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Purpose of policy 
 


1 NHS England is responsible for direct commissioning of services beyond 
the remit of clinical commissioning groups, namely primary care, offender 
health, military health and specialised services. 
 


2 
 


This document forms part of a suite of policies and procedures to support 
commissioning of primary care. They have been produced by Primary 
Care Commissioning (PCC) for use by NHS England’s area teams (ATs). 
 


3 
 


The policies and procedures underpin NHS England’s commitment to a 
single operating model for primary care – a “do once” approach intended to 
ensure consistency and eliminate duplication of effort in the management 
of the four primary care contractor groups from 1 April 2013.   
 


4 All policies and procedures have been designed to support the principle of 
proportionality. By applying these policies and procedures, area teams are 
responding to local issues within a national framework, and our way of 
working across NHS England is to be proportionate in our actions. 
 


5 The development process for the document reflects the principles set out 
in Securing excellence in commissioning primary care1, including the 
intention to build on the established good practice of predecessor 
organisations. 
 


6 Primary care professional bodies, representatives of patients and the 
public and other stakeholders were involved in the production of these 
documents. NHS England is grateful to all those who gave up their time to 
read and comment on the drafts. 
 


7 The authors and reviewers of these documents were asked to keep the 
following principles in mind: 
 


• Wherever possible to enable improvement of primary care 


• To balance consistency and local flexibility 


• Alignment with policy and compliance with legislation 


• Compliance with the Equality Act 2010 


• A realistic balance between attention to detail and practical 
application 


• A reasonable, proportionate and consistent approach across the 
four primary care contractor groups. 


 


                                                        
1 Securing excellence in commissioning primary care http://bit.ly/MJwrfA 
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8 This suite of documents will be refined in light of feedback from users. 
 


9 
 


This document should be read in conjunction with  
 


a. identification management and support of independent 
contractors whose performance gives cause for concern; 


b. managing contract breaches, sanctions and termination for 
primary medical services contracts; 


c. managing contract variations for primary medical services 
contracts; 


d. tackling list inflation for primary medical services; 
e. dispute resolution for primary medical services; 
f. managing the death of a contractor in primary medical services; 
g. managing closed lists for primary medical services; 
h. managing a Personal Medical Services (PMS) contractor’s right 


to a General Medical Services (GMS) contract; 
i. managing the end of time limited contracts for primary medical 


services; 
j. primary medical services assurance framework; 
k. Guidance to support delivery of assurance management in 


primary medical services. 
 


 Policy aims and objectives 
 


10 
 


This document describes the process to determine the action required 
when a contractor has requested to follow the dispute resolution process in 
relation to a decision that has been made or effected against their contract 
to deliver primary medical service. The process is present to comply with 
national regulations so as to maintain robust contracts with a structured 
dispute process. 
 


11 
 


The document focuses on primary medical care contracts in their various 
forms and has been developed in line with national legislation and 
regulations. 
 


 Background 
 


12 
 


This guidance outlines the principles and provides detail as to the action 
required when a contractor raises a dispute over one or more decisions 
that NHS England has made in relation to their contract. 
 


13 
 


There are two main types of dispute that can arise from GMS/PMS 
contracts: 
 


• NHS body. 


• Non-NHS body. 
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14 An NHS body is where the contract is an NHS contract and held by a 
person (or persons) with NHS body status or regarded as such for the 
purpose of the contract or agreement (NHS Act S90(3)). 
 


15 A non-NHS body is where the contract is legal rather than NHS (normally 
due to the contractor not holding, or electing to be regarded as holding, 
NHS body status). Contractors who normally hold this status are likely to 
be holders of Alternative Provider Medical Services (APMS) or Specialist 
Personal Medical Services (SPMS) contracts and those which have not 
elected to be regarded as NHS Bodies for the purpose of their GMS or 
PMS contract/agreement. 
 


16 GMS and PMS contractors have the right to be regarded as an NHS body 
under regulation 10 (part 4, page 17) of the NHS (General Medical 
Services Contracts) Regulations 2004 as amended or regulation 9 (part 4, 
page 16) of the NHS (Personal Medical Services Agreements) Regulations 
2004 as amended. 
 


17 APMS contracts can only be NHS contracts if the legal entity holding the 
contract already holds an NHS contract for other purposes, or if it is one of 
those bodies detailed in section 9(4) of the National Health Service Act 
2006. 
 


18 Whenever the contractor is regarded as being an NHS body, its GMS 
contract/PMS agreement will be an NHS contract. Whenever the 
contractor is not regarded as a Health Service Body, its GMS 
contract/PMS agreement will not be an NHS contract. Whilst disputes 
involving non NHS contracts would ordinarily follow the legal path (court 
proceedings) contractors may elect to use the NHS dispute process at any 
time during the proceedings. 
   


19 In determining the managing disputes process the following guidance, 
legislation and regulations are considered: 
 


• GMS contract regulations.                        


• PMS agreement regulations and guidance.            


• APMS directions. 


• Statement of financial entitlements.   


• Primary Legislation including the NHS Act 2006 as amended. 


• EU procurement legislation.                                              


• The public contracts regulations. 


• Department of Health procurement guide. 


• Principle rules of co-operation and competition panel. 


• Family Health Service Appeals Unit. 


• National Health Service Act. 


• Health and Social Care (Community Health and Standards) Act. 
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 Scope of the policy 
 


20 For all matters of dispute: 
 
“…any dispute arising out of or in connection with the Contract, the 
Contractor and NHS England must make every reasonable effort to 
communicate and cooperate with each other with a view to resolving the 
dispute, before referring the dispute for determination in accordance with 
the NHS dispute resolution procedure (or, where applicable, before 
commencing court proceedings).” 2   
 


21 There are two different routes that can be taken for resolving contractual 
disputes, depending on the contract holder’s NHS body status: 
   


• With an NHS body, the steps laid out in this policy will be used to 
resolve all matters of dispute (where the contract is an NHS 
contract and held by person(s) that have NHS body status). 


 


• With a non-NHS body, where a contract holder is deemed to be a 
non-NHS body, the dispute can either be heard using the 
process described within this policy, or using the judicial court 
system (where the contract is legal rather than NHS (normally 
due to the contractor not holding, or electing to be regarded as 
not holding, NHS body status). 


 
22 However, the use of the judicial court system can be an expensive and 


public route. In normal circumstances and across most cases, non-NHS 
bodies will elect to follow the route laid out below. 
 


23 Where a contractor and NHS England have followed this policy route to the 
end determination, it should be noted that the resulting outcome is binding 
and final and cannot then be referred to the court system for a further 
ruling other than to enforce the decision as having the status of a County 
Court Judgement or to seek Judicial Review of the process. 
 


24 There is a preference for NHS England to always follow the NHS body 
route using this policy as guidance, rather than the judicial route due to the 
expense involved and the timescales that are prevalent with a non-NHS 
body hearing. 
 


25 Where this procedure is unsuccessful in reaching a resolution the 
contractor is able under the regulations3 to refer a dispute to the secretary 
of state for determination within three years of the date on which the 
dispute arose.   


                                                        
2 Standard GMS model contract, Part 24, paragraph 518 


3 GMS regulations, schedule 6, paragraph 101 
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However, it should be noted that this is a final resort and all parties should 
endeavour to resolve any dispute within the three-year period to allow 
sufficient time to refer the matter to the secretary of state if necessary. 
 


 Managing disputes – informal process 
 


26 NHS England and the contractor should make every reasonable effort to 
communicate their issues in relation to decision-making and rationale and, 
furthermore, should co-operate with each other to resolve any disputes 
that emerge informally before considering referring the matter for 
determination through formal dispute resolution procedures. 
 


27 The formal process cannot be initiated until the informal process has been 
exhausted and it should be noted that both parties may wish to involve the 
relevant professional representative (local medical committee) or suitably 
qualified and experienced mediator/conciliator committee at this stage in 
an advisory or mediation role. 
 


28 The use of an informal resolution process helps develop and sustain a 
partnership approach between contractors and NHS England. 
 


29 The informal process may include (but not be limited to): 
 


• Regular telephone communications; 


• Face-to-face meetings at a mutually convenient location; 


• Written communications. 
 


30 It is essential that the AT maintains accurate and complete written records 
of all discussions and correspondence on the contract file in this respect. 
The AT should ensure that it responds to contractor concerns and 
communications in a timely and reasonable manner. 
 


 Managing disputes – stage 1 (local dispute resolution4) 
 


31 Every reasonable effort to communicate and cooperate with each other 
should be made prior to invoking the first stage of the formal local dispute 
resolution process. 
 


32 The contractor is required to notify NHS England of its intention to dispute 
one or more decisions made against its contract or agreement.  This 
notification should usually be received no later than 28 days after the NHS 
England advises the contractor of their decision. 


                                                        
4 GMS regulations, schedule 6, Part 7, paragraph 99 
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33 1. NHS England will immediately cease all action in relation to the 


disputed notice or decision, until: 
 


1.1. there has been a determination of the dispute and that 
determination permits NHS England to impose the contract 
sanction; or 


  
1.2. the contractor ceases to pursue the NHS dispute resolution 


procedure or court proceedings;  
 


whichever is the sooner. 
 
2. Where NHS England is satisfied that it is necessary to impose the 


contract sanction before the NHS dispute resolution procedure is 
concluded in order to: 


 
2.1. protect the safety of the contractor’s patients; or  
 
2.2. protect itself from material financial loss;  
 


then NHS England shall be entitled to impose the contract 
sanction forthwith, pending the outcome of that procedure.  


 
3. NHS England will acknowledge the notification of dispute within seven 


days of receipt (posted by recorded delivery) and request the 
submission of supporting evidence from the contractor within a further 
28 days from the date they receive the letter. (Annex 2) 


  
4. Upon receipt of the evidence the AT will have 28 days to review the 


evidence and invite the contractor to attend a meeting, which should 
be as soon as possible, but at the very latest within a further 28 days. 
The contractor(s) has the opportunity to invite representative bodies to 
support it at the meeting, for example, the local medical committee 
(LMC). A sample invite letter is set out in annex 3. 


 
5. Once the meeting has been held, the AT will notify the contractor in 


writing the outcome of the meeting, whether this be that the dispute 
will now need to be moved to stage 2 of the NHS dispute resolution 
procedure (annex 4), or that the dispute has been successfully 
resolved (annex 5). 


 
34 Where the matter is resolved the issue can now be deemed as closed and 


the AT shall document the outcome accordingly on the contract file. 
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35 


 
Where the matter remains unresolved, the process may then be escalated 
to the stage 2 NHS dispute resolution procedure. 
 


36 At this point the AT should commence preparation of the contract file to 
ensure that if and when the Family Health Services Appeal Unit (FHSAU) 
or court requests submission of evidence in respect of the dispute the 
documentation is in order. (See section 3 of this policy). 
 


 Managing disputes – stage 2 (NHS dispute resolution procedure5) 
 


37 The informal process of resolution and stage 1 should be exhausted before 
proceeding to this stage of the process.  The AT or a contractor wishing to 
follow this route must submit a written request for dispute resolution to the 
secretary of state (FHSAU process), which should include: 
 


• The names and addresses of the parties to the dispute; 


• A copy of the contract;  


• A brief statement describing the nature and circumstances of the 
dispute. 


 
38 The written request for dispute resolution must be sent within a period of 


three years from the date on which the matter gives rise to the dispute 
occurred, or should have reasonably come to the attention of the party 
wishing to refer the dispute. 
 


39 The AT will be required to prepare documentation, evidence and 
potentially an oral presentation in response to evidence presented in 
support of the dispute. 
 


40 The AT should not underestimate the preparation that will be required in 
the event that evidence is required by the FHSAU, as all records pertaining 
to the contractor in question may be required, including (but not limited to) 
all contract documentation and contract variations, all written 
correspondence (both to and from NHS England and the contractor) and 
any electronic correspondence that may have passed between the parties. 
 


41 The AT must ensure that records of communications and contract files are 
maintained to a high standard and all documentary evidence is collated 
correctly prior to submission to the FHSAU. 
 


42 Once the FHSAU has reached a conclusion the AT will receive notification 
of the determination and will be required to act upon it accordingly6. 


                                                        
5 GMS regulations, schedule 6, Part 7, paragraph 101 


6 GMS regulations, schedule 6, Part 7, paragraph 102 
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 Appealing a notice – first-tier tribunal 


 
42 Where the AT is of the view that the conditions in the GMS regulations 4 


and/or 5 (annex 6) are not being met, it shall notify in writing the proposed 
or existing contractor of its view and the reasons for that view. This notice 
should include guidance on the proposed/existing contractor’s right of 
appeal under regulation.7  
 


44 This right exists in both GMS contracts and PMS agreements. 
 


45 The AT shall also notify in writing of its view and the reasons for that view 
any person legally and beneficially owning a share in, or a director or 
secretary of, a qualifying body where its reason for the decision relates to 
that person or those persons. 
 


