 7 provides a worked example of how points for additional services are
calculated, using child health surveillance as an example:

FIGURE 7 – WORKED EXAMPLE OF ADDITIONAL SERVICES POINTS

The contractor’s registered list size is 6000 patients.  450 of these are children under the
age of 5.

The national average registered list size is 5891 patients.  The national average registered
population of children under 5 is 375.

The adjustment is calculated as follows:

(450 ÷ 6000) = 0.075 = 1.18
(375 ÷ 5891)    0.064
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This is applied to the £75 per point the contractor receives for the child health surveillance
additional service indicators:

£75 x 1.18 = £88.37

Therefore the contractor receives £88.37 for each child health surveillance additional
service indicator point it achieves.

(v) Holistic care points

3.54 Holistic care payments reward breadth of quality achievement in the clinical
domain.  They are calculated by ranking the points scored in all the clinical
areas on the basis of the proportion of points scored out of the total available.
The third lowest proportion is the proportion of the 100 points to which the
contractor is entitled.  This is illustrated in Figure 8 below:

FIGURE 8 – WORKED EXAMPLE OF HOLISTIC CARE POINTS

A contractor achieves the following results in the clinical domain:

              Points          Possible points        Proportion

CHD                                 85               121                         70.25%

Stroke/TIA                       15                 31                          48.39%

Hypertension                   65               105                          61.90%

Diabetes                          50                99                          50.51%

COPD                               16                45                          35.56%

Epilepsy                          4                 16                           25.00%

Hypothyroidism           8                   8                          100.00%

Cancer                          6                 12                           50.00%

Mental health                   0                 41                           00.00%

Asthma                         50                72                           69.44%

The third lowest ranking disease area is COPD, where the contractor scores 35.56% of the
possible points available.

So the contractor receives 35.56% of the 100 holistic care points, or 35.56 points.

(vi) Quality practice payments

3.55 Quality practice payments reward breadth of quality achievement across the
organisational, patient experience and additional services domains.  They are
calculated by ranking the points scored in all five organisational areas, the two
patient experience areas, and the four additional service areas, on the basis of
the proportion of points scored out of the total available.  The third lowest
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figure determines the proportion of the 30 points to which the contractor is
entitled.  This is illustrated in Figure 9.

FIGURE 9 – WORKED EXAMPLE OF QUALITY PRACTICE POINTS

A contractor achieves the following results in the organisational, patient experience and

additional services domains:

              Points          Possible points        Proportion

Records                            80                85                          94.12%

Patient communications     8                  8                         100.00%

Education & training         13                29                           44.83%

Practice management       15                20                           75.00%

Medicines management     35                42                           83.33%

Length of consultation       30               30                         100.00%

Patient survey                    40               70                          57.14%

Cervical screening              16               22                          72.73%

Child health surveillance     6                 6                        100.00%

Maternity services               6                 6                         100.00%

Contraceptive services        2                 2                         100.00%

The third lowest ranking area is cervical screening, where the contractor scores 72.73% of
the possible points available.

So the contractor receives 72.73% of the 30 quality practice points, or 21.82 points.

(vii) Access bonus points

3.56 Contractors that deliver access for patients to a GP within 48 hours and to a
primary care professional within 24 hours in line with the NHS Plan and
Priorities and Planning Framework 2003/06 target are recognised by the award
of 50 bonus points.  More information on how to achieve and sustain the
24/48-hour access target is available in a PCT toolkit at
www.doh.gov.uk/waitingbookingchoice/pcaccess.

3.57 From 2005/06, improving access under the QOF will be assessed annually
based on performance across the year using practice data already collected by
PCTs for the monthly Primary Care Access Survey (PCAS).   Measurement
will be assessed against a total of 24 data points: 12 for access to GPs and 12
for access to a primary care professional.  The assessment will include some
tolerance to take account of unavoidable short-term dips in performance, for
example through sickness absence or an outbreak of flu.

3.58 Practices scoring 21 to 24 data points will be awarded 50 quality points,
provided that there were no more than two failures on either GP or primary
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care professional access.  Practices scoring less than 21 points will receive no
award.

3.59 A transitional arrangement is required for 2004/05 because the 24/48-hour
access target is for achievement by December 2004.  For that year only
assessment will be based only on the four months from December 2004 to
March 2005.  Measurement will be on the basis of up to 8 data points: access
to a GP within 48 hours each month and access to a primary care professional
within 24 hours each month.  Practices scoring 6 to 8 data points, with no
more than one failure on access to a GP or access to a primary care
professional, will be awarded 50 quality points.

Calculating achievement payments

3.60 The achievement payment will be calculated automatically by the QMAS IT
system, in the following way:

(i) points achievement is assessed on National Quality Achievement Day
(31 March) by the QMAS system.  QMAS will automatically use the
data on it at 31 March to create an achievement report for each practice
and send it directly to the PCT.  Practices will be able to see the report,
and must confirm by 7 April that it is correct, using a form on QMAS.
Delays in confirming that the data are right, or in submitting data from
paper-based practices, will lead to delays in PCTs making payments

(ii) for the clinical domain, the £75 per point in 2004/05 (£120 in 2005/6)
is multiplied by the Adjusted Disease Prevalence Factor (ADPF) for
each disease area and this is in turn multiplied by the points achieved
in each disease area

(iii) for the additional services domain, the £75 per point is adjusted by the
relative size of the contractor’s target population

(iv) for the other domains (except the additional services domain), the £75
pounds per point in 2004/05 (£120 in 2005/6) is multiplied by the
points scored, including points for the holistic care and quality practice
payments and access bonus

(v) these payments are added together and adjusted by the contractor’s list
size relative to the national average (currently 5891).  This produces
the total QOF payment

(vi) the aspiration payment is deducted from the total QOF payment to
produce the achievement payment.  Should this be negative the full
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amount will be deducted from the following year’s aspiration payment
in monthly instalments.  The PCT normally confirms the payment
(section G of this chapter sets out exceptional circumstances when this
may not happen) and ensures it is paid as a lump sum by the end of
April.  PCTs must verify all achievement claims before authorising
them for payment.  The assumption in verification will be that the
claim is correct and can be authorised for payment, unless there is
evidence to the contrary, eg from the annual review

(vii) in line with the joint letter of 30 May 2003 from Dr John Chisholm and
Mike Farrar, contractors that do not take part in the QOF, or that
achieve less than 100 points, will see a reduction in their final global
sum payment.  This amounts to £7500 in 2004/5, or £12000 in 2005/6,
adjusted by the contractor’s list size relative to the national average of
5891.

3.61 To ensure consistency of calculation, contractors that do not use the QMAS
system will need to supply records of achievement against the 146 QOF
indicators to PCTs, which will then ensure calculation of the achievement
payment and make payments accordingly.  Verification of such records, and
manual input by the PCT of the data into QMAS, will take considerable time
and effort.  As a consequence achievement payments for such contractors will
be delayed.  For these reasons PCTs and practices are strongly advised to use
the QMAS system, and PCTs will want to offer support to paper-based
practices so that they become computerised.

3.62 Contractors are entitled to receive an aspiration payment in respect of each day
for which they have submitted data to the QMAS, once the system is in place.
They need not have agreed an aspiration payment to be eligible for an
achievement payment.  Contractors whose contracts start or end during the
year receive a payment in respect of the days for which the contract runs.

3.63 Figure 10 provides a worked example:

FIGURE 10 – WORKED EXAMPLE OF ACHIEVEMENT PAYMENT

The contractor’s registered list size is 6000 patients.
Relative list size factor = 6000 = 1.02

  5891

1. Clinical domain

Adjusted Practice Disease Factor £ per point Points    Payment

CHD 1.16 £87.00 90 £7830.00
Stroke 1.02 £76.50 15 £1147.50
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Hypertension 1.10 £82.50 50 £4125.00
Diabetes 1.14 £85.50 63 £5386.50
COPD 0.85 £63.75 15 £956.25
Epilepsy 0.89 £66.75 5 £333.75
Hypothyroidism 0.90 £67.50 7 £472.50
Cancer 1.06 £79.50 6 £477.00
Mental Health 0.87 £65.25 20 £1305.00
Asthma 0.91 £68.25 50 £3412.50
Total 321 £25466.00

2. Organisational domain

Points scored Payment
Records 78 £5850.00
Patient communication 7 £525.00
Education and training 26 £1950.00
Practice management 15 £1125.00
Medicines management 34 £2550.00
Total 160 £12000.00

3. Patient experience domain

Points scored Payment
Length of consultation 30 £2250.00
Patient surveys 55 £4125.00
Total 85 £6375.00

4. Additional services domain (assumes average relative target population)

Points Payment
Cervical screening 20 £1500.00

  Child health surveillance    6                      £450.00
Maternity services  6 £450.00
Contraceptive services 2 £150.00
Total 34 £2550.00

Total payment for additional services domain is £2550.00.

5. Holistic Care Payment

The third lowest clinical area score is hypertension.  The proportion of points scored is
47.62% (50 points scored out of a possible total of 105).  Therefore, the contractor scores
47.62 holistic care payment points, leading to a payment of £3571.50 (47.62 x £75).

6. Quality Practice Payment

The third lowest sub-domain score in the other domains is Medicines Management.  The
proportion of points scored is 80.95% (34 points scored out of a possible total of 42).
Therefore, the contractor scores 24.29 quality practice payment points (80.95% of 30
points), leading to a payment of £1821.75 (24.29 x £75).

7. Access Bonus

The contractor met the access target and so qualifies for the access bonus of £3750.
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Final Payment

Clinical domain £25466.00
Organisational domain £12000.00
Patient experience domain £6375.00
Additional services domain £2550.00
Holistic care payment £3571.50
Quality practice payment £1821.75
Access bonus £3750.00
Total £55534.25

The contractor’s total raw payment for the QOF is £55,534.25.

This is then adjusted by relative list size (1.02) to give a total gross QOF achievement
payment of £56,561.79.

The contractor’s aspiration was 525 points.  It has therefore already received an
aspiration payment of £13,367.85.  This figure is deducted from the achievement total
to arrive at the total payable to the practice:

£56,561.79 - £13,367.85 = £43,193.94

The contractor is paid £43,193.94 as its net achievement payment for the year.

3.64 If a contract starts or ends in-year and the practice is participating in the QOF,
then its achievement against the QOF indicators is measured for the period
that the contract is running.   The practice’s achievement total is calculated as
normal.  This total is then adjusted pro rata according to the length of time the
contract ran during the year.  This is to avoid paying for quality twice in the
event of practice splits.  The amount of aspiration payment the practice has
already received is deducted from this total, and the resulting figure is the final
achievement payment due to the practice.  In 2004/05 the payment will not be
adjusted by prevalence if the contract ends before 14 February 2005.  In
subsequent years it will be adjusted by the previous year’s prevalence figures.
Figure 11 provides a worked example:

FIGURE 11 – QOF PAYMENTS FOR CONTRACTS ENDING IN-YEAR

The contractor’s total QOF payment is £42,575.00.  This is adjusted according to the
number of days the contract has run during the year.
£42,575.00 x 201 = £42,575.00 x 0.55 = £23,445.41

365
The contractor has already received £10,281.25 in aspiration payments.  These are
deducted from the adjusted QOF total to give the final achievement payment.
£23,445.41 - £10,281.25 = £13,164.16
The contractor’s final achievement payment is £13,164.16.

3.65 The flowchart in Figure 12 summarises the annual visit and achievement
payment process.
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FIGURE 12 – FLOWCHART FOR ANNUAL REVIEW & ACHIEVEMENT PAYMENT
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G. Ensuring equity and probity

3.66 All contractors have a legitimate expectation that the QOF will be applied in a
fair manner within and across PCTs.  This will be ensured through:

(i) application of the national rules set out in this chapter, and mechanisms
to ensure that they are not being misapplied (including through dispute
resolution procedures described in chapter 6), or deliberately flouted

(ii) QMAS providing consistency of calculations

(iii) consistency of approach for PCT visits and training of assessors.

3.67 PCTs should note that the QOF is built on the principle of high trust.  The
systems described thus far in this chapter have been designed to minimise
bureaucracy and intrusion for the vast majority of contractors that will submit
accurate QOF data.  In order for the high trust system to operate, it is
necessary to have robust mechanisms in place to deal with the extremely small
minority of contractors that may seek to submit incorrect claims and obtain
falsely inflated levels of rewards.  PCTs have a duty both to financial auditors
in respect of the proper use of public funds, and to ensure fairness for the
honest majority.

3.68 The PCT is required to confirm all achievement payments before they are
made.  For most contractors this will be automatic.  In the following
exceptional cases, the achievement payment may not automatically be paid by
April:

(i) where monthly reports and/or annual visits throw up issues around data
accuracy, and these have not been remedied in sufficient time to the
satisfaction of the PCT.  This could for example include (a)
inexplicably low or high numbers of patients on disease registers given
the PCT average prevalence, eg as a result of not coding or miscoding
patient records, or (b) unusually high levels of exception-reporting.
These should normally be assessed during the practice visit.  In the
event of data accuracy being questioned during a visit, the contractor
and PCT will draw up a remedial plan, which the contractor will
normally implement within a month of the visit, and the PCT will seek
to confirm it has been implemented within a further two weeks.  Given
the last visits would take place by the end of January, this would then
enable achievement payments to be made by the end of April.  In the
event of remedial action not having taken place to the satisfaction of
the PCT, the PCT could rescore the achievement points, following
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consultation with the LMC.  This is in line with paragraph 3.31 of
Investing in General Practice. Contractors would be able to challenge
such decisions under the dispute resolution procedure

(ii) if a PCT has evidence which shows that a contractor has been
systematically and inappropriately referring patients to secondary care
in order to maximise quality achievement points, the PCT could
rescore the achievement points calculation.  Again, this would follow
consultation with the LMC, and be subject to appeal.  The QOF is
intended to reward contractors for the work that they are doing, rather
than for work that is carried out on their patients in secondary care and
funded by the PCT

(iii) where there is a substantial unexplained variation between aspiration
and achievement.  The assessment of likely achievement arising from
the PCT visit should normally significantly reduce the likelihood of
this occurrence.  If such variations do occur, the PCT would be under a
financial obligation to make further inquiries to satisfy itself of the
validity of the claim before making payment

(iv) in the event of suspected fraud or other illegality.

3.69 If the PCT has concerns in relation to 3.68 (i)-(iii), it should discuss these in
the first instance with the contractor.  The PCT can ask the practice for more
information to support its achievement claim.  The PCT may also wish to
check the practice’s records in more detail, or ask to see certain documents.

3.70 Where the PCT has good reason to suspect fraud, it should involve the NHS
Counter Fraud and Security Management Services (CFSMS) at the earliest
opportunity.  Any fraud or attempt to defraud relating to QOF payments will
be treated as seriously as other forms of NHS fraud, and could lead to criminal
prosecution.  It could also lead to visits without notice or the contractor’s
consent.

3.71 A random 5% sample of contractors will also be checked thoroughly as part of
counter-fraud measures.  Wherever possible, this will draw on the pre-existing
written material provided for the annual review, to minimise bureaucracy.
Where checks require a visit, this would normally occur as part of the
following year’s annual visit, to minimise disruption to contractors and their
patients.
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H. IM&T and data flows

3.72 IM&T support for the QOF will be provided through three mechanisms:

(i) the Interim Aspiration Utility (an aspiration spreadsheet), described in
paragraphs 3.18-3.19, for assessing quality aspiration levels in 2004/05

(ii) all contractors having clinical systems that are compliant with national
system specifications for GMS contract functionality.  PCTs should
provide funding to upgrade the clinical systems of those relatively few
contractors that will not have compliant systems, as set out in John
Hutton’s letter to Dr John Chisholm of 14 October 2003 (available at
http://www.doh.gov.uk/gmscontract/ITfunding.PDF).  In addition, all
practices are expected to have RFA99  compliant clinical systems

(iii) the introduction of the Quality and Outcomes Framework Management
and Analysis System (QMAS).  This system will ensure consistency in
how quality achievement and prevalence are calculated, and will be
linked to the Exeter payment systems.  Data from clinical systems will
be extracted through automated links to the QMAS, while non-clinical
information (the yes/no organisational, patient experience and
additional services indicators) will be added to the QMAS by the
practice using a web-based interface.  Clinical systems will be subject
to a process of certification by the National Programme for IT (NPfIT)
to ensure that they are compliant with the QMAS.  It is expected that
this process will be complete, and the QMAS introduced, by August
2004. This will be accompanied by guidance and training provided by
NPfIT.  Figure 13 illustrates how the QMAS will work.

Data flows

3.73 QMAS will enable contractors to:

(i) assess their current quality achievement points, estimated relative
prevalence and current achievement payment whenever they wish

(ii) compare their current position with the average achievement in the
PCT, the SHA and nationally.  Such comparisons would not involve
disclosure of information that identifies other contractors.  This facility
will be available later after the main system has gone live

(iii) check that the data they are providing are correct and complete.
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FIGURE 13 – OPERATION OF QMAS
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3.74 PCTs will also have links to the QMAS.  When planning cashflow, PCTs
should note that QOF achievement could rise disproportionately during the
last few months of 2005/06 as practices strive to maximise their QOF
achievement payments.  The QMAS will provide information for each PCT
on:

(i) current individual practice points achievement, prevalence, and
payments.  This information is essential for financial planning and risk
management purposes. This functionality will go live later than the
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basic payments system.  PCTs must ensure that monthly practice
identifiable information is not submitted to the PEC or main board

(ii) overall PCT achievement against the QOF, compared with other PCTs
in the SHA and nationally.  This would not include information that
identifies individual contractors. This functionality will also go live
later than the basic payments system.

3.75 The QMAS will also provide:

(i) monthly information to SHAs on likely PCT points achievement,
prevalence and spend.  This is also necessary for financial management
purposes.  Such reports would not include information that identifies
individual contractors

(ii) information to inform national policy development eg the reviews of
the QOF and the global sum allocation formula, or approved research.
Where this includes data on individual contractors it would be
anonymised

(iii) information to statutory authorities including NHS Counter Fraud
Management and Security Services, auditors and CHAI.  Access to
identifiable contractor level information would normally be at the
request of the PCT and with the permission of the contractor.  In
exceptional circumstances eg serious fraud the PCT may need to
access data without the contractor’s permission.

These functions will be available later than the basic payments system.

3.76 PCTs should not use this information for performance management purposes
as the QOF is voluntary.  PCTs could, however, use the information as a way
of offering support to the contractor.

3.77 Access to data (including, where appropriate, patient identifiable data by PCT
assessors and staff from other organisations) will be subject to a code of
practice.  This will be published in spring 2004.

3.78 Investing in General Practice made clear that PCT-wide achievement against
the QOF would be independently inspected by CHAI.  CHAI is still in the
early stages of developing its plans.  The Department with CHAI will also be
reviewing how PCT star ratings might best capture achievement against the
QOF, again from 2005.
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I. Review of the QOF

3.79 The Quality and Outcomes Framework should not remain static and will need
to be updated, particularly in the light of changes to the evidence base,
advances in healthcare, changes in legislation or regulation and the need for
further clarity, or so as to include new areas. Investing in General Practice
makes clear that there will be a formal review process through which changes
to the QOF will be recommended by a UK-wide independent expert group.
This process will be in place before the end of 2004, with the precise
arrangements confirmed next summer.  However, no changes to the QOF will
be made before April 2006, other than in the case of a sudden change in the
evidence base or the law that made a particular current indicator inappropriate.

