
The Quality Contract was developed in conjunction with a number of GPs, Practice
Managers, Practice Nurses, LMC representation, Medicines Management and Data quality
teams to reinvest PMS monies in defining more clearly what would be considered ‘good’ in
general practice within the parameters set by NHS England.  There are concerns that some of
the comments identified by LMC attempt to erode the significant work undertaken over the
last 3 years hence not all comments can be supported.

 
As requested we have circulated the latest QC iteration to LMC member in advance of PCC. 
I have produced the following digest which reflects views provided - but a note of caution:
most members who responded have pointed out that LMC review of this document was an
agreed part of the development process and are concerned that the document may only be
reviewed this way. It is felt the QC is of such importance that it must be discussed at full
committee before a definitive view can be provided. Given the PCC may wish to know that
further feedback may come after May's LMC for consideration at Junes PCC
It was agreed at PCC that there should be the opportunity for LMC to review and comment
by cop 16 May 2018 and these comments would then be considered in a final version of the
QC to be circulated for a virtual decision by the members of the PCC by 18 May 2018 in
order to get the final version out to all practices week commencing 21 May. 

 
 
Quality Contract Interim LMC Feedback

 
From Meeting 14/5/18
Several of the ‘deliverables contain quantative targets and in this regard are indistinguishable
from KPIs. It may be in most cases this is not intended but simply arises from the loose use,
in several deliverables, of the term ‘all’ (or lack of any other qualifier when good practice is
being described) - this obviously requires a 100% compliance even if not intended. Alternate
wording such as that used in Standard 5 : Delivery 5 may resolve the problem.
Unresolved, other than calling into question the KPI/Deliverable split percentage, the
principal problem this results in is: how, having missed a target in what is termed a
deliverable, can a practice demonstrated having achieved the deliverable on appeal and, when
there is quantative language such as ‘all’, when is the deliverable considered delivered.
Given the increased focus on deliverables in appeals this needs to be resolved if the appeal
process, as a way of acknowledging practice efforts towards KPIs, is not to become complex
again next year.
Examples
Standard 1: Delivery 1,2,3,5,6 & 9 – 1,2,3 not considered ambiguous and unchanged from
previous year apart from more clarity on Delivery 1.  Delivery 5 will be amended to make
clear that the patient episode must be able to be concluded by 6.30pm. Delivery 6 is a
national requirement, no further information can be provided at this time.  Delivery 9 will be
amended to reflect the improvement can be in just one area.
Standard 3: Delivery 5 – not considered ambiguous but we will request a read code for
patients ‘offered’ the programme to simplify reporting
Standard 4: Delivery 2 & 3 – not considered ambiguous – on delivery 3 there is a template
for the annual review which includes ensuring screening programmes are offered
Standard 5: Delivery 2,3,4 & 6 – 2 and 3 not considered ambiguous, delivery 4 will be
amended to reflect all notified vaccination given by an alternative provider, delivery 6 will be
amended to reflect For patients not in midwifery only led care (i.e. without GP input) the
practice will use the online green book and PGD



Standard 6: Delivery 4 & 5 –  not considered ambiguous
Standard 7: Diabetes 1,3,5,6,7,8,9,10; HF 1(all 3 bullets),3,4,5; Asthma 1-8; AF 2 & 3 –
Diabetes – 1,3,5,6 and 10 not considered ambiguous, removing delivery 7,8 and 9. HF
amended bullet point 3 of delivery 1 to take out ‘easy’, amending delivery 3 to ‘be offered’
instead of have, delivery 4 not considered ambiguous, amending delivery point 5 to reflect
that this is achieved by undertaking delivery steps 1-4. Asthma 1 not considered ambiguous,
2 will add that no evidence will be requested for this delivery point, 3 will add that this can
be a GP or specialist asthma nurse. 4,5,6,7 and 8 will be amended to reflect it is expected but
delivery will not be required to be evidenced.AF 2 will be amended to offered 3 will
amended to reflect practice compliance
Standard 9 : Delivery 3 & 4 – not considered ambiguous but  4 will be amended to quarterly
review of appropriateness of EOL patients dying in hospital
Standard 11: 1; Dementia 3; LD 2& 6; - not considered ambiguous