46 Where the AT has issued a notice in accordance with perceived non-
compliance with the regulations 4 and/or 5 and the contractor is in dispute 
with that decision, the contractor has the right of appeal to the first-tier 
tribunal.8 
 


 Assignment of patients to lists: procedure relating to determinations 
of the assessment panel 
 


47 Where an assessment panel makes a determination that the AT may 
assign new patients to contractors which have closed their lists of patients, 
any contractor specified in that determination may refer the matter to the 
secretary of state to review the determination of the assessment panel. 
 


48 If a referral is made to the secretary of state, it shall be reviewed in 
accordance with the following procedure: 
 
a. Where more than one contractor specified in the determination of the 


assessment panel wishes to refer the matter for dispute resolution, 
those contractors may, if they all agree, refer the matter jointly, and in 
that case the secretary of state shall review the matter in relation to 
those contractors together 


 
b. Within the period of seven days beginning with the date of the 


determination by the assessment panel, the contractor(s) shall send to 
the secretary of state a written request for dispute resolution which 
shall include or be accompanied by: 


 


                                                        
7 GMS and PMS regulations, Part 2, paragraph 7 


8 GMS regulations, Part 2, paragraph 7 
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• the names and addresses of the parties to the dispute; 


• a copy of the contract (or contracts);  


• a brief statement describing the nature and circumstances of the 
dispute. 
 


c. Within the period of seven days, beginning with the date on which the 
matter was referred to him, the secretary of state shall: 


 


• give to the parties notice in writing that he is dealing with the 
matter; and 


• include with the notice a written request to the parties to make in 
writing within a specified period any representations which they 
may wish to make about the dispute; 


• include a copy of any document by which the dispute was 
referred to dispute resolution, to the other party. 
 


d. The secretary of state shall, upon receiving any representations from a 
party, give a copy of them to the other party, and shall in each case 
request (in writing) a party to which a copy of the representations is 
given to make within a specified period any written observations which 
it wishes to make on those representations. 


 
e. For the purpose of assisting in consideration of the matter, the 


secretary of state may: 
 


• invite representatives of the parties to appear before him to make 
oral representations either together or, with the agreement of the 
parties, separately, and may in advance provide the parties with 
a list of matters or questions to which he wishes them to give 
special consideration; or 
 


• consult other persons whose expertise he considers will assist 
him in his consideration of the dispute. 
 


f. Where the secretary of state consults another person, he shall notify 
the parties accordingly in writing and, where he considers that the 
interests of any party might be substantially affected by the result of 
the consultation, he shall give to the parties such opportunity as he 
considers reasonable in the circumstances to make observations on 
those results. 


 
g. In considering the dispute, the secretary of state shall consider: 
 


• any written representations made in response to his requests, 
but only if they are made within the specified period; 
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• any written observations made in response to his requests, but 
only if they are made within the specified period; 


• any oral representations made in response to his invitation; 


• the results of any consultation undertaken; 


• any observations made in relation to the consultation undertaken. 


• Specified period means such period as the secretary of state 
shall specify in the request, being not less than one, nor more 
than two weeks beginning with the date on which the notice 
referred to is given. 
 


h. Within the period of 21 days beginning with the date on which the 
matter was referred to him, the secretary of state shall determine 
whether the AT may assign patients to contractors which have closed 
their lists of patients. If he determines that the AT may make such 
assignments, he shall also determine those contractors to which 
patients may be assigned. 


 
i. The secretary of state may not determine that patients may be 


assigned to a contractor which was not specified in the determination 
of the assessment panel. 


 
j. In the case of a matter referred jointly by contractors, the secretary of 


state may determine that patients may be assigned to one, some or all 
of the contractors that referred the matter.] 


 
k. The period of 21 days for determination may be extended (even after it 


has expired) by a further specified number of days if an agreement to 
that effect is reached by: 


 


• the secretary of state; 


• the primary care trust; 


• the contractor(s) that referred the matter to dispute resolution. 
 
l. The secretary of state shall record his determination and the reasons 


for it in writing and shall give notice of the determination (including the 
record of the reasons) to the parties. 
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Annex 1: abbreviations and acronyms 


 


A&E accident and emergency 


APHO 
Association of Public Health Observatories (now known as the  
Network of Public Health Observatories) 


APMS Alternative Provider Medical Services 


AT area team (of the NHS Commissioning Board) 


AUR appliance use reviews 


BDA British Dental Association 


BMA British Medical Association 


CCG clinical commissioning group 


CD controlled drug 


CDAO controlled drug accountable officer 


CGST NHS Clinical Governance Support Team 


CIC community interest company 


CMO chief medical officer 


COT  course of treatment 


CPAF community pharmacy assurance framework 


CQC Care Quality Commission 


CQRS Calculating Quality Reporting Service (replacement for QMAS) 


DAC dispensing appliance contractor 


Days calendar days unless working days is specifically stated 


DBS Disclosure and Barring Service 


DDA Disability Discrimination Act 


DES directed enhanced service 


DH Department of Health 


EEA European Economic Area 


ePACT electronic prescribing analysis and costs 


ESPLPS essential small pharmacy local pharmaceutical services 


EU  European Union 


FHS  family health services 


FHS AU  family health services appeals unit 


FHSS family health shared services 


FPC family practitioner committee 


FTA failed to attend 


FTT first-tier tribunal 


GDP general dental practitioner 


GDS General Dental Services 


GMC General Medical Council 
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GMS General Medical Services 


GP general practitioner 


GPES GP Extraction Service 


GPhC General Pharmaceutical Council 


GSMP global sum monthly payment 


HR human resources 


HSE Health and Safety Executive 


HWB health and wellbeing board 


IC NHS Information Centre 


IELTS International English Language Testing System 


KPIs key performance indicators 


LA local authority 


LDC local dental committee 


LETB local education and training board 


LIN local intelligence network 


LLP limited liability partnership 


LMC local medical committee 


LOC local optical committee 


LPC local pharmaceutical committee 


LPN local professional network 


LPS local pharmaceutical services 


LRC local representative committee 


MDO medical defence organisation 


MHRA Medicines and Healthcare Products Regulatory Agency 


MIS management information system 


MPIG minimum practice income guarantee 


MUR medicines use review and prescription intervention services 


NACV negotiated annual contract value 


NCAS National Clinical Assessment Service 


NDRI  National Duplicate Registration Initiative 


NHAIS National Health Authority Information System (also known as Exeter) 


NHS Act National Health Service Act 2006 


NHS BSA NHS Business Services Authority 


NHS CB NHS Commissioning Board 


NHS CfH NHS Connecting for Health 


NHS DS NHS Dental Services 


NHS LA  NHS Litigation Authority 


NMS new medicine service 


NPE net pensionable earnings 


NPSA National Patient Safety Agency 
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OJEU Official Journal of the European Union 


OMP ophthalmic medical practitioner 


ONS  Office of National Statistics 


OOH out of hours 


PAF  postcode address file 


PALS patient advice and liaison service 


PAM professions allied to medicine 


PCC Primary Care Commissioning 


PCT primary care trust 


PDS personal dental services 


PDS NBO  Personal Demographic Service National Back Office 


PGD patient group direction 


PHE Public Health England 


PLDP performers’ list decision panel 


PMC primary medical contract 


PMS Personal Medical Services 


PNA pharmaceutical needs assessment 


POL payments online 


PPD prescription pricing division (part of NHS BSA) 


PSG performance screening group 


PSNC  Pharmaceutical Services Negotiating Committee 


QOF quality and outcomes framework 


RCGP Royal College of General Practitioners 


RO responsible officer 


SEO social enterprise organisation 


SFE statement of financial entitlements 


SI statutory instrument 


SMART specific, measurable, achievable, realistic, timely 


SOA  super output area 


SOP standard operating procedure 


SPMS Specialist Personal Medical Services 


SUI serious untoward incident 


UDA unit of dental activity 


UOA unit of orthodontic activity 
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Annex 2: Example acknowledgement letter 


 


[date] 


Dear [contractor name] 


Ref: [contract details] 


 


Further to your recent notification, dated [notification date], I can confirm we have 


received your intention to dispute NHS England decision in relation to: 


[matter 1 details] 


[matter 2 details] 


[matter 3 details]  


To proceed with the dispute resolution process, please submit to the above 


address your supporting evidence in relation to the matters under dispute within 


28 days from receipt of this letter. 


Yours sincerely, 


[name] 


[title] 
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Annex 3: Example invite letter 
 


[date] 


Dear [contractor name] 


Ref: [contract details] 


Following the receipt of evidence regarding your dispute relating to: 


[matter 1 details] 


[matter 2 details] 


[matter 3 details]  


NHS England would like to invite you to discuss the matter at a meeting on: 


[proposed date], 


[proposed time], 


[insert proposed location] 


With the appropriate NHS England representatives [insert names of NHS England 


representatives]. 


It is within your rights to attend with a representative from your local medical 


committee or a friend (or other appropriate professional body colleague). Please 


be aware that any representative/s present as a supportive colleague(s) will not 


normally be permitted to speak at the meeting. Where a solicitor accompanies 


you, the Chair of the meeting will make it clear that the meeting does not have 


statutory status.  Professional advisors, such as solicitors or accountants, will not 


normally be in attendance in a representative role unless especially requested in 


advance of the meeting.  


I would be grateful if you would confirm in writing your acceptance to attend this 


meeting and provide details of any representatives you may wish to accompany 


you.  


Yours sincerely, 


[name] 


[title] 
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Annex 4: Example stage 1 outcome letter (1 – FHSAU referral) 


 


[date] 


Dear [contractor name] 


Ref: [contract details] 


 


Further to our recent meeting on [date/time/location of meeting] to discuss your 


dispute, I am writing to confirm the following outcome(s): 


[outcome 1 details] 


[outcome 2 details] 


[outcome 3 details]  


As this matter was unable to be resolved via local dispute resolution with NHS 


England, you may now wish to refer this/ese matter(s) to the secretary of state 


for dispute resolution in accordance with GMS Contract Regulations 2004 Section 


101(3). If you do wish to refer this/ese matter(s) to the secretary of state, then 


please send all supporting documentation to …..  


Yours sincerely, 


[name] 


[title] 
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Annex 5: Example stage 1 outcome letter (2 – Matter(s) resolved) 


 


[date] 


Dear [contractor name] 


Ref: [contract details] 


 


Further to our recent meeting on [date/time/location of meeting] to discuss your 


dispute, I am writing to confirm the following outcome(s): 


[outcome 1 details] 


[outcome 2 details] 


[outcome 3 details]  


NHS England is pleased to confirm the outstanding matters are now resolved and 


your contract file has been updated to reflect this mutual resolution.  


Yours sincerely, 


[name] 


[title] 
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Annex 6: Regulations 4 and 5 (conditions relating solely to medical 


practitioners and general conditions relating to contracts) 


 


The information provided in this annex is a summary of the regulatory provisions 


and ATs should ensure that they refer to the full detail of the regulations or 


directions when considering eligibility and suitability. 


4. Conditions relating solely to medical practitioners 


1. In the case of a contract to be entered into with a medical practitioner, that 


practitioner must be a general medical practitioner. 


2. In the case of a contract to be entered into with two or more individuals 


practising in partnership - 


a. at least one partner (who must not be a limited partner) must be a general 


medical practitioner; and 


b. any other partner who is a medical practitioner must - 


i. be a general medical practitioner, or 


ii. be employed by a local health board, (in England and Wales and 


Scotland) an NHS trust or an NHS foundation trust, (in Scotland) a 


health board or (in Northern Ireland) a health and social services trust. 


3. In the case of a contract to be entered into with a company limited by 


shares: 


a. at least one share in the company must be legally and beneficially owned 


by a general medical practitioner; and 


b. any other share or shares in the company that are legally and beneficially 


owned by a medical practitioner must be so owned by - 


i. a general medical practitioner; or 


ii. a medical practitioner who is employed by a local  health hoard, NHS 


Trust, (in England and Wales and Scotland) an NHS Foundation Trust, 


(in Scotland) a Health Board or (in Northern Ireland) a Health and 


Social Services Trust.  


4. In paragraphs (1), (2)(a) and (3)(a), general medical practitioner does not 


include a medical practitioner whose name is included in the General 


Practitioner Register by virtue of -  
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a. article 4(3) of the 2010 Order (general practitioners eligible for entry in the 


General Practitioner Register) because of an exemption under regulation 


5(1)(d) of one or more of the sets of regulations specified in paragraph (5); 


b. article 6(2) of the 2010 order (persons with acquired rights) by virtue of 


being a restricted services principal (within the meaning of one or more of 


the sets of Regulations specified in paragraph (6)) included in a list 


specified in that article; or 


c. article 6(6) of the 2010 order. 


5. The regulations referred to in paragraph (4)(a) are the National Health 


Service (Vocational Training for General Medical Practice) regulations 


1997, the National Health Service (Vocational Training for General 


Medical Practice) (Scotland) regulations 1998 and the Medical 


Practitioners (Vocational Training) (Northern Ireland) regulations 1998. 


 


6. The regulations referred to in paragraph (4)(b) are the National Health 


Service (General Medical Services) regulations 1992, the National Health 


Service (General Medical Services) (Scotland) regulations 1995 and the 


General Medical Services regulations (Northern Ireland) 1997. 