3.80 It is expected that the review group will consider all aspects of the QOF from
the twin aims of improving care to patients, whilst recognising changes to
practice workload.  The group will consider:

(i) whether new indicators should be added, existing indicators revised,
dropped or combined

(ii) what the workload implications might be of such changes and how the
indicators might be adapted to reflect this

(iii) all aspects of the prevalence adjustment arrangements.

J. Milestones and activities

3.81 Table 11 provides a summary of key QOF activities and milestones between
2003/05.

TABLE 11 – QUALITY CHAPTER MILESTONES AND ACTIVITIES

MILESTONE ACTIVITY

1 By 15th December 2003 PCTs will have forwarded interim aspiration utility to all

practices

2 By 1st  January 2004 PCTs will have invited all practices to participate in the

quality information preparation (QuIP) DES for 2003/4 and

agreed a plan for implementation.

3 By 16th January 2004 Contractors will have submitted details of their aspiration

to PCTs using the interim aspiration utility

4 By the end of February

2004

PCTs will have agreed aspiration levels for all

participating contractors

5 April 2004 QOF goes live



94

6 By the end of April 2004 PCTs will have paid QuIP DES for 2004/05 and QPREP for

2004/05

7 By the end of every

month from April 2004

PCTs will have made monthly quality aspiration payments

to participating contractors

8 By the end of April 2004 Following discussion between the NHS Confederation and

the GPC, the Department will have published guidance on

QOF annual review visits

9 During spring 2004 The Department will have published a code of practice on

access to information

10 By the end of July 2004 PCTs will have produced a schedule of QOF annual review

visits for between 1 October 2004 and 31 January 2005,

and informed contractors

11 By the end of August

2004

Quality and Outcomes Framework Management & Analysis

System (QMAS) will have gone live

12 Monthly from end of

Sept 2004

(and more often if the

contractor so wishes)

Data from contractors’ clinical systems will have been

automatically uploaded to QMAS every month.

Contractors use the web interface to add yes/no data for

the organisational, patient experience and additional

services indicators to QMAS.

13 Between 1st October

2004 and 31st January

2005

PCTs will have completed all QOF annual review visits.

PCTs will have written up the visits and ensured

consistency across their areas.  In cases of (i) data

accuracy concerns and (ii) missing data, the PCT and

contractor agree a remedial plan.  Normally within a

month of the visit, contractors have confirmed that

remedial actions have taken place.  Normally within two

weeks of such confirmation, the PCT has confirmed they

are content with the action.

14 14th February 2005 QOF national prevalence day, at which point relative

recorded practice prevalence is measured.  This will have

taken place automatically for practices using QMAS

15 21st February 2005 Contractors not using QMAS will have submitted data for

the prevalence calculation to their PCT

16 14th  March 2005 Contractors that have not submitted data but are

participating in a particular clinical area are treated by

QMAS as being at the bottom of the prevalence range for

that clinical area

17 31st March 2005 QOF national achievement day.  QMAS will have

calculated payment levels for 2004/05, using the latest

list size and with clinical payments adjusted for

prevalence as at 14 February
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18 By the end of April 2005 PCTs will have made 2004/05 achievement payments as a

lump sum on the basis of QMAS calculations.  If any

quality remedial plans were not achieved, PCTs may have

delayed payments

19 From the end of April

2005

PCTs will have made monthly aspiration payments for

2005/6.  These will have been based on an automatic

calculation of 60% of previous year’s achievement points,

with pounds per point uprated to £120, and adjusted by

the previous year’s prevalence.  (NB The start of

payments may be delayed if confirmation of final

achievement is delayed.)

20 From July 2005 onwards Scheduling of QOF annual review visits, visits and payment

activities are repeated as per 2004/05
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4. MODERNISING INFRASTRUCTURE

SUMMARY OF KEY POINTS

1. Contract implementation requires effective support strategies to develop
human resources and modernise infrastructure.

2. The existing medical, supplementary and services lists will be replaced
by the single Primary Medical Services Performers List on 1st April 2004.
The Department will publish guidance on the transition in March 2004.
From 1st April applicants to the list will need to supply an enhanced
criminal records certificate.  The Services & Tribunal Regulations will
also be replaced, from 1st April, by the new contract mechanisms.

3. The contract is designed to support increases in primary care capacity
and changes in skill-mix.  PCTs will want to ascertain contractors’
intentions in relation to employment of new staff whilst discussing
contract changes, so that this can be reflected in SHA Workforce
Directorate planning.

4. Work/life balance will be improved through the out-of-hours changes.
Recruitment and retention will continue to be supported through the
Flexible Careers Scheme, Returners’ Scheme, Retainer Scheme, and
Golden Hellos (which will be reviewed during 2004/05).  The move to a
practice basis for contracting will help make full use of the talents of the
primary care team.  PCTs will want to work with contractors during 2004
to implement Agenda for Change principles.  Practice management has a
critically important function under the new contract and PCTs will want
to review their support arrangements for practice managers during 2004.

5. New pensions flexibilities to support portfolio working were introduced
in October 2003.  Regulations to implement the other pensions changes
set out in Investing in Primary Care will come into force in April 2004.
Guidance will be produced in March 2003.  PCTs and contractors will
need to agree an amount of notional superannuable earnings by April
2004.  This will be retained from the global sum for employer
contributions, and the amount will be revised up or down in the light of
actual superannuable earnings.

6. Premises payments to contractors will be set out in separate Directions,
which the Department will publish in January 2004.  New standards, set
out in Investing in Primary Care, will come into effect from 1st April
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2004.

7. Contractors are entitled through the Statement of Financial Entitlements
to full funding of the costs of maintenance and minor upgrades for
existing systems.  PCTs should, following the application of appropriate
procurement processes, meet the full costs of replacing pre-RFA 99
legacy systems by April 2004. This is essential to enable contractors to
participate in the quality and outcomes framework.

Introduction

4.1 The GMS contract is primarily about the services to be delivered to patients
(chapter 2), the quality standards for those services (chapter 3), and the
supporting investment (chapter 5).  But effective implementation also requires
effective support strategies to develop human resources and modernise
infrastructure.  This chapter considers:

A. Human resources
B. Premises
C. Information management and technology
D. Activities and milestones

A. Human resources

4.2 Primary care professionals need to be eligible to perform services; they need
to be recruited and retained; their ongoing development needs to be supported
during their working lives; and they deserve adequate pensions when they
retire.  This section considers:

(i) primary medical services performers list

(ii) increasing workforce capacity

(iii) ongoing support and development

(iv) pensions.

Each is considered in turn.
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(i) Primary medical services performers list

4.3 Chapter 7 of Investing in General Practice stated that the current medical,
supplementary and PMS services lists would be rationalised into a single
primary medical services performers list.  This was enabled by the Health and
Social Care (Community Health and Standards) Act 2003.  It will come into
force on 1st April 2004 through the NHS (Performer Lists) Regulations 2004.
Detailed information on the regulation of individual GPs by PCTs using the
list management arrangements can be found at www.doh.gov.uk/pclists.

4.4 Listing is mandatory for individual qualified doctors who personally perform
NHS primary medical services for patients, or who intend to perform such
services.  There are a few exceptions: (i) certain clinicians employed by NHS
trusts; (ii) certain provisionally registered Pre-Registration House Officers and
Senior House Officers in training; and (iii) a limited easement which applies to
GP registrars for the first two months of their training period.  Providers of the
services, whether or not they are doctors, are not entitled to be listed unless
they personally perform, or intend to perform, the services.

Transitional arrangements

4.5 Advice on the detailed application of the transitional arrangements will be
provided on www.doh.gov.uk/pclists in March 2004.   The arrangements will:

(i) ensure that the migration of doctors from existing lists to the new
medical performer lists proceeds smoothly.  In most cases this will be
straightforward.  Doctors included on one of the three lists will transfer
automatically on 1st April 2004.  This will also apply to doctors who
are suspended on 31st March 2004.  Some GPs are currently listed on
more than one medical list.  This will change from 1st April; from this
date they will only appear on one list, that of the PCT in whose area
the greatest number of their patients reside.  Where there is doubt the
relevant PCTs will need to decide, taking account (but not being bound
by) representations from the affected GP.  This will not affect the right
of GPs to work in any PCT area

(ii) make transitional provision for the treatment of any doctors in relation
to whom issues are being dealt with under the medical, supplementary
medical and services list provisions on or before 31 March 2004.
These will be dealt with under the medical performer list provisions
from 1 April 2004. Any action that had being taken under the old lists
is deemed to have been taken under the performer list regulations.
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Special arrangements again need to be made for those doctors who
change PCT on 1 April 2004

(iii) ensure that relevant decisions that were taken under the provisions of
the existing regulations continue to have effect (or equivalent effect)
once the performer list regulations come into force.

Enhanced criminal record checks

4.6 From 1st April 2004, applicants for inclusion in PCT medical performer lists
must provide an enhanced criminal record certificate (ECRC).  The PCT will
only get a copy of the ECRC (the original will go to the doctor) when it
countersigns the doctor’s application to the Criminal Records Bureau (CRB),
and only if the information is required to assess the suitability of an individual
for a post.  There is a £29 fee payable to the Bureau; the cost should be borne
by the PCT, not by the practitioner.  A PCT has to register with the Bureau in
order to be entitled to countersign an application, and therefore receive a copy
of the enhanced certificate. In return the PCT is required to adhere to a strict
"Code of Practice".  The Code of Practice is available from the CRB or via its
web-site at www.crb.gov.uk  PCTs should register now if they have not
already done so. There is a registration fee, currently £300, which also covers
registration of the lead counter-signatory for applications. For each additional
counter-signatory to be included within the registered body a further fee,
currently £5, has to be paid.

4.7 The CRB is not a source of data about overseas offences and convictions,
although they may hold very limited data about some countries. If so, the data
will be limited to whatever data from overseas are held on the Police National
Computer. The CRB may, however, be able to advise PCTs on how they
might themselves go about trying to check details of convictions outside the
UK.

4.8 For the time being, PCTs should not generally attempt to obtain certificates
from doctors who are already listed and who have not already provided
certificates.  They should only ask listed performers to provide a certificate
where information comes to their attention that throws into doubt the openness
of the declaration a performer had previously provided.

Local Discipline Committees and the NHS

4.9 Outstanding proceedings involving GP Principals, that are taking place under
the NHS (Service Committees & Tribunal) Regulations, will need to be
concluded consistently and in a timely and orderly fashion when the new GMS
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contract comes into force.  Since terms of service for individual GPs disappear
under new GMS there will be no further need for local disciplinary
committees constituted under these regulations to investigate alleged breaches
of terms of service.  The Service Committees & Tribunal Regulations will be
revoked for GMS (but not for general dental services, general ophthalmic
services or pharmaceutical services).  Transitional and consequential
provisions will provide a way in which unresolved local disciplinary
investigations involving GPs’ terms of service should be concluded on or after
the date the new GMS contract comes in to force.  Advice will be available on
the Department’s website in March 2004.

4.10 Under new GMS, questions arising from the operation of contracts with
providers will be dealt with using the contract disputes mechanisms described
in chapter 6.  Questions relating to the suitability, efficiency or probity of
individual doctors who are performing primary medical services will be dealt
with by using regulations made under section 28X of the 1977 NHS Act (the
NHS (Performers Lists) Regulations 2004).

(ii) Increasing workforce capacity

4.11 The Department’s human resources strategy can be summarised as more staff,
working differently.  The new contract will support an expansion of workforce
capacity and changes in skill-mix.  This requires effective workforce planning
as well as ways of supporting the recruitment and retention of GPs and other
primary care professionals.

Workforce planning

4.12 Contractors will have freedom to spend their overall budget as they see fit.
They will be rewarded for the outcomes they deliver under the quality and
outcomes framework, rather than be constrained in relation to specific input
conditions such as those that existed under old GMS, through for example the
GP basic practice allowance.  This autonomy and flexibility, combined with
the increased investment described in chapter 5, and the change in out-of-
hours arrangements described in chapter 2, are likely to lead to increases in
primary care workforce capacity and changes in skill-mix.

4.13 PCTs are advised to consider the workforce planning implications of the new
contract, the changes to PMS described in December 2003 guidance, and the
new PCT and alternative provider delivery routes described in chapter 2.  They
will want, during contract discussions in January and February 2004, to
ascertain the intentions of their contractors about, for example, plans to recruit
additional staff to support the implementation of the quality and outcomes
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framework.  PCTs will then want to ensure that this information is fed into
their local SHA workforce directorate, which brings together local NHS and
non-NHS employers to plan the whole healthcare workforce.

Recruitment and retention

4.14 This will be supported by:

(i) the out-of-hours changes.  GPs and other primary care professionals
can expect a better work/life balance.  The transfer of responsibility by
the end of December 2004 for out of hours to the PCT will make
general practice a more attractive place to work.  Contractors will also
benefit from the new ability to manage workload through the ability to
opt-out of certain additional services and the new procedures to reduce
assignments to contractors with closed lists

(ii) increased investment in primary care which will support workforce
expansion.  The devolution of primary care funding to PCTs, combined
with the introduction of the PCT provider and alternative provider
routes, gives PCTs the ability to develop new services in areas that
have historically been under-doctored, and the ability to develop
innovative ways of employing GPs, nurses and practice managers to
support GMS and PMS providers

(iii) new opportunities for GPs to become salaried to GMS contractors, to
PCTs and to out-of-hours providers, where this better suits their
particular circumstances.  This is supported by the introduction of the
model salaried contract which includes a pay range and flexibility for
PCTs and contractors to offer salaries commensurate with local labour
market conditions.  Details are set out in Supplementary Documents

(iv) new opportunities for nurses, allied health professionals, practice
managers and others (including consultants) through (a) the
introduction of a practice-based contract, (b) the delivery of a wider
range of services through the enhanced services route, and (c) delivery
of better chronic disease management and organisational standards
through the quality and outcomes framework.  In a way that is similar
to PMS, it will be possible to have nurse-managed, or therapist-
managed GMS services.  Salaried staff will also be supported through
the introduction of Agenda for Change principles in general practice.
Whilst Agenda for Change is not mandatory, GMS contractors will be
expected to implement its principles and they will want to work closely
with their PCTs on this, particularly in relation to the effective use of



103

the Job Evaluation Scheme and the Knowledge and Skills Framework
or equivalents

(v) the continuation of specific supply-side incentives: golden hellos in
2004/05, the GP returners’ scheme, the retainer scheme, and the
Flexible Careers Scheme.  These remain as entitlements in the 2004/05
Statement of Financial Entitlements (SFE).  The Flexible Careers
Scheme offers opportunities for flexible and part-time working.  The
returners’ scheme offers tailored refresher training and a co-ordinated
way back to practice for retired doctors or doctors not currently
working in primary care who wish to return to the NHS. The golden
hello scheme was introduced in 2001 as a time-limited measure to
improve conversion rates of GP registrars and to improve recruitment
in historically under-doctored areas.  Its efficacy in achieving these
objectives will be reviewed during 2004/05 with a view to refocusing it
from 2005/06 to provide incentives more targeted towards the most
under-doctored areas.  The Department of Health or its agents will
consult the GPC on these proposals

(vi) ongoing development and support to improve working lives, which is
considered further below.

Ongoing support and development

4.15 Ways in which PCTs will be able to help provide ongoing support and
development include through:

(i) application of the Department’s human resources strategy, including
the skills escalator and career pathways.  Specialist interest
development is a key aspect and will be supported through the
commissioning of more specialised services using the enhanced
services budget

(ii) promoting best employment practice set out in the Improving Working
Lives Standard www.doh.gov.uk/iwl.  PCTs will want to encourage
GMS contractors, particularly larger practices, to consider pursuing
IWL accreditation.  This will help support recruitment and retention,
job satisfaction, and also contribute towards achieving points in the
organisational standards within the quality and outcomes framework
(eg education and training and patient communication)

(iv) supporting the appraisal of all staff.  Extensive guidance is available on
the preparation for, and conduct of, the appraisal process. This can be
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found at www.appraisaluk.info. An on-line appraisal toolkit for GPs
can be found at www.appraisals.nhs.uk

(v) provision of locum support through PCT locum banks, and partial
reimbursement for locum costs where necessary for maternity,
paternity, adoptive leave, sickness leave, to cover for suspended
doctors, or for the prolonged study leave scheme.  Details of minimum
requirements are included in the draft Statement of Financial
Entitlements.  The costs will be funded from the PCT-administered
budget described in chapter 5.  PCTs will also be under a new legal
obligation from 1st April 2004 to develop and seek to agree with the
LMC a policy for locum cover and payment arrangements.  This
should include what proportion of the maximum funding would be
available to those with a less than full working commitment.  This is
because the existing Red Book rules on that point have been simplified
to allow greater local flexibility.  PCTs may wish to use the 37.5 hours
in the model salaried GP contract as a guide to full-time working.  The
Department advises that PCTs should develop policies and consult
LMCs during March 2004

(vi) initial development of sabbatical schemes.  £8.5m was notionally
included within the national PCT-administered funding stream.  PCTs
will want to consider how best to use this money to develop local
support arrangements

(vii) the Directed Enhanced Service for those patients who threaten violence
or commit violent acts, which PCTs must commission and which will
ensure that all PCTs have secure facilities available to see violent
patients

(viii) delivering the NHS childcare strategy in primary care so that those
working in primary care have the same access to childcare as staff in
other parts of the NHS

(ix) new pension flexibilities to support portfolio careers.  These are
described later in this section

(x) supporting practice management.  Practice managers will have an
increasingly important role as they become the experts in the operation
of the new contract, including all the new mechanisms outlined in this
guidance.  PCTs are advised to review their support arrangements for
practice management during 2004. The Department will also be
introducing a practice management toolkit early in 2004
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(xi) supporting practice nurses.  The Department is producing further
guidance during 2004, in consultation with professional bodies, PCTs
and nurses. This will form part of a wider guidance document on HR
issues in primary care.

Employment law

4.16 GMS contractors are obliged to:

(i) provide written terms and conditions of service in contracts

(ii) not unfairly dismiss an employee

(iii) allow for ante-natal care, maternity leave, paternity leave, adoption
leave, and parental leave, if their employees satisfy the relevant
entitlement conditions under employment legislation for those types of
leave.  Additionally, employees have common law rights to a
reasonable amount of time off, where necessary, to care for
dependants. Employees of contractors will, if they qualify, be entitled
to statutory sick pay from the contractor for 28 weeks of absence on
account of sickness in any three years

(iv) not discriminate on the grounds of gender, marital status, race, colour,
disability or Trade Union membership (additionally, as a matter of
policy, we expect GMS providers not to discriminate on the grounds of
age, religion, creed or sexual orientation)

(v) not to make deductions from wages without agreement

(vi) consult fully and make appropriate payments in a redundancy situation

(vii) recognise the rights of staff transferred from another NHS employer,
and

(viii) comply with the Public Interest Disclosure Act 1998 which gives full
protection of the law to all self-employed NHS professionals who act
in the public interest. The Department of Health is working with Public
Concern at Work to produce guidance on whistleblowing for use in
primary medical services.

(iv) Pensions
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4.17 General practitioners have been included in the NHS Pension Scheme since it
was established in 1948. They automatically become members unless they
decide not to join.  As with other scheme members, their own contribution is
based on 6% of their pensionable pay, and from 1st April 2004 the PCT which
is treated as their employer contributes an amount equal to 14% of their
pensionable pay.   Chapter 5 describes how the increase in contributions will
be funded by an increase in the global sum.

