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Impact Assessment and Risk Management Issues 
Consideration given and action taken in this report relating to impact assessment and risk 
management issues is detailed below: 
 

 () tick as 
appropriate 

Impact area 

 Does this report identify a risk for the CCG? 

 Risks with performance failures and financial pressures.  Regular budgetary 
monitoring will identify any financial pressures as early as possible.   

 Does this report impact on the environment/sustainability of the CCG? 

 
 

N/A 

 Does this report have legal implications? 

 N/A 
 

 Are there any resource implications – finance and/or staffing as a result of 
this report 

 The finance and activity plan sets out the proposed use of the CCG financial 

Procurement Conflict of 
Interest completed and 
attached: 
please delete as appropriate 

 

 N/A            

Potential conflicts of 
interest: 

Not Applicable  

Purpose of the report and 
summary of key issues: 
 
 

This papers sets out the requirements of the 2016/17 
operational planning submission. 
 
The plans attached are updated on an iterative basis following 
checkpoint discussions with NHS England and triangulation 
with provider plans. 
 
Several elements of the planning submission must be 
approved by the Governing Body prior to submission of the 
final plans.  
 

DDES consultation and 
other approval routes 
(including outcomes): 

Formal 
Executive 
Committee  
 
Governing 
Body 
 

1.3.16 
 
 
 
8.3.16 

Approved for 
submission to 
Governing Body 

Supporting documents/ 

Appendices: 

Appendix A – 2016/17 Operational Planning Submission 
Background Paper 
Appendix B – Baseline Budgets 2016/17 - Summary Finance 
and Activity Plan 
Appendix C – Practice Based Budgeting approach 
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resources for the coming year.   

 Has this report taken into account equality and diversity?  

 N/A 
 

 Does this report impact on Quality, Innovation, Productivity and 
Prevention (QIPP) 

 Plans are being developed that ensure that QIPP delivery is achieved.    
 Has there been any consultation/engagement (patient, public, stakeholder, 

clinical) with regard to the content of the report? 

 A number of stakeholder engagement events have taken place to ensure that 
stakeholders are supportive of the CCGs commissioning plans and have had 
the opportunity to comment and provide their input. 

 
Clinical locality leads and Clinical Champions have been involved in 
engagement activities and development and prioritisation of commissioning 
plans. 

 Are there any clinical quality/patient safety issues identified in this report? 

 No 
 

 Does this report impact on any information governance issues? 

 No 
 

 Other implications 

 N/A 
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APPENDIX A – 2016/17 OPERATIONAL PLANNING 
SUBMISSION 

 
1.0 Introduction 

 
Planning guidance was published in late December 2016 entitled Delivering the Forward 
View: NHS planning guidance 2016/17 – 2020/21.    This was joint guidance developed by 
NHS England, NHS Improvement (Monitor and the NHS Trust Development Authority), the 
Care Quality Commission, National Institute of Health and Care Excellence (NICE), Public 
Health England and Health Education England.  The aim of the guidance is to set objectives 
for the NHS as a whole. 
 
The guidance requires the NHS to produce two separate but connected plans: 
• A five year Sustainability and Transformation Plan (STP), place-based and driving the 
Five Year Forward View; and 
• A one year Operational Plan for 2016/17, organisation-based but consistent with the 
emerging STP. 
 
The guidance states that local NHS systems will only become sustainable if they accelerate 
their work on prevention and care redesign and asks the NHS to go faster on transformation 
in a few priority areas, as a way of building momentum. 
 
For the first time, the local NHS planning process will have significant central money attached. 
The STPs will become the single application and approval process for being accepted onto 
programmes with transformational funding for 2017/18 onwards. This step is intended to 
reduce bureaucracy and help with the local join-up of multiple national initiatives. 
 
The Spending Review provided additional dedicated funding streams for transformational 
change, building up over the next five years. This protected funding is for initiatives such as 
the spread of new care models through and beyond the vanguards, primary care access and 
infrastructure, technology roll-out, and to drive clinical priorities such as diabetes prevention, 
learning disability, cancer and mental health. Many of these streams of transformation funding 
form part of the new wider national Sustainability and Transformation Fund (STF).  
 
Whilst developing long-term plans for 2020/21, the NHS has a clear set of plans and priorities 
for 2016/17 that reflect the Mandate to the NHS and the next steps on Forward 
View implementation. 
 