5. General condition relating to all contracts 


1. It is a condition in the case of a contract to be entered into -  


a. with a medical practitioner, that the medical practitioner;  


b. with two or more individuals practising in partnership, that any individual or 


the partnership; and  


c. with a company limited by shares, that -  


i. the company,  


ii. any person legally and beneficially owning a share in the company, 


and  


iii. any director or secretary of the company,  


must not fall within paragraph (2).  


2. A person falls within this paragraph if -  


a. He or it is the subject of a national disqualification;  
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b. subject to paragraph (3), he or it is disqualified or suspended (other than 


by an interim suspension order or direction pending an investigation) from 


practising by any licensing body anywhere in the world;  


c. within the period of five years prior to the signing of the contract or 


commencement of the contract, whichever is the earlier, he has been 


dismissed (otherwise than by reason of redundancy) from any 


employment by a health service body, unless he has subsequently been 


employed by that health service body or another health service body and 


paragraph (4) applies to him or that dismissal was the subject of a finding 


of unfair dismissal by any competent tribunal or court;  


d. within the period of five years prior to signing the contract or 


commencement of the contract, whichever is the earlier, he or it has been 


removed from, or refused admission to, a primary care list by reason of 


inefficiency, fraud or unsuitability (within the meaning of section 49F(2), (3) 


and (4) of the act respectively unless his name has subsequently been 


included in such a list;  


e. he has been convicted in the United Kingdom of murder;  


f. he has been convicted in the United Kingdom of a criminal offence other 


than murder, committed on or after 14th December 2001, and has been 


sentenced to a term of imprisonment of over six months;  


g. subject to paragraph (5) he has been convicted elsewhere of an offence -  


i. which would, if committed in England and Wales, constitute murder, or  


ii. committed on or after 14th December 2001, which would if committed 


in England and Wales, constitute a criminal offence other than murder, 


and been sentenced to a term of imprisonment of over six months;  


h. he has been convicted of an offence referred to in schedule 1 to the 


Children and Young Persons Act 1933 (offences against children and 


young persons with respect to which special provisions of this Act apply) 


or schedule 1 to the Criminal Procedure (Scotland) Act 1995 (offences 


against children under the age of 17 years to which special provisions 


apply) committed on or after 1st March 2004;  


 


i. he or it has -  


i. been adjudged bankrupt or had sequestration of his estate awarded 


unless (in either case) he has been discharged or the bankruptcy order 


has been annulled,  
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ii. been made the subject of a bankruptcy restrictions order or an interim 


bankruptcy restrictions order under Schedule 4A to the Insolvency Act 


1986 or schedule 2A to the Insolvency (Northern Ireland) Order 1989 


unless that order has ceased to have effect or has been annulled, or  


iii. made a composition or arrangement with, or granted a trust deed for, 


his or its creditors unless he or it has been discharged in respect of it;  


j. an administrator, administrative receiver or receiver is appointed in 


respect of it;  


k. within the period of five years prior to signing the contract or 


commencement of the contract, whichever is the earlier, he has been -  


i. removed from the office of charity trustee or trustee for a charity by an 


order made by the charity commissioners or the high court on the 


grounds of any misconduct or mismanagement in the administration of 


the charity for which he was responsible or to which he was privy, or 


which he by his conduct contributed to or facilitated, or  


ii. removed under section 7 of the Law Reform (Miscellaneous 


Provisions) (Scotland) Act 1990 (powers of the Court of Session to 


deal with management of charities) or under section 34 of the Charities 


and Trustee Investment (Scotland) Act 2005 (powers of Court of 


Session), from being concerned in the management or control of any 


body; or  


l. he is subject to a disqualification order under the Company Directors 


Disqualification Act 1986, the Companies (Northern Ireland) Order 1986 or 


to an order made under section 429(2)(b) of the Insolvency Act 1986 


(failure to pay under county court administration order).  


3. A person shall not fall within paragraph (2)(b) where the primary care trust 


is satisfied that the disqualification or suspension from practising is 


imposed by a licensing body outside the United Kingdom and it does not 


make the person unsuitable to be -  


a. a contractor;  


b. a partner, in the case of a contract with two or more individuals practising 


in partnership;  


c. in the case of a contract with a company limited by shares -  


i. a person legally and beneficially holding a share in the company, or  
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ii. a director or secretary of the company,  


as the case may be.  


4. Where a person has been employed as a member of a health care 


profession any subsequent employment must also be as a member of that 


profession.  


5. A person shall not fall within paragraph (2)(g) where the primary care trust 


is satisfied that the conviction does not make the person unsuitable to be - 


a. a contractor;  


b. a partner, in the case of a contract with two or more individuals practising 


in partnership;  


c. in the case of a contract with a company limited by shares -  


i. a person legally and beneficially holding a share in the company, or  


ii. a director or secretary of the company 


as the case may be.  
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Equality and Health Inequalities Statement  
 
Promoting equality and addressing health inequalities are at the heart of NHS 
England’s values. Throughout the development of the policies and processes cited in 
this document, we have:  
  


 Given due regard to the need to eliminate discrimination, harassment and 
victimisation, to advance equality of opportunity, and to foster good relations 
between people who share a relevant protected characteristic (as cited under 
the Equality Act 2010) and those who do not share it; and  
 


 Given regard to the need to reduce inequalities between patients in access to, 
and outcomes from healthcare services and to ensure services are provided in 
an integrated way where this might reduce health inequalities. 


 
 
 
 
The National Health Service Commissioning Board was established on 1 October 
2012 as an executive non-departmental public body. Since 1 April 2013, the National 
Health Service Commissioning Board has used the name NHS England for 
operational purposes.   
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Background 
 
The annual electronic practice self declaration (eDEC) was first introduced to 
practices in April 2013 and has replaced the variable arrangements (such as the 
submission of annual reports) which existed between former Primary Care Trusts 
and providers of Primary Medical Services. The eDEC is an annual mandatory data 
collection. There has been two previous collections 2013/14 and 2014/15.  
 
Information collected in the eDEC is covered in 8 categories, these include: 1. 
Practice Details, 2. Practice Staff, 3. Practice Premises and equipment, 4. Practice 
services, 5. Information about the practice and its procedures, 6. Governance, 7. 
Compliance with CQC. 8 GP I.T. 
 
A number of the questions asked in this declaration relate to the Care Quality 
Commission’s (CQC) registration requirements. To meet the CQC registration 
requirements, all services regulated by CQC must comply with the law, but in 
particular, they must comply with the Health and Social Care Act 2008 (Regulated 
Activities) Regulations 2014 (Part 3) (as amended).  
 


Onward uses of the information: 


CQC inspection teams and NHS England Regional Teams work closely together and 
share information on a regular basis. The information provided to NHS England in 
this declaration will be shared with CQC. Similarly, the outcome of CQC inspections 
will be shared with NHS England, this includes any action plans which practices may 
submit to CQC (where relevant).  
 
In maintaining NHS England’s commitments towards transparency and supporting 
patient choice, the following sections and items could be shared either with public 
facing NHS websites (e.g. NHS Choices) and/or other modules visible to all users of 
the primary care website for instance may be used within the GPIT assurance 
module and General Practice Outcome standards: 
 


Could be published in the public 
domain in the near future 


 Question 1H. Practice telephone number 
(for patients). 


 Practice Services Section (i.e. Chapter 4): 
all content. 


 Premises and Equipment Questions on 
wheelchair accessibility questions 3E and 
3F. 


 The electronic practice catchment area, the 
practice website address, branch practice 
opening times and where relevant practice 
Facebook page. 


 


Will be available to all users of 
the primary care website 
 


 Interoperable patient records questions: 6E 
and 6F. 


 GP IT section (i.e. Chapter 8): all content 


 The electronic practice catchment area 
 







Clinical Commissioning Groups that commission primary care services under formal 
delegation from NHS England may receive information from the Self Declaration that 
is necessary in support of their delegated functions. 
 


Legal disclaimer:  


NHS England, as with all NHS organisations is required to share intelligence with 
other statutory bodies, both in circumstances where they have a legal right to request 
it e.g. National Audit Office, CQC; or where it is necessary or expedient for them to 
receive it in order to protect the welfare of individuals or to discharge their functions. 
 
Practices are therefore reminded of the significance to ensure that responses 
provided to questions are accurate and can withstand legal scrutiny, the declaration 
is treated and considered to be a formal submission once declared. 
 
All information in the eDEC is subject to the requirements of the Freedom of 
Information Act 2000. In response to a request for information, exemptions to 
disclosure will be considered on a case by case basis. 
 


Completion Guidance 


The eDEC is a mandatory return and remains an organisational responsibility of the 
practice to complete within the requested time frame. The information is submitted by 
a senior member of practice staff usually the practice manager and/or senior partner 
as similar to requirements related to completing CQRS returns. Only the person in 
the practice who has the permission in their user account will be able to view/edit and 
submit the eDEC in the NHS England primary care website www.primarycare.nhs.uk  
 
The eDEC for 2015/16 includes mandatory and six voluntary questions. Questions 
which are voluntary have been colour coded and marked voluntary, practices are 
encouraged to complete responses to these questions but can leave the questions 
blank if they prefer. Responses to voluntary questions will help enable the system to 
better support GP practices in the future. Responding no to questions which are 
voluntary does not mean the practice is not compliant with their contract. 
 
Practices who require further support to gain access to the eDEC, or have any 
specific questions about the content or experience any technical difficulties should 
contact their NHS England regional team.  
 
In order to account for changes which have occurred in the contract, some changes 
to questions have been made from last year’s declaration. Where a subtle change 
has been made to the question but the essence is the same as last year, such 
questions have been identified by “(r)” for revised next to the question number. 
Where any new questions have been asked these have been identified by “(n)” for 
new. A copy of the eDEC is available in written form in the resources section of the 
website.  
 
For practices who submitted an electronic declaration last year, the questions and 
responses provided have been presented back. Practices are asked to check these 
responses. If no changes have occurred practices can resubmit this back.  
 



http://www.primarycare.nhs.uk/





Practices are reminded of the need to ensure that responses provided apply to any 
new arrangements which have since occurred from when the declaration was 
submitted last year, for example when a practice has merged with another and is 
using the same practice organisation code. 
 
With respect to branch practices, registered under the same parent organisation 
code (main practice) it is assumed that all responses to all questions for the main 
practice equally apply to the branch practices. Should any responses to questions 
answered in this declaration be different for a branch practice, then practices are 
required to explain these differences further by making use of the free text entry 
available in the ‘supporting Information’ section found at the end of the declaration. 
 
Throughout the eDEC module, you will find introduction sections detailing the 
background behind the questions and the responses required. You can find a 
detailed manual on using the tool here. 
 
There is also in-line help throughout the declaration which can be accessed using the 
'Help' tab at the top right hand corner. 
 
At the end of this module, under the section marked 'Supporting Information' you can 
provide additional information or documentation, which will clarify to your regional 
team, any problems you have with any of the questions in the eDEC. 
 
You can progress through the Declaration using the buttons marked 'Forward' and 
'Back' at the bottom of every page, or by clicking on the buttons on the Navigation 
Bar on the left. 
 
Although the Declaration will save your responses as you go, you should remember 
to click on 'Save and Go To Next Section' at the end of each page. Your progress 
through the Declaration will be shown at the bottom left of the Navigation Bar. 
For more help, you can also download the Electronic Declaration Manual 
If you are having problems with the Catchment Area editor, you can find a training 
video here. 
 


1 Practice Details 
 
This is used to confirm the basic details of your practice e.g. the name, address and 
contract type. This information helps to ensure the records held by the regional  
Team are correct. 
 
To complete this section, you should confirm that the pre-filled boxes are correct in 
the 'Main Practice' section. If you have any concerns about this, you should discuss 
this with your regional team contract manager. 
 
Within the remit of the Practice Details is submission of a 'Practice Area' or 
'Catchment Area'. This should be done under the 'Catchment Area' tab. 
 


Practice Details Response  


1A. Practice organisation code  







Practice Details Response  


1B. Practice name  


1C. Practice area  


1D. Practice contract type (GMS/PMS/APMS/other) Select from list 


1E. Organisation type1 (Social Enterprise/NHS body/Non NHS body) Select from list 


1F. Since your practice last completed this declaration, have you 
changed configuration2 or structure?  


(e.g. the practice is declaring under the same organisation code as for 
last year’s declaration and since this time, the practice has merged or 
divided from another practice). 


Yes / No/ N/A3 


1G. Contract start date/ end date4 (where applicable)  


1H. Practice telephone number (for patients)5  


1I.Practice telephone number (other, if different)  


 
2 Practice Staff 
 
For the purpose of this declaration the contractor is assumed to have sufficient staff, 
suitably qualified, skilled and experienced to provide a level of service sufficient to 
meet the reasonable needs of its patients. The practice should amend the declaration 
to ‘NO’ if it is not able to demonstrate this.  
 
This section relates to Regulations 18(2)(c), 21, 22 and 23 of the Health and Social 
Care Act 2008 (Regulated Activities) Regulations 2010.  
 


