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1. Introduction 
 
1.1. In December 2015, the development of a local ‘QOF’ for equitable services was agreed in 

principle with the Rotherham Local Medical Committee (LMC). It was accepted that this 
would be the preferred approach to PMS reinvestment and that it would facilitate the 
implementation of the CCG strategy of ‘equity of funding and provision’ across general 
practices in Rotherham. 
 

1.2. The PMS funding reinvestment criteria makes clear that investment above core funding 
should : 
 

a) Reflect joint strategic plans for primary care that have been agreed with Rotherham 

CCG.  

b) Secure services or outcomes that go beyond what is expected of core general practice 

and basic QOF. 

c) Help reduce health inequalities. 

d) Offer equality of opportunity for GP practices in each locality (i.e. if one or more 

practices in a given locality are offered the opportunity to earn extra funding for 

providing an extended range of services or meeting enhanced quality requirements, 

other practices in that locality capable of providing those services or meeting those 

requirements should have the same opportunity); 

e) Support fairer distribution of funding at a locality level. 

 
1.3. In essence, the PMS reinvestment monies are ‘staffing growth’ monies which were 

invested by the PCT. They came into play as a result of historic opportunities for practices 
to change from nationally negotiated GMS to locally negotiated PMS contracts. As a result 
of this change, a wide variation in practice baseline funding developed. Practices were 
offered financial incentives by the Primary Care Trusts to move to a PMS contract, 
including various additional services as negotiated on an individual practice basis. In order 
to facilitate the provision of additional services, practices received growth money from the 
Primary Care Trust to fund additional clinics and staff. Alongside the initial growth money 
that practices received, an annual increase in their 'pounds per patient' funding was 
negotiated. In Rotherham £1.94m was invested in staffing. 

 
 
2. The proposed Rotherham local Quality Contract 

 
2.1. In line with other CCGs and the views of our members, we are now looking at a scheme 

which sustains the investment which has funded the employment of staff in practices, by 
developing a clear set of standards for General Practice in Rotherham which are a 
reasonable expectation from this significant investment. The contract has been developed 
using learning from Liverpool and Bolton CCGs which are already starting to see 
measurable improvements in care 

 
2.2. The local Quality Contract will set a clear set of standards for General Practice which have 

been developed to: 
a) Ensure consistency in quality across Rotherham 
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b) Increase capacity in General Practice to improve the service offered and set a good 
baseline for the development of more integrated models of care 

c) Support the delivery of Rotherham CCG’s Strategy for general practice and the GP 
Forward View  

d) Reflect the balanced aims of improved population health, better quality and patient 
experience of care and value for money 

e) Incorporate all local enhanced services with General Practice (except care homes, 
acupuncture and specialist services offered from the Gate) 

f) Provide a consistency of offer to Rotherham patients, no matter which practice they 
are registered with 

g) Meet the commissioning priority for improved access to General Practice 
 

2.3. The intention is for this local ‘QOF’ to raise quality in General Practice by the delivery of 
clear standards, whilst maintaining a recurrent level of funding. 
 

2.4. It is also envisaged that these arrangements will go some way to addressing the issues NHS 
England (2013) highlights in relation to the growing challenges in Primary Care: 

a) Ageing population – epidemic of long term conditions, increasing co-morbidity, large 
growth in consultations for older people 

b) Rising costs, constrained financial resources, efficiency savings 
c) Growing dissatisfaction with access to services 
d) Inequalities in health – access and quality of Primary Care 
e) Risk factors – unhealthy lifestyles, wider determinants of health 

 
2.5. The CCG aims to provide a framework of support for Practices, which will underpin the 

implementation of the Quality Contract. As a minimum Practices can expect: 
a) Quarterly activity/performance reports 
b) Meetings to discuss progress 
c) Data quality support 
d) Development of templates and appropriate reports 
e) Prescribing support 
f) Education / CCG events 

 
 

3. Aims of the Quality Contract  
 
3.1. Improved access to General Practice 

a) More responsive access 
b) All Practices open 8.00am. – 6.30pm. Monday to Friday 
c) Offer minimum contacts – 75 per 1,000 Practice population per week 
d) Access to both male and female GP 
e) Acutely ill children (under the age of 12)  assessed by a Clinician the same day 

 
3.2. Improved health outcomes for the population 

a) Early identification through screening and health checks 
b) Optimum care for those already living with long term conditions 
c) Referrals made at the right time, using evidence-based pathways 

 
3.3. Reduced health inequalities 

a) The Key Performance Indicators (KPIs) will reflect Practice population demographics 
b) Improved support and better care for carers and people with mental health needs 
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3.4. Reduced variation 

a) KPIs set for individual Practices 
b) Every Practice will be expected to deliver on all Standards 