 
 
 
Other Points
Standard 1: Delivery 8, has the wording around maximum numbers practices obliged to see
changed? No
Standard 2 : Delivery 3, minor injuries are specifically excluded from GP work unless local
commissioners have activated the Minor Injury NES taken out
Standard 2: CCG Support. How the the usability of the intranet bee nursed – we would
suggest a feedback survey. Happy to undertake a survey if required
Standard 10: Safeguarding 3 & 10 – it needs to be clear that practices remain able to make
claims for payments under the separate collaborative arrangements for this work this does not
superseded any existing arrangements

 
 
Response to CCG Replies
See below
Direction of travel, particularly in regard to cluster averages and moving to an 83/17
deliverable/KPI spilt, welcomed. The KPIs that have been removed are felt to be those
practices were least able to influence.

 
 
Support of practices in providing reports was felt to be a key and we would like, as early as
possible, to have specifics of which codes the reports will extract - we are mindful of this
years SNOMED migrations. There remains concern that there is inequality of support
between System-1 and EMIS practices. Whist we acknowledge that System-1 is the CCG's
preferred solution whilst the national GPSOC remains in place the CCG may be vulnerable
to challenges if support remains unequal. 
2 Business Intelligence group meetings have taken place to date since the last cluster meeting
with very positive outcomes.
The group have agreed on all readcodes that are included in the better care searches. Avanthi
has personally looked at the current searches herself. A detailed readcode journal relating to
the QC will be circulated to all practices. S1 and EMIS will get equal support. ARDENS
templates are not ‘required’ to support the QC.
Data quality team have now produced a QC template V1 for EMIS and S1 – there is a page
for asthma and a page for COPD with links to the QOF templates. There is scope to add
further tabs to this template as needed.
An information pack will be sent out to practices with clinical detail on QC requirements,
evidence for appeals etc as soon as a final version of the QC is available.  Whilst changes are
still be discussion it is not feasible to produce a final version. We are aiming to get this out to



practice by June at the latest
There remains a strong impression amongst practices that although ARDENS templates are
not ‘required’ for QC support they do in fact allow for considerable support and, in this
regard, support for the two systems is not equal. We would like to know how this reality or
perception will be addressed. We can only reiterate that Ardens is not required for quality
contract performance
The existence of templates for COPD/asthma whilst welcome is not comprehensive. Within
QC other clinical domains are of at least equal concern so we would like to repeat our
enquiry into when templates for the other clinical areas will be available in keeping with the
commitment to ‘development of templates and appropriate reports’. LMC have suggested it
would be reasonable to have these available over the next 6 weeks given that we are already 2
months into the second year of this aspect of the contract. A ‘how are you driving’ mode to
the templates and reports would be very useful. All read codes have been reviewed and the
Standard 7 template is currently being worked through, revised COPD and asthma tabs will
be completed along the information pack by the end of June.  The remainder of standard 7
will be reviewed by the end of July.  The reporting arrangements will be available to be run at
practice level at any time from the end of July.

 
We specifically would like to know what the framework for delivery of 'data quality support'
and 'development of templates and appropriate reports' is to be. 
The pack of information described in 12.2 would usefully be available at the beginning of the
year rather than before the appeals process. Also there is concern that recommending the
quality contract before understanding what this information pack might demand is difficult. 
As above

 
The penalties for late submission of data do send a negative message and we wonder whether
the value of these to the CCG are worth the transactional attitudes they cause. Dropping them
would certainly create a positive reaction but if retaining them is felt to have value for the
CCG then, at least a reciprocal agreement in which CCG delays in provision of payment
and/or support is recognised by similar payments for inconvenience. 
This has been discussed at length over the past 2 yrs. Our process of not having a deadline
did not stand up to scrutiny at internal audit and therefore the tiered penalties for late
submissions were put into place.
This reasoning applies in reverse so we would repeat our question about what reciprocal
arrangements would be appropriate and the reasons for them.  We are not aware of any
circumstances regarding the quality contract where this clause has been applied, this is a
contract between a commissioner and provider and we are not aware of any circumstances
where a contract would apply this arrangement