Calculation of Pensionable Pay

4.18 Chapter 5 of Investing in General Practice explained how the definition of
NHS pensionable pay will be broadened.  In broad terms pensionable pay will
include all fees and regular remuneration, net of expenses and overtime, paid
to practitioners in respect of the provision of primary medical services, and
any other services that are treated as NHS work, but excluding all income
derived from work undertaken on behalf of a commercial organisation.  It will
also include profits, net of expenses, for the practitioner in providing clinical
placements for students undertaking a recognised course of healthcare learning
and development.  The Department is working with the GPC to set this out in
regulations which will be made by the end of March 2004.  This will be
accompanied by further guidance which will be discussed with GPC.  This
guidance will also set out the detail of the other pensions changes described in
this section.

4.19 Future contributions paid by general practitioners as employees, and the
employer’s contribution paid on their behalf, will be assessed on practice
profits.  An estimated sum will normally be retained at PCT level from the
global sum and paid to the NHS Pensions Agency monthly.   PCTs and
contractors will need to agree this sum during April 2004 following the March
2004 guidance and Regulations.  At the end of the year the practice
accountants will produce a certificate of NHS profits in a specified form, to be
signed by GPs; this certificate will be included in the March 2004 guidance.
The completed certificates will need to be agreed with the PCT and forwarded
to the NHS Pensions Agency with any balance of payments.  This will also
inform the calculation of the uprating factor and also the final calculation of
seniority pay.  In future working commitment in relation to seniority will be
calculated on the basis of average superannuable earnings.

Admission of non-GP partners to the NHS Pension Scheme

4.20 The existing right of non-GP practitioners in PMS to join the scheme is being
extended to non-GP partners in GMS practices from 1st April 2004.  They will
be admitted on an officer basis; their eventual benefits will be assessed on the
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basis of final year salary, on the same basis of calculation as other officer
members of the NHS superannuation scheme.  Their contributions will be
assessed on profit share.

Uprating factor

4.21 In the new contract, the uprating factor is based on the actual growth in GP
pensionable earnings compared with the previous year.  This will be adjusted
by the Joint Health Departments/NHSC/GPC Technical Steering Committee to
take account of the shift to less than full-time working.  The exact figures
cannot be known until after the end of the financial year, so the TSC will
estimate an interim award to mitigate any short-term loss in benefits for newly
retired doctors while the actual uprating factor for the year is assessed.  The
interim reward will be set at a level that avoids the need to make subsequent
reductions or reclamation of pension or lump sum.

Flexibilities

4.22 The new contract introduces new flexibilities in the way that pensions are
calculated for doctors who have worked in both general practice and other
specialities.  Doctors working in both general practice and hospital care, or
who move between them, accrue benefits under both assessment regimes, and
although the NHS Pension Scheme legislates specifically for these
circumstances, the results may not always be optimal.  To support doctors who
pursue portfolio careers, four new pension flexibilities are being introduced.
These complement existing rights by broadening the range of methods used to
calculate final benefits where there is a mixture of GP and non-GP accrual.
All options will be tested at retirement and the most favourable will be
applied.  Doctors currently working in the NHS will benefit automatically
from the new flexibilities, and the impact will extend to their full scheme
membership, not just that from the effective date of the regulations.  All
pension benefits will be automatically safeguarded when doctors move
between GP and non-GP work.

4.23 The amending regulations came into force on 1 October 2003, and have
retrospective effect from 1 April 2003.  The new flexibilities are:

(i) doctors who work in hospital care or as a GP Registrar for less than 10
years before becoming a Principal Practitioner will receive the most
favourable of the following:
(a) a separate pension for hospital work using the non-GP formula

plus a separate GP pension
(b) an addition to the practitioner pension pro rata to hospital work
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(c) a GP pension for all work

(ii) doctors who work in hospital care for more than 10 years before
becoming a Principal Practitioner will receive the most favourable of
the following:-
(a) a separate pension for hospital work using the non-GP formula

plus a separate GP pension
(b) a GP pension for all work

(iii) doctors who work in general practice before moving to hospital care
will receive a separate non-GP pension and the more favourable of the
following:
(a) a GP pension plus pensions increases (linked to prices)
(b) a GP pension increased by uprating factors linked to pay up to

retirement

(iv) doctors who work in both general practice and hospital care for more
than one year at the same time will receive the more favourable of the
following:
(a) a separate pension for hospital work using the non-GP formula

plus a separate GP pension
(b) a GP pension for all work.

B. Premises

4.24 The contract allows PCTs to agree to the extent of reasonable premises costs
they incur and the nature and level of payments to be made.  Where premises
are used to provide services other than general medical services, payments will
be reduced proportionately.  This will be a matter for agreement under the
contract. PCTs will need to comply with the payment arrangements, which
will be set out in Directions to be published in draft in January 2004.  The new
funding arrangements for PCTs are described in chapter 5.

4.25 Contractors whose premises were approved for payment at 31 March 2004
need not seek confirmation of that approval in order to continue receiving
payments calculated under the arrangements that existed on that date.  The
arrangements set out in the rest of this section will come into operation in
respect of any changes made to existing premises, when new premises agreed
in the contract are brought into use or any of the payment mechanisms
outlined in this guidance are effected.

4.26 PCTs should be satisfied that new premises development or refurbishment
demonstrates value for money.  In so doing, PCTs, in consultation with the
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District Valuer, shall have regard to the standards provided in Primary and
Social Care Premises - Planning and Design Guidance, available at
www.primarycare.nhsestates.gov.uk.  There may be occasions where, for
example, because of the physical nature of the building/site, full compliance
with those standards is not possible for an otherwise suitable site or building.
In such cases, the PCT should be satisfied that any reduction of or
enhancement to those standards is reasonable and demonstrates value for
money.  Where a contractor does not agree with a PCT decision not to accept
premises or disputes the level of funding offered by the PCT, the matter will
be resolved through the dispute resolution arrangements described in chapter
6.

Minimum standards

4.27 Chapter 4 of Investing in Primary Care set new quality standards for premises
to be used for the delivery of general medical services.  It also set out actions
to be taken should any premises not meet those standards.  Details are
available at http://www.nhsestates.gov.uk/primary_care/index.asp.

Payments

4.28 This section sets out the arrangements by which recurrent payments for new or
substantially refurbished premises should be calculated.  PCTs should seek
advice from the District Valuer on matters relating to current market rent and
open market valuation.  Contractors may receive, at the PCT’s discretion,
payments towards for example, costs to improve practice premises, overcome
barriers to capital investment or assist moves from poor premises into modern
replacements.  The main arrangements are set out in Table 12:

TABLE 12 – PREMISES PAYMENTS

Arrangement Description
1 Owner-occupier

Borrowing costs
1. The appointment of a firm to undertake construction

works should be subject to at least three written quotes
following an open competitive tendering exercise.  The
GMS Contractor and the PCT should agree which quote
represents best value for money.

2. A prescribed percentage should be applied to the
necessary level of loan incurred to meet the aggregated
cost elements.  Costs can include: site purchase, building
works, reasonable professional fees agreed in advance
with the PCT, any rolled-up interest incurred on loans
taken to procure the premises, necessary local authority
and planning application fees, VAT where properly applied
and agreed levels of furnishing, fitting and equipping.

3. The prescribed percentage for fixed interest rate loans is
equivalent to the 20 high year gilt rate issued by the Bank
of England plus 1.5%.  Details of the Gilt rate are at Gilts
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Yield.
4. The variable prescribed percentage, which should be

recalculated annually, is the Bank of England Base Interest
Rate plus 1%.  Details of Base Rates are at Base Rate.

2 Subsequent changes 1. Borrowing cost payments arrangements may transfer when
an outgoing practitioner sells his or her equity interest in
the premises to an incoming practitioner at the
outstanding level of borrowing required to purchase the
premises.

2. Where the practitioner is financing the scheme wholly or
mainly from his or her own money, ie any loan is for the
lesser part of the total cost, the prescribed percentage
will be that agreed by the PCT as representing best value
for money.

3. Contractors in receipt of a fixed interest rate loan should
advise their PCT of any change of lender or any reduction
in the level of interest charged to their loan.

4. From 1 April 2004, where a practitioner changes lender
and/or re-negotiates lower loan costs, the cost rent
reimbursement level shall be recalculated using the
appropriate prescribed percentage in force at the time
that the changed loan arrangements came into effect.

5. From 1 April 2004, when a practitioner has repaid his or
her loan, entitlement to borrowing cost payments shall
cease and be replaced with notional rent payments.

6. PCTs should also conduct an annual enquiry of Contractors
to confirm what borrowing arrangements are in place.
PCTs should recover any overpayments made to
practitioners after 1 April 2004.

3 Rental costs for
leasehold premises

1. Payments for all rented premises will initially be based on
the current market rent (CMR) or the actual rent
whichever is the less.  The CMR will be set having regard
to the terms of the lease on offer adjusted, if necessary,
to a tenant’s internal repairing basis.  The CMR will be
reviewed to take account of periodic landlord reviews of
the rent.  The exception is where the landlord review
results in no change to the rent charged or to the lease
itself.

2. For leases where landlord reviews are linked to an index
(for example, RPI), the level of rental payment will be
adjusted in accordance with the arrangements set out in
the lease.  PCTs should receive a copy of the lease being
offered and obtain advice from the District Valuer as to
the appropriateness of the terms and the initial rent being
offered.

3. In all cases, VAT should be added where this is properly
charged by the landlord.

4 Notional- rented
premises

1. Contractors which owner-occupy their premises may opt to
change from payments based on their borrowing costs and
receive a notional rent.  Payments will be calculated using
the current market rent (CMR) assumptions contained in
the notional lease and be reviewed three-yearly after the
first payment has been made.  Only in the event of a
change in the purpose for which the premises are to be
used or as a result of further capital investment in the
premises agreed in the contract will a subsequent
assessment be made earlier than the normal three-yearly
review date.

2. Full notional rent will be equivalent to the current market
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rent assessment.  Where NHS capital has contributed to
the cost of the work completed the full notional rent will
be abated in proportion to the total cost of the work
carried out.  On completion of the development, the
abated notional rent payable should be calculated in
accordance with the details to be found at
http://www.nhsestates.gov.uk/primary_care/index.asp
The abated notional rent will be paid to the Contractor for
a period of 10 years, after which full notional rent will
become payable.

5 Temporary premises
costs

Occasions arise whereby premises are to be wholly replaced on
the existing site or extension work may require the practice to
move to temporary premises.  Where agreed in the contract,
PCTs may provide a grant and/or recurrent funding to meet
associated set-up and rental costs.

6 Improvement grants At the PCT’s discretion, contractors may receive a grant of
between 33% and 66% towards costs incurred to improve their
premises to provide GMS.  Examples include reconfiguration of
the internal layout, adding an extension, DDA compliance and
improved security.

7 Uplift to current
market rents

Current market rent levels in some areas of deprivation may
be too low to provide sufficient returns to support new capital
investment in practice premises or provide sufficient support
for existing premises that meet minimum standards.  Where
this is the case, CMR may be increased by applying an uplifting
factor held by the PCT. The resulting level of reimbursement
will remain in payment until it is overtaken by the naturally
occurring current market rent.

8 Notional rent and
leasehold premises

Notional rent may be paid in respect of tenant improvements
agreed in the contract carried out by practitioners on their
leasehold premises to the extent the improvement is not
reflected in the rent charged by the landlord.

9 Combined borrowing
cost and notional
rent payments

Notional rent may be paid also to practitioners in addition to
borrowing cost payments when further capital investment still
results in a CMR on the whole premises which is lower than the
existing borrowing cost payments being made.

10 Reconversion of
former residential
premises

PCTs may award a grant to re-convert former residential
premises to their former use.

11 Guaranteed
minimum sale price
for redundant
owner-occupied
premises

To overcome any lack of surety on the sale price of redundant
practice premises, PCTs may provide a grant to ensure a
guaranteed minimum sale price to enable a contractor to
move to modern alternative premises to improve the range of
services provided to patients.

12 Legal and other
professional fees for
new purpose-built
premises

PCTs may agree to pay a grant towards legal and other
professional fees incurred by Contractors who occupy new
leasehold premises or new owner-occupied premises built or
significantly improved under notional rented premises
payment arrangements.

13 Reimbursement of
equipment leasing
costs in new
leasehold premises

PCTs may meet reasonable costs of lease arrangements to
furnish, fit and equip new practice premises.

14 Grant to meet
mortgage deficit
and/or redemption

PCTs may meet all or a proportion of mortgage deficit and
early redemption penalty costs in respect of contractors which
move from old premises to modern alternatives.
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Costs

C. Information Management and Technology

4.29 The GMS Payments Project, which is part of the National Programme for IT
(NPfIT), is developing and implementing the information systems that are
required to support the new contract.  This will coincide and be backed up by
the new Local Service Providers (LSPs) delivering high quality primary care
IM&T services throughout the NHS in England.  Changes to the payment
systems will be supported by a centrally funded training programme to smooth
the transition.  Further detailed information on the IM&T work programme
will be made available on: http://www.doh.gov.uk/gmscontract/infotech.htm
and http://www.natpact.nhs.uk/.

Funding for maintenance and upgrades

4.30 In the period before the full implementation of the NPfIT programme GMS
contractors are entitled through the Statement of Financial Entitlements to full
funding of the costs of maintenance and minor upgrades for existing systems.

4.31 Maintenance is defined as the routine support that is normally provided under
annual contracts by GP clinical system suppliers or third parties.   PCTs are
being encouraged to review and consolidate existing maintenance contracts to
ensure that they represent value for money and provide the required levels of
support.

4.32 Minor upgrades are defined as those required to ensure that existing clinical
systems continue to perform efficiently: for example, memory or hard disk
upgrades, replacement of broken or defective items such as printers, screens or
back-up devices.  This also includes the installation of cut-sheet feeder-
printers to support new prescription requirements and replacement of critical
items e.g. servers, where these are no longer fit for purpose.

4.33 Any other upgrades, including system replacement, should be subject to local
business case processes and the local availability of funding. It is not expected
that systems which have been accredited to RFA 99 standards should be
replaced at this time.  In most cases RFA 99 systems will provide the platform
on which new integrated systems will be built with new functionality being
provided as national rollout of the NPfIT progresses.

4.34 Contractors currently using systems which are not RFA 99 accredited should
replace those systems by April 2004 in order to ensure compliance with
national GMS payments systems and the availability of key national
initiatives, for example pathology results and security, confidentiality and
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prescribing requirements.  The cost of pre-RFA 99 system replacement should
be met in full by the PCT, which should apply appropriate procurement
processes to ensure value for money.  Regulations currently state that
contractors must use RFA 99 compliant systems if they are to gain PCT
consent to reliance on electronic patient records.  Contractors that do not have
any computer systems currently should be encouraged and supported to
implement RFA 99 v1.1 (or greater) accredited systems and the purchase and
maintenance of those systems should be fully funded by the PCT by April
2004.

Clinical coding

4.35 Detailed specifications to enable suppliers to develop solutions to support the
Quality and Outcome Framework have now been released.  Contractors and
Primary Care Trusts should not, therefore, develop local queries to support the
Quality and Outcomes Framework with respect to quality points generation.
Contractors should not develop local Read Codes as these will result in a loss
of earnings for contractors and poor quality data for PCTs.   An interim release
of Read Codes was made on 1 October 2003 containing the new exception
codes for the Quality and Outcomes Framework.  This, together with the
logical query specification and associated business rules, contains the
complete set of Read Codes products.  As the Quality and Outcome
Framework requires an up-to-date set of Read Codes to be present in clinical
systems for payment purposes, contractors will need to ensure that they are
working with the correct versions at all times. Further information on Read
Codes is available from the NHS IA (tel: 0121 3330333) or at
http://www.nhsia.nhs.uk/terms/pages/default.asp

Service Level Agreements

4.36 Chapter 4 of Investing in General Practice states that “a national template
SLA will be developed to support the development of future primary care IT
systems providing practices with assurances on training, maintenance and
support.  The national template will allow local enhancements and additions in
line with national programmes”.  Work is continuing to develop a template
SLA for England which needs to take into account the current relationships
between practices, PCTs and system suppliers as well as the emergence of
national and local service providers.

National Information Management and Payment Systems

4.37 The GMS Payments Project will shortly be defining the functionality that will
be required in GP clinical and PCT systems to support Quality and Outcomes
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Framework Payments.  These specifications will also cover the proposed new
national QOF Management System (QMAS) and the National Payments
System..  GP clinical system suppliers have been fully informed of these
developments and are currently working to develop the required enhancements
to their systems.

4.38 A national testing and certification programme is being developed with the
support of the profession and the NHS Confederation to ensure that the
outputs from GP clinical systems for QOF payments are produced in
compliance with national standards.

Training and support

4.39 The project will ensure that contractors and PCTs are supported with training
products and services so that they are able to use the systems and utilities
described above.  This should be complementary to the longer term IT training
initiatives that PCTs should already have in place to help practice staff to
develop the skills that they need to make best use of clinical systems and
information.  The training programme will be delivered in stages to ensure that
all agencies have the necessary training to ensure that the payments are made
in accordance with the GMS contract.

Preparing for the GMS new contract

4.40 There are a number of actions that PCTs and contractors can be taking before
1st April 2004 to prepare for the contract:

(i) PCTs should carry out a baseline survey of practice clinical systems
and ensure that contractors have RFA99 compliant clinical systems

(ii) contractors may wish to review system management and information
governance in the light of the “Good Practice Guidance” recently
published by the Department of Health, BMA and Royal College of
General Practitioners and available at
http//www.doh.gov.uk/pricare/computing/index.htm

(iii) contractors will want to set up and maintain disease registers in
accordance with good practice guidance published at
http://www.nelh.nhs.uk/nsf/chd/sig/secondary/appendix1.htm

(iv) contractors must ensure that the correct clinical codes associated with
the Quality and Outcomes Framework are being used. Detailed further
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information on the codes is at
http://www.doh.gov.uk/gmscontract/implementation.htm

(v) contractors may want to review existing templates and protocols with
system suppliers to ensure that they meet the requirements of the new
contract

(vi) contractors may want to undertake training needs assessment as part of
ongoing contractor development programmes.

New NPfIT Service Delivery Arrangements

4.41 Five Local Service Providers (LSPs) will be appointed to manage the
implementation of national applications including NHS care record systems in
five regional 'clusters' of Strategic Health Authorities.  All LSP contracts will
be signed by December 2003.  National Application Service Providers
(NASPs) have been appointed to build and run the central applications for e-
bookings, e-prescriptions and the data spine.   PCTs can get further
information via Strategic Health Authority Chief Information Officers.

D. Milestones and activities

4.42 Table 13 sets out the key milestones and activities:

TABLE 13 – INFRASTRUCTURE CHAPTER MILESTONES AND ACTIVITIES

MILESTONE ACTIVITY

1 January 2004 PCTs will have registered with the Criminal Records

Bureau

2 January 2004 The Department will have published draft premises

Directions.  The final version will come into force from 1st

April

3 January-February 2004 PCTs will ascertain the intentions of contractors in

relation to recruitment and retention of staff, to inform

workforce planning, and feed this into the SHA Workforce

Directorate

4 Early 2004 The Department will have published a practice

management toolkit

5 March  2004 The Department will have published guidance on the new

pensions changes that come into force from April 2004

6 March 2004 PCTs will have written local policies for locum

reimbursement, and sought to agree these with their LMCs
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7 March 2004 The Department will have published guidance on

transitional arrangements to support the implementation

of the single performers list, which comes into force on 1st

April 2004

8 By April 2004 PCTs will have carried out baseline surveys of existing

systems and have fully funded costs of replacing pre-RFA

99 legacy systems

9 By April 2004 Contractors will have ensured that they are using the

correct clinical codes for the QOF, and have set up

disease registers in line with best practice

10 April 2004 PCTs and contractors will have agreed an estimated sum

for employer contributions to be retained from the global

sum; and agreed an amount for each GP for the purpose

of calculating notional seniority payments and then

making payments by the end of April

11 1st April 2004 The performers list comes into effect and new applicants

have to provide enhanced criminal records certificates

12 2004 The Department will have published guidance on HR issues

including supporting practice nurses

13 2004 PCTs review support arrangements for practice

management

14 2004/05 The Department will review the golden hello scheme in

consultation with the GPC

15 From 2004 Existing locum payment arrangements will be reviewed as

part of the review of the global sum

16 Ongoing Contractors work with PCTs to implement Agenda for

Change principles
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5. FINANCING PRIMARY MEDICAL SERVICES

SUMMARY OF KEY POINTS

1. Investment in primary medical services will increase by an
unprecedented level of at least 33% between 2003/04 and 2005/06 in
England.  The Gross Investment Guarantee mechanism will ensure
delivery.