2.1 Staff Numbers and Suitability 


Question 2A Response  


The practice can evidence and make available the needs analysis and risk 
assessment it has used for deciding sufficient staff levels. Recognising the 
need to have the right knowledge, experience, qualifications and skills for 
the purpose of providing services in the practice and demonstrating 
capacity to respond to unexpected service changes. 


 


 


 


 


 


 


 


Yes/No 


                                            
1
 This question relates to how the contractor elects to be regarded for the purposes of dispute 


resolution procedures, see definitions available in: http://www.england.nhs.uk/wp-
content/uploads/2013/10/manag-disputes.pdf  
2
 This means that there has been a change in the contractual entity of the practice. 


3
 N/A applies if the practice is new and was not able to complete an electronic declaration last year. 


4
 Mandatory question if responding ‘Yes’ to: ‘new or recently changed configuration’ and for APMS 


contracts, otherwise: optional. 
5
 Response to this question could be shared with public facing NHS websites e.g. NHS Choices. 



http://www.england.nhs.uk/wp-content/uploads/2013/10/manag-disputes.pdf

http://www.england.nhs.uk/wp-content/uploads/2013/10/manag-disputes.pdf





Question 2B (r) Response  


All health care professionals including GPs employed by the practice are 
registered with the relevant professional body, and that this registration is 
checked on employment (along with satisfactory references) and where 
applicable annually thereafter, and that health care professionals that are 
required to revalidate do so and that for GPs, inclusion on the performer 
list is checked.(GMS schedule 6 part 4, PMS Schedule 5 part 4). Reg 
18(2)(c). 


 


Yes/No 


Question 2C  Response  


All relevant staff have been subject to the necessary Disclosure and 
Barring Service (DBS) checks. The DBS has replaced the Criminal 
Records Bureau (https://www.gov.uk/government/organisations/disclosure-
and-barring-service/about). 


Yes/No 


 


2.2 Training and Support 


Question 2D (r) Response 


All health care professionals employed in the practice have annual 
appraisals and where applicable personal development plans and that this 
is aligned to revalidation for doctors and also for registered nurses and 
midwives (according to requirements issued by the Nursing and Midwifery 
Council) 
 
(GMS Schedule 6 part 4, PMS Schedule 5 part 4), CQC GP handbook. 


Yes/No 


Question 2E (r) Response 


The practice provides its staff with reasonable opportunities to undertake 
education and training identified in their personal development plan to 
maintain their competence. 
 
(GMS Schedule 6 part 4, PMS Schedule 5 part 4) 


Yes/No 


Question 2F Response  


Practice staff have written terms and conditions of employment conforming 
to or exceeding the statutory minimum (relevant employment law and GMS 
Schedule 6 Part 9, PMS Schedule 5 part 9). 


 


Yes/No 


Question 2G Response  


The Practice can demonstrate that it is compliant with Equal Opportunities 
legislation on employment and discrimination.  


 


(Equality Act 2010 and GMS Schedule 6 Part 9, PMS Schedule 5 part 9) 


Yes/No 


Question 2H Response 


Doctors and Staffs employed by the practice can demonstrate compliance 
with national and local child protection guidance (Working together and 
safeguarding children part one 2010) including where relevant that they 
have undertaken the appropriate level of child protection training. 


 


Yes/No 



https://www.gov.uk/government/organisations/disclosure-and-barring-service/about

https://www.gov.uk/government/organisations/disclosure-and-barring-service/about





Question 2I Response 


The practice confirms that it has adequate insurance against liability 
arising from negligent performance of clinical services under the contract 
(GMS Schedule 6 part 9, PMS Schedule 5 part 9)  
And, that all Doctors working in the practice have adequate insurance or 
professional indemnity cover for any part of the practice not covered by an 
employer’s indemnity scheme. (Good Medical Practice places a 
professional duty on doctors to have such arrangements in place. 
Paragraph 34 of GMP)  
 


Yes/No 


 


3 Practice premises and equipment 
 
This section covers the Practice premises and equipment with regards to service 
provision, compliance with Health and Safety regulations and infection control, as 
defined in the contract. Regulations 12, 15 and16 of the Health and Social Care Act 
2008 (Regulated Activities) Regulations 2010 and the Health & Safety at Work Act 
1974. 
 


Question 3A Response 


The premises used for the provision of services under the 


contract are suitable for the delivery of those services and 


sufficient to meet the reasonable needs of the practice’s patients. 


(GMS Schedule 6 part 1 PMS Schedule 5 part 1) and must meet 


Minimum Standards as defined in Schedule 1 of the Premises 


Costs Directions (2013) 


 


Yes/No 


Question 3B Response 


The premises used for the provision of services under the 


contract are subject to a plan that has been formally agreed with 


the NHS England under Regulation 18 (3) if rectification actions 


are required; or in order to comply with Minimum Standards as 


defined in Schedule 1 of the Premises Costs Directions (2013).  


 


Yes/No 


Question 3C Response 


The practice is able to demonstrate that it complies with 


arrangements for infection control and decontamination in 


accordance with the Health & Social Care Act 2008 code of 


practice on the prevention and control of infections and related 


guidance, appendix D: examples of interpretation for primary 


medical care, including carrying out annual audits as set out in 


the code.  


(GMS Schedule 6 Part 1, PMS Schedule 5 part 1) 


Yes/No 







 
4 Practice Services 
 
This section primarily relates to the core hours of 0800 – 1830 every day except 
weekends and bank holidays. We assume that the practice is providing general 
medical services to meet the reasonable needs of its patients. When entering 
opening times outside this window, we assume that this relates to extended hours. 
This section covers the provision of services, including routine and emergency/out-of-
hours medical care.  
 
All responses to questions in this chapter will also be used to allow the general public 
to learn more about the practices which provide particular services. This may include 
the sharing of responses from questions 4A through to 4X with public facing NHS 
websites e.g. NHS Choices.   
 


Opening Hours 


(reception and phone 


lines open) 


Question 4A.Details of 


opening hours for 


reception 


Question 4B. 


Details of opening hours for 


phone lines 


Monday   


Tuesday   


Wednesday   


Thursday   


                                            
6
 Response to this question could be shared with public facing NHS websites e.g. NHS Choices.  


7
 Ibid 


Question 3D Response 


The practice can demonstrate that it meets the requirements of 


the Health & Safety at Work Act 1974 [this might include for 


example evidence of regular review or audit of any policies or 


procedures adopted by the practice]. 


(Health & Safety at Work Act, and GMS Schedule 6 Part 9, PMS 


Schedule 5 part 1)  


Yes/No 


Question 3E (n) Response 


Does the practice have at least one consulting room which is 


accessible to wheel chair users?6 


 


Yes/No 


Question 3F (n) Response 


If answering No to question 3E, what arrangements are in place 


to meet the reasonable needs of patients who are wheel chair 


users?7 


Select all which 


apply: 


1. Home visit 


2. Other (free 


text) 







Friday   


Saturday   


Sunday   


Access by Phone  Response – selection 


4C .  Does the practice use a premium rate 


telephone number for patients? (e.g. a premium rate 


084 or other number). 


i. Yes – premium only 
ii. Yes – premium and 


local  
iii. No - local only 


4D  If responding ‘yes’ to question 4C please 


indicate by which date your current contract with 


your  premium rate 084 provider will expire 


Select from: 


i. By 31/03/2016 


ii. Later than 


31/03/2016 


 


Closing Hours Response 


4E. Are there any regular periods during each week that the practice 
is closed to patients between the hours of 8.00 and 6.30pm Monday to 
Friday (except bank holidays)? 


Yes/no 


Question 4F . If yes, please provide details of days and times  Response 


Monday   


Tuesday   


Wednesday   


Thursday   


Friday   


4G. Are there any other intermittent periods during each month that 
the practice is closed to patients between the hours of 8.00 and 
6.30pm Monday to Friday (except bank holidays)? 


Yes/no 


Question 4H . If responding yes to question 4G(n), please indicate frequency 
of intermittent closure period and provide details of days and times 


Day 
Frequency of intermittent closure time:  select from list: 


fortnightly / once every three weeks / once a month / 
once every other month / other (free text) 


Time:  
select  


a.m / p.m   


Monday              


Tuesday   


Wednesday   


Thursday   


Friday   


 


Extended Opening Hours – where the practice is funded to provide outside of 


core contract hours  


4I. Hours per week (not 


within 08:00-18:30 Mon-


Fri) 


4J . Funding mechanism (ie 


ES, Incentive Scheme, PM 


Challenge Fund, PMS 


growth, other) 


4K. Contract/agreement 


end date 


   







Patient online access 


It is a contractual requirement for GP practices to currently offer and promote to 
patients: online booking of appointments, online ordering of repeat prescriptions, 
online access to summary information in their medical records and by 1 April 2016 
online access to their detailed coded medical records. Where this functionality is 
available in the GPSoC accredited clinical system. 
If you need any guidance, advice or support (including contact details), please visit 
NHS England’s Patient Online Programme’s web pages for more information 
http://www.england.nhs.uk/patient-online/  
(GMS Schedule 6, part 5, new paragraph 74C, PMS Schedule 5, part 5, paragraph 
70D) 


4L(r). Patients at this practice can access detailed coded 


information from their medical record online. 


 


Yes/No 


4M(r). If ‘No’8 does the practice have a plan to enable this facility 


by 31 March 2016?  


Yes/No 


 


New Out of area patients (GMS Regulations, part 5, revised regulation 26B, PMS 


Regulations, part 5, regulation 18B) 


4N (r) .The practice is offering primary medical services (excluding home 


visits) to new patients who are seeking to register with the practice and 


reside outside their usual practice boundary area. 


Yes / No   


 


 


In case of Emergency (during core contract hours) 


The contract states that “the Contractor must provide the services described in 
Part 8 (namely essential services) at such times, within core hours, as are 
appropriate to meet the reasonable needs of its patients, and to have in place 
arrangements for its patients to access such services throughout the core 
hours in case of emergency” (2014, NHS England, Standard GMS Contract) 


4O  During the preceding 12 months, 


the practice can confirm, that it can 


evidence (if requested), how it is 


meeting the reasonable needs of its 


patient population and the practice has 


arrangements in place for its patients to 


access such services throughout the 


core hours (08:00 – 18:30 Monday to 


Friday) in case of emergency? 


 


1. The practice can confirm with 
evidence which has been 
obtained from patient sources in 
the preceding 12 months from: 
(select all that apply from list) 


• Patient Participation Group,  
• GP Patient Survey,  
• Local Survey,  
• Combination of PPG/GPPS/Local 


Survey, 
•  Other: FREE TEXT entry: 


2. The practice is not able to 
confirm 9 


                                            
8
 Question 4O (n) is applicable if responding No to question 4N (n) only. 


9
 Declaring “not able to confirm”, means that you are not able to provide evidence from patient 


sources, this does not necessarily mean you are not meeting the reasonable needs of your patients. 



http://www.england.nhs.uk/patient-online/





4P. The practice can confirm it has 


arrangements in place for its patients to 


access essential services in case of 


emergency if the practice is not open 


during core contract hours. 


Yes/No 


4Q. If practice services are not available 


to patients during core contract hours 


what arrangements are in place? 


Select response from drop down list: 
 Same OOH provider as that 


commissioned by CCG,  


 Sub contracted provider: (enter name 
and select from list provided), 


 Provided directly by the practice,  


 Other free text entry:,  


 None  


 


Out of Hours 


4R . Is the practice responsible for the provision/commissioning 


of care in the Out of Hours period? (i.e. care which is provided by 


the practice or commissioned by the practice. This does not refer 


to Out of Hours Care commissioned by the CCG). 


Yes / No (opted 


out) 


4S. If ‘Yes’ and the practice sub-contracts the provision of out of 


hours care, please provide the name of the accredited provider. 


Enter name of 


OOH provider 


and select from 


the list 


provided10  


4T. If ‘Yes’ the practice can evidence that it has in place 


arrangements to monitor its contract with its OOH provider, 


including:  frequency of meetings with the provider, and any 


action it has taken against its provider through non-compliance or 


complaints. 


 


Yes/No 


4U. If ‘No (opted out)’ the practice can evidence that it has in 


place arrangements to monitor and report on any patient or 


practice concerns about the quality of local OOH services. 


 


(GMS Schedule 6, part 1, revised paragraph 11,PMS Schedule 5 


part 1, revised paragraph 9) 


Yes/No 
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 If your provider is not on the list provided then enter the name by selecting ‘OTHER’ and enter in 
free text. 







4V. If ‘No (opted out)’ the practice can evidence that it also has in 


place arrangements to promptly review the clinical details of 


OOHs consultations made by its patients and for dealing with 


information requests from the OOH provider. 


 


(GMS Schedule 6, part 1, revised paragraph 12,PMS Schedule 5 


part 1, revised paragraph 10) 


Yes/No 


 


 


Access to interpreting services 


4W (n). Does the practice provide access 
to patients who need interpreting 
services? 


Select from drop down list 


Yes – telephone only 


Yes – telephone and face to face 
interpreter (inclusive of British Sign 
Language) 


Yes – other  


No 


4X (n). If yes, who funds the interpreting 
service? 