There is the ambition that by March 2017, 25 percent of the population will have access to 
acute hospital services that comply with four priority clinical standards on every day of the 
week, and 20 percent of the population will have enhanced access to primary care. 
 
There are three distinct challenges under the banner of seven day services: 
(i) reducing excess deaths by increasing the level of consultant cover and diagnostic services 
available in hospitals at weekends. During 16/17, a quarter of the country must be offering 
four of the ten standards, rising to half of the country by 2018 and complete coverage by 
2020; 
(ii) improving access to out of hours care by achieving better integration and redesign of 111, 
minor injuries units, urgent care centres and GP out of hours services to enhance the patient 
offer and flows into hospital; and 
(iii) improving access to primary care at weekends and evenings where patients need it by 
increasing the capacity and resilience of primary care over the next few years. 
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There are nine ‘must dos’ for 2016/17 for every local system: 
1. Develop a high quality and agreed STP, and subsequently achieve what are determined as 
the most locally critical milestones for accelerating progress in 2016/17 towards achieving the 
triple aim as set out in the Forward View. 
2. Return the system to aggregate financial balance. This includes secondary care providers 
delivering efficiency savings through actively engaging with the Lord Carter provider 
productivity work programme and complying with the maximum total agency spend and hourly 
rates set out by NHS Improvement. CCGs will additionally be expected to deliver savings by 
tackling unwarranted variation in demand through implementing the RightCare programme in 
every locality. 
3. Develop and implement a local plan to address the sustainability and quality of general 
practice, including workforce and workload issues. 
4. Get back on track with access standards for A&E and ambulance waits, ensuring more 
than 95 percent of patients wait no more than four hours in A&E, and that all ambulance trusts 
respond to 75 percent of Category A calls within eight minutes; including through making 
progress in implementing the urgent and emergency care review and associated ambulance 
standard pilots. 
5. Improvement against and maintenance of the NHS Constitution standards that more than 
92 percent of patients on non-emergency pathways wait no more than 18 weeks from referral 
to treatment, including offering patient choice. 
6. Deliver the NHS Constitution 62 day cancer waiting standard, including by securing 
adequate diagnostic capacity; continue to deliver the constitutional two week and 31 day 
cancer standards and make progress in improving one-year survival rates by delivering a 
year-on-year improvement in the proportion of cancers diagnosed at stage one and stage 
two; and reducing the proportion of cancers diagnosed following an emergency admission. 
7. Achieve and maintain the two new mental health access standards: more than 50 percent 
of people experiencing a first episode of psychosis will commence treatment with a NICE 
approved care package within two weeks of referral; 75 percent of people with common 
mental health conditions referred to the Improved Access to Psychological Therapies (IAPT) 
programme will be treated within six weeks of referral, with 95 percent treated within 18 
weeks. Continue to meet a dementia diagnosis rate of at least two-thirds of the estimated 
number of people with dementia. 
8. Deliver actions set out in local plans to transform care for people with learning disabilities, 
including implementing enhanced community provision, reducing inpatient capacity, and 
rolling out care and treatment reviews in line with published policy. 
9. Develop and implement an affordable plan to make improvements in quality particularly for 
organisations in special measures. In addition, providers are required to participate in the 
annual publication of avoidable mortality rates by individual trusts. 
 
2.0 CCG Planning Requirements 
 
The timetable for the planning submission is set out below: 
 
 

Date Requirement Progress 

22-12-16 Planning guidance published Complete 

By 31-01-16 Further guidance on STPs issued Complete 

29-01-16 Localities to submit proposals for STP footprints Complete 

29-01-16 First draft of finance plans submitted Complete 

08-02-16 First submission of full draft 16/17 Operational Plans Complete 

24-02-16 Refreshed submission of finance plans submitted  Complete 

02-03-16 Refreshed submission of draft 16/17 Operational Plans On target 
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Date Requirement Progress 

By 31-03-16 
Boards of providers and commissioners approve 
budgets and final plans 

On target 

31-03-16 National deadline for signing of contracts On target 

04-04-16 Submission of final financial plan On target 

11-04-16 Submission of full final operational plans On target 

From 04-04-16 Assurance and reconciliation of operational plans On target 

By 30-06-16 Submission of full STP On target 

By 31-07-16 Assessment and review of STPs On target 

  
*It is expected that contracts with major providers would be agreed by the end of February 
2016.  This deadline is impacted by a number of key issues as described below: 
 

 Delays in agreement of the national tariff (Payment by Results tariff) for 2016/17 

 Delays in publication of the NHS standard contract 

 Delays in publication of the guidance for CQUIN (linked to the above) 
 
Due to the intrinsic link between contractual agreement with the CCG’s major providers and 
development of financial plans it is likely that the timescales listed above will be revised. 
 