 
3.5. Support for the CCGs Quality, Innovation, Productivity & Prevention Challenge (QIPP) 

a) Reducing demand on Secondary Care services 
b) Eliminating waste in prescribing 

 

4. Contracting basis 
 
4.1. The Rotherham local Quality Contract will be an independent contract in addition to the 

core GMS/PMS/APMS contracts.  All GP providers across Rotherham will be required to 
undertake this local Quality contract, there will be no other arrangement for reinvestment 
or local payment for Local Enhanced Services (LES) identified at 5.2, this enables the CCG to 
provide a consistent income, giving Practices two clear benefits: 
 

a) Investment to sustain or increase staffing capacity. The aim being to meet rising 
demand and deliver improved access and better outcomes for patient care 

b) Clarity of available Practice income 
 

4.2. Direct Enhanced Schemes, Membership LIS, Prescribing budgetary management and 
quality schemes and QoF (decided nationally) will be separate to and, in addition to, this 
contract. Payment for vaccinations and immunisations will still be directed through NHS 
England however as health prevention is critical to the CCG agenda, there will be a 
standard within the contract. Rotherham Metropolitan Borough Council will also continue 
to make payment directly for public health schemes e.g. NHS health checks. 
 

4.3. Rotherham CCG will be the lead commissioner for this contract however Rotherham 
Metropolitan Borough Council and NHS England have supported the development of the 
standards. 

4.4. Recognition of the different demands Practices are under, due to the age and deprivation 
of their population, is provided by applying the national weighted payment – the Carr-Hill 
Formula. Locally, peer clustering (based on Practices with similar populations) has been 
used to determine the performance requirements against each Standard. 

 
4.5. Practices will be required to submit a mobilisation plan consisting of baseline staffing, 

investment (where baseline staffing is below cluster) and required practice actions to 
implement the contract via the use of the template document provided. This plan will be 
updated on an annual basis by practices. In 2016/7 these plans were reviewed by the 
primary care team and the lead GP and a meeting held with each practice. The process for 
2017/18 will be a similar meeting with practices. A sample of these will be scrutinised by 
the Primary Care Committee.  

 

5. Contracting principles – inclusion/exclusions 
 
5.1. Our current Local Enhanced Services are  important to our population, the intention 

therefore is to incorporate LIS/LES’s deemed ‘required’ into the scheme. 

 
5.2. It is proposed that this will therefore include: 
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a) Case Management 
b) Anti-coagulation 
c) Shared care (appropriate to general practice) e.g. DMARDs, PSA monitoring 
d) Phlebotomy 
e) Aural care 
f) Suture removal 
g) Minor surgery  
h) Joint injections  
i) Ring pessary changes  
j) Dementia 
k) Commissioning LIS 
 
 

5.3. The specialist LES for the Gateway, Acupuncture LES and Quality in Care Homes LES are 
excluded from this contract. Prescribing budgetary management and quality schemes are 
also excluded from this contract. 
 

6. Contracting principles – Equity 
 
6.1. The investment principle is to provide stability for practice income by identifying the 

earnings potential that practices can expect to achieve for full achievement of this contract 
to ensure this is equitable across Rotherham. 
 

6.2. The contract will pay the difference between the core contract payment and LES/LIS 
payments along with the quality payment. The full impact of the ongoing payment will not 
be seen until Year 4 as Rotherham practices are on a PMS ‘pace of change’.  It is therefore 
intended that practices will phase as per their pace of change. 
 

6.3. From review this will affect practices in the following way: 
 

a) April 2016  
Y2 PMS reinvestment will be distributed proportionately by population after 
phlebotomy, minor surgery, joint injection and ring pessary rates have been adjusted 
for activity determined with the practices and/or to bring in line with GMS rates. 
 
Therefore for PMS practices, you will receive ‘core’ plus your share identified above  of 
the Y2 PMS reinvestment, continue to sign up to LES’s you are able to provide at the 
levels agreed with the CCG alongside any PMS phasing monies you are entitled to i.e. 
50%. 
For GMS practices, you will receive ‘core’ plus your share of the Y2 PMS reinvestment, 
continue to sign up to LES’s you are able to provide at the levels agreed with the CCG 
alongside any MPIG phasing monies you are entitled to. In addition to this, GMS 
practices would also be eligible to undertake the PMS Y1 LES’s which were developed 
during 2015/16 but were at a lower payment rate to their entitlement under GMS 
contract. 
Directed Enhanced Services (DES) and Quality Outcome Framework (QOF) payments 
are excluded from this payment. 
 