Select all that apply: 


i) Practice 
ii) CCG 
iii) NHS England 
iv) Other 


 
5 Information about the practice and its procedures 
 
This section covers the Practice procedures and includes how the practice 
communicates with patients, how it stores and records information regarding 
medication and compliance with regulations regarding children. This relates to 
Regulations 13, 18 and 19 of the Health and Social Care Act 2008 (Regulated 
Activities) Regulations 2010 as well as Regulation 12 and Schedule 3 of the Care 
Quality Commission (Registration) Regulations 2009 
 


5.1 Communicating with Patients 


 


Question 5A Response 


The practice produces a leaflet that includes all of the requirements 


set out in its contract. (GMS Schedule 10,PMS Schedule 10) 


 


Yes/No 


Question 5B Response 


The practice reviews and updates its leaflet at least once every 12 


months. (GMS Schedule 6 part 5,PMS Schedule 5 part 5) 


Yes/No 







 


Question 5C Response 


The practice leaflet is made available for patients/prospective 


patients. (GMS Schedule 6 part 5,PMS Schedule 5 part 5) 


 


Yes/No 


Question 5D Response 


The practice has a complaints policy which complies with the NHS 


complaints procedure and it is advertised to patients. (GMS 


Schedule 6 part 6,PMS Schedule 5 part 6) 


Yes/No 


Question 5E Response 


The practice can demonstrate reasonable grounds where it has 


refused an application to register and keeps a written record of 


refusals and the reasons for them. (GMS Schedule 6 part 2,PMS 


Schedule 5 part 2) 


Yes/No 


Question 5F Response 


When removing patients from its list the practice can demonstrate 


that it does so in accordance with contractual requirements and 


provides the required notice, including providing an explanation of 


the reasons in writing to the patient. (GMS Schedule 6 part 2, PMS 


Schedule 5 part 2) 


Yes/No 


Question 5G (n) Response 


The practice can evidence that they have engaged with their PPG 


throughout the year and make available such feedback including 


actions and reports including where they have acted on suggestions 


for improvement(GMS Part 5, 24 (4), PMS Part 5, 15A (4) 


Yes/No 


Question 5H (n) Response 


The practice is able to show that the PPG is properly representative 


of its practice population or that it has made and continues to make 


efforts to ensure it is representative of its local population.  


(GMS Part 5, 24A (3), PMS Part 5, 15A (3) 


 


Yes/No 


 


5.2 Medication 


 
Question 5I Response 


The practice has a written policy and procedures in line with the 


requirements of the Medicines Act (GMS Schedule 6 part 3,PMS 


Schedule 5 part 3) which will be made available if requested. 


Yes/No 







Question 5J Response 


Practice stores vaccines in accordance with the manufacturer’s 


instructions(GMS Schedule 6 part 1,PMS Schedule 5 part 1 


paragraph 6)  


 


Yes/No 


Question 5K Response 


The practice has a procedure to ensure all batch numbers and 


expiry dates are recorded for all vaccines administered and that all 


immunisations, vaccinations and consent to immunisations are 


recorded in the patient record (GMS Schedule 2 para 4,PMS subject 


to local agreement) 


 


Yes/No 


Question 5L Response 


The Practice stores its Vaccines in fridges which have a max and 


min thermometer and can demonstrate, if asked, that readings are 


taken on all working days. 


Yes/No 


Question 5M Response 


All staff involved in administering vaccines are trained in the 


recognition of anaphylaxis and able to administer appropriate first 


line treatment when it occurs (GMS Schedule 2 para 4,PMS subject 


to local agreement) 


Yes/No 


Question 5N  Response 


With regard to dispensing doctors: the practice can demonstrate it 


has clear procedures, that are followed in practice, monitored and 


reviewed, for controlled drugs, unless they are taken by the person 


themselves in their own home, including: investigations about 


adverse events, incidents, errors and near misses; sharing concerns 


about mishandling. 


Yes/ No/ N/A 


Question 5O  Response 


With regard to dispensing doctors: The practice has systems in 


place to ensure they comply with the requirements of the Safer 


Management of Controlled Drugs Regulations 2006, relevant health 


technical memoranda and professional guidance from the Royal 


Pharmaceutical Society of Great Britain and other relevant 


professional bodies and agencies. 


Yes/ No / N/A 


Question 5P  Response 


With regard to dispensing doctors: The practice declares it complies 


with the terms of service of dispensing doctors outlined in schedule 


6 of The National Health Service (Pharmaceutical Services) 


Yes/ No / N/A 







Regulations 2012 and; 


 


The practice can demonstrate that for all patients which it dispenses 


to it is satisfied that they would have serious difficulty in obtaining 


any necessary drugs or appliances from an NHS pharmacist by 


reason of distance or inadequacy of means of communication 


(colloquially known as the “serious difficulty” test which can apply 


anywhere in the country); or 


 


A patient is resident in an area which is rural in character, known as 


a controlled locality, at a distance of more than one mile1 (1.6 km) 


from pharmacy premises (excluding any distance selling premises). 


The pharmacy premises do not have to be in a controlled locality. 


 


5.3 Consent, Including Children 


 


Question 5Q Response 


The practice has a policy for consent to the treatment of children 


that conforms to the current Children Act 2004. 


Yes/No 


Question 5R Response 


The practice records patients’ consent for minor surgery including 


curettage and cautery and, in relation to warts, verrucae and other 


skin lesions, cryocautery (GMS Schedule 2 Para 8,PMS subject to 


local agreement) 


Yes/No 


 


6 Governance 
 
This section covers Information Governance, and includes questions about storage 
of data, transmission of data, allowing patients appropriate access to the data held 
about them and general practice information technology. This section relates to 
Regulation 20 of the Health and Social Care Act 2008 (Regulated Activities) 
Regulations 2010.  
 


Question 6A Response 


The practice has a protocol to allow patients access to their records 


on request in accordance with current legislation ( Data Protection 


Act 1998 and GMS Schedule 6 Part 9,PMS Schedule 5 part 9) 


Yes/No 


Question 6B Response 


The practice has a nominated person who has responsibility for 


ensuring the effective operation of the system of clinical 


governance. (GMS Schedule 6 part 9,PMS Schedule 5 part 9)  


 


Yes/No 







Question 6C Response 


The practice is registered under the Data Protection Act (GMS 


Schedule 6 Part 9,PMS Schedule 5 part 9) 


 


Yes/No 


Question 6D Response 


The practice has a procedure for electronic transmission of patient 


data in line with national policy (Data protection act 1998 and GMS 


Schedule 6 Part 9,PMS Schedule 5 part 9) including mechanisms to 


ensure that computerised medical records/data are transferred to a 


new practice when a patient leaves.   


Yes/No 


 


Interoperable patient records                                                                              
(GMS Schedule 6, part 5, new paragraphs 74, 74A and 74B,PMS Schedule 5 part 5, 
paragraph 70A, 70B and 70C) 


6E. The practice is using GP2GP to transfer patient records.11 Yes/No 


6F. The practice has arrangements in place to ensure a validated NHS 


number is used in all NHS clinical correspondence, including referrals, 


generated by the practice, except in exceptional circumstances where 


the number cannot be ascertained.12 


Yes/No 


 


Clinical Leads for vulnerable groups 


In a context of patients living longer with greater and more complex comorbid 
conditions the health needs of practice populations are changing. These questions 
have been asked to support understanding, strategy development, develop systems 
and processes to manage vulnerable patients and are not specifically related to 
contractual compliance.  
 
CQC Regulation 17: Good governance, includes requirements to maintain securely 
an accurate, complete and contemporaneous record in respect of each service user, 
including a record of the care and treatment provided to the service user and of 
decisions taken in relation to the care and treatment (provided, this includes 
complying with the Data Protection Act) 
 
This section contains 3 mandatory questions and 1 voluntary. 
 


Question 6G (n) Response 
option 
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 Response to this question will be shared within other modules of the primary care website and will 
be visible to all other website users.  
12


 Ibid 







 
Does the practice have a lead for vulnerable adults?  
 
The broad definition of a vulnerable adult referred to in the 1997 
consultation ‘who decides’ issued by the lord chancellor department 
is: ‘A person who is or may be in need of community care services by 
reason of mental or other disability, age or illness; and who is or may 
be unable to take care of him or herself, or unable to protect him or 
herself against significant harm or exploitation’ 
 


 
Yes / No13  


Question 6H (n) Response 
Option 


Does the practice have a policy on logging consent from vulnerable 
people to share information with carers / next of kin? 


 
Yes / No14 


Question 6I (n) Response 
Option 


Does the practice have procedures in place to log patients objections 
to sharing patient identifiable data outside of the GP practice? 


 
Yes  / No15 


VOLUNTARY Question 6J (n) Response 
Option 


 
Mental Capacity Act Background: 
 
The House of lords select committee on the Mental Capacity Act 
2005 (published 25/2/14) found that statutory services were often 
failing in their obligations in relation to the MCA. There is patch 
availability of training resource on the MCA, - but with increasing 
prevalence of dementia, NHS England wants to ensure that practices 
have access to appropriate training and support. Assessment of 
capacity is highlighted in BMA’s guidance ‘Safeguarding vulnerable 
adults – a tool kit for general practitioners. CQC inspectors will want 
GPs and other practice staff to demonstrate their competence in 
safeguarding adults at risk.  
 
Whilst not a contractual requirement, NHS England is keen to ensure 
all practices have access to the required level of support to ensure 
that practices are aware of good practice in relation to adult 
safeguarding and the issues regarding the MCA. The outcome will 
help to inform future training requirements. 
 
VOLUNTARY Question 6J(n): 
 
Within the last 3 years, has the practice provided for training on 
mental capacity / Mental Capacity Act for practice staff health care 
professionals and/or other staff (where relevant)?  
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Optional  
 
Yes  / No16 
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 Declaring “no” does not mean the practice is not compliant with their contract.  
14


 Ibid 
15


 Ibid 
16


 Ibid 







7 Registration with CQC 
 


Question 7A  Response 


Have you registered with CQC each location at which you provide 
services? 


Yes / No 


Question 7B  Response 


The practice has notified CQC of any changes to partnerships, 
regulated activities, locations from which you provide them or any 
conditions placed upon you. 


Yes17 / No18 
/ N/A19 


 


8 General Practice IT 
 
NHS England has a responsibility to ensure general practices are provided with core 
GP IT services and much of this responsibility has been delegated to CCGs. This 
section, when analysed with other relevant sections of eDEC and data from CCGs 
and central NHS sources (HSCIC) will provide both practices and the NHS with an 
assurance the practice and the NHS obligations for GP IT and assist in directing the 
future development of local GP IT to support improved service delivery. Data which 
relate to GMS contractual requirements is collected from relevant questions 
elsewhere in the eDEC and from other sources. The questions asked in this section 
are based on published guidance or NHS policies (in which case links to relevant 
documentation is given) or on good practice and known transformational enablers not 
all of which will be relevant to all general practices and localities.  
 
This section includes on GPIT includes 3 mandatory questions and 5 voluntary 
questions. Declaring No does not mean the practice is non-compliant with their 
contract. 
 
Responses to questions 8A through to 8H will be shared within other modules of the 
primary care website and will be visible to all other website users.  
 
 


 
Offering digital services for public and patients 


 


VOLUNTARY Question 8A (n). Response Option 


The practice promotes and offers the facility for patients 
(GMS contract 2015/16 review letter) and care homes and 
nursing homes to receive consultations electronically, either 
by email, video consultation or other electronic means. 