There are a number of checkpoints between CCGs and NHS England who will provide 
support, guidance and assurance of plans.  Plans will be developed on an iterative basis 
following feedback from NHS England a triangulation with provider plans. 
 
A detailed presentation was given at the Governing Body Development Session in November 
2015 setting out how the commissioning priorities for 2016/17 and beyond have been 
developed together with a summary of the key risks and issues that the plan would need to 
address. 
 
2.1 Planning submission elements 
The CCG planning submission has four specific elements: 

a) Financial plan 
ii) Activity trajectories 
iii) Operational plan narrative 
iv) Operational resilience template 

 
2.1.1. Finance and activity plan 

A summary of the latest draft of the financial plan can be found at appendix B.  This is 
subject to further iterations as tariff uncertainties and contractual agreements are firmed 
up. 
 

The financial plan has the following requirements: 
i. Delivers an agreed surplus 
ii. Plans for a uncommitted contingency of 0.5% of overall allocation 
iii. Plans for uncommitted non-recurrent spend of 1% of overall allocation 
iv. Demonstrates best use of the CCG’s £497m allocation 

 
CCG plans will be triangulated with those of their major providers to ensure that plans are 
aligned and similar assumptions are made regarding growth or reduction in activity and 
spend.   
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2.1.2 Planning narrative and performance trajectories  
The requirements for the planning narrative are set nationally.  CCGs are provided with a 
checklist to ensure that the narrative submitted meets all of the requirements of the 
planning guidance.  The narrative must set out how the nine national must dos will be 
achieved as set out in section 1.0. 
 
The narrative has been developed by NECS and key CCG staff with input from clinical 
locality leads. 
 
The CCG is required to meet all of the constitutional indicators.  There are risks in delivery 
for a small number of these indicators.  The Governing Body is well sighted on the issues 
that impact on achievement of these performance standards. 
 

 Category A calls resulting in an emergency response arriving within 8 minutes 

 A&E Waiting Times – Total time in the A&E department  

 Cancer 2WW – Breast symptomatic referrals 

 IAPT roll out and recovery 

 Cancer 62 day target 
 
Details of how improvements will be achieved are listed in the planning narrative. 
 
2.2 Better Care Fund  
Updated national guidance on the Better Care Fund submission is still awaited.  Further 
updates will be made to the Governing Body as information is published. 
 
2.3 Other Relevant Documents 
To support achievement of the outcome and performance improvements we are developing a 
commissioning delivery plan.  This isn’t part of the formal planning submission, but is a key 
document for the CCG.  The plan sets out the commissioning activities we will undertake over 
the next year that will enable us to meet the constitutional requirements and ensure we 
deliver all of the financial requirements listed in section 2.1.1 of this report.   
 
The commissioning delivery plan will be finalised following development of financial plans and 
will be agreed by the member practices.   
 
3.0 Governing Body Requirements 
The Governing Body is required to approve plans prior to their submission.  There have been 
a number of complicating factors in this year’s planning submission which will inevitably lead 
to delays and amendments to the national planning timetable.   
 
The Governing Body is therefore asked to delegate authority to the Executive Committee to 
submit the following elements of the final plan to NHS England in April 2016 (or later should 
the national timetable be amended): 
 

1. Finance and activity plan 
2. Planning narrative and performance trajectories 
3. Better Care Fund Plan 

 
Copies of the final planning submission will be shared with the Governing Body.  It should 
also be noted that a final budget setting paper will be presented to the Governing Body in May 
2016 together with a summary of the Commissioning Delivery Plan. 
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APPENDIX B – BASELINE BUDGETS 2016/17 - SUMMARY 

FINANCE AND ACTIVITY PLAN 
 

(INCLUDING EXTRACTS FROM FINANCIAL PLAN SUBMISSION 24TH FEBRUARY 2016) 
 

DDES CCG - BUDGETS 2016/17 
 
 

1.  Introduction 
 
The budget setting process is a key component of the annual planning cycle.  The purpose of 
this paper is to ensure that budgets are agreed and signed off by the Governing Body of the 
CCG before the start of the financial year.   
 