2016-7 will be a transitional year for the contract. The mobilisation plan required (see 
section 4.5) must demonstrate how practices will deliver all the quality standards by 
March 2018.   Practices will also be required to put in place processes for delivery (or 
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sub-contract) of all the LESs within the quality contract by the end March 2017. The 
only additional ‘quality’ requirements in 2016/17 relate to demand management, 
cancer referral and engagement in health checks and health prevention. Practices will 
be required to sign up to a schedule of the national contract prior to 1 April to access 
this payment. 
 

b) April 2017  
Y3 PMS reinvestment will be distributed proportionately by population across all 
practices.   
 
a) All LES’s defined for inclusion in the Quality contract (see section 5.2) must 

now be delivered (or sub-contracted) by each practice.  The following LES are 
excluded from these arrangements: 

 Care home Local Enhanced Service 

 Acupuncture 

 Specialised services – The Gate 
 

b) All ‘best care’ and access (Standards 1 and 7) elements of the quality contract 
will be expected to be delivered from 1 April 2017 along with Standards 2,3 
and 6 which were implemented from October 2016.   

 
Therefore for PMS practices, you will receive ‘core’ plus your share of the Y3 PMS 
reinvestment, LES payment, alongside any PMS phasing monies you are entitled 
to i.e. 25%. 
 
For GMS practices, you will receive ‘core’ plus your share of the Y3 PMS 
reinvestment, LES payment, alongside any MPIG phasing monies you are entitled 
to. 
 
Directed Enhanced Services (DES,) Prescribing budgetary management and 
quality LIS, Commissioning LIS and Quality Outcome Framework (QOF) payments 
are excluded from this payment. 
 

c) April 2018 
 

PMS phasing concludes on 31 March 2018 and therefore both GMS and PMS practices 
move to the new quality payment for Rotherham (GMS MPIG phasing will still continue 
in addition to this). 
 
The new payment will consist of ‘core’ plus a LES payment, and payment for quality 
standards. All practices will receive 60% of the quality standards payment with the 
remaining 40% performance related. 

 
As practices are technically ‘protected’ during the pace of change, it is proposed that 
everyone transfers to these new arrangements with effect from April 2016 with their pace of 
change continuing. 
 
Practices will be required to sign up to the whole contract with no separation of elements.  
Practices will be able to sub-contract to another practice subject to agreement with the 
commissioner to ensure delivery in accordance with the specification. 
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7. Payment mechanisms 
 
7.1. RCCG will clearly be honouring the pace of change practices have been advised by NHS 

England.  This therefore means that monies for reinvestment will not be fully released until 
2018/19. Payments will therefore be made in accordance with section 6.  

 
8.  Payment for 2018/19 

 
8.1. 2018/19 will be the first full year of contract delivery. From 1 April 2018 payments will 

have two components:  
 

8.2. Payments for Delivery (60% of total)- Practices are required to have implemented ALL the 
delivery requirements of the standards to receive 60% payment.  Where the full delivery 
requirements cannot be evidenced, the Primary Care Committee has discretion to reduce 
payment by 4% for each standard delivery requirement not met.  

 
8.3. Payment for achievement of Key Performance Indicators KPIs (40% of total)-  KPIs are not 

‘all or nothing’ payments. For each KPI, payment will be made for an achievement of each 
standard’s KPI. Each Standard is weighted. Where KPIs have been fully met, this will attract 
an additional payment.  

 

8.4. Where a practice can demonstrate evidence that they have implemented the full delivery 
requirements of the standard but the KPI has not been achieved, it will be for the Primary 
Care Committee to determine if the KPI payment should be made. The payment will only 
apply to a proportion of the remaining 40%.  Where a practice has signed up to deliver the 
contract and has not met the delivery requirements by the required timescales i.e. all in 
place by the end of March 2018, the Co-commissioning monitoring and review process will 
be instigated to support the practice to achieve.  Ultimately where a practice is not 
evidencing achievement of the delivery requirements, practice participation in the Quality 
Contract will be reviewed. 

 
9. Principles for payment of the 40% 

 
9.1. The 40% resource has been allocated to reflect the Triple Aim of: 

 
1) Value for money 
2) Improved population health 
3) Better quality and patient experience of care 

 
9.2. The CCG is committed to continuous improvement in Primary Care. The setting of KPIs is  

important for measuring progress. To determine individual Practice KPIs, a peer cluster 
methodology has been used. 

a) This method takes into account the demographics of individual Practice populations, 
using age, ethnicity and deprivation IMD scores. 

 
b) Peer clustering enables the development of comparable General Practices, to support 

and encourage performance and quality improvement. It allows comparison of results to 
be made between true peers. Peer clustering offers the potential to systematically 
improve health outcomes on a scale that can enable individual patient quality 
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improvements to add up to a population-level change (Department of Health (DH), 
2010). 