2. GMS contractors will be entitled to payments set out in the 2004/05
Statement of Financial Entitlements (SFE), which replaces the Red Book.
Contractors are encouraged to submit claims under the Red Book by the
end of March 2004.

3. The draft SFE has been published separately.  The final version will be
published in February 2004 and will take effect from 1st April 2004.  Most
GMS funding will be non-discretionary.

4. Responsibility for the bulk of the contract funding will lie with PCTs.
The old GMS non-cash limited arrangements will be replaced from April
2004 by cash-limited allocations from the Department to PCTs.  In
January 2004 PCTs will be notified of a single actual allocation for
primary medical services including PMS.  The allocation method takes
account of historic spend on each of the funding elements, and allocates
growth funds in the most appropriate way for each element.  The
allocations will identify for each PCT a floor level of spending on
enhanced services that cannot be breached but can be exceeded.

5. Further allocations will be made to PCTs before April 2004.  These
include funding an increase in the global sum price to reflect the
increase in employers’ superannuation contributions; the £28m increase
in out-of-hours funding between 2004/05 and 2005/06; and quality
aspiration funding.  The remaining funding for quality achievement will
be allocated in April 2004 on a cash-limited basis to the NHS Bank, with
which SHAs will need to develop risk-sharing arrangements.

6. The existing restrictions on spending the Out-of-Hours Development Fund
will be lifted, and the enlarged pot will be subject to a legal ring-fence
from April 2004.

7. Funding for existing and agreed premises spend will be allocated directly
to PCTs in the January 2004 allocation.  Funding for new premises
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development will be held by a lead PCT at SHA level and allocated by
the end of January 2004.  SHAs should establish lead PCT funding
arrangements for premises now so that decisions on new proposals can
be considered in January 2004.  Most of the IT funding will be spent
through the National Programme for IT and held centrally by the
Department of Health, as will the £10m fund for demand management.

8. PCTs need to calculate indicative contractor budgets by the end of the
first week in February 2004 and then agree these with contractors by the
end of February 2004.  It is essential that these deadlines are met, to
enable contracts to be signed before 1st April 2004.  SHAs will be
monitoring and performance-managing PCT delivery.  To support PCTs in
this task an indicative contractor budget spreadsheet has been
developed and is attached with guidance notes at annex C.  It is
essential that PCTs start to complete the indicative contractor
spreadsheet and share baseline data with contractors in January 2004
prior to receiving allocations.

9. The global sum and Minimum Practice Income Guarantee (MPIG) are key
elements of contractor budgets.  Initial estimates for all GMS contractors
will be included in the January 2004 notification of allocations.  PCTs
will need to convert the data into more accurate indicative global sums
and MPIGs before the end of the first week in February.  Annex B
describes and illustrates the global sum and MPIG calculation method.

10.PCTs must ensure that indicative payments are made by the end of April
2004.  The Exeter payments system will be revised by April 2004.  PCTs
will need to agree actual budgets with contractors by May 2004 and
ensure that under- or over-spends arising since April 2004 are corrected
by June 2004.

11.Financial reporting will need to reflect the new arrangements.  The
Department will be issuing revised guidance to PCTs on changes to the
Financial Information Management System (FIMS).  The joint
DH/BMA/NHSC Technical Steering Committee (TSC) will also monitor
spend.  PCTs will also need to review their ledger structure, treasury
management and internal financial management arrangements to
support the new monitoring requirements.

12.SHA and PCT finance directors need to read this chapter carefully,
understand the radical nature of the changes to the PCT role in respect
of primary medical services financial arrangements, and ensure that the
milestones described in this chapter are met.
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Introduction

5.1 The new GMS contract is supported by an unprecedented level of new
investment in primary care services, new mechanisms for PCTs to fund
contractors and for the Department to fund PCTs, and new information
flows.

5.2 This chapter describes how the new financial arrangements will work:

A. Gross Investment Guarantee
B. Contractor entitlements
C. Allocations to PCTs

 D. Contractor budgets
E. Financial monitoring and management
F. Milestones and activities.

Each is considered in turn.

A. Gross Investment Guarantee

5.3 UK spend on primary medical services will rise by 33% between 2002/03
and 2005/06, from £6.1 billion in 2002/03 to £8 billion.  This will be
delivered through the Gross Investment Guarantee (GIG) mechanism.  The
UK GIG total is the aggregate of the national GIGs in England, Scotland,
Wales and Northern Ireland.  In England resources are expected to rise from
£5bn in 2002/03 to £6.8bn in 2005/06.  This includes funds for PMS.

5.4 Part 7 of Supplementary Documents set out a notional distribution of
resources within the England GIG. The England GIG is being revised and
key changes include:

(i) reflecting the Minimum Practice Income Guarantee (MPIG) deal

(ii) revising the 2002/03 spend on fees and allowances.  Provisional
data show that expenditure relating to the GMS non-cash-limited
(GMSNCL) baseline was higher than estimated

(iii) revising the assumption about growth in GMS cash-limited
(GMSCL) monies

(iv) reflecting higher than expected projected spend on dispensing,
mainly as a result of higher drugs costs
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(v) increasing the provision for superannuation contributions from the
existing 7% GP and practice staff employer superannuation
contributions already contained in the global sum and MPIG.  The
increase will take account of the rise in contributions to 14% from
1st April 2004, and additionally reflect an expected increase in net
contractor income which itself requires 14% contributions

(vi) making adjustments either upwards or downwards for projected
under- or over-spends in 2003/04.

In the light of these changes, and further consideration by the Technical
Steering Committee (TSC), the England Gross Investment Guarantee figures
for 2004/05 and 2005/06 will be amended and published in January 2004.

5.5 As is currently the case, in-year financial pressures will need to be
effectively managed by PCTs from within their overall resource envelope.
In-year financial pressures will not lead to in-year changes to contractor
entitlements.  Paragraph 5.7 of Investing in General Practice also made clear
that “to ensure delivery of the GIG the pricing of the contract could be
adjusted”. Were the need to arise for such adjustments to be made, the
Department of Health or its agents would be required to consult the General
Practitioners Committee before making changes to the Statement of
Financial Entitlements for subsequent years.

5.6 Future increases in resources beyond 2005/06 would lead to increases in both
the GIG and the SFE entitlements.  These will be considered as part of future
negotiations between the four Health Departments or their agents and the
GPC.

B. Contractor entitlements

5.7 This section:

(i) describes arrangements for making outstanding Red Book payments

(ii) summarises the Statement of Financial Entitlements

(iii) describes general conditions attached to SFE payments.

5.8 GMS GPs were entitled to a number of payments under the old Red Book
arrangements that come to an end on 31st March 2004.  The principle of
entitlement continues in new GMS, but on the basis of a contractor practice
rather than an individual GP.  The new Statement of Financial Entitlements
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(SFE) gives contractors certainty about the minimum level of key resources
they will receive that year.  PCTs will have no discretion over (i) whether to
make most SFE payments (an obvious exception being the Prolonged Study
Leave payments which require PCT approval) or (ii) the value of those
payments.  Discretionary funds will also be available to practices, for
example those that successfully compete for provision of enhanced services.
Contractors will also be entitled to receive pensions entitlements under
separate pensions regulations.

(i) Completing final payments under the Red Book

5.9 PCTs will want to encourage GMS GPs to submit by the end of March 2004
all claims for services undertaken in the financial year 2003/04 and prior
years.  This will enable prompt payment by PCTs, and will improve
contractors’ cash-flow.

5.10 When completing their 2003/04 Statutory Accounts PCTs should make
adequate year-end provision for sums outstanding to practices for services
provided before 1st April 2004.  This will have implications for in-year cash
and resource management and is considered further in paragraph 5.67.  Any
under-statement of year-end creditors will need to be managed in 2004/05 by
the PCT.  There will be no additional resource cover from the Department.

(ii) SFE entitlements

5.11  PCTs and contractors are encouraged to read the draft SFE issued with this
guidance.  The final version will be laid for Parliamentary approval in
February 2004.  The first SFE covers 2004/05 only and a revised SFE for
subsequent years will be published, following consultation, before April
2005.  We anticipate that this will include a schedule of payments to be
revised annually, to avoid the need for updating the whole SFE each year
thereafter.

5.12 There are 17 different types of entitlement.  The global sum and MPIG are
described in annex B.  Table 14 summarises the entitlements:

TABLE 14 – CONTRACTOR ENTITLEMENTS

Entitlement Description of key aspects
1 Global sum

See annex B of the
guidance, and Part 1 of
the SFE

1. New entitlement that subsumes 27 existing payments
(3 for temporary patients)  relating to running costs of
the practice

2. Based on the global sum allocation formula that
reflects patient need and contractor costs

3. Price is an average of £50 per registered patient. This
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price will increase to reflect the increase in employer
superannuation contributions from 7% to 14% and the
expected increase in net contractor income

4. An off-formula London weighting of £2.18 per
registered patient, rather than weighted population,
for contractors in PCTs in the five London SHA areas

5. An off-formula Temporary Patients Adjustment,
calculated on a rolling 5 year historic average.

6. Calculated quarterly, paid by end of each month

2 MPIG
See annex B of the
guidance, and Part 1 of
the SFE

1. Based on comparison on 1st April 2004 of initial global
sum (adjusted for historic opt-outs) with uplifted
historic income from relevant fees and allowances
between 1st July 2002 and 30th June 2003

2. Adjusted for GP vacancies, practice mergers and
splits, and also  changes in list size between 1st July
2003 and 31st March 2004

3. Fixed amount, but uplifted in line with the global sum
uplift

4. Paid to qualifying contractors in addition to the
monthly global sum

3 Quality preparation
(QPREP)
See chapter 3 of the
guidance and Part 2 of
the SFE

1. £3250 for a contractor with average national list size
of registered patients, for practice to decide how to
support preparation required for implementing
contract

2. 2004/05 is the second and final year of QPREP
3. Paid as a lump sum in April 2004 subject to agreeing

aspiration points

4 Quality aspiration
See chapter 3 of the
guidance and Part 2 of
the SFE

1. For 2004/05, one third of anticipated achievement
points agreed with PCT, at £75 per point for a
contractor with average national list size of registered
patients

2. New method from 2005/06 based on 60% of previous
year achievement points, uprated to 2005/06 price
and adjusted for prevalence

3. Paid at end of every month

5 Quality achievement
See chapter 3 of the
guidance, and Part 2 of
the SFE

1. Achievement payment is the difference between the
total QOF entitlement and aspiration payments made

2. Total QOF entitlement is the achievement points
multiplied by £75 per point in 2004/05 for a
contractor with average national list size

3. For each disease area, pounds per point are
multiplied by the Adjusted Disease Prevalence Factor
to reflect differential workload

4. For the additional services domain, pounds per point
are adjusted to reflect the relative contractor target
population

5. 2004/05 achievement paid as a lump sum by end of
April 2005

6 DES – Quality
Information
Preparation (QuIP)
See chapter 3 of the
guidance Part 3 of the
SFE

1. Must be offered by PCTs to all contractors that agree
a QuIP plan.  For 2003/04 this must be by January
2004

2. Provides a contribution to the costs of summarising
and maintaining summaries of patient records

3. Price must be between £1000-£5000 per contractor
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with an average national list size of patients
4. 2004/5 QuIP must be paid by end of April 2004 for

plans agreed on or before 1st April.  For plans agreed
after 1st April, payment is made when the next global
sum monthly payment falls due

5. 2004/05 is second and final year of QuIP

7 DES – Improved Access
Scheme (IAS)
See Part 3 of the SFE

1. Must be offered to all contractors which agree with
the PCT a plan for delivering improved access in line
with England primary care access targets

2. 2003/04 price depends on existing access payments
such that the total payment is at least £5000 for a
contractor with average national list size of registered
patients

3. 2004/05 price is £5160 for a contractor with average
national list size of registered patients

4. For 2004/05 scheme, following PCT agreement of the
plan, half (implementation payments) must be paid
with the next monthly global sum payment. The other
half (reward payments) must be paid by the end of
April 2005 if the PCT is satisfied that the plan has
been achieved

5. IAS is a three-year scheme ending in 2005/06.  Access
achievement is rewarded separately through the QOF
50 points access bonus

8 DES – Childhood
vaccinations and
immunisations (CVI)
See Part 3 of the SFE

1. From April 2004, PCTs must offer CVI DES to all
contractors which do not opt out of providing the
vaccinations and immunisation additional service

2. Existing arrangements are rolled forward from the
Red Book. For achieving the 70% and 90% targets for
both 2 and 5 year olds average payments of £897 and
£2691 will be paid per quarter  These amounts are
adjusted by determining the proportion of children
immunised against those on the Childhood
Vaccinations and Immunisations Register and
comparing this with the average number of children
per 5000 population

3. Informed dissent does not apply
4. Payments are made quarterly

9 Locum payments
See Part 4 of the SFE

1. Existing Red Book arrangements are simplified for
locum cover for GP partners for:

      (a) sickness leave
      (b) adoptive leave
      (c) paternity leave
      (d) maternity leave
      (e) suspended doctors
      (f) prolonged study leave
2. PCTs must develop local policies on paying locum

reimbursement and seek to agree these with LMCs.
The policies must include how less than full-working
commitment would be treated, using the salaried GP
employment contract hours as a guide

3. Link to years of service ends but list size criteria
remain

4. Maximum amount payable is £948.33 per week for a
full-time GP

5. Payments must be made within 14 days of claims
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being submitted

10 Seniority payments
See Part 4 of the SFE

1. The new payments scale in the 2003/04 scheme is
further enhanced in 2004/05

2. Entitlement will be based on superannuable earnings
of GP providers.  PCTs and contractors will need to
agree notional superannuable earnings during
February 2004 to produce an indicative seniority
payment.  This will subsequently be adjusted upwards
or downwards once year-end certificates of
superannuable earnings have been agreed in the
following year

3. The delayed retirement scheme (DRS) ends from 31st

March 2004.  If a GP’s seniority entitlement in each
year from 2004/05 is less than the sum of the old
seniority amount in 2002/03 and DRS income in
2003/04, the difference is made up

4. Payments must be made by the end of each month

11 Golden Hello Scheme
See Part 4 of the SFE

1. The existing scheme is rolled forward from the Red
Book

2. Working commitment is determined by the proportion
of hours worked compared with the 37.5 hours
specified in the model contract for salaried GPs

3. Eligible GPs are entitled to submit applications for
payments of between £5000 and £12000 according to
PCT area.  The differing amounts reflect differential
levels of comparative under-doctoring

4. The scheme will be reviewed and is expected to
change in 2005/06

12 Returner Scheme
See Part 4 of the SFE

1. The existing scheme will be rolled forward from the
Red Book

2. Contractors receive a single lump sum payment of
£1050 for each eligible doctor

3. Payments are due on the last day of the month in
which the doctor joins the scheme (for doctors
entering the scheme before 1st April 2004 payment is
due at the end of the month in which the anniversary
of the doctor joining the scheme falls)

13 Flexible Career Scheme
See Part 4 of the SFE

1. The existing scheme is rolled forward from the Red
Book

2. If the FCS GP started before January 2004,
reimbursement of eligible costs is made at 50%
reimbursement for years 1 & 2, then 25% in year 3,
then 10% in year 4.  Otherwise reimbursement is at
50% for year 1, then 25% for year 2, then 10%

3. FCS Doctor payments are due on the last day of the
month in which the doctor’s qualifying date falls.
Quarterly payments are due on the last day of the
month following the quarter in respect of which the
quarterly return is made

14 Retainer Scheme
See Part 4 of the SFE

1. PCTs must pay to contractors £57.33 for each full
session undertaken by a member of the Doctors’
Retainer Scheme up to four sessions a week provided
that the sessions have been arranged with the
Director of Postgraduate GP Education
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2.   Payments must be made by the end of the month in
which the sessions were worked.

15 Dispensing
See Part 4 of the SFE

1. The existing arrangements are rolled forward from
the Red Book

2. Fees are uprated by 5.4% to reflect the transfer of
dispensers’ salary costs

16 Existing premises costs
See chapter 4 of the
guidance, Part 5 of the
SFE and separate
Directions

Existing payments for premises are brought forward from
the Red Book to reflect the new GMS funding
arrangements

17 IT minor upgrades and
maintenance
See chapter 4 of the
guidance and Part 5 of
the SFE

1. PCTs must pay to contractors all reasonable costs of
contractors in respect of IT maintenance and minor
upgrades

2. Major upgrades are subject to business case approval
by the PCT

(iii) Conditions attached to SFE payments

5.13 Specific conditions are attached to each entitlement and these are described
in the SFE.  A broad summary is:

(i) contractors must make available to the PCT any information which
the PCT does not have and needs

(ii) information supplied by the contractor must be accurate to the best
of its knowledge.  This includes information used for capitation-
based payments on the size of the contractor’s registered patient list
held by the Exeter payments system.  Contractors must ensure that
they provide full, accurate and timely information to registration
systems and will as a result be co-operating with list cleaning
exercises undertaken by PCTs

(iii) sums are generally payable only in respect of the duration of the
contract, so if a contract starts or ends in year the full annual
payment is reduced according to the number of days for which the
contract has run

(iv) breach of the SFE conditions is treated as a breach of contract and is
subject to the rules set out in chapter 6

(v) PCTs and contractors are obliged to co-operate with investigations
by authorities such as auditors and counter-fraud services.
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C. Allocations to PCTs

5.14 This section gives an overview of how allocations to PCTs will work.  It then
describes:

(i) Global sum and MPIG funds

(ii) Out-of-hours funds

(iii) Enhanced services funds

(iv) Quality funds

(v) PCT-administered funds

(vi) Premises funds

(vii) IT funds

(viii) PMS funds.

A summary timetable is provided at the end of the section.

How allocations to PCTs will work

5.15 Paragraph 5.35 of Investing in General Practice stated that GMS funds
would be allocated as a single sum as part of an enlarged unified budget.  In
line with Shifting the Balance of Power, the Department is committed to
allocating as much resource as possible to PCTs.  Four funding elements will
be held as central budgets:

(i) £10m for demand management: £5m in 2004/05, and £5m in
2005/06

(ii) most of the IM&T funding which will be delivered in primary care
through spend on the National Programme for IT

(iii) personal administration and dispensing, which will continue to be
non-cash limited for 2004/05

(iv) recruitment and retention monies (which include golden hellos).
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All other primary medical services funds will be allocated to the NHS to
manage locally.