This paper focusses on the overall financial allocation that supports the CCG’s plans and 
includes a high level analysis of total CCG budgets. 
 
CCG funding for 2016/17 consists of two distinct separate allocations: 
 

 Programme Expenditure - revenue budgets for CCG healthcare programme 
expenditure which relate to healthcare commissioned services, including secondary 
care commissioning, community services and prescribing budgets 

 

 Running Costs - revenue budgets for CCG running costs. These include pay, non-pay 
costs and overheads including the cost of support from North of England 
Commissioning Support (NECS). 

 
 

2.  Summary Revenue Budgets 2016/17 
 
DDES CCG has received confirmation of its allocation for 2016/17, both for commissioning 
spend and running costs.   
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The total funding available for DDES CCG is shown in the table below: 
 

    
Financial allocations for 
2016/17 Recurrent 

Non -
recurrent  

Total 
resources 
available 

  £000 £000 £000 

 
      

Total Programme Resources 483,693 7,471 491,164 

Total Running Costs Resources 6,265  0 6,265 

Grand Total Resources available 489,958 7,471 497,429 

 
 

These initial allocation figures have been confirmed with the Area Team as an integral 

element of the financial planning process.  However, there may be a need for further 

allocation adjustments to be actioned during the financial year. 

 
Modelling work has been undertaken to determine the funding required for each element of 
programme expenditure.  This analysis is shown below.  Appendix 1 sets out how the CCG 
plans to spend a revenue budget of £497,429,000 for 2016/17 which the Governing Body is 
requested to approve. 

 

Healthcare Programme Expenditure  £'000  

Acute services 213,693 

Mental Health/LD services 55,396 

Community Health services  37,258 

Continuing Care / FNC services 25,075 

Primary Care services 72,125 

Primary Care co-commissioning 43,261 

Clinical Support Costs 2,666 

Better Care Fund (BCF) 21,935 

Other Programme costs 5,947 

 
 

Uncommitted 1% Non-Recurring 4,837 

Contingency (Minimum 0.5%) 2,500 

    

Total Programme Expenditure 484,693 

Organisation Running Costs 6,265 

   

Grand Total Application of Funds 490,958 

Delivery of 1% Surplus requirement 6,471 

TOTAL FUNDS AVAILABLE 497,429 

 
The allocation of revenue resources set out above delivers a balanced budget in 2016/17, 
and complies with guidance related to contingency funding. 

 

 

3.  Financial strategy and context 
 
The scale of the financial challenge facing the overall NHS is great, with a requirement to 
deliver unprecedented levels of efficiency savings from the current system in order to 
maintain a stable and high performing health service that can meet the growing needs of the 
population.  Every year the NHS faces additional pressure on the funding received due to 
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inflation, demographic changes of an aging and growing population and the cost of innovative 
new technologies and drug advancements.   
 
The financial planning assumptions used to derive the revenue budgets for 2016/17 have 
been driven by a range of issues.  These include the following: 

 

 Impact of tariff changes 

 funding allocations for 2016/17 and in future years 

 Implications of the QIPP initiative on the local health economy 

 Current year finance and activity pressures 

 
Taken together these changes represent an increased level of risk in financial planning for 
2016/17. 

 
 
4.  Quality, Innovation, Productivity and Prevention (QIPP) 
 
The QIPP target for 2016/17 is unprecedented.  To ensure the expenditure plans are 
affordable, the CCG is required to deliver nationally identified efficiency savings of 2.0% 
against overall expenditure (Technical QIPP).  In addition, the CCG is required to delivery 
CCG initiated savings (Allocative QIPP).  Historically the CCG has delivered £6m to £7m of 
allocative QIPP savings per annum since its inception.  However, in 2016/17 the QIPP 
challenge facing the CCG is calculated at £14.5m. 
 
In order to address this significant increase, the CCG will be able to build upon on the 
success of previous years, where QIPP initiatives have generated savings through innovation, 
tariff changes and service redesign.  Demand led cost pressures will need to be robustly 
managed for this methodology to be successful and to ensure that any increases in activity 
levels are matched by QIPP initiatives, to ensure that activity increases do not absorb a 
significant element of the anticipated efficiency savings. 
 