Tick all that apply: 
1. Patients 
2. Nursing 


homes 
3. Care homes 
4. None or N/A 
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 Declaring Yes means a change has occurred and the practice has informed CQC. 
18


 Declaring No means a change has occurred but the practice has not yet notified CQC. 
19


 Declaring N/A means no changes have occurred 







VOLUNTARY Question 8B (n). Response Option 


The practice & its registered patients have access to a 
shared online system which allows patients to engage with 
their GP by: 


Tick all that apply 
1. Patients can 


record their 
personal 
health data 
which is 
accessible 
online by the 
GP 


2. Patients and 
GPs can 
online 
collaboratively 
set goals and 
care 
outcomes and 
track progress 
against these 


3. None or N/A 


 
 


 
Offering digital services for professionals 


 


Question 8C (n) Response Option 


 
The practice principle clinical system is accessible 
outside the practice for the following purposes: 


Tick all that apply 
 


1. Access at all routine 
locations for GP 
service point of care 
delivery (eg out of 
surgery locations 
such as hospitals, 
nursing homes and 
community using 
mobile technologies) 


2. Access remotely e.g. 
home for 
administrative & 
maintenance 
purposes 


3. None or N/A 


VOLUNTARY Question 8D (n) Response Option 


 
Where the practice works within a federation it is able 
to use its principal clinical system and its IT 
infrastructure to support shared working between 
practices in the following ways 
 


Tick all that apply 
 


1. Clinical system 
(records) 


2. Appointment booking 
and management 







3. Integrated telephony 
systems across 
practices 


4. Reporting on activity 
& coded clinical data 


5. Morbidity Registers 
across aggregated 
(federation) 
populations 


6. None or N/A 
 


 
 


 
Adopting Core Standards for data sharing 


 


Question 8E (n) Response Option 


 
The practice uses NHS Mail in the following ways 
 
 
 
(Reference: GP IT Operating Model 
Primary Care Contractor IT Operating Model) 


Tick all that apply 
 


1. NHS Mail is the 
primary email system 
used by the general 
practice (GP IT 
Operating Model) 


2. The practice has at 
least one securely 
managed and daily 
monitored NHS Mail 
account to receive 
clinical 
documentation 


3. None or N/A 


Question 8F (n) Response Option 


 
Local acute trust discharge letters/summaries received 
by the practice electronically in the following ways: 
 
(Reference: NHS Standard provider contract 
Everyone Counts: Planning for Patients 2014/15 to 
2018/19) 
 


Tick all that apply 
 


1. All local acute 
discharge 
summaries/letters 
are received 
electronically 


2. All local A&E 
discharge summaries 
are received 
electronically 


3. None or N/A 


VOLUNTARY Question 8G Response Option 


 
The practice routinely electronically orders or receives 
the following diagnostics tests with their main acute 
provider 


 
Tick all that apply 
 


1. Place orders for 







common laboratory 
diagnostic tests 


2. Place orders for 
common imaging & 
diagnostic tests 


3. Receive diagnostic 
reports for common 
imaging & diagnostic 
tests 


4. None or N/A 


VOLUNTARY Question 8H Response Option 


Where there is legitimate access and consent the 
practice and other local health & social care providers 
are able to share electronic patient data by view 
access to records in the following ways: 
 
 
(Ref: NIB framework) 


Tick all that apply: 
 


1. Other local health 
providers can access 
practice records 


2. Local social care 
providers can access 
practice records 


3. Practice can access 
records from other 
local health providers 


4. Practice can access 
records from local 
social care providers 


5. None or N/A 


 


9 Catchment Area 


The Electronic Declaration requires the Practice to submit their inner contract area 
catchment area boundary. The aim is to use these catchment areas to allow 
practices and the public to determine whether services can be provided. 


We expect the majority of practices to be able to enter their catchment area using the 
Tool provided.  


Proceed to the 'Enter Catchment Area' section, click on 'Open Catchment Editor' 
section. From here you can import your Catchment Area from the GPOS tool (if 
entered), and save your catchment area. When this has been completed, click on the 
'Yes' box, and then complete the section. 


Practices who have a branch practice, should include a second catchment area for 
the branch practice. 


If you are having problems with the Catchment Area editor, you can find a training 
video here.  


Additional functionality has been provided to enable practices to upload a catchment 
area which has been drawn using an alternative mapping software programme on 
the proviso the file is in KML point format and successfully uploads. 



https://docs.google.com/file/d/0BwKFNCK195YCRnZRRWVCMnRSVVE/edit?usp=sharing&pli=1





Catchment area information could be shared with public facing NHS websites e.g. 
NHS Choices. 


10 Supporting Information 
 
This information will be viewed by the regional team contract managers when 
considering the Declaration submission.  
 
You do not have to submit anything in the supporting information section - if you have 
answered  all the mandatory  questions, then no further information is required. 
 
Practices are reminded that no personal information should be included in this 
section which would identify any patient, member of staff or third parties. 
 
This section should not be used as a substitute for drawing a catchment area form 
from the previous section. Practices experiencing any difficulty using the catchment 
area editor should contact their NHS England regional Team. 
 
A separate free text section has been created for: 
 


VOLUNTARY Question 10A Response Option 


Link to practice website 
 


Free Text20 


VOLUNTARY Question 10B  Response Option 


Link to practice Facebook page 
 


Free Text21 


VOLUNTARY Question 10C Response Option 


Opening and closing times of branch practices  
(if different to main practice). 
 


Free Text22 


VOLUNTARY Question 10D  Response Option 


Other Supporting information.  
 
This section allows you to submit information which 
may be relevant to your declaration.  
 
E.g. practice leaflet, copy of action plan, other 
information about branch practices. 
 


Free Text 
 
And /or 
 
Document Upload 
(Word/Excel/Image 
file/PDF) 


Question 10E (n)  Response Option 


To support an assessment of the time burden to 
practices on completing this data return. Please can 
you state how long has it taken the practice to 
complete the declaration? 


Enter time in minutes23 
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 Responses could be shared with public facing NHS websites e.g. NHS Choices. 
21


 Ibid 
22


 Ibid 
23


 Response will be shared with HSCIC BAAS Service. 








 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


  


Information gathered for each 
practice via template 


 


CCG Internal Group 
considers response 
from practice and 


determines practice 
should be visited. 


Actions detailed on QIP 
implemented – no further action 


Information referred into CCG Internal Group for determination of 
next steps (letter or assurance visit) 


Actions detailed on QIP not 
implemented – CCG issues 


letter to practice confirming 
progression to Stage 3 


   Stage 1 


  Stage 2 


   Stage 3 


CCG Internal Group 
considers response from 
practice and determines 


no further action 
necessary – practice 


informed  


Practice receives letter with deadline 
for actions to be implemented  


Actions implemented by 
deadline – no further 


action  


Actions not 
implemented by 


deadline – refer to 
Primary Care 


Operational Group and 
CCG for contract 


sanction (i.e. breach 
notice) 


Information discussed at Stage 1 Local Assurance Meeting and practice 
requiring further scrutiny identified 


Letter only –CCG issues letter to practice CCG undertakes assurance visit to practice  


QIP not required  QIP required  


Revisit in 6 months to 
determine if QIP has 
been implemented   


No further action 
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Introduction to the Technical Guidance  


 
The General Practice Outcome Standards (GPOS) and Technical Guidance should be 


read in conjunction with ‘An Introduction to an Approach to Improve Quality, Access and 


Patient Experience in General Practice’. This sets out the approach to developing the 


standards and how the suite of measures should be used to improve quality and their 


limitations. Developing the outcome standards and agreeing an approach to quality 


improvement has been led by clinicians in collaboration with the Londonwide LMCs, NHS 


London, and Commissioners.  


The Technical Guidance provides the definition for each standard, the data source, 


evidence base and productivity opportunity. The outcome standards was published on 1st 


April 2011 for London and on 2nd of April 2013 for England. These data will be updated at 


quarterly intervals for those standards where data is available and published at England, 


Regional, CCG and General Practice level, where appropriate. A number of indicators 


have been developed as measures of quality in CCGs, these are reported at CCG level in 


the web tool. This comparative data provides a reflective tool for quality improvement 


purposes, will raise awareness amongst GPs about outcomes and create an impetus for 


development and improvement. 


The outcome standards draw on existing data sources to avoid creating any additional 


burden on practitioners to report new data.  This has limited the outcome standards to 


areas that are currently measurable. As a result, there are limitations to the data that is 


available across a number of indicators, which is outlined throughout this document.  


Reviewing a practices position should take into account trends over time and correlations 


between associated indicators. Grouping indicators in this way means the practice and 


commissioners can assess quality improvement across a number of related measures. 


This will provide a more robust assessment of whether there are areas of care that require 


improvement. A practice’s performance should be contextualised using data from other 


practices in similar locations and/or with similar populations.  


To ensure any analysis of variation is grounded in the latest evidence on statistical 


practice in understanding variations using health care data, NHS London who developed 


the tool worked with an expert panel that included Cluster Directors of Primary Care and 


Medical Directors, GPs, Londonwide LMC, leading health ‘Think Tanks’ and academics to 


agree a methodology that will underpin setting thresholds for performance and identifying 


& escalating risks to quality and patient safety using the general practice outcome 


standards. Appendix 5 in this series of documents provides a detailed explanation of how 


the outcome score thresholds have been calculated for each indicator and to provide an 


aggregate assessment of performance for each practice.  


Following the above process and using the analysis of variation, if a practice appears to be 


consistently an outlier this should act as a stimulus for conversations with commissioners 


and the practice to explore further what the issues are and address these factors 
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effectively. To assist discussions, the tool has been developed to aid in the 


contextualisation of local variables, therefore additional data such as exception reports (for 


QOF measures), practice list size, number of principal GPs, Index of Multiple Deprivation 


(and its sub categories), practice demographics and percentage turnover have all been 


provided. This is an ongoing process that will influence practices to adapt by learning from 


what has worked in other areas and by encouraging GPs to strive for the best results 


compared to their peers. 


GP practices have been grouped into local CCGs, CSUs and regions this will help to 


provide information for professionally led improvement and challenge. In November 2012 


this tool won HSJ award for “Improving Care with Data and Information Management” and 


is available for all practitioners and commissioners  to support primary medical service 


providers to improve against agreed standards and goals.  


The general practice outcome standards will be continuously developed, new standards 


will be considered on an annual basis to ensure that the standards remain valid, robust 


and highly relevant to patients and the public, general practice and wider health policy. 


Indicators highlighted in yellow (pages 5 – 12) identify measures under development which 


are not yet implemented in the tool. 
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Summary Table: General Practice Outcome Standards  
 


Outcome Domain Number Standard Definition 


Preventing People 


from Dying 


Prematurely – Cancer 


 
 


1 One year relative 


survival for Lung 


cancer, Breast 


cancer and Bowel 


Cancer 


Appropriate as an indicator of CCG 
Assurance. 
 


Reported one year relative survival 
estimates for lung cancer and breast 
cancer.  
 
UNDER DEVELOPMENT 
 
Appropriate as an indicator of CCG 
quality improvement, but will not be 
used in the calculation of the overall 
rating. 
 
Reported one year relative survival 
estimates for Lower Gastro-Intestinal 
cancer.  


2a. Identifying the 
prevalence of 
cancer 


Appropriate as an indicator of CCG 
Assurance. 
 


Ratio of reported versus expected 


prevalence for cancer. 


2b.  
Emergency 
Admissions for 
Cancer 


Appropriate as an indicator of CCG 
quality improvement, but will not be 
used in the calculation of the overall 
rating. 
 
Emergency Cancer Admissions per 100 
patients on the Cancer Disease 
Register. 


3 Cervical 


screening. 


Appropriate as an indicator of 
General Practice Assurance. 
(NB. Not currently included in the overall 
rating methodology) 
 


The percentage of patients aged from 


25 to 64 whose notes record that a 


cervical smear has been performed in 


the past five years. 


Preventing People 


from Dying 


Prematurely – 


Prevention 


4 GP recorded 


patient smoking 


status (all 


population). 


Appropriate as an indicator of 
General Practice Assurance. 
 


The percentage of patients per GP 


practice whose smoking status is 


recorded in the previous 27 months. 
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Preventing People 


from Dying 


Prematurely – Long 


Term Conditions 


5a. Smoking 


Cessation Advice 


or Referral in 


general practice 


in patients with 


long-term 


conditions. 


Appropriate as an indicator of 
General Practice Assurance. 
 


The percentage of patients with selected 
long term conditions whose notes 
contain a record that smoking cessation 
advice, or referral to a specialist service, 
has been offered within the previous 15 
months 


5b.  Proportion of 
patients with 
Long Term 
Conditions who 
Smoke 


Under Development 
 
Appropriate as an indicator of 
General Practice quality 
improvement, but will not be used in 
the calculation of the overall rating. 
 
Estimated prevalence of smoking  in 
patients with Long Term Conditions 


Preventing People 


from Dying 


Prematurely – Stroke 


and TIA 


6 Identifying the 
prevalence of 
atrial fibrillation 
and the treatment 
of atrial fibrillation 


Appropriate as an indicator of CCG 
and General Practice Assurance. 
 


Ratio of reported versus expected 


prevalence Atrial Fibrillation. 


 


The percentage of patients with atrial 
fibrillation who are currently treated with 
anti-coagulation drug 
therapy or an anti-platelet therapy 


Preventing People 


from Dying 


Prematurely – 


Communicable 


Diseases 


7 Uptake of 
immunisations for 
children up to age 
2. 


Appropriate as an indicator of 
General Practice Assurance. 
(NB. Not currently included in the overall 
rating methodology) 
 


The aggregated percentages of a range 
of completion rates of immunisations for 
children by ages 1 and 2. 
 
Include rates of children who have been 
immunised at age 1 (DTaP/IPV/Hib) and 
age 2 (PCV Booster, Hib/MenC and a 
completed course of MMR).  


Preventing People 


from Dying 


Prematurely – 


Communicable 


Diseases 


 


8a Uptake of 
immunisation for 
influenza for 
patients aged 
over 65.  


Appropriate as an indicator of CCG 
and General Practice Assurance. 
(NB. Not currently included in the overall 
rating methodology) 
 


The percentage of patients over 65, who 
have a record of influenza immunisation. 
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8b Uptake of 
immunisation for 
influenza for 
patients at risk 
under 65 


Appropriate as an indicator of CCG 
and General Practice Assurance. 
(NB. Not currently included in the overall 
rating methodology) 
 


The percentage of patients at risk and 
under 65, who have a record of 
influenza immunisation. 


Enhancing Quality of 


life for people with 


long term conditions 


– Respiratory 


Disease 


 


9 Identifying the 
prevalence of 
chronic 
obstructive 
pulmonary 
disease. 


Appropriate as an indicator of CCG 
and General Practice Assurance. 
 