5.16 The Health and Social Care Act 2003 brought GMS funding within the ambit
of statutory provisions governing the allocation of the unified budget.  This is
in line with paragraph 7.59(vii) of Investing in General Practice.  PCTs will
receive cash-limited allocations rather than be reimbursed for the expenses
they incur as a result of paying entitlements to contractors, dispensing and
personal administration payments being the only exception.  The majority of
the funding that makes up the GIG will be allocated to PCTs, which will
receive notification of actual allocations for 2004/05 in January 2004.  The
allocations will identify notional amounts for each funding element, except
for enhanced services, which will have a local funding floor that cannot be
breached but can be exceeded.  PCTs will need to manage risks in year
arising from in-year population changes.  This approach is consistent with
the way in which unified budget allocations work.

5.17 The principle of contractor entitlement, combined with different levels of
historic spend in PCTs for different funding streams, means that there can be
no overall primary medical services allocation formula and target
progression applied to the totality of those funds.  Such an approach would
not target resources with sufficient accuracy.  For this reason a tailored
approach will be taken to allocating each of the main funding sources.

5.18 The allocation method will achieve movement towards equity of funding
whilst protecting historic levels of spend.  In the particular, (i) global sum
allocations, (ii) the QOF disease prevalence adjustment and (iii) new
premises funding will all target resources to relatively under-resourced areas.
In this way primary care resource allocation will help address health
inequalities.  Equitable distribution of overall NHS resources will also be
pursued by considering primary medical services allocations within the
context of making unified budget allocations.  At present the unified budget
allocation formula takes account of GMSNCL spend when determining
movement towards target allocations.  Alternative ways of incorporating the
new primary care funding arrangements will be considered as part of the next
round of unified budget allocations.

5.19 Figure 14 summaries the main elements and their allocation method:
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FIGURE 14 – ALLOCATION ELEMENTS FOR PRIMARY MEDICAL SERVICES

(i) Global sum and MPIG funds

5.20 Global sum and MPIG funds will be allocated to PCTs. Data to inform the
allocations have been collected through Allocations Working Papers
(AWP)(04-05)PCT05, AWP(04-05)PCT06, and AWP(04-05)PCT08.  Data
constraints mean that it has not been possible to calculate the exact amounts
of contractor entitlements to inform allocations; to minimise financial risk for
PCTs, the Department has developed as close a proxy as possible in the
circumstances.  The method for calculating actual global sums and MPIG is
described in annex B.

5.21 PCTs should note that global sum and MPIG funding includes the staff
element of GMS cash-limited resources that has already been allocated to
PCTs as part of their unified budget.  Data on cash-limited staff costs have
been collected from PCTs through Allocation Working Paper (AWP(04-
05)PCT06.  Allocations to PCTs will take account of that resource.

5.22 PCTs will be notified before April 2004 of an additional allocation to fund an
increase in the global sum price to support the increase in employer
superannuation costs.  The increase will reflect the rise in contributions from
7% to 14% and the 14% contribution in respect of the expected increase in
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net income.  The Department will discuss the size of the increase, and the
precise method for its delivery, with the GPC in January 2004.

(ii) Out-of-hours funds

5.23 When determining how to secure integrated out-of-hours (OOH) services,
PCTs will need to consider all the resources available to them both in the
unified budget (eg resources used for emergency care networks) and
elsewhere.

5.24 Additionally, they will have access to three specific sources of funding:

(i) allocations to PCTs from the Out of Hours Development Fund
(OOHDF) are to be doubled from £45.6m to £91.2m per annum

(ii) there is to be a further non-recurrent addition to the OOHDF of
£28m over two years to support areas facing the greatest challenges
in developing OOH services

(iii) these resources will be supplemented by 6% of global sums (not
global sums plus MPIGs) of contractors that opt out.

5.25 OOHDF allocations for 2004/2005 were announced on 1 November 2003
(see http://www.out-of-hours.info/).  The 2004/05 method allocates the first
£45.6m on the basis of the current OOHDF and the additional £45.6m on a
weighted capitation basis.  From 2005/06 the intention is that the whole of
the allocation will be on a weighted capitation basis.  The OOHDF will
remain ring-fenced for use on out-of-hours primary medical services
(however provided), but the detailed rules on its use contained in the
Statement of Fees and Allowances will no longer apply.

5.26 The Department of Health is discussing with SHAs the best way to allocate
the further £28m (£14m in 2004/2005 and 2005/2006).   Details will be made
available to PCTs in January 2004.   These funds will also ring-fenced for
use on out-of-hours primary medical services.

(iii) Enhanced services funds

5.27 Most of the enhanced services funding has already been allocated to PCTs
through HSC 2002/12 Primary Care Trust Revenue Resource Limits for
2003/04 to 2005/06.  This identified £315m/£394m/£460m in the three
successive financial years.
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5.28 From 2004/05 there will be additional funding as the result of the transfer of
existing non-cash-limited GMS payments to fund (i) intra partum care, (ii)
intrauterine device fees, (iii) influenza immunisation payments, (iv)
childhood vaccinations and immunisations target payments, and (v) part of
minor surgery fees.  This reflects the categorisation of these services as
enhanced within new GMS.  This money will be allocated on the basis of
historical spend mapped through AWP(04-05)PCT08 to ensure that existing
services are not destabilised.

5.29 Each PCT will receive a real rather than notional figure for enhanced
services.  PCTs should note that from 2004/05 a spending floor will be set
for each PCT.  This will replace the 2003/04 national floor mechanism.
Planned spend against the local floor must be signed off by the PCT’s
Professional Executive Committee and discussed with the LMC.  Spend
against the floor will be monitored by TSC on the basis of the definition
described in chapter 2.

(iv) GMS quality funds

5.30 Chapter 3 explained how GMS contractors will receive four types of quality
payment: (i) quality preparation (QPREP), (ii) quality information
preparation (QuIP), (iii) quality aspiration and (iv) quality achievement.
These are all legal entitlements: in particular, PCTs must fund contractors
fully for whatever level of points they achieve on the QOF scorecard.  The
Department is also introducing comparable quality incentives for PMS
contractors; the way in which these will work will be set out in the December
2003 PMS guidance.

5.31 Allocations will be made on the following basis:

(i) QuIP is an enhanced service funded from the unified allocation

(ii) funds for QPREP in 2004/05 will be included within the January
2004 allocations, on the basis of PCT registered populations
collected from the Exeter registration system

(iii) funds for aspiration payments will be allocated to PCTs in April
2004 on the basis of the agreed Interim Aspiration Utility returns
held on the Exeter payments system.  From 2005/06 resources will
be allocated on the new basis for calculating aspiration payments,
once achievement payments have been confirmed by PCTs
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(iv) the balance of quality funding to meet quality achievement for GMS
will be allocated to the NHS Bank in April 2004, which will allocate
the resource in year.

5.32 There is a cost to high quality primary care and higher than expected
achievement against the QOF will require financial risk management across
the NHS.  PCTs should also note that high quality primary care, and in
particular better chronic disease management, will over time help reduce
avoidable A&E and outpatient attendances and hospital admissions, improve
health outcomes and improve patient experience.

5.33 The Department’s best current estimate is that the England GIG includes
sufficient provision to support 74% and 85% achievement of points in
2004/05 and 2005/06 respectively for all contractors.  This figure will change
once allocations are made, and in particular, the MPIG requirement is
known.  Our current expectation is that these percentages are more likely to
decrease than increase.

5.34 The Department has decided, in consultation with SHA Chief Executives, the
NHS Confederation and the GPC, that the financial risks associated with
quality achievement will be managed by the NHS through the NHS Bank,
which will play a central role in monitoring and pooling resources.  Given
the devolution of the vast majority of NHS resources to PCTs under Shifting
the Balance of Power, it makes sense to manage risk against that resource pot
rather than the much smaller Department of Health central budgets.

 5.35 Financial risk will be shared jointly between high achieving PCTs after
utilising any agreed NHS Bank support.  Any additional costs arising from
more effective prescribing in line with the QOF clinical indicators will also
need to be managed locally by PCTs.  For the quality achievement risk
sharing arrangements to work effectively, SHAs and the NHS Bank will need
during spring 2004 to establish and agree arrangements.  These will include:

(i) monthly flows of financial information to assess current
performance against the QOF and the projected outturn position for
the year-end.  This will be supported, for GMS contractors and PMS
contractors using the QOF unamended locally, by the QMAS
system described in chapter 3.  The system will go live by August
2004.  Where PCTs have agreed local variations in PMS to the
GMS QOF, they will need to make their own local risk management
arrangements
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(ii) a further assessment of the likely outturn position will need to be
made towards the end of the financial year, following completion of
the quality reviews described in chapter 3.  If anticipated
achievement is in line with the resource available, the role of the
NHS Bank will be to facilitate the necessary resource allocation
changes to ensure that at PCT level resource allocation equals
anticipated expenditure

(iii) any increase in achievement after this assessment has been made
would need to be managed at a local level.  This would be in
addition to whatever risks SHAs may have signed up to
accommodate  as part of their agreements with the NHS Bank.

(v) PCT-administered funds

5.36 PCT-administered funds support a number of different entitlements,
including (i) seniority, (ii) the retainer, returner, golden hello and flexible
career schemes and (iii) locum allowances for maternity, paternity and
adoptive leave, sickness, suspended doctors and prolonged study leave.
They also include existing GMS resources under the Initial Practice
Allowance for greenfield sites and a notional national amount of £8.5m for
new sabbatical schemes.

5.37 These resources will mainly be allocated on the basis of historic baselines.
Guidance on establishing the baseline expenditure for GMS contractors was
set out in AWP PCT(04-05)08.  The precise methodology to be used will be
explained as part of the main January allocations.  The recruitment and
retention funds, including for golden hellos, will be held as a central budget.

(vi) Premises funds

5.38 Allocations for premises costs will be based on three elements:

(i) existing spend.  Allocations will cover a guaranteed baseline of
current expenditure on: (a) rent payments (includes actual rent, cost
rent, notional rent and LA economic rents), (b) business and water
rates, (c) improvement grants, and (d) other existing premises
expenditure.  This information has been collected and verified with
PCTs through AWP PCT(04-05)06 and AWP PCT(04-05)08

(ii) agreed new premises developments.  Allocations will include an
additional element to meet the cost of new agreed premises
developments (that is, those ready for occupation, under
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construction and others contractually agreed by 30th September 2003
between the practice and the provider of the building/building
works).  The information to support the allocation is held by the
Valuation Office Agency and NHS Estates databases of new
developments, and is being validated through AWPs PCT(04-05)11
and 15

(iii) new premises development (including NHS LIFT) and premises
flexibilities.  A further element will based on the global sum
allocation formula, adjusted to give greater weight to unavoidable
costs of premises inflation.  This will support the costs of the new
premises flexibilities and new premises developments.

5.39 The first two elements will be allocated directly to individual PCTs as part of
the main January 2004 allocation.  The third will be allocated in January
2004 to a lead PCT in the SHA area to hold pending local agreement on the
distribution of these funds to support government priorities and local
priorities agreed with the SHA.  This includes funding for PMS as well as
GMS contractors.

5.40    The lead PCT will have two main functions:

(i) to act as the conduit for new premises funding to pass to other
PCTs, and hold funds yet to be reallocated

(ii) to advise PCTs as a group on primary care estate procurement,
management and disposal.

5.41 SHAs should establish lead PCT arrangements now so that decisions can
start being made on outstanding new premises developments as early as
possible in January 2004.

(vii) Information technology funds

5.42 A significant part of the existing funding for GMS practices has already been
allocated in the GMS cash-limited part of the unified budget.  This covers the
costs associated with part-reimbursement of the purchase, leasing, upgrades,
and maintenance of computer systems in practices.

5.43 Guidance on identifying this expenditure for the January allocation was set
out in AWP PCT(04-05)06.  Additional funding of £20m has also been
allocated in 2003/04 on a weighted capitation basis to allow PCTs to meet
their new obligations to fund 100% of the costs associated with minor
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upgrades and maintenance costs for all practices.  This level of funding will
be guaranteed in the allocation for 2004/05.  The Department has also agreed
that PCTs may be able to access additional funds for minor upgrades and
maintenance where they can demonstrate central support has been
insufficient in supplementing historical spending levels.

5.44 Most of the IT funding identified in the original envelope for spend in
primary care will be held centrally by the National Programme for IT and
used to support its work.

(viii) Personal Medical Services funds

5.45 From 2004/05 a single PMS allocation will be made alongside GMS funds as
part of a combined primary medical services allocation.  PMS funding will
include existing PMS baseline spend plus a comparable uplift to that given
for funding GMS practices.  The way in which this is calculated in relation to
the different funding elements will be set out in the December 2003 PMS
guidance.

Summary

5.46 Table 15 summaries the timetable for notification of allocations:

TABLE 15 – ALLOCATIONS TIMETABLE

Timetable Funding element
November 2003 Out-of-Hours Development Fund

January 2004 Single primary medical services allocation covering:
¶ Global sum & MPIG
¶ Further enhanced services funding
¶ Most PCT-administered funds
¶ Existing premises costs and agreed new spend
¶ IT funding for minor upgrades and maintenance
¶ PMS

By the end of January 2004 New premises development funds to lead-PCTs

By the end of January 2004 Additional £28m for out-of-hours services over 2004/05
and 2005/06

Before April 2004 Additional global sum and MPIG funds to support the
increase in employers’ superannuation contributions

April 2004 Quality aspiration funds to PCTs and quality achievement
funds to NHS Bank

Before April 2005 Quality achievement funds from NHS Bank to SHAs in line
with agreements they reach
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D. Contractor budgets

5.47 PCTs are responsible for calculating contractor budgets.  PCT Directors of
Finance should oversee this important, time-critical and time-consuming
task.  This section describes:

(i) timetable

(ii) indicative contractor budgets

(iii) contractor global sums and MPIGs.

Each is considered in turn.

(i) Timetable

5.48 PCTs should already have put in place arrangements to enable them to
construct and share indicative budgets for all their contractors by the end of
the first week in February 2004.  Delivery against this deadline is essential to
allow all GMS contracts and budgets to be negotiated and provisionally
agreed by the end of February 2004.  In turn, that date is necessary to allow
time for any fine tuning and further consideration within contractor
partnerships and by contractor accountants, so that contracts can be finalised
and signed by the end of March 2004.  PCTs are also responsible for
ensuring that the first payments under the new GMS contract are made by the
end of April 2004.  SHAs will have an important performance-management
role in ensuring these deadlines are achieved for all GMS contractors in
every PCT.  The performance-management process is described further in
chapter 7.

5.49 If provisional agreement has not been reached by the end of February 2004,
PCTs will need to offer the default contract, described in chapter 6, to GMS
contractors as a potential alternative.  This is needed so that contractors can
continue to provide and their patients receive primary medical services.  The
default contract will be less flexible than the new GMS contract.  To ensure
that there is no unfairness to contractors, PCTs will need to have undertaken
the necessary steps to calculate and agree contractor budgets for new GMS
contracts within the timetable outlined in this section.  SHAs will need to
ensure that the only reasons why default contracts are offered are either (i)
disputes between the PCT and the contractor, or (ii) insufficient engagement
from the contractor – rather than insufficient action by PCTs.
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5.50 The Exeter payments system is being revised to provide payment
calculations and payment facilities from April 2004.  This will provide the
basis for calculating actual practice budgets backdated to April 2004, and for
monthly financial monitoring.  It will include a facility to enable PCTs to
calculate automatically the monthly and annual budgets for all contractors.
The revised system will reduce the work that PCTs need to undertake to
finalise the calculations, and give contractors confidence that the figures are
accurate.  The GPC is being fully consulted on the changes.  PCTs will be
notified of the changes by the end of February 2004.

5.51 PCTs should use the revised Exeter payments system to:

(i) calculate actual global sums and MPIG

(ii) discuss and agree these with contractors as quickly as possible and
by no later than the end of May 2004

(iii) ensure that revised payments (including payment of arrears if the
indicative budget was too low, or clawbacks if the indicative budget
was too high) can be made by no later than the end of June 2004.

5.52 Thereafter PCTs should use the payments system to produce, send to and
agree with contractors revised budgets in the event of any contract variations,
or otherwise quarterly.  They should also amend any over- or under-
payments as necessary.

(ii) Indicative contractor budgets

5.53 The timing of the changes to the Exeter system means that PCTs will need to
calculate indicative rather than actual budgets prior to agreeing and signing
their GMS contracts by 31st March 2004.  To help PCTs before the revised
Exeter system goes live, the Department is distributing in December 2003 an
Indicative Contractor Budget Spreadsheet (ICBS).   The spreadsheet is
accompanied by guidance notes explaining how it should be completed, and
these are attached at annex C.  When PCTs use the spreadsheet, they should
derive payments from the different SFE entitlements and then reconcile them
with the January 2004 allocation, rather than the other way round.  The
spreadsheet also profiles estimated contractor income month by month.

5.54 PCTs should start completing the spreadsheet for all contractors in advance
of allocations being made by the end of January 2004.  They already have
most of the necessary data as a result of (i) completing the various AWP
exercises set out in this chapter, and (ii) their preliminary discussions with
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contractors about what services they are planning to provide.  When PCTs
have completed the spreadsheet, they should share this with the contractor by
the end of the first week in February 2004.  They should also, at the same
time, share with contractors the global sum and MPIG spreadsheets that
show their weightings for each of the different global sum indices.  PCTs
should be as open as possible in discussing the basis of the calculations, to
build confidence that the interim figures are accurate on the basis of the
available data.

5.55 Local negotiations on the contract can then be finalised during February
2004.  There should be no reason for disagreements about the indicative
budget to prevent both sides signing GMS contracts because the figures will
be indicative.  Signing up to contracts does not mean that the PCT and
contractor have agreed the actual global sum and MPIG, which the contractor
would be able to dispute subsequently when it is known.  This is considered
further in the section on pre-contract disputes in chapter 6.  Once agreement
has been reached on either the GMS contract or the default contract, PCTs
should ensure that all contractors get paid by the end of April 2004.

(iii) Contractor global sums and correction factors

5.56 The global sum and MPIG are key elements of contractor budgets.  The
January allocation to PCTs will include initial estimates of global sums,
global sum equivalents and MPIGs for all contractors.  The Department of
Health is calculating global sum estimates using data collected directly from
the 2003 Exeter Attribution Data Set (ADS), and estimates of annual global
sum equivalents have been collected from PCTs through AWP(04-
05)PCT07, with Exeter payment information used as a guide.  This has taken
into account: (i) converting the cash information onto a resource basis taking
account of opening and closing debtors and creditors; (ii) practice splits and
mergers, and (iii) GP vacancies at contractor level (rather than more widely
across the PCT).  The Department will then use these two data sets to
estimate correction factors.

5.57 PCTs must turn the Department’s estimates into indicative amounts for
contractors.  They should read annex B carefully and understand how the
global sum and MPIG are calculated.  They should then use the Indicative
Contractor Budget Spreadsheet to make a number of adjustments, in line
with the guidance in the first part of annex C.

5.58 PCTs and contractors should note that the end of January 2004 indicative
global sum and MPIG amounts will vary from the actual amount that
contractors are entitled to from 1st April 2004 because:
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(i) indicative practice lists will be based on the attribution data set
(ADS) from April 2003, whereas final payments will based on lists
at April 2004

(ii) the MPIG will be adjusted to reflect changes in the list size between
the collection period at April 2004

(iii) the temporary patients adjustments will be based on one year of data
in the indicative budget but will be a five year average in the actual
global sum payments.  The method is set out in annex B

(iv) any agreed staff vacancy or staff funding adjustment to the MPIG
will not be included.