 
Potential % achievement payments 
 

 VFM Health 
Improvement 

Quality Underlying KPI Further 
split 

Overall split 67% 14% 19%   

Split by 
Standard 

     

Access  15%   Reduce minor A&E 
Reduce OOH 
 

 

Demand 
Management 

15%   Reduce 1st OPD 
Reduce OPD follow-up 

 
 
 

Health 
improvement 

 10%  NHS Health check 
 

10% 
 

Cancer referral   5% Reduce DNA for 2ww 
 

5% 
 

Best care LTCs 41%   Diabetes 
COPD 
Asthma 
Heart failure (with LVD) 
Atrial fibrillation 
 

13% 
7% 
7% 
7% 
7% 
 

      

End of life care   7% Reduce avoidable non-
elective admissions 
Communications and 
DNACPR training 
EOL Lead to attend an annual 
training session and feedback 
to the Practice 
EPaCCs compliance 

7% for all 

      

Mental health, 
LD and military 
veterans and 
carers 

  7% Mental health 
Physical health checks – 
mental health 
Physical health checks – LD 
Military veteran recording 

7% for all 

     100% of 
40% 

 
10.    Monitoring/ Reporting Requirements 
 
10.1 It has been agreed that due to the nature of complexity of the contract that as much data as 
possible will be extracted automatically using existing processes.  
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10.1. Monitoring/activity for 2016-17 will be in its current format and will be submitted 
via electronic survey 

 
10.2. During 2016-17 it is planned to develop a comprehensive data pack for each practice 

(this may be accessed on line) so that practices are clear about what information is being 
measured and what they are being benchmarked against. During this year, systems will be 
finalised so that it is clear how future data will be submitted -  the optimum is that this is 
‘pulled’ from the systems rather than having to be submitted.  

 
10.3. Practices will be expected to ensure that the relevant data is ready for upload/ 

submission for the following periods:  
April - June 
July - September  
October - December  
January - March  

 
10.4 Data submissions must be received by the CCG by the 10th of the month (or the next 

working day after this date if it falls on a weekend.) Submissions will be sense checked 
for completeness but if there are omissions the responsibility will lie with the practice to 
correct and re-submit the data.  

 
10.5 These consequences apply to the submission of Enhanced Service data as part of 

existing contracting arrangements: 
 

1 – 7 days: 5% of payment 
8 – 14 days: 10% of payment and payment won’t be released until the next payment 
run 
15 – 21 days: 50% of payment and payment won’t be released until the next payment 
run 
Submissions received after 21 days (3 weeks) will receive no payment. 

 
In the event of unforeseen exceptional circumstances e.g. unplanned admission to                       

hospital, there is scope for the CCG to process a payment without precedent.  It is 
however a practice responsibility to put in place sufficient contingency arrangements to 
ensure activity is submitted by the date specified. 

 
           10.6       The CCG will monitor and analyse the quarterly data submitted by Practices. Reports 
will   be produced by the CCG and sent out to Practices as soon as practically possible. The CCG will 
need to take into account the availability of data from sources other than Practices, after quarter 
end. 

  
10.7           Practices will be required to keep accurate records for all aspects of this Contract, for 
post payment verification (PPV) purposes. 

 
 

10 Performance 
 
11.1 Review of practice performance against the indicators will be carried out by the CCG, in line 

with the Contract Review Process laid out in the NHS Standard Contract. 
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11.2 Similarly, the Contract Management Process will follow the stages outlined in the NHS 
Standard Contract, with regular reference to the Primary Care Committee. This process 
recognises the interface between the CCG and NHSE, in terms of the commissioning of 
Primary Care, and its development and improvement. 

 
11.3 The CCG will be required to present regular updates to the Primary Care Committee and to 

evidence the quality, health improvement and value for money from the investment. 
 
11.4 The CCG will be required to provide updates to other stakeholders as requested e.g. NHSE, 

Health Scrutiny, PHE, Public Health (RMBC). 
 

 
12 Disputes 
 
12.1 Wherever possible, disputes relating to KPIs will be resolved locally. An Appeals Process will 

be set up involving primary care committee membership. The whole process will be 
overseen by the Primary Care Committee. This is a requirement of Level 3 Co-
Commissioning. 

 
12.2 Appeals from Practices will be considered on an individual basis. Practices will be expected 

to provide comprehensive evidence to back up their reason for appeal. This evidence will be 
subject to further analysis by the CCG. 

 