Ratio of reported versus expected 


prevalence for Chronic Obstructive 


Pulmonary disease (COPD). 


 


10 Identifying the 
prevalence of 
asthma 


Appropriate as an indicator of 
General Practice Assurance. 
 


Ratio of reported versus expected 


prevalence for asthma. 


Enhancing Quality of 


life for people with 


long term conditions 


–  Heart Disease 


 


11a. Identifying the 
prevalence of 
Diabetes 


Appropriate as an indicator of CCG 
and General Practice Assurance. 
 


Ratio of reported versus expected 


prevalence for diabetes for people aged 


17 and over. 


11b. Monitoring safe, 


rational and cost 


effective of anti- 


diabetic 


prescribing in 


general practice. 


Under Development 
 
Appropriate as an indicator of 
General Practice quality 
improvement, but will not be used in 
the calculation of the overall rating. 
 
% of Metformin and sulphonylurea items 


as a % of all anti-diabetic drugs items 


12 Identifying the 
prevalence of 
coronary heart 
disease  
 


Appropriate as an indicator of 
General Practice Assurance. 
 


Ratio of reported versus expected 


prevalence for Coronary heart disease 


(CHD). 


Enhancing Quality of 


life for people with 


long term conditions 


–  Dementia 


 


13 Identifying the 
prevalence of 
Dementia 


Appropriate as an indicator of CCG 
and General Practice Assurance. 
 


Ratio of reported versus expected 


prevalence for dementia. 
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Enhancing Quality of 


life for people with 


long term conditions 


–  Prescribing 


Management 


 


14a 


Monitoring safe, 


rational and cost 


effective anti-


inflammatory 


prescribing in 


general practice. 


Appropriate as an indicator of 
General Practice Assurance. 
 


% of Diclofenac and Cox-2 inhibitors as 


a percentage of all NSAIDs prescribed.. 


 


Increase safety of prescribed non-


steroidal anti-inflammatory drugs by 


reducing use of diclofenac and cox-2 


inhibitors. 


 


 


14b. Under Development 
 
 


% of Naproxen and Ibuprofen as a 


percentage of all NSAIDs.  


 


Helping People to 


Recover from 


Episodes of Illness or 


Following Injury – 


Unscheduled Care  


15 The rate of 
emergency 
hospital 
admission for 
people with long 
term conditions 
usually managed 
by GPs  


Appropriate as an indicator of CCG 
and General Practice Assurance. 
 


Rate of emergency hospital admissions 
for selected long term conditions as a 
proportion of total number of patients 
per GP practice. 
 
 


Helping People to 


Recover from 


Episodes of Illness or 


Following Injury – 


Unscheduled Care 


 


16 Rate of A&E 
attendances 


Appropriate as an indicator of CCG 
and General Practice Assurance. 
 


The rate of A&E attendances per 1000 


patients on GP register. 


 


 


Ensuring People 


Have a Positive 


Experience of care – 


Quality of care 


 


17  
Satisfaction with 
the quality of 
consultation at 
the GP practice 


Appropriate as an indicator of 
General Practice Assurance. 
 
 
The aggregated percentage of patients 
who gave positive answers to seven 
selected questions in the GP survey 
about the quality of appointments at the 
GP practice. 
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18 Satisfaction with 


overall care 


received at the 


GP practice. 


Appropriate as an indicator of 
General Practice Assurance. 
 
The aggregated percentage of patients 
gave positive answers to selected 
questions in the GP survey about their 
satisfaction with overall care received. 
 


Ensuring People 


Have a Positive 


Experience of care – 


Quality of care  


 


19a Patients leaving 
the GP practice 
without changing 
home address 


Appropriate as an indicator of 
General Practice Assurance. 
 
Percentage of registered patients who 
left a GP practice without changing 
home address. 


19b 
 


% Patient 
Turnover in the 
practice 


Under Development 
 
Appropriate as an indicator of 
General Practice quality 
improvement, but will not be used in 
the calculation of the overall rating. 
 
Practice Turnover = (Registered list for 
year A + New registrations for year B - 
registered list for year B) / Registered 
list for year A  


Ensuring People 


Have a Positive 


Experience of care – 


Continuity of Care 


 


20 Satisfaction in 
being able to see 
a preferred doctor 


Appropriate as an indicator of 
General Practice Assurance. 
 


Percentage of patients who are satisfied 


with the frequency of seeing a preferred 


doctor at the surgery. 


Ensuring People 


Have a Positive 


Experience of care – 


Access to primary 


care  


21 Satisfaction with 
accessing 
primary care  


Appropriate as an indicator of 
General Practice Assurance. 
 


The aggregated percentage of patients 


gave positive answers to three selected 


questions in the GP survey about their 


satisfaction with getting appointments, 


opening hours and getting through on 


the telephone. 


Treating and Caring 


for People in a Safe 


Environment and 


Protecting them from 


Avoidable Harm – 


SUI, Incident and 


complaint monitoring 


22 Significant event 
reviews (one year 
and three year 
minimum levels) 


Appropriate as an indicator of CCG 
Assurance. 
 


Significant event reporting (one year 
and three year minimum levels). 
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Preventing People 
from Dying 


Prematurely 
 


23 Access to 
Primary Care - 
Registering the 
unregistered 
population 
 


Appropriate as an indicator of CCG 
and General Practice Assurance. 
 


UNDER DEVELOPMENT  


The percentage of unregistered patients 


at A&E as a proportion of all new 


registrations that year in the CCG area  


OR 


The percentage of unregistered patients 
at A&E as a proportion of the CCG 
population. 


24a 


Case 
identification and 
delivery of Brief 


Advice for alcohol 
in general 
practice 


Appropriate as an indicator of 
General Practice Assurance. 
 


Under Development 


 


The proportion of newly-registered 


patients aged 16 and over within the 


financial year who have had the short 


standard case finding test (FAST or 


AUDIT-C)  


24b Appropriate as an indicator of 
General Practice quality 
improvement, but will not be used in 
the calculation of the overall rating. 
 
Under Development 
 
The proportion of newly-registered 
patients aged 16 and over who undergo 
a fuller assessment using a validated 
tool (AUDIT) to determine increasing 
risk, higher risk or possible dependent 
drinking of those who had screened 
positive using a short case-finding test 
(as above) during the financial year. 
 


Preventing People 
from Dying 
Prematurely  
 


25 Early detection of 
Cancer 
 


Appropriate as an indicator of CCG 
and General Practice Assurance. 
 


(NB. Not currently included in the overall 


rating methodology) 


 


Percentage of new cancer cases treated 
which are two-week referrals. 
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Preventing People 
from Dying 


Prematurely 
 


26a 


Mental Health - 
Depression 


 


Appropriate as an indicator of 
General Practice Assurance. 
 


Ratio of reported versus expected 


prevalence for Depression 


 
 


26b Appropriate as an indicator of 
General Practice Assurance. 
 
In those patients with a new diagnosis of 
depression, recorded between the 
preceding 1 April to 31 March, the 
percentage of patients who have had an 
assessment of severity at the time of 
diagnosis using an assessment tool 
validated for use in primary care 
 


 Under Development 
 
Appropriate as an indicator of 
General Practice quality 
improvement, but will not be used in 
the calculation of the overall rating. 
 
 
Number of prescription items for ‘1st 
choice’ generic SSRIs as a 
percentage of the total number of 
prescription items for selected ‘other 
antidepressants 


27 
 
 
 


Mental Health – 
Severe Mental 


Illness 
 


Appropriate as an indicator of 
General Practice Assurance. 
 
Severe Mental Illness (comprise 2 sub 
indicators assessed independently): 
 


i) Completion of physical health 
checks:   
 
Blood pressure – All patients. 


 
ii) Completion of physical health 


checks:  
 
Cholesterol:HDL ratio and 
Blood Glucose monitoring – 
Patients aged 40 years or 
over. 







   


12 
 


Ensuring People 
Have a Positive 
Experience of care  
 


28  Appropriate as an indicator of 
General Practice Assurance. 
 
(NB. Not included in the rating  
methodology) 
 


Patients on a palliative care register 
(Practice GSF register) 
 
Appropriate as an indicator of 
General Practice quality 
improvement, but will not be used in 
the calculation of the overall rating. 
 
 
UNDER DEVELOPMENT and now 
dependant on an England Level data set 
indicators under consideration include: 
 


1. Proportion of people who die in 
their preferred place of death, for 
those who have specified a 
preference. 
 


2. The proportion of patients on the 


register who have had a review in 


the past six months. 
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Preventing People from Dying Prematurely – Cancer 


 


Standard 
 


1. One year relative survival for lung cancer, breast cancer and bowel cancer 


 
Definition 
 
Appropriate as an indicator of CCG assurance. 
 
This standard is presented as two separate indicators. 


 


Indicator (IND1a): Reported one year relative survival estimate for lung cancer, 2006-2011 


 


Value (IND1a): Expressed as a percentage. 


 


Publication level: By CCG, region and England. 


 


Indicator (IND1b): Reported one year relative survival estimate for breast cancer, 2006-2011 


 


Value (IND1b): Expressed as a percentage. 


 


Publication level: By CCG, region and England. 


 


Appropriate as an indicator of CCG quality improvement, but will not be used in the 
calculation of the overall rating. 
 


Indicator (IND1c): Reported one year relative survival estimate for lower gastro-intestinal 


cancer, 2006-2011 


 


Value (IND1c): Expressed as a percentage. 


 


Publication level: By CCG, region and England. 


 


This data is based on people diagnosed with cancer during 2006-2011.  


 


The National Cancer Intelligence Network describes the methodology as: “Survival estimates 


are the percentage of patients that are still alive a specified time after their diagnosis of 


cancer. There are a number of methods used to calculate cancer survival. The most 


commonly used method is called relative survival. Relative survival provides an estimate of 


the percentage of patients still alive a specified number of days/months/years from their 


diagnosis, whilst taking into account the background mortality in the general population e.g. 


people that would be expected to have died from other causes during that period if they did 


not have cancer.” 
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Further detail on the methodology used in these indicators can be found here: 


http://www.ncin.org.uk/cancer_information_tools/eatlas/guide.aspx#age   


 
ACCOUNTABILITY 
 
The objective aims to deliver continuing improvements in the one year survival rate of patients 
diagnosed with cancer in England. 
 
Organisations in the top quartile ranking within England are examples of good practice. 
 
The quartile ranking, alongside an understanding of the local context, provides commissioners 
and GP practices with an indication of areas that may require improvement. 
 
This is CCG level indicator for lung, breast and lower gastro-intestinal cancer.  
Commissioners will be expected to have an understanding of their assurance outcomes in 
relation to their peers.  
 
Data Limitations: This data has not been standardised to control for other variables which 
could impact on survival rates, for example age or gender. When reviewing this data caution 
is required. Results for individual CCGs may be due to differences in the population. This data 
should be reviewed alongside other standards and compared to CCGs in a similar context to 
get a holistic view of quality. To aid this process of comparison information on practice profile 
and local demographics have been provided to aid local contextualisation of these outcomes, 
Predicated survival rates will be reported when the data is available nationally. 
 
Data refresh schedule: Annually 


 
Data Source 
 
Published data via National Cancer Intelligence Network (NCIN). 
 
Relevant data may also be published via practice profiles included with cancer commissioning 
toolkit (NCIN). 
 
Data reporting period: Financial year 


 


Rationale 
 
The All Party Parliamentary Report on Cancer (2009) reports that delays in diagnosing cancer 
are a major reason why one year cancer survival rates in England are worse than in other 
countries in Europe. Early diagnosis by general practice is essential if we are to bring cancer 
survival rates up to the level of the best of Europe. It has been estimated that, across the 
NHS, earlier diagnosis could save 5,000 to 10,000 lives a year1.  


                                                           
1. 2009; Macmillan Cancer Support, All Party Parliamentary Group on Cancer; Report of the All 


Party Parliamentary Group on Cancer’s Inquiry into Inequalities in Cancer; 


(http://www.macmillan.org.uk/Documents/GetInvolved/Campaigns/APPG/BritainAgainstCance


r2009/CancerInequalitiesReport.pdf) 



http://www.ncin.org.uk/cancer_information_tools/eatlas/guide.aspx#age

http://www.macmillan.org.uk/Documents/GetInvolved/Campaigns/APPG/BritainAgainstCancer2009/CancerInequalitiesReport.pdf)

http://www.macmillan.org.uk/Documents/GetInvolved/Campaigns/APPG/BritainAgainstCancer2009/CancerInequalitiesReport.pdf)
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In 2010, 324,579 people in the UK were diagnosed with cancer.2  Most patients will present to 
primary care. Within an average year, a GP can expect to see one case of each of the four 
common cancers: breast, lung, colorectal and prostate.3 The reasons for late diagnosis 
appear to be a combination of factors: patients coming forward later, cancer diagnoses being 
missed in primary care, and GPs having limited access to diagnostic tests.  
 