5.59 The steps in the global sum and correction factor payments will be automated
after April 2004.  However, before payments are made, PCTs will still need
to input changes on a regular basis through their links to the Exeter system
to:

(i) take account of contractor movement between GMS and PMS

(ii) confirm that contractor registered populations are accurate

(iii) reflect new opt-outs, or resumption of providing additional services
that contractors had temporarily opted out of providing

(iv) take account of contract terminations, withholding of monies (as
described in chapter 6), contractor splits and mergers

(v) record, for annual revision of the Temporary Patients Adjustment,
the number of clinical records sent to them by contractors providing
services to temporary patients for their onward distribution by PCTs
to the contractors with whom the patients are registered.

5.60 Contractors should also note that the global sum contractor weighting is a
measure of need and unavoidable cost relative to other contractors.  Changes
to the patient characteristics and patient list size of other contractors may
result in a contractor’s weighting going up or down when the recalculation of
the weightings takes place.  Quarterly recalculation will minimise sharp
adjustments; the extent of change is likely to be marginal.
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E. Financial monitoring and management

5.61 This section considers financial monitoring and PCT cash and resource
management.

(i) Monitoring

5.62 National and local financial monitoring arrangements need to improve to
support the new GMS financial arrangements.  PCTs will need to provide the
Department of Health with sufficient information not just to monitor
expenditure against the resource limit but also to support the monitoring of
the GIG and the local enhanced services floor.  New arrangements will
deliver all requirements through a single reporting system and PCTs will be
required to hold information on expenditure at a sufficiently detailed level to
meet the new reporting requirements.

5.63 PCT financial reporting will feed into national monitoring undertaken by the
joint DH/NHSC/GPC Technical Steering Committee (TSC).   The TSC will:

(i) source and review data for the financial allocation formula

(ii) monitor outcome against the Gross Investment Guarantee described
in paragraphs 5.3-5.6, which replaces the old GMS concept of IANI

(iii) monitor and forecast total earnings, GP net incomes and expenses
(which includes PMS and salaried doctors)

(iv) monitor outcome against the local PCT-level enhanced services
floor in line with the definition in chapter 2 and monitor overall
expenditure on enhanced services

(v) monitor dispensing and quality payments

(vi) adjust the proposed pensions dynamising factor to take account of
the shift from full-time to part-time working.

The TSC will also undertake a continuous workload survey and monitor skill
mix.
.

5.64 Annex D describes how PCT financial reporting arrangements will need to
change, including details of the required information for the new FIS 4
returns.  A line-by-line explanation of the data requirements will be provided
in conjunction with the detailed guidance on 2004/05 FIMS monitoring to be
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issued early in 2004.  It is anticipated that similar lines of reporting will be
required for PMS and guidance will follow separately.

5.65 PCTs will need to ensure that their ledger systems are suitably reconfigured
in order to generate the relevant information.

(ii) PCT cash and resource management

5.66 The new GMS contract will require PCTs to change their cash and resource
management arrangements.  As section C of this chapter described, funds for
primary medical services will now be allocated as a resource allocation
together with a cash-financing requirement within which PCTs have a
statutory obligation to contain spending.  PCTs are advised to draw up
indicative resource management plans in January and revise these in year.
They will need to consider with particular care the financial management of
quality achievement payments and the NHS Bank risk-sharing arrangements
with SHAs described in paragraphs 5.32-5.35.

5.67 PCTs will also need to review treasury management processes to ensure that
they can maintain effective in-year control over the requisitioning and
reporting of cash payments.  The new contract will change both the timing
and the level of in-year cash payments to contractors.  In addition, it will be
necessary to manage the transition from the old payments regime to one that
underpins the new contract.  PCTs will need to:

(i) provide a robust estimate of year-end non-cash-limited creditors for
the 2003/04 year-end

(ii) benchmark this creditors figure against previous years

(iii) ensure that accruals are adequate as the year-end creditor assessment
will inform the maximum additional cash-limit that can be drawn
down, subject to the level of year-end creditors in 2004/05

(iv) seek to ensure that all claims for activities prior to April 2004 are
received by 30 September 2004

(v) manage any excess creditors from within existing resource and cash
allocations available in 2004/05.

H. Activities and milestones

5.68 Table 16 sets out the finance milestones and activities:
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TABLE 16 - FINANCE CHAPTER MILESTONES AND ACITIVITES

Milestone Activity

1 December 2003 The Department will have issued the Indicative Contractor
Budget Spreadsheet to PCTs

2 Early January 2004 SHAs will have decided lead PCTs for premises funding
and ensure that arrangements are in place in January

3 Mid-January 2004 The Department will have shared with PCTs 2003/04
baselines for each funding stream

4 January 2004 PCTs will have started to complete the indicative
contractor budget spreadsheet prior to receiving
notification of allocations

5. By the end of January
2004

The Department will have given notice of actual PCT
allocations with estimated contractor global sums, GSEs
and MPIGs

6 By the end of January
2004

The Department will have published a revised England GIG
and notional envelope

7 By the end of January
2004

The Department will have published draft premises
directions

8 By the end of January
2004

PCTs will have prepared indicative financial risk
management plan as they are finalising indicative
contractor budgets; linked to their Local Delivery Plans

9 By the end of January
2004

The Department will have given PCTs notification of
additional allocations for the £28m out-of-hours funding
for 2004/05 and 2005/06

10 By the end of January
2004

The Department will have allocated the remaining
premises money, for new developments, to lead PCTs

11 By the end of  the
first week in
February 2004

PCTs will have calculated and shared indicative budgets
with all GMS contractors, reflecting initial agreements
about additional services, using the indicative contractor
budget spreadsheet

12 Early in 2004 The Department will have issued revised guidance on
Financial Information Management System

13 Early in 2004 PCTs will have reviewed their financial ledger structure
and new reporting requirements

14 February 2004 The SFE for 2004/05 will have been finalised and
published

15 By the end of
February 2004

PCTs will have been notified of changes to the Exeter
system
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16 By the end of
February 2004

PCTs and contractors will have agreed indicative budgets,
reflecting discussions and provisional agreements about
what services will be provided

17 By the end of March
2004

PCTs will have encouraged GPs to submit claims under the
Red Book

18 By the end of March
2004

The Department will have allocated the additional global
sum monies to reflect the increase in employer
superannuation contributions

19 1st April 2004 Existing restrictions on how the OOHDF can be spent will
have been lifted and the enlarged fund will have been
ring-fenced

20 April 2004 The revised Exeter payments system will have gone live

21 April 2004 The Department will have made allocations to PCTs for
quality aspiration payments

22 April 2004 The Department will have allocated the remaining quality
achievement funds to the NHS Bank

23 From the end of April
2004

PCTs will have made monthly payments of new GMS
funding to contractors

24 From April 2004 PCTs will have provided FIMS returns on the new basis

25 April 2004 PCTs will have made adequate year-end provision for old
GMS sums in 2003/04 accounts

26 By the end of May
2004

PCTs will have calculated and agreed actual budgets with
contractors

27 By the end of June
2004

PCTs will have ensured that over- or under-payments of
actual entitlements compared with indicative
entitlements are made

28 Summer 2004 SHAs will have established and agreed risk-sharing
arrangements with NHS Bank for QOF achievement
payments

29 Ist July 2004 & 1st day
of financial quarters
thereafter

PCTs will have used the Exeter system to recalculate
global sum with new list size data and any other changes
in variables

30 Before April 2005 The Department will have published the revised SFE for
subsequent years

31 End of April 2005 PCTs will have assessed creditors in relation to quality
achievement payments for 2004/05

32 End of April 2005 PCTs will have paid 2004/05 quality achievement
payments to contractors
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6. CONTRACTING PROCESS

SUMMARY OF KEY POINTS

1. GMS contracts will be between practices (contractors) and PCTs.  There
is a new standard GMS contract for PCTs and contractors to use.  This is
being published separately in December 2003 with an explanatory note
to assist in completing the contract.  The standard contract reflects the
Contract Regulations and means that PCTs and contractors do not have
to worry about producing their own contract.  A revised version will be
sent to PCTs and contractors before the end of February 2004; that
version will reflect changes made to the Contract Regulations, which will
be laid in Parliament in February 2004.

2. Local discussions on the contract should be completed by the end of
February 2004.  PCTs will be responsible for completing the standard
contract in the light of local discussions, and then sending this to all GMS
contractors by the end of February 2004.  The present GMS arrangements
come to an end on 1st April so contractors need to sign a GMS contract or
a default contract by 31st March 2004.  Contractors also need to decide,
preferably by 13th February 2004, whether they want to become a Health
Service Body and have the contract as a NHS one or instead have a
private law contract.

3. The default contract will be published in mid-February 2004 and PCTs
should offer it to contractors by the end of February 2004 if provisional
agreement on GMS contracts has not been reached.  We do not expect
any default contracts to be used as they are less flexible and of short-
term duration.

4. The new contract provides new flexibility around how contractors are
structured.  They can be single-handers, partnerships, or a certain type
of limited company.  Contractors must also comply with conditions about
suitability and confirm that they are doing so again, preferably, by 13th

February 2004.

5. Contractors and PCTs will have access to formal dispute resolution
procedures where local resolution proves impossible.  Both sides will be
under a legal obligation to make every reasonable effort at local dispute
resolution before using the formal mechanism.  There are also fixed
national rules around contract termination, breaches and sanctions.
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6. The Department will be producing an annual contract return pro forma
and a contract information system for PCTs to use if they so wish.

Introduction

6.1 The old GMS was a set of statutory arrangements with individual GPs.  The
Health and Social Care (Community Health and Standards) Act 2003 provides
that new GMS:

(i) is a local contract between a PCT and a GMS contractor

(ii) is subject to a standard set of national rules and procedures.  These are
contained in the GMS Contract Regulations and the Statement of
Financial Entitlements. Those documents flesh out and give effect to
the agreements described in Investing in General Practice and the
supplementary letters which were subsequently been endorsed by the
GP ballot.  They are being published in draft to accompany this
guidance and the Regulations will be made and laid in Parliament in
February 2004.

6.2 The national rules cover:

(i) the different types of services to be provided (described in chapter 2)

(ii) the entitlement of contractors to different payments (described in
chapters 2 to 5, and summarised in chapter 5)

(iii) other statutory requirements (described mainly in chapters 2 and 3)

(iv) how the contractual process works: who can be a contractor, the formal
dispute resolution procedure where the PCT and contractor cannot
reach local agreement, how contract conditions are enforced through
breach and termination procedures, and the way in which contracts can
be varied.

6.3 The Contract Regulations have in turn been translated into a standard NHS
contract, The Standard GMS Contract. This document is being published in
draft form in December 2004.  PCTs and GMS contractors will want to use
this.  They should also note that the draft contract will be subject to marginal
revision when the GMS Contract Regulations are finalised in February 2004.
A revised version will be issued by the Department before the end of February
2004.
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6.4 This chapter explains how the contractual processes work.  PCTs and
contractors should note that, as is the case with other chapters, it intended as
guidance only; the chapter neither provides a detailed description of the
Contract Regulations nor should be seen as a definitive statement of law.
PCTs and contractors should therefore read this chapter in conjunction with
the Regulations and standard contract.

6.5 This chapter describes:

A. Local contracting
B. Contractor form & conditions
C. Disputes
D. Contract termination, breach and sanctions
E. Annual review and contract variations
F. Activities and milestones

Each is considered in turn.

A. Local contracting

6.6 This section explains:

(i) the contracting timetable

(ii) The Standard GMS Contract

(iii) NHS contracts and Health Service Body Status (Regulation 10)

(iv) pre-contract disputes (Regulation 9)

(v) the default contract

(vi) how contractors can move between GMS and PMS.  This will be set
out more fully in separate guidance on PMS.

(i) Timetable

6.7 The statutory arrangements governing old GMS come at an end on 31st March
2004.  All GPs who currently provide services under section 29 arrangements
will, from 1st April 2004, need to be party to a GMS contract (or if necessary a
default contract) if they are to continue to provide GMS. The alternative is for
PCTs and contractors to enter into a PMS contract.
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6.8 PCTs will therefore wish to enter now into discussions with potential
contractors with a view to agreeing provisional contracts before the end of
February 2004.  This deadline is important, as it should allow sufficient time
for any remaining issues to be resolved during March 2004.  If provisional
agreement is not reached by 28th February, PCTs will need to offer potential
contractors the default contract as an alternative.  The default contract is
intended to be a contingency measure to be used in the unlikely event that
PCTs and contractors cannot agree GMS contracts in time.  It is a short-term
measure that will not offer the same flexibility as the GMS contract and is
likely to be used only in exceptional cases.

6.9 Transitional arrangements will protect the position of GMS GPs whose names
are included in the medical list on 31st March 2004.  Existing GMS GPs will
have a right to become GMS contractors if they wish, and PCTs must offer
either a new GMS contract or a default contract to be agreed and signed by
31st March 2004.  Where existing GPs sign a default contract they will
continue to have a right to a full GMS contract.  Further guidance on the
transitional arrangements will be issued by March 2004 alongside Transitional
Regulations.

(ii) The Standard GMS Contract

6.10 The Department of Health has worked with the GPC and the NHS
Confederation to develop The Standard GMS Contract.  This is a standard
contract that contains all the requirements set out in the GMS Regulations.  It
is accompanied by a covering explanatory note that explains what both sides
need to do.  PCTs will want to use the contract and bear in mind the
instructions in the explanatory note when negotiating their local GMS
contracts. Using the standard contract will significantly reduce the workload
involved in the contracting process.  It means that both sides will not have to
worry about whether the legal mechanisms in their local contract are right.
They can focus instead on the important matters of what services will be
provided, the quality of care, and finance.  The text of the standard contract
has been drafted by Counsel and has been agreed between Departmental
solicitors and solicitors acting for the GPC.

6.11 PCTs are responsible for producing completed drafts of the standard contract.
They should send these to all their contractors by the end of February 2004,
with relevant sections completed to reflect the provisional agreements reached.
PCTs will also need to take on board any changes to the standard contract sent
by the Department during February.

(iii) NHS contracts and Health Service Body status
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6.12 The Health and Social Care (Community Health and Standards) Act 2003
provides that a GMS contract may be treated as a NHS contract. An NHS
contract is an arrangement between one Health Service Body and another for
the provision of goods and services. Examples of Health Service Bodies
include Strategic Health Authorities, PCTs, NHS trusts, Special Health
Authorities and most PMS providers.  Where the contract is an NHS contract
disputes about the terms of a contract are dealt with through the NHS disputes
resolution procedures rather than through the courts, thus potentially reducing
bureaucracy and cost for both sides.  It should also be noted that contractors
with private law contracts would be able to choose to use the NHS dispute
procedure instead of the Courts should they so wish to do so.

6.13 For a GMS contract to become a NHS contract the provider will need to elect
to become a Health Service Body.  Potential GMS providers will therefore
need to give written notice to the PCT to this effect.  It would be helpful if this
could be done by 13th February 2004.  Health Service Body status would then
commence from the date that the contract is entered into.

6.14 The choice of being or not being a Health Service Body is entirely a matter for
the GMS contractor.  The PCT should not attempt to force such status onto, or
deny such status to, a GMS contractor.  Key points to note about Health
Service Body status are:

(i) if a GMS provider becomes a Health Service Body, it may enter into
other NHS contracts with another Health Service Body

(ii) becoming a Health Service Body does not affect other contracts the
provider may have entered into before Health Service Body status
takes effect.  If for any reason the GMS contract is terminated, the
contractor stops being a Health Service Body, unless it already holds a
separate NHS contract in which case it can continue to be a Health
Service Body for the purpose of that contract

(iii) partnership changes do not affect Health Service Body status

(iv) contractors can at any time seek to vary their contract to remove or
include provision that it is to be considered a Health Service Body.

(iv) Pre-contract disputes

6.15 One of the main reasons why the process of agreeing provisional contracts
could potentially be delayed beyond the end of February 2004 is a pre-contract
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dispute.  The new arrangements have been designed to keep these disputes to a
minimum:

(i) disputes over aspiration levels should be resolved in line with the
guidance in chapter 3

(ii) disputes about what additional services should be provided will be
minimised because the formal opt-out rules and procedures do not start
until 1st April 2004

(iii) disputes about open or closed list status should be minimised because
contractors will have recourse to the new procedures from 1st April
2004

(iv) disputes about what enhanced services are to be provided will be
minimised because the SFE makes clear what enhanced services
contractors have a right to provide (access, quality information, and
childhood vaccinations and immunisations if they are also providing
the additional service).  Other enhanced services are commissioned
from contractors at the discretion of the PCT

(iv) disputes about premises, IM&T funding and PCT-administered
funding items should similarly be kept to a minimum because the SFE
and premises Directions are clear about contractor entitlements.

It does not make sense for concerns about the interim global sum or MPIG
figures to delay the contract being signed.  The GPC, the NHS Confederation
and the Department of Health all strongly advise contractors and PCTs to
defer potential disputes on the global sum and MPIG until actual figures are
known following the introduction of the revised Exeter system.  It is important
for PCTs and contractors to note that by signing the contract, neither side is
indicating its agreement to the final global sum and MPIG payments.

6.16 Despite these considerations, if in the course of negotiations intending to lead
to a GMS contract, the prospective parties are unable to reach agreement on a
particular term, either party may refer the dispute for consideration and
determination by the Family Health Service Appeals Authority (Special
Health Authority) (FHSAA(SHA)) or, where appropriate, the Strategic Health
Authority.

6.17 All such disputes will be considered and determined in accordance with the
procedure set out in regulations 9 and paragraphs 100(3) to 100(13) of
Schedule 6 to the GMS Contract Regulations.   This pre-contract dispute
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mechanism will take effect from the date that the Contract Regulations take
effect, which is expected to be in February 2004.  However, PCTs and
contractors should note that in practice there would almost certainly not be
sufficient time for such formal disputes to be resolved before 31st March 2004.
Where a formal dispute has not been resolved by 1st April 2004 the contract
will come into effect subject to the later determination of the disputed issue(s).
In some cases the parties may wish to make use of the local implementation
protocol agreed between the NHS Confederation, GPC and Department of
Health but this may not be appropriate for routine local issues.  A copy of the
protocol is attached at annex E.

(v) Default contract

6.18 If agreement is not reached and new GMS contracts are not signed by PCTs
and contractors by 31st March 2004, no payments can be made to GPs and
services cannot be provided to patients.  GMS GPs would also lose their
transitional rights to a new GMS contract (unless there are exceptional
circumstances or where the PCT incorrectly refuses to offer a new GMS
contract).  For these reasons the Department of Health, the NHS
Confederation and the GPC advise that PCTs and GMS providers should all
sign GMS contracts before 31st March 2004.  It is important to note, however,
that this does not mean that PCTs cannot offer GMS contracts after this date
should they so wish.

6.19 The default contract will be available to allow payments to continue until a
new GMS contract is signed.  It will also need to be agreed to and signed by
both parties. The default contract is being developed by the Department and
the NHS Confederation in consultation with the GPC, and will be published
by 13th February 2004.  The principle underlying its development is that its
terms are black and white and not open to discussion.  It will be based on The
Standard GMS Contract but will not offer the same flexibility to either party
and will be a short-term contract of fixed duration.  We do not envisage that
the default contract will need to be used other than in exceptional cases.

(vi) Movement between GMS and PMS

6.20 Under the terms of the National Health Service (Primary Care) Act 1997 any
GP who entered into a PMS pilot arrangement has a preferential right (if so
determined by the Secretary of State) to return to GMS.  The new primary care
performers’ list described in chapter 4, taken together with the new GMS
contracts and the “permanent” PMS provisions under section 28C, means that
the right of individual PMS GPs to return to GMS will end.  Instead a new
right for the whole PMS contract to transfer to a GMS contract will be
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introduced.  GMS contractors will also be able to continue to seek to enter into
a local PMS contract should they so wish.