 
111 access to GP appointments: we'd like to understand how 111 will access booking systems
and how it will be ensured the appropriate type of appointment used. For example it will be a
waste of resource of 111 book a GP appointment when a HCA appointment would have
sufficed. In order that scarce GP appointments are not wasted to the detriment of patients
this needs to be sorted before direct booking is switched on.
Julia Massey has confirmed with NHS111 that pts will be triaged by a clinician before being
booked into GP appts. If the practice knows the pt to be a frequent flyer then they may just
ring the pt and deal with their medical need.
This doesn’t really address the point. The principal concern is booking by 111 of
inappropriate appointments – ie GP appointments booked when an HCA appointment would
suffice. We would be grateful if this point could be addressed as without a solution to this
problem scarce resources will be wasted to the detriment of patients. Can LMC suggest how,
without telephone triaging the patient again this could be achieved – we are happy to work
together on this element

 



10.7 represents 'new information' which can be considered at appeal - we need clarity on
whether new information at appeal is or is not acceptable.
Does this refer to 12.2 rather than 10.7? –  we have added the following for further clarity
For clarity and in accordance with the appeals process no new information will be
considered after the first appeal (i.e. at Primary Care Committee stage).
Yes sorry 12.2. The principal issue is that the CCG’s analysis shouldn’t involve further new
evidence accessed by the CCG – unless the practice is similarly able to provide further
information. It is the practice’s appeal – the CCG would not provide any further information
at Primary Care Committee stage

 
 
11.5 Performance - can we define in the text when these meetings are to be - we would
suggest month 4 and 10 so that there is time to make changes before year end.
Rachel and Avanthi plan to visit each locality twice year
As previously it would be helpful to know soon when these meetings will be for each locality. Also
members provided feedback that some previous meetings had been hampered by old data. For these
meetings to be useful up to date reports must be available and they must not occur in the last 2 months
of the contract year.The meetings will start to be scheduled once the quality contract has been
approved.

 
 
 
Appeals: 
It is felt that exemption coding should form a separate appeal process to the
deliverable based appeal. The 5% error margin is unlikely to be enough to
accommodate differences in good practice - particularly in small practices. It was felt
by this was the original basis on which the quality contract was agreed - as reflect in
the appeal example in the appendix (informed dissent exemption code)
The Primary Care Lead has considered this and concluded that there is sufficient scope in the
scale for the key performance indicator to require further evidence of the steps the practice
has taken to achieve the deliverables therefore Point 8.6 should not be amended.
Clarification of the meaning of the highlighted phrase is needed. Also the example appeal in the the
appendix is not consistent with he CCGs now preferred approach and needs explanation.  5%
tolerance to the mean.  The example has already been changed to ensure it is clearly in line with the
approach

 
Standard 3: Delivery 4 - to 'agree' is outwith the gift of practices.
If the practice does not agree to let parkwood directly upload the information onto the clinical
system, the practice will receive information on paper which they will then need to upload
onto system – the aim is best utilisation of resources?
This clarification seem to reduce the Standard 3: Delivery 4 to meaninglessness- perhaps it
should just be removed. If not then clarity of exactly what is meant by agree is required. We
consider that uploading into the clinical system is the most effective way of ensuring the data
is within the patient record and therefore avoids mistakes and is therefore a quality
improvement

 
Standard 4: there are some phrases here which are a bit vague. For the avoidance of doubt it
should be clear that appropriate transfer of work & referral polices etc need to have an
approval process beyond what the CCG alone may decide is best. To ensure safety and
practicability the wider GP body would need to agree perhaps with the guidance of the LMC
The CCG did not make these decisions in isolation, CRMC and GPMC were involved in
defining these arrangements.
Both the listed bodies are internal to the CCG – we continue to believe the wider GP body



must have a say – without this practices can have no confidence that they may not be asked to
deliver on policies to which it objects despite internal CCG approval.  The primary care team
are unable to provide further comment

 
Standard 5: Delivery 4. 5 days was felt to be unrealistic and somewhat arbitrary. We would
like some evidence on why this threshold was chosen to reflect quality and current good
practice. The agreement should also reflect the regular supply problems that crop up.
Section 3.11 of the Service specification for the Community pharmacy seasonal influenza
vaccination advanced service states:

 
The pharmacy contractor will ensure that a notification of the vaccination is sent to the
patient’s GP practice on the same day the vaccine is administered or on the following
working day. This can be undertaken via post, hand delivery, fax, secure email or secure
electronic data interchange.