The table below sets out the high level QIPP plan for the year, which demonstrates an 
emphasis towards secondary care savings in line with Government Policy and evidence of 
high levels of expenditure in the North of England. 
 

High Level QIPP Plan 2016/17  £'000  

Acute services -12,082 

Mental Health/LD services -620 

Community Health services  -380 

Continuing Care / FNC services -225 

Prescribing/Primary Care services -1,200 

    

Total Allocative QIPP Plan 2016/17 -14,507 

Technical QIPP -8,378 

Grand Total QIPP -22,885 

 
Further information regarding QIPP delivery will be available following conclusion of contract 
negotiations. 
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5.  Key planning assumptions  
 
The following key planning assumptions have been applied during the setting of budgets for 
2016/17: 
 

a) DDES CCG will receive the allocations shown above for 2016/17, inclusive of an 
uplift of 3%; 

 
b) All contracts are expected to deliver an efficiency saving of 2.0% reduction. 

Inflationary uplifts will be applied to both acute and non-acute services on a 
contract-by-contract basis; 

 
c) A sector by sector approach will be applied in respect of the re-investment of these 

efficiency savings, as part of the CCG’s overall investment prioritisation process; 
 

d) Practice prescribing costs are expected to increase by 2.5%; 
 
e) CQUIN on NHS standard contracts will be maintained at 2.5% on top of contract 

outturn value; 
 
f) DDES CCG will generate a surplus of 1.5% of their Programme funding, consistent 

with guidance from NHS England, i.e. circa £6m; 
 
g) DDES CCG will hold a contingency sum of at least 0.5% of Programme funding, 

consistent with guidance from NHS England, i.e. circa £2m. 
 
h) DDES CCG will hold a 1% uncommitted non-recurrent reserve, consistent with 

guidance from NHS England, i.e. circa £5m; 
 
 
 
 

6.  Capital programme 
 
For 2016/17, £10k has been included for direct CCG capital plans for administrative IT assets 
and £303k for LD Transformation work on Mulberry House.  As the guidance suggests, 
schemes expected to be delivered by other organisations should be included within the 
financial plan.  In addition, £200k has been identified to allow for any capital requirements for 
NHS Property Services as landlord of Sedgefield Community Hospital. 
 
 
Anthea Thompson      Mark Pickering 
Senior Finance Manager, NECS    Chief Finance Officer 
February 2016 



 
 

12 
 

APPENDIX 1 – DDES CCG Baseline Budgets 2016/17: 
 

DDES CCG - 2016/17 Financial Plan - 24 February 2016

£497m £497m £497m

1% Surplus £6m 1% Surplus £6m

Contingency £3m

1% Non-recurring Headroom £5m

Acute £213m

Mental Health £55m

Community £38m

Continuing Healthcare £25m

Primary Care £72m

Primary Care co-commissioning £43m

Better Care Fund (BCF) £22m

Other Programme £6m

Clinical Support Costs £3m

RCA £6m RCA £6m
Running Cost Allowance (RCA) £6m

Note: Totals may vary slightly owing to roundings to nearest £m.
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SUMMARY ACTIVITY ASSUMPTIONS 2016/17 

 
The table below shows the high level activity assumptions for 2016/17.  It must be noted that 
the planning cycle is iterative, and contract negotiations with providers are on-going, therefore 
these figures may change over the coming weeks as contracts are agreed. 
 
These activity assumptions are consistent with the financial assumptions made within the 
CCGs financial plan. 
 

 

Activity Line
Demographic 

growth

Non-

demographic 

growth

Total 'do 

nothing' 

growth

Total 

commissioning 

intentions 

impact

Net activity 

growth

Consultant led Total 1st Outpatient attendances 0.9% 2.6% 3.5% -3.5% 0.0%

Consultant led Follow up outpatient attendances 0.9% 2.6% 3.5% -3.5% 0.0%

Total Elective admissions (spells) 1.0% 0.8% 1.8% -2.8% -1.0%

Total Non-elective admissions (spells) 0.9% 0.8% 1.7% -4.2% -2.5%

Total A&E attendances 0.4% 1.5% 1.9% -1.9% 0.0%

Do Nothing Scenario (per national 

figures)
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APPENDIX C – PRACTICE BASED BUDGETING 
 
Introduction 
A key strand of the CCGs management of financial risk for the coming year is the creation of 
practice based budgets.  This approach is based upon the principle of providing detailed 
expenditure information at a practice/locality/federation level to help individual practices 
understand: 

1. How their use of overall CCG resources compares to national formula assumptions – 
known as their ‘fair share’. 

2. How their use of CCG resources compares to their peer practices. 
3. How their use of each section of the CCG budget compares to their fair share of that 

budget. 
 