6.21 Where a PMS provider seeks to transfer to a GMS contract, the PCT will be
required to offer that provider a GMS contract, so long as it meets all the
provider conditions laid down in the GMS Contract Regulations.  PMS
providers that return to GMS would be entitled to the GMS payments set out
in the SFE.  They can also apply to the PCT to receive an MPIG and the way
in which this should be calculated will be set out in the Department of
Health’s forthcoming guidance on PMS.

B. Contractor form and conditions

6.22 This section sets out who can be a GMS provider, the constitution of a GMS
provider, and conditions that need to be met by GMS providers.  Full details of
the conditions applying to GMS providers are set out in Regulations 4 and 5 of
the GMS Regulations. The conditions apply to individuals, partnerships and
contractor bodies.  They cover such areas as qualifications, career,
employment status, criminal history, and financial status. These conditions are
intended to prevent unsuitable individuals such as murderers or undischarged
bankrupts from contracting to provide GMS and have been based on the
conditions that apply to PCT board members and the new primary care
performers’ list.

6.23 A contract may only be entered into with a contractor which satisfies the
conditions set out in section 28S of the Health and Social Care (Community
Health and Standards) Act 2003 and regulations 4 and 5 of the GMS Contract
Regulations.  After the contract has been entered into the GMS contractor is
responsible for ensuring compliance with the conditions set out in regulations
4 and 5 of the GMS Contract Regulations.  The contractor can be made up of
individual providers who do not have to perform clinical services under that
contract, although many will do that as well.  However, the provider
conditions in no way operate as a substitute, in whole or in part, to those set
out in the Primary Care Performer List Regulations which apply in full to all
GPs performing clinical services under the GMS contract.

Who can be a GMS provider

6.24 The contract provides considerable new flexibility about how GMS providers
are constituted.  GMS contracts may be entered into with any of the following:

(i) single-handed GPs
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(ii) partnerships that include at least one GP

(iii) certain types of company limited by shares, similar to the existing PMS
Qualifying Body option.

It will be possible in GMS, as it is in PMS, for there to be a nurse-managed (or
therapist-managed) service.

Single-handed GPs

6.25 Where a GMS contract is made with an individual medical practitioner, that
practitioner’s name must be included in the General Practitioner Register set
up under the General and Specialist Medical Practice (Education, Training and
Qualifications) Order 2003.   It is possible that the GMS Contract Regulations
and this guidance may come into operation before the coming into force of
this Order.  In this case the condition may be treated as being satisfied if the
medical practitioner is suitably experienced within the meaning of section
31(2) of the 1977 NHS Act, section 21 of the 1978 NHS (Scotland) Act, or
Article 8(2) of the Health and Personal Social Services (Northern Ireland)
Order 1978.

Partnerships

6.26 Where the contract is with one or more individuals practising in partnership at
least one of the partners must be a medical practitioner whose name is
included in the GP register (or is suitably experienced).  Other individual
partners can be other health professionals, including practice nurses, dentists,
consultants together with other persons such as practice managers, who could
be offered partnership shares and help deliver enhanced services in a primary
care setting.   Contractors will want to consider whether they want to take
advantage of this new flexibility before signing GMS contracts or thereafter,
and when bidding for enhanced services.  The definition of a NHS employee is
described in annex F.

6.27 The GMS contract can be continued with the partnership “as it is from time to
time constituted”.  This delivers the concept of a rolling contract set out in
Chapter 7 of Investing in General Practice.  Routine changes in the
partnership will not therefore affect the contract.  However, if in the
reasonable opinion of the PCT, the change in membership of the partnership is
likely to have a serious adverse impact on the ability of the contractor or the
PCT to perform its obligations, the PCT may serve notice terminating the
contract.  The contract requires the PCT to be given a written notice of any
changes (see paragraph 85 & 105 of Schedule 6 to the GMS Regulations).
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Where there is a change in the partnership the GMS contract may need to be
varied to reflect the change in contractor status. Provisions covering a change
in a partnership or change in status from individual medical practitioner to
partnership and vice versa can be found at paragraphs 103 – 105 of Schedule
6.

Companies limited by shares

6.28 This is a similar concept to the qualifying body provided for in Section 28D of
the 1977 Act.  The ownership rules for GMS companies are that:

(i) all shares in such a company must be legally and beneficially owned
by a person who could lawfully enter into a GMS contract as an
individual or as part of a partnership

(ii) at least one share must be legally and beneficially owned by a medical
practitioner whose name is included in the GP Register (or is suitably
experienced)

(iii) any other shares owned by a medical practitioner must be so owned by
a medical practitioner whose name is included in the GP Register or
who is employed by a PCT, a Local Health Board, a NHS trust
(including an NHS Trust in Scotland), a NHS foundation trust, a
Health Board, or a Health and Social Services Trust

6.29 The contract will require that the GMS provider inform the PCT immediately
if there is any change in the ownership of the shares or any other event occurs
that would prevent the company from continuing its business.

Conditions relating to all GMS contracts

6.30 A GMS contract cannot be entered into if the provider conditions are not
satisfied, so PCTs should ensure that any potential GMS contractor confirms
in writing that it satisfies all of these conditions.  Contractors are encouraged
to write to the PCT to confirm this at the same time as they apply for Health
Service Body status, that is by 13th February 2004.  The new contractual
arrangements are intended to be a high trust system.  PCTs should therefore
consider carefully whether they require any additional information to support
this statement.  Where the individual is a GP, PCTs will already have received
much of this information in response to enquiries made under the Primary
Care Performers’ List Regulations.
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6.31 Where a PCT is of the view that the conditions for entering into a contract are
not met it should notify in writing the person or persons intending to enter into
the contract of its views.  Where the prospective contractor is a company
limited by shares, the PCT should at the same time inform any shareholder,
director or company secretary where that person is the subject of the PCT’s
decision because it is him or her that has failed to meet the conditions.  Any
person refused a contract on these grounds may appeal to the Family Health
Service Appeals Authority (FHSAA) concerning the PCT decision that the
provider conditions have not been met by writing to the FHSAA within 28
days beginning on the day that the PCT served notice.  These appeals are to
the independent FHSAA. Notices of appeal should be sent to:

FHSAA
30 Victoria Avenue
Harrogate HG1 5PR.

The chairman of the FHSAA is Mr Paul Kelly.

6.32 GMS contractors must give notice to the PCT in writing that any new partner
joining the partnership after the GMS contract has been signed meets these
conditions.  Again it is for the PCT to decide the extent to which it seeks to
verify this statement.   The PCT may serve notice terminating the contract
immediately if any of these conditions is broken.  This is also described in
paragraph 6.37.

C. Dispute resolution

6.33 The new GMS contract contains comprehensive appeal processes, referred to
as dispute resolution.  These can cover issues ranging from decisions about
contractual sanctions and termination through to matters such as remuneration,
list closure, practice area, patient assignment, and opt-outs.  As a rule of
thumb virtually all disputes will be capable of being referred for adjudication.
Dispute resolution does not apply to complaints made under the NHS
complaints system as set out in the GMS Contract Regulations.

6.34 It is expected that most contractual disputes can be resolved as part of the
normal contractual relationship.  Use of the formal dispute resolution
procedures will usually represent a failure of that relationship and should be
avoided where possible.  PCTs and GMS contractors should make every
reasonable effort to communicate and co-operate with each other in an attempt
to resolve any disputes before considering referring the dispute for
determination in accordance with the dispute resolution procedure, or to the
Courts.  This is a requirement under the contract.  Reaching local solutions
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will make best use of the resources available for the local population, will help
to develop a partnership approach between contractor and PCT, and will avoid
additional bureaucracy and cost for both parties.  Local resolution might
involve, where necessary, board level involvement in conciliation meetings
and neither side should be afraid to use appropriately skilled and qualified
advisers.  In addition both the PCT and the GMS contractor may, if either so
wishes, invite the Local Medical Committee to participate in any discussions.
If no solution can be found locally it will be open to either part to the dispute
to refer a matter to dispute resolution.

Who appeals are determined by

6.35 Where a dispute arises out of or in connection with a NHS contract either
party may refer to matter to the FHSAA(SHA) or, where appropriate, the
Strategic Health Authority or FHSAA, for consideration and determination.
The procedures are set out in paragraphs 36 and 100 to 101 of Schedule 6 to
the GMS Regulations.  Directions will provide for the FHSAA(SHA) to deal
with most cases, but it will be able to appoint an adjudicator to act on its
behalf.  Strategic Health Authorities will deal with cases that involve the list
closure or patient assignment procedures described in chapter 2.

6.36 Such disputes should therefore be addressed directly to either the
FHSAA(SHA) or, where appropriate, the local Strategic Health Authority.
The FHSAA(SHA) address is:

FHSAA(SHA)
30 Victoria Avenue
Harrogate HG1 5PR.

The Chief Executive of the FHSAA(SHA) is Mr Paul Burns

6.37 The one exception to paragraphs 6.35 and 6.36 is a dispute concerning
contract termination where the termination relates to a member of the
contracting body (or the body itself) no longer meeting the conditions set out
in paragraph 110 or 112 of Schedule 6 of the GMS Regulations.  Appeals
against a PCT decision that the relevant conditions have been broken go to the
independent FHSAA.  Its address is set out in paragraph 6.31.

6.38 Disputes where the contractor is not a NHS body can be referred to either the
FHSAA(SHA) or a competent court.  Where the contractor wishes to follow
the NHS process it should express that choice in writing.  Any such dispute
should follow the procedure set out for NHS contracts.  It is important to note
that the resulting determination will be binding on both parties.
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D. Contract termination, breach and sanctions

6.39 This section explains the rules concerning contract (i) termination, (ii) breach,
and (iii) sanctions.

(i) Termination

6.40 Provision for the termination of GMS contracts is set out in part 8 of Schedule
6 to the GMS Regulations.  A PCT may serve notice terminating the contract
immediately if the contractor no longer satisfies the contractor conditions. See
paragraphs 109 to 112 of Schedule 6 of the GMS Regulations.

6.41 In operating this provision the PCT should note that:

 (i) where the contractor holding a GMS contract changes so that it no
longer includes a medical practitioner who is on the General
Practitioner Register, the PCT will need to review the viability of the
contract

(ii) where the medical practitioner was a sole practitioner the PCT must
issue a notice terminating the contract forthwith – there is no longer
anyone with whom the PCT is in contract

(iii) where the medical practitioner was part of a partnership, for example
with a nurse and/or a practice manager, the PCT may issue a notice
terminating the contract forthwith.  However, where the loss of the
medical practitioner was sudden and there had been no reasonable
opportunity for the remaining partners to regularise their affairs the
PCT may decide to allow the contract to continue for up to six months.
This will either allow the PCT to bring matters to an orderly
conclusion or allow the remaining partners to recruit a suitable medical
practitioner.  In reaching such a decision the PCT is recommended to
take into account the best interests of the contractor’s patients.

6.42 If it exercises its discretion in this the PCT ought to:

(i) consult with the LMC immediately

(ii) appoint one or more suitable medical practitioners to support the
practice under it powers to provide support and assistance (the PCT
may charge for this service)

(iii) complete all processes within a period of no more than six months



156

(iv) terminate the contract after six months if the contractor still does not
include a medical practitioner whose name is included in the General
Practitioner Register (or a practitioner who is suitably experienced).

6.43 Although in most circumstances a GMS contract cannot be terminated simply
because there is a change in the structure of the partnership (for example the
acquisition or loss of partners) the PCT does have the ability to terminate a
contract following such changes in two specific circumstances:

(i) if the PCT considers, in its reasonable opinion, that the change in the
partnership is such that it is likely to have a serious impact on the
ability of the contractor or the PCT to perform its obligations under the
contract it may serve notice terminating the contract forthwith or from
such other date as it might indicate.  Any such notice should specify
why the PCT has chosen this course of action and should, where
practical, follow consultation with the LMC (or a notification to the
LMC where this is not practical)

(ii) a change in the structure of the partnership might be sudden and/or
acrimonious.  In these circumstances (which include a two-partner
practice splitting and not indicating which partner should continue with
the contract) the PCT may be unable to determine which of the
remaining partners has the right to retain the GMS contract.  It would
be unreasonable for the PCT to be involved in any practice dispute, or
to take sides.  In these circumstances the PCT may serve notice
terminating the contract forthwith or from such other date as it might
indicate.  Any such notice should specify why the PCT has chosen this
course of action and should, where practical, follow consultation with
the LMC (or a notification to the LMC where this is not practical).

6.44 Where a PCT takes such action it will need to take steps to secure the
provision of patient services.  It is normally expected that in these
circumstances the PCT will wish to enter into short-term temporary contracts
(for no more than 12 months) with any of the parties to the old GMS contract
who wish to continue to provide GMS services and who meet the GMS
provider conditions.  The PCT could make alternative arrangements if for
example the temporary contracts required the provision of new practice
premises, or if the granting of temporary contracts would otherwise be to the
detriment of NHS efficiency.

6.45 It is similarly envisaged that at the end of temporary contracts, the temporary
contractor(s) would normally be offered a permanent contract or, where they
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agree, be allowed continue to provide services under a wider GMS contract
with other persons, for example by merging with a neighbouring practice.

6.46 PCTs should:

(i) consult with the LMC before refusing the holder of a temporary
contract a permanent contract

(ii) ensure patient representatives are appraised of all decisions to
terminate a contract in these circumstances, and to ensure that
individual patients are aware of the choices available to them.

6.47 Notwithstanding the above paragraphs, a PCT may serve notice in writing
terminating a contract immediately, or from such other date as may be
specified if:

(i) the PCT considers that the contractor has breached the contract and as
a result of that breach the safety of the contractor’s patients is at
serious risk

(ii) if the contractor’s financial situation is such that the PCT considers
that the PCT is at risk of material financial loss.

6.48 Contractors must provide six months notice before they withdraw from the
contract, although this is reduced to three months in the case of a single-
handed practitioner.  By mutual agreement these periods can be changed.  The
different treatment of single-handers reflects the fact it is easier to find
alternative provision for a small contractor than if a large contractor stops
providing services.

Remedial and breach notices

6.49 Where it believes that a contractor is in default of its obligations under its
contract the PCT can either issue a breach notice or a remedial notice (see
paragraph 114 of Schedule 6):

(i) if a contractor breaches any of the terms of the contract and the breach
is capable of remedy, the PCT may give notice to the contractor
requiring it to remedy the breach.  A breach capable of remedy might
be a failure to provide a practice leaflet or to make arrangements for a
home visiting service.  This remedial notice will specify the details of
the breach, the steps to be taken to remedy the breach, and the period
within which those steps must be taken
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(ii) where a contractor has breached the terms of the contract and the
breach is not capable of remedy, for example a one-off act such as a
failure to visit a particular patient, the PCT may serve notice on the
contractor requiring the contractor not to repeat the breach.

6.50 If, following a breach notice or a remedial notice, the contractor repeats the
breach, or otherwise breaches the contract resulting in another breach or
remedial notice, the PCT may give notice terminating the contract from such
date as may be specified.

6.51 Before issuing such a termination notice the PCT should give careful
consideration to the cumulative effect of any breaches.  For example, a run of
minor breaches over a short period or occasional breaches over a longer period
ought not, in themselves, to lead to a termination.  However, a persistent
stream of minor breaches could justify termination if it was clear to the PCT
that the contractor was unwilling or unable to take steps to stem the flow.  It is
expected that each decision will be taken in the light of the contractor's
individual circumstances.  Circumstances that might be considered include the
likelihood of temporary support from the PCT being helpful, practice
workload and the views of patients.  The LMC should be consulted before the
PCT reaches a decision under these provisions.  A notice terminating the
contract should only be issued if the PCT is satisfied that the cumulative effect
is such that it would be prejudicial to the efficiency of patient services to allow
the contract to continue.

6.52 If the contractor is in breach of any obligation under the contract, and a breach
or remedial notice has been issued, the PCT may consider withholding or
deducting monies which would otherwise be payable under the contract, but
only those monies payable in respect of the contractual obligation that has
been breached.

6.53 The contractor may challenge any notice given by the PCT under these
provisions through the dispute resolution procedures. If the contractor does
raise a dispute within the specified period given in the notice, the contract
termination will not take effect until either (i) there has been an initial
determination of the dispute by the relevant adjudication authority or
competent court, or (ii) the contractor ceases to pursue the dispute, whichever
is the sooner.

6.54 A PCT may terminate the contract before the conclusion of the NHS dispute
procedures if it is satisfied that it is necessary to do so to protect the safety of
patients or to protect itself from material financial loss.  However, in doing so
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the PCT should exercise due care. On terminating a contract, the PCT
decision is still subject to challenge and if the resolution of the subsequent
dispute were to find in favour of the contractor, the PCT could be liable for
damages as it would have wrongly deprived the contractor of its livelihood
under a contract that was not limited as to its duration.  The scope for damages
could be very substantial.  PCTs would normally wish to seek legal advice
before terminating a GMS contract to limit any risks that it might be exposed
to.

Contract sanctions

6.55 Where a PCT is entitled to serve notice terminating a contract it may instead
impose one of the other available contract sanctions (see paragraph 116 – 117
of Schedule 6). These are:

(i) termination of specified obligations under the contract

(ii) suspension of specified obligations for a period of up to six months or

(iii) withholding or deducting monies otherwise payable under the contract.

6.56 The PCT may not, however, terminate or suspend any obligation to provide, or
any other obligation which relates to, essential services.

E. Contract review and variations

6.57 Chapter 7 of Investing in General Practice set out the principle of annual
contract review.  This is distinct from the quality review described in chapter
3, but it can be carried out at the same time if the contractor so wishes, to
minimise disruption.

6.58 The contractor will be required to submit an annual return to the PCT on a
standard pro forma.  This pro forma will include a number of pieces of
information pre-completed by the PCT, the accuracy of which the contractor
should confirm.  It will also include a declaration by the contractor that it is
meeting all the statutory requirements under the contract.   The pro forma will
be developed and introduced during 2004 by the Department and the NHS
Confederation, and will be subject to consultation with the BMA.

6.59 Investing in General Practice also made clear that PCTs must not neglect the
informal process of developing and maintaining, where appropriate, a
sustained empathetic relationship with contractors, based on the principle of
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high trust and developing an understanding of the contractor’s needs,
pressures and aspirations, which may change in year.

6.60 Paragraph 7.25 of Investing in General Practice gave a commitment that the
annual review would be strongly evidence-based.  To support this
commitment, the Department plans to develop in consultation with the BMA a
contract information system for PCTs.  The system might for example help
PCTs to:

(i) record basic data about contractors and aspects of the contractual
process

(ii) support the completion of the annual contract review pro forma by
contractors and inform discussions during the annual contract review

(iii) reduce to a minimum the need for PCTs to request information from
the contractor in year.  PCTs and contractors should also note that a
code of practice on information requests will be produced in discussion
with the GPC during spring 2004.

6.61 The information system specification has not been finalised but will draw on
existing best practice in PCTs.  At this stage there is no planned delivery date
and the development of the QMAS and Exeter payment systems will take
priority.  PCTs will be encouraged to use this system but they will be free to
make their own arrangements if they so wish.

6.62 PCTs would also be expected to share this information to inform national
monitoring of the contract by the Department of Health, NHS Confederation,
GPC and the TSC, and inform subsequent contract development.  For
example, if information were collected about the number of patient
assignments, this could inform national consideration of whether the new
arrangements are effective in achieving the aim of reducing the numbers of
patients who were assigned.