 
This means practices need to look at their nhs.net emails regularly and input this information
onto pt record. 5 working days is considered sufficient time to do that

 
Standard 6: We await a template for discussing non 2 weeks referrals - practices can only be
scored against this target for the period of time after which he template is made available.
Also we understand this data is collected centrally and would usefully be provided to practise
so that reviews can be more comprehensive.
The template is on the Quality contract section of the intranet and is the RCGP template, it
has also been uploaded onto top tips – this has been clarified on the delivery point
Members reported that the template referred to is not as described. It does not facilitate
reflection on the described group but is a more general, and unwieldy, cancer template. It was
felt most practices would value this process, however, and allowing practices to identify their
own cases for discussion as SEAs but without the directions described in delivery 4 would be
best. The RCGP template has been adopted by the Cancer Alliance for use across SYB , a
member of Cancer Research UK is coming into practices to support its use (offered for over a
year) and this is therefore considered to be a training issue which can be supported as
described

 
Standard 7: Diabetes - Delivery 10 is beyond the safe competency of general practice. It was
felt much of what was required in diabetes was already reported in the Diabetes National
Audit and that this should be used for QC data extraction rather than duplicating the work. (If
this is not done how will the CCG deal with differences in performance indicted by their own
vs the nationally recognised searches?) 
The practices are using PRIMIS which extracts the same data used for the National audit
however this is currently annual and PRIMIS can be run regularly to understand if there are
issues to enable practices to address and not wait a year – we are required to provide
information regarding diabetes improvements more regularly to NHSE than annually. With
regards to planned preganancy, Sue Rutter, Consultant Obstetrician continually offers support
at PLTC for advice relating to patients in this category.
Standard 7: Delivery 10. Sue Rutter’s support not withstanding there was strong and unified
belief that it is not safe to believe that practices can be a significant provider in this process.
We do not believe the Quality Contract can proceed as a safe and competent document whilst
this requirement remains as currently stated. The officers would be happy to work with you
on a clarification of this phrase that would be safer. There are NICE clinical guidelines for
pre-conception for patients with diabetes – the link will be included in the quality contract

 
Standard 7: COPD 1b - this requirement is unrealistic when set against the resource provided.
A telephone discussion with a patient will suffice in the first instance – we have amended to



state this.
We continue to believe that the resources available do not make this proposal workable.  No
further comment

 
Standard 8: does the reference to peer cluster data need changing to rotherham average
Amended

 
Standard 9: Delivery 5 - we assume 'bi' means alternate years not 6 monthly.
Yes every 2 yrs

 
Standard 10: as with standard 5 the target seem arbitrary; is this process supported by
educationalists locally?
Safeguarding leads were involved. GPs will provide 3 SEAs for their annual appraisal – no
need to repeat work, just use same SEAs.
Beyond the exiting structures for notifying the most serous events we are not sure what the
value of reporting the same SEAs to a further organisation is.
Also this would appear to based on incorrect assumptions. It is not the case that GPs provide
3 SEAs for annual appraisal.
As SEAs are principally organisational learning to drive improvements in safety and quality
we would ask you to discuss this standard with local educationalists rather than Safeguarding
leads.
Are you asking for 3 from GPs or all clinicians?
Fundamentally this standard is felt to devalue the SEA process. A meeting discussing a
smaller number of valuable SEAs is much more useful and will result in more quite
improvements than churning  through 20 to meet an arbitrary target. We would suggest
amending the the Standard to obligate practices to have a robust documented SEA procedure
with quarterly meeting documented. Our experience of reviewing meeting documents as part
of the appeal process was not sufficient to provide assurance, the information packs will be
providing information regarding the expectation of how to appropriately record e.g. we
received a one liner of ‘referrals reviewed and all appeared appropriate’ this would not be
sufficient.  Appropriate examples will be in the information pack

 
Standard 11: Dementia 1 - we assume this is not an annual requirement.
Amended - Required every 3 yrs

 