Practice based budgeting information has been developed during 2015/16 as a shadow year 
and shared at DDES-wide meetings for information for several months. 
 
Methodology 
The calculation of budgets at a practice level uses the following methodology: 

 Budgets allocated by weighted population across all contract/budget lines 

 Overall CCG Monthly financial reports used as the control totals, i.e. fully transparent 
allocation of costs. 

 A fair share of contingency reserves is included. 

 Allocation of costs based upon patient level data flows where available or share of 
contract determined by historic or current usage where available, or fair share split 
where unavailable at present. 

 The basis of allocation will continue to be enhanced over future months as further 
patient level data becomes available. 

 
Areas included at Practice Level 
There are a number of areas of CCG expenditure that can now be broken down at an 
individual practice level, these are listed below.  Work is ongoing to further break down other 
service lines as information systems develop further.  Where information is not currently 
available at practice level, costs are split on a fair share basis. 
 
Areas of spend currently at practice level are: 

 Acute PBR activity 

 Community practice based services (e.g. anti-coag, DVT) 

 Community Nursing 

 Community Hospitals 

 Adult SALT 

 MSK Services 

 CHD Services 

 Urgent Care 

 Prescribing Costs 
 
These areas amount to approximately 50% of overall CCG Expenditure.  The remaining areas 
of expenditure are shared on a fair-share basis until practice level data becomes available. 
 
Discussions with practices have identified that there is a desire to risk-share Continuing 
Healthcare costs across the CCG, and this approach has been built into the calculations. 
 
In order to embed and encourage practices to take ownership of the principles of practice 
based budgeting, a formula has been developed to set out the usage of any financial savings 
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generated.  When calculating the use of these savings, a number of principles have been 
agreed: 
 
Underlying principles: 
 

 The CCG must not make payments associated with incentives/re-investments unless it 
meets the agreed control total for the financial year. 

 Incentives/re-investments must be designed to encourage high performing practices to 
continue, and sub-optimal practices to improve. 

 Any savings generated to be invested into patient care, not practice profits 

 Re-investments of funding must be linked to delivery of new services 

 Re-investments will be funded non-recurrently until delivered sustainably (evidence 
over at least 2 years or funded via recurrent enhanced services funds) 

 
Discussions around these principles have been explored at DDES wide meetings with 
practices in December and via locality leads.  These discussions have helped to refine the 
calculation and allocation of the incentive element of the calculation as follows: 
 
Any savings generated from practice based budgets will be split into 3 stages: 
Stage 1 - up to 10% for practice, but abated by half if overspent but better than prior year, (i.e. 
5%), or abated by the full 10% if overspent and worse than prior year (i.e. nil%). 
Stage 2 - 10% allocated to underspending federations 
Stage 3 – Balance remaining after Stage 1 and 2 (minimum of 35% ) allocated to federations 
using weighted population 
 
This is shown in the diagram below: 
 
 
 
Practice Based Budgeting – Allocation of incentive/reward payments 
 
Allocation of incentive/reward payments - option 6e

Practice

Overall split (10% Practice/90% CCGs & Federations) 10%

CCG / Federation headline split CCG 45%

Maximum of 

10% minimum of 35%

CCG Retain
Underspending 

Federations

Balance to 

Federations using 

weighted 

population

Adjustments calculated at a practice level Adjustment Impact Net incentive

Underspent Practice retain full 10% no impact no impact

Overspent Practice  - better than prior year lose 5% (half) - 5% + 5%

Overspent Practice - worse than prior year Lose 10% - 10% + 10%

Scenarios

3.  An underspent practice would get a 10% specific reward.

Balance

90%

1.  An overspent practice with a worse position than prior year would get no specific reward.

2.  An overspent practice with a better position than prior year would get a 5% specific reward.

 