Contract variations

6.63 Once a GMS contract has been agreed and signed it will open to either party to
seek to vary or amend the agreement.  Any such variation or amendment must
be agreed by both parties, other than variations made under the procedures for
opting out of additional and out-of-hours services where special procedures
apply.  Save in certain limited cases (see paragraph 103 of Schedule 6) any
variation or amendment will need to be set out in writing and signed by or on
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behalf of the PCT and contractor.

Variations without contractor consent

6.64 However, the PCT may vary the contract without the contractor’s consent
where it is reasonably satisfied that it is necessary to do so to comply with the
NHS Act 1977 or any Regulations or Directions made under that Act.  In these
circumstances the PCT must notify the contractor in writing of the proposed
variation and the date the variation is to take effect, which should where
possible be at least 14 days after the date of the notification.

6.65 Such variations would only follow from the introduction of regulatory
changes, for example following national negotiations.  Where regulatory
changes are made the Department will produce amendments to The Standard
GMS Contract for PCTs and contractors to use.  If the contractor is unhappy
with a variation made in accordance with paragraph 9 it has a right of appeal
to the FHSAA(SHA) through the dispute resolution procedures set out in
section D of this chapter.  However, contractors should note that such appeals
will in all probability fail if (i) the regulations are not ultra vires and (ii) the
PCT has used standard amendments produced by the Department of Health to
The Standard GMS Contract.  A matter referred for dispute under this
provision shall not prevent the PCT implementing the variation from the stated
date pending the decision of the adjudicator.

F. Milestones and activities

6.66 Table 17 sets out the main milestones and activities in relation to contracting:

TABLE 17 – CONTRACTING CHAPTER MILESTONES AND ACTIVITIES

Milestone Activity

1 December 2003 DH will have published the draft standard contract

that PCTs and contractors are strongly advised to use,

together with an explanatory note about the

completion of the standard contract.

2 December 2003-February

2004

PCT and contractors will discuss and seek to reach

agreement on contract terms

3 By 13th February 2004 DH will have published the default contract

4 By 13th February 2004 Prospective contractors should have written to PCTs

about whether they want to be Health Service Bodies

5 By 13th February 2004 Prospective contractors should have written to PCTs

confirming that they will meet the provider conditions

6 Before the end of February DH will have issued a revised version of the standard
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2004 contract to reflect marginal changes to the final

version of the Contract Regulations

7 By the end of February 2004 Contract Regulations will have been made and come

into force

8 By the end of February 2004 PCTs and contractors will have reached provisional

agreement on the new GMS contract, and PCTs will

have sent versions of the standard contract to every

GMS contractor, tailored to reflect the provisional

agreements reached

9 By the end of February 2004 PCTs will have offered default contracts if provisional

agreement has not reached on new GMS contracts

10 During March 2004 DH publishes guidance on the Transitional Regulations,

which will have been laid for Parliamentary approval

11 By 31st March 2004 GMS contracts (in some cases subject to outstanding

dispute resolution on certain terms) or default

contracts must have been signed

12 Spring 2004 DH will have published, following discussion with GPC,

a code of practice on access to information

13 During 2004 DH will have published, following discussion with GPC,

the contractor annual return pro forma

14 Unspecified

(after introduction

of the QMAS &

revised Exeter systems)

DH will have introduced the contract information

system for PCTs to use if they wish
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7. IMPLEMENTATION

SUMMARY OF KEY POINTS

1. The implementation support programme includes: 9 regional conferences
for PCTs in January and early February 2004; a national helpline (0845
9000008) which goes live in week commencing 5th January 2004; sending
all PCTs and practices CD-ROMs of the key documents in January 2004,
and hard copies of the guidance; the aspiration and contractor budget
spreadsheets; and work of the national Implementation Co-ordination
Group which can help resolve disputes where local attempts have failed.

2. SHAs will be assessing PCT delivery of implementation through a simple
reporting system at six points between January and April 2004.
Engagement of PCT boards is essential.

Introduction

7.1 This chapter describes:

A. Support
B. Performance management
C. Activities and milestones for the Department, SHAs, PCTs

and contractors

Each is considered in turn.

A. Support

7.2 A programme of activities will support local contract implementation:

(i) the Department will, in January 2004, send a hard copy of this
guidance, and a CD-ROM to all PCTs and practices.  The CD-ROM
will contain (a) the guidance, (b) the draft Contract Regulations, (c) the
draft Standard GMS Contract, (d) the draft Statement of Financial
Entitlements and (e) the PMS guidance

(ii) the Department and GPC will, in January 2004, produce a series of
factsheets summarising areas of this guidance for key audiences
involved in new GMS contract implementation
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(iii) initial IT tools have been produced for PCTs and contractors to use.
The interim aspiration utility and the indicative contractor budget
spreadsheet can be found on the Department’s website at:
www.doh.gov.uk/gmscontract/implementation. The spreadsheet for
calculating indicative practice budgets is also attached as annex C to
this guidance

(iv) an implementation prospectus has been published by the
Modernisation Agency and the National Primary Care Development
Team.  This gives information on different sources of support at
national and local level.  It also includes contact details for SHA
advisers.  The prospectus can be found at:
www.doh.gov.uk/gmscontract/guidance

(v) 9 regional roadshows will be held in January and February 2004 for
PCTs.  These will focus on the GMS guidance and changes to PMS.
There will be in-depth sessions, for example on finance.  Details are
available on the NatPaCT website at:
www.natpact.nhs.uk/primarycarecontracting.   Places can be booked
through the SHA GMS lead in each area

(vi) a national helpline for GMS and PMS, run by the National Primary
Care Development Team, will go live in week commencing 5th January
January 2004.  The number is 0845 9000008.  A help inbox will also
be available at gmspms.queries@npdt.nhs.uk.  The helpline/inbox
service aims to respond to queries within 3 working days

(vii) the Department of Health, NHS Confederation and BMA websites all
contain links to all the contract documents and guidance, as well as
frequently asked questions and links to other relevant websites.
Addresses are:
www.doh.gov.uk/gmscontract
www.nhsconfed.org
www.bma.org

(viii) on-line presentations have been arranged through to March 2004
covering issues about the new GMS contract, out-of-hours services and
changes to PMS contracting.  Registration is through the NatPaCT
website

(ix) the Department of Health and Modernisation Agency have funded two
posts in each SHA area to support implementation of new GMS and
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the new arrangements for out-of-hours provision.  Further details can
be obtained through the new GMS lead in each SHA

(x) an Implementation Co-ordination Group has been set up with
representation from the Department of Health, NHS Confederation,
GPC, and from an SHA and PCT.  The role of the Group is to pick up
any issues arising through local implementation of the new contract
and to act as a dispute resolution mechanism where any problems
cannot be resolved at local level in the first instance.  The local
implementation protocol is attached at annex E

(xi) Modernisation Agency facilitators are available to help PCTs arrange
expert seminars for contractors, for example to explain how the QOF
will work and suggest ways in which practices can maximise their
achievement in the QOF. PCTs should contact their SHA
modernisation lead for help in arranging such roadshows

(xii) the National Clinical Governance Support Team will be holding a
conference in partnership with the Institute of Healthcare Managers
and the Royal College of General Practitioners for practice managers.
This will be held at the Barbican in London on 4 March 2004.

B. Performance-management

7.3 SHAs are responsible for supporting and monitoring the timely delivery of
contract implementation by PCTs.  The SHA GMS contract leads have drawn
up a short list of key areas in which they will assess PCT progress at six
different key dates between January and early April 2004.  Each PCT will be
asked to complete and send a standard pro forma to its SHA.  These should be
signed off by a PCT board member.  SHAs will in turn collate responses and
send summary sheets to the Department.  The purpose of this system is to help
ensure that progress is on track, and that support can be targeted where it is
most needed.  Table 18 sets out the key assessment areas:

TABLE 18 – SHA ASSESSMENT OF PCT IMPLEMENTATION

Areas

1 Planning to realise strategic benefits

2 Effective local engagement

3 PCT capacity

4 PCT board engagement

5 Dealing with movement between PMS and GMS

6 Additional services planning and commissioning
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7 Out-of-hours planning and commissioning

8 Enhanced services planning and commissioning

9 Agreeing realistic quality aspiration points

10 Effective financial risk management

11 Completing indicative contractor budgets by the end of the first week in

February 2004

12 Reaching provisional agreements with contractors by the end of February

2004

13 Signing contracts by the end of March 2004

14 Ensuring contractors get paid by the end of April 2004

C. Milestones and activities

7.4 Each chapter of this guidance contained a summary of activities and
milestones.  These are shown in Tables 19-22 as actions for the Department,
for SHAs, for PCTs, and for contractors.
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TABLE 19 – DEPARTMENT OF HEALTH MILESTONES AND ACTIVITIES

MILESTONE ACTIVITY

1 December 2003 DH will have published the draft standard contract that

PCTs and contractors are strongly advised to use, together

with an explanatory note about the completion of the

standard contract.

2 December 2003 The Department will have issued the Indicative Contractor

Budget Spreadsheet to PCTs

3 January 2004 The Department will deliver its Implementation support

programme including conferences and the helpline

4 Mid-January 2004 The Department will have shared with PCTs 2003/04

baselines for each funding stream

5 January 2004 The Department will have published draft premises

Directions.  The final version will come into force from 1st

April

6 By the end of January

2004

DH will have started consultation on the contents of the

new PCT Guide to Primary Care Services

7. By the end of January

2004

The Department will have published draft premises

directions

8. By the end of January

2004

The Department will have given PCTs notification of

additional allocations for the £28m out-of-hours funding

for 2004/05 and 2005/06

9. By the end of January

2004

The Department will have given notice of actual PCT

allocations with estimated contractor global sums, GSEs and

MPIGs

10. By the end of January

2004

The Department will have published a revised England GIG

and notional envelope

11. Early in 2004 The Department will have issued revised guidance on

Financial Information Management System

12. By 13th February 2004 DH will have published the default contract

13. Before the end of

February 2004

DH will have issued a revised version of the standard

contract to reflect marginal changes to the final version

of the Contract Regulations

14. February 2004 The SFE for 2004/05 will have been finalised and

published

15. By the end of February

2004

DH will have published brief guidance on the alternative

provider and PCTMS routes
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16. By the end of February

2004

PCTs will have been notified of changes to the Exeter

system

17. By the end of February

2004

Contract Regulations will have been made and come into

force

18. Early 2004 The Department will have published a practice

management toolkit

19. March  2004 The Department will have published guidance on the new

pensions changes that come into force from April 2004

20. March 2004 The Department will have published guidance on

transitional arrangements to support the implementation

of the single performers list, which comes into force on 1st

April 2004

21. March  2004 The Department will have allocated the additional global

sum monies to reflect the increase in employer

superannuation contributions

22. March 2004 DH publishes guidance on the Transitional Regulations,

which will have been laid for Parliamentary approval

23. By 1st April 2004 Regulations governing alternative providers and PCT

providers will have come into effect, subject to

Parliamentary approval

24. April 2004 The revised Exeter payments system will have gone live

25. April 2004 The Department will have made allocations to PCTs for

quality aspiration payments

26. April 2004 The Department will have allocated the remaining quality

achievement funds to the NHS Bank

27. By the end of April 2004 Following discussion between the NHS Confederation and

the GPC, the Department will have published guidance on

QOF annual review visits

28. Spring 2004 DH will have published new national quality standards for

out-of-hours services

29. Spring 2004 DH will have published, following discussion with GPC, a

code of practice on access to information

30. During spring 2004 The Department will have published a code of practice on

access to information

31. By the end of August

2004

Quality and Outcomes Framework Management & Analysis

System (QMAS) will have gone live

32. 2004 The Department will have published guidance on HR issues

including supporting practice nurses
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33. 2004 PCTs review support arrangements for practice

management

35. 2004 DH will have published, following discussion with GPC, the

contractor annual return pro forma

36. 2004/05 The Department will review the golden hello scheme in

consultation with the GPC

37. Before April 2005 The Department will have published the revised SFE for

subsequent years

38. Unspecified

(after introduction

of the QMAS &

revised Exeter systems)

DH will have introduced the contract information system

for PCTs to use if they wish
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TABLE 20 – SHA MILESTONES AND ACTIVITIES

MILESTONE ACTIVITY

1 Now SHAs will have established performance management

arrangements to ensure effective delivery of PCT

commissioning of out of hours by 1st January 2005

2 January 2004 – January

2005

SHA performance management of PCT implementation

3 Early January 2004 SHAs will have decided lead PCTs for premises funding

and ensure that arrangements are in place in January

4 January-February 2004 PCTs will ascertain the intentions of contractors in

relation to recruitment and retention of staff, to inform

workforce planning, and feed this into the SHA Workforce

Directorate

5 By April 2004 SHAs will have prepared for their new role in relation to

list closures, patient assignments and opt-outs

6 Summer 2004 SHAs will have established and agreed risk-sharing

arrangements with NHS Bank for QOF achievement

payments
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TABLE 21 – PCT MILESTONES AND ACTIVITIES

MILESTONE ACTIVITY

1 By 15th December 2003 PCTs will have forwarded interim aspiration utility to all

practices

2 December 2003-

February 2004

PCT and contractors will discuss and seek to reach

agreement on contract terms

3 Ongoing PCTs have a strategy for effective commissioning of

primary care services

4 By 1st  January 2004 PCTs will have invited all practices to participate in the

quality information preparation (QuIP) DES for 2003/4 and

agreed a plan for implementation.

5 By 1st January 2004 PCTs must have offered the access DES for 2003/04 to

contractors

6 By early January 2004 PCTs will have ascertained contractors’ provisional

intentions in relation to out-of-hours and additional

services opt-outs

7 January 2004 PCTs will have started to complete the indicative

contractor budget spreadsheet prior to receiving

notification of allocations

8 By the end of January

2004

PCTs will have prepared indicative financial risk

management plan as they are finalising indicative

contractor budgets; linked to their Local Delivery Plans

9 January 2004 PCTs will have registered with the Criminal Records

Bureau

10 January-February 2004 PCTs will ascertain the intentions of contractors in

relation to recruitment and retention of staff, to inform

workforce planning, and feed this into the SHA Workforce

Directorate

11 By the end of January

2004

PCTs will have established effective arrangements for

engaging their local communities on the changes under

the contract, including on out-of-hours services

12 By the end of January

2004

PCTs will have reviewed expected provision of additional

services, and put in place arrangements for commissioning

further services if necessary from 1st April 2004

13 By 1st February 2004 PCTs must have commissioned services for violent

patients, under the 2003/04 DES

14 By the end of  the first PCTs will have calculated and shared indicative budgets
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week in February 2004 with all GMS contractors, reflecting initial agreements

about additional services, using the indicative contractor

budget spreadsheet

15 By the end of February

2004

PCTs and contractors will have agreed contractors’

catchment areas, whether lists are open or closed, and

discussed normal hours, as they reach provisional

agreements on the new contract

16 By the end of February

2004

PCT will have drawn up initial plans for commissioning

enhanced services in line with their local expenditure

floors, and including the 6 DESs, and the PEC will have

signed these off

17 By the end of February

2004

PCTs will have offered to all contractors the 3 DESs for

which they have preferred provider status in 2004/95

(access, QuIP, and childhood vaccinations and

immunisations) and reached provisional agreements with

them

18 By the end of February

2004

PCTs will have decided whether to agree for contractors

to opt out of additional services prior to the new opt-out

procedure taking effect, and reflected this in provisional

agreements on new contracts

19 By the end of February

2004

PCTs will have developed robust plans for re-provision of

out-of-hours services

20 By the end of February

2004

PCTs will have agreed aspiration levels for all

participating contractors

21 By the end of February

2004

PCTs and contractors will have agreed indicative budgets,

reflecting discussions and provisional agreements about

what services will be provided

22 By the end of February

2004

PCTs and contractors will have reached provisional

agreement on the new GMS contract, and PCTs will have

sent versions of the standard contract to every GMS

contractor, tailored to reflect the provisional agreements

reached

23 By the end of February

2004

PCTs will have offered default contracts if provisional

agreement has not reached on new GMS contracts

24 Early in 2004 PCTs will have reviewed their financial ledger structure

and new reporting requirements
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25 March 2004 PCTs will have written local policies for locum

reimbursement, and sought to agree these with their LMCs

26 By the end of March

2004

PCTs will have encouraged GPs to submit claims under the

Red Book

27 By 31st March 2004 GMS contracts (in some cases subject to outstanding

dispute resolution on certain terms) or default contracts

must have been signed

28 By April 2004 PCTs will have carried out baseline surveys of existing

systems and have fully funded costs of replacing pre-RFA

99 legacy systems

29 By April 2004 PCTs may have sought to establish a minimum level of

essential services through the PCTMS route

30 1st April 2004 The new PCT duty to secure the provision of primary

medical services will have come into effect

31 From 1st April 2004 Contractors can opt out of out-of-hours services if the PCT

agrees and has effective alternative provision in place

32 From 1st April 2004 The national opt-out, list closure and patient assignment

procedures will have come into force.  This means that

PCTs cannot assign patients to contractors with closed

lists without going through the new procedure

33 April 2004 PCTs and contractors will have agreed an estimated sum

for employer contributions to be retained from the global

sum; and agreed an amount for each GP for the purpose

of calculating notional seniority payments and then

making payments by the end of April

34 From April 2004 PCTs will have provided FIMS returns on the new basis

35 April 2004 PCTs will have made adequate year-end provision for old

GMS sums in 2003/04 accounts

36 By April 2004 PCTs will have worked together to established assessment

panels (sub-committees of other PCTs) under the list

closure and patient assignment procedures, and will have

considered and, if need be, drawn up proposals to be put

to panels

37 From the end of April

2004

PCTs will have made monthly payments of new GMS

funding to contractors

38 By the end of May 2004 PCTs will have calculated and agreed actual budgets with

contractors

39 By the end of June 2004 PCTs will have ensured that over- or under-payments of

actual entitlements compared with indicative
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entitlements are made

40 Ist July 2004 & 1st day of

financial quarters

thereafter

PCTs will have used the Exeter system to recalculate

global sum with new list size data and any other changes

in variables

41 By the end of July 2004 PCTs will have produced a schedule of QOF annual review

visits for between 1 October 2004 and 31 January 2005,

and informed contractors

42 2004 PCTs review support arrangements for practice

management

43 Between 1st October

2004 and 31st January

2005

PCTs will have completed all QOF annual review visits.

PCTs will have written up the visits and ensured

consistency across their areas.  In cases of (i) data

accuracy concerns and (ii) missing data, the PCT and

contractor agree a remedial plan.  Normally within a

month of the visit, contractors have confirmed that

remedial actions have taken place.  Normally within two

weeks of such confirmation, the PCT has confirmed they

are content with the action.

44 1st January 2005 All PCTs will have taken over commissioning responsibility

for out-of-hours, save in exceptional circumstances

formally agreed by the SHA, under the opt-out procedure

45 By the end of April 2005 PCTs will have made 2004/05 achievement payments as a

lump sum on the basis of QMAS calculations.  If any

quality remedial plans were not achieved, PCTs may have

delayed payments

46 From the end of April

2005

PCTs will have made monthly aspiration payments for

2005/6.  These will have been based on an automatic

calculation of 60% of previous year’s achievement points,

with pounds per point uprated to £120, and adjusted by

the previous year’s prevalence.  (NB The start of

payments may be delayed if confirmation of final

achievement is delayed.)

47 End of April 2005 PCTs will have assessed creditors in relation to quality

achievement payments for 2004/05

48 From July 2005 onwards Scheduling of QOF annual review visits, visits and payment

activities are repeated as per 2004/05

49 Over time (from April PCTs may wish to consider changing current PMS