From April 2011 GPs in England are to get speedier access to diagnostic tests in order to help 
diagnose less clear-cut cases of cancer. The new scheme will initially be targeted at lung, 
colorectal and ovarian cancers although it is intended to extend the scheme to all cancers 
within five years. Once implemented, patients will have key tests within two weeks of seeing 
the GP – reducing to one week in due course.4 
 
Improving one-year and five-year cancer survival for Breast Cancer, Lung Cancer and 
colorectal Cancer are Domain 1 (preventing people from dying prematurely) priorities of the 
NHS Outcomes Framework 2011/12. These outcomes attempt to capture the success of the 
NHS in preventing people from dying once they have been diagnosed with the condition.5  
 
Gastro-intestinal cancer is a recent measure to be included to the GPOS tool, and will be 
presented alongside Breast and Lung to support quality improvement in line with these aims.  
 
QIPP  Opportunity 
 
Early diagnosis of cancer will allow less aggressive treatment programmes for patients 
improving quality of life and survival rates and contribute to a reduction in in-patient stays. 
This represents an opportunity saving in the London region of £13.3m.  
 
Reduction in In Patient bed days and In Patient expenditures for cancer treatment are 
included as QIPP opportunities under the Right Care Work Stream.6  


 
 
 


 
 


 
 
 
 


                                                           
2
2013,Cancer Research UK, Cancer Incidence For All cancers, 


http://www.cancerresearchuk.org/cancer-info/cancerstats/incidence/all-cancers-combined/ 
3
 2011, Cancer Research UK;  Cancer Insight, Promoting early diagnosis,  


http://info.cancerresearchuk.org/prod_consump/groups/cr_common/@nre/@hea/documents/generalc


ontent/017933.pdf 
4
 2011, Cancer Research UK, Improving cancer outcomes: An analysis of the implementation of the 


UK’s cancer strategies 2006-2010; 
http://info.cancerresearchuk.org/prod_consump/groups/cr_common/@nre/@pol/documents/generalco
ntent/cr_048863.pdf 
5
 2010, Department of Health, The NHS Outcomes Framework 2011/12 


6 2011, Department of Health, QIPP, National Work streams, 


http://www.dh.gov.uk/en/Healthcare/Qualityandproductivity/DH_112316 


 



http://www.cancerresearchuk.org/cancer-info/cancerstats/incidence/all-cancers-combined/

http://info.cancerresearchuk.org/prod_consump/groups/cr_common/@nre/@hea/documents/generalcontent/017933.pdf

http://info.cancerresearchuk.org/prod_consump/groups/cr_common/@nre/@hea/documents/generalcontent/017933.pdf

http://info.cancerresearchuk.org/prod_consump/groups/cr_common/@nre/@pol/documents/generalcontent/cr_048863.pdf

http://info.cancerresearchuk.org/prod_consump/groups/cr_common/@nre/@pol/documents/generalcontent/cr_048863.pdf

http://www.dh.gov.uk/en/Healthcare/Qualityandproductivity/DH_112316
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Preventing People from Dying Prematurely – Cancer 
 


Standard 
 


2. Identifying the prevalence of cancer 


 
Definition 
 
This standard is presented as two separate indicators. 


 
Appropriate as an indicator of CCG assurance. 
 
Indicator (IND2a):  Ratio of reported versus expected prevalence for cancer. 


 


Numerator (IND2a):  The total number of patients recorded by CCG practices as having 


cancer, as reported in QOF data.  


 


Denominator (IND2a):  The total expected number (prevalence) of patients in CCG 


practices on the disease register. The expected prevalence of cancer is calculated for NHS 


Comparators using “age / sex specific rates from the Doncaster model applied to GP 


practice list size data”. 


 


Value (IND2a): The numerator divided by the denominator expressed as a decimal number. 


 


NOTE: For the commissioner web tool only: The value presented is based on a calculation 


that takes the absolute variation from 1 (e.g. if the practice ratio is 0.61 the calculation and 


value presented will be ABSOLUTE (1 – 0.61) = 0.39. 


 


Publication level: By CCG, region and England. 


 


Numbers of patients with this cancer are too small at individual GP practice level to give a 


reliable measure, so results are grouped by all GPs in a Clinical Commissioning Group 


(CCG) area. 


 


Appropriate as an indicator of CCG quality improvement, but will not be used in the 
calculation of the overall rating. 


Indicator (IND2b):  Emergency Cancer Admissions per 100 patients on the Cancer Disease 


Register.  


This indicator includes all admissions to hospital classified as an emergency with a primary 


diagnosis of Cancer measured against the Cancer Disease Register for the practice to 


create a rate per 100 patients. 


Numerator (IND2b):  The number of finished and unfinished continuous inpatient spells, 







   


17 
 


excluding transfers, for patients with an emergency method of admission and with any of the 
primary diagnoses listed below (DIAG_01 in the 1st episode of the spell, ICD-10 codes).  


For the full listing of ICD 10 codes used, see full definition on page 119. 


Denominator (IND2b):   Number of patients on the Cancer Disease Register / 100 


 


Value (IND2b):  Cancer Disease Register for the practice to create a rate per 100 patients. 


 


Publication level: By GP practice, CCG, Region and England. 


 


ACCOUNTABILITY – for IND2a 
  
The objective aims to deliver continuing improvements in the management and identification 
of cancer in England. 
 
Organisations in the top quartile ranking within England are examples of good practice. 
 
The quartile ranking, alongside an understanding of the local context, provides 
commissioners and GP practices with an indication of areas that may require improvement. 
 
This is a CCG level indicator.  Commissioner will be expected to have an understanding of 
their assurance outcomes in relation to their peers 
 
Organisations will be ranked according to the absolute variance between actual and 
expected, were 1:1 is normal. 
 
The level of trigger, alongside an understanding of the local context, provides commissioners 
and GP practices with an indication of areas that may require improvement. 
 
Note: Please refer to Guidance Notes for interpretation on page 116. 
 
Data Limitations: Included as a crude benchmark only. Model used underestimates 
prevalence with national reported rate exceeding expected rate by 68 percent. When 
reviewing this data caution is required.  
 
Quartiles: The England quartile position is not calculated for organisations in this indicator, 


as it is not available at GP practice level. 


 


Interpretation:  There may be underlying reasons why the results are either higher or lower 


than expected levels. Please refer to the NHS Comparators interpretation guidance notes in 


the appendix of this document. 


 


Data refresh schedule: Annually 


 
Data Source 
NHS Information centre analysis published via NHS Comparators. 
Copyright © 2011, Re-used with the permission of The Health and Social Care Information 







   


18 
 


Centre. All rights reserved. 


Source for national prevalence rates: Forman D, Stockton D, Moller H et al. Cancer 
prevalence in the UK: results from the EUROPREVAL study. Annals of Oncology 2003: 14: 
648-654. 
Data reporting period: Financial year 


Rationale 
In 2008, it was estimated that there are just over two million people living with or beyond 
cancer in the UK who had previously been diagnosed, and this is predicted to rise by more 
than 3% a year.7 Prevalence figures are influenced by both incidence and survival. Thus, the 
most prevalent types of cancer are those with a relatively high incidence rate and a good 
prognosis. In the UK the most prevalent cancer in males is prostate cancer and in females it 
is breast cancer.8 


The latest analysis shows that at the end of 2006, there were over 200,000 prevalent cancer 


patients in the UK who were alive one year after their diagnosis. In total, there were 1.13 


million cancer survivors in the UK who were alive up to 10 years from diagnosis at the end of 


2006.9 


According to analysis on NHS comparators (2008/9), London primary care has identified a 
smaller proportion (155 percent) of patients with cancer (when compared to the modelled 
estimate) than the NHS as a whole (168 percent). There is considerable variation at practice 
level with some having identified at least 250 percent of the estimate and others less than 50 
percent of the estimate. 
 
The expected rates only take account of the age / sex distribution of the practice population 
and not other factors which may be relevant (e.g. relative deprivation, ethnic breakdown etc). 
Individual practices/GPs will vary in their ability to recognise the early symptoms of cancer 
and or/screening of patients for condition. Failure to identify these less severe cases will 
impact on 1 year survival rates, as cancer will be further advanced when finally diagnosed.  
 
QIPP  Opportunity 
 
Improved case detection and management in primary care will help patients negotiate the 
specialist system and provide support to patients and their families. It is a necessity for 
enhanced recovery programmes and has the potential to reduce in-patient bed days which 
represents an opportunity of £6.5m. 
 
Reduction in IP bed days and IP expenditures for cancer treatment are included as QIPP 
opportunities under the national Right Care workstream. 2009/10 PCT data show a mid 
quartile range in emergency admissions per 1000 population between 2.6 and  3.3 with 16 
London PCTs in “worst” quartile, if these had only the expected admissions there would 
have been 3,800 fewer of these.  Costed using national tariffs this represents an opportunity 
of £6.5m. 


                                                           
7 2013, Cancer Research UK; Prevalence,  http://www.cancerresearchuk.org/cancer-
info/cancerstats/incidence/prevalence/ 
8
 Ibid 


9 2010, National Cancer Intelligence Network (NCIN),One, Five and Ten Year Cancer 


Prevalence. 
 



http://www.cancerresearchuk.org/cancer-info/cancerstats/incidence/prevalence/

http://www.cancerresearchuk.org/cancer-info/cancerstats/incidence/prevalence/

http://www.ncin.org.uk/publications/default.aspx

http://www.ncin.org.uk/publications/default.aspx
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Preventing People from Dying Prematurely – Cancer 
 


Standard 
 


3. Cervical Screening 
 
Definition 
 
Appropriate as an indicator of general practice assurance. 
 
Indicator (IND3): The percentage of women aged from 25 to 64 whose notes record that a 


cervical smear has been performed in the last five years. 


 


Numerator (IND3): The number of women aged 25-64 who have received cervical screening 


in the last 5 years. 


 


Denominator (IND3): The number of women aged 25-64 eligible for screening. 


 


Value (IND3): The numerator divided by the denominator expressed as a percentage. 


 


Publication level: By GP practice 


 
ACCOUNTABILITY 
 
The objective aims to deliver continuing improvement in cervical screening rates in England. 
 
Practices should aim to deliver the nationally expected threshold of 80 percent. Those 
practices achieving this level will be considered as performing for this indicator and are an 
example of good practice. 
 
In order to determine the lower threshold, assessment of variation across England is derived 
using standard deviation calculations. Those practices within 2 standard deviations of the 
nationally expected threshold will flag a level 1 trigger. 
 
Those practices greater than 2 standard deviations from the nationally expected threshold will 
flag a level 2 trigger. 
 
The level of trigger, alongside an understanding of the local context, provides commissioners 
and GP practices with an indication of areas that may require improvement. 
 
Data Limitations: Due to data quality and collection issues not all practices have data 


included. work will be undertaken to greatly improve data coverage in the future. 


Interpretation: Higher values are better 


Data refresh schedule: Quarterly 
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Data Source 
 
Exeter databases.  


 


Data reporting period: Quarterly 


 
Rationale 
 
In Europe, cervical cancer is the second most common cause of death by cancer in young 
women, aged 15-44 years, after breast cancer. This is one of the few cancers that is 
preventable because pre-cancerous cell changes can be picked up before they have a 
chance to develop into cancer10. 
 
The national audit of invasive cervical cancer (2012)11 highlighted that In 2008, 2,334 cases of 


cervical cancer were registered in England, with an age‐standardised incidence rate (ASR) of 


8.9 per 100,000 women. The highest incidence was among women aged 30–34 (ASR 18.6 
per 100,000 women), followed by women aged 35–39 (ASR 17.1 per 100,000 women). It is 
estimated that, in the absence of cervical screening, the age standardised incidence rate 
would be  between 25 and 40 cases per 100,000 women.12 Mortality from cervical cancer is 


substantially lower than incidence, with 830 instances reported in 2009. Age‐standardised 


relative survival for patients diagnosed from 2005 to 2009 was 83.6% at 1 year and 66.6% at 
5 years.13 
 
While no cervical screening test can be 100% effective, cervical screening programmes 
greatly reduce the incidence of this cancer in the screened population.14 Since the 
establishment of the NHS CSP, the number of cervical cancer diagnoses has halved, despite 
increasing rates of HPV infection (the number of cases has fallen from 16 per 100,000 women 
in 1988 to 8 per 100,000 women in 2005).15 The effectiveness of the programme can be 
further judged by its coverage, defined as the percentage of women in the target age group 
(25–64) who have been adequately screened in the last five years. In 2010/2011, screening 
coverage of eligible women was 78.6%.16 
 
Cervical screening is provided in the practice, usually by the practice nurses and the practices 
have a flag on their system to alert them to when someone on their list is due a cervical smear 
or if they have failed to attend an appointment. 
 
Although overall five year coverage of the target age group (25 to 64 years) remained 
unchanged at 31st March 2012 compared to the previous year, coverage in the separate 25-
49 and 50-64 year age groups fell.17 For those aged 25 to 49 (who are invited every 3 years), 


                                                           
10


 06.01.11; Cancer Research UK; http://www.cancerhelp.org.uk/type/cervical-cancer/about/cervical-
cancer-screening;  
11


 2012; NHSCSP Audit of Invasive Cervical Cancer, National Report 2007-2011 
http://www.cancerscreening.nhs.uk/cervical/publications/nhscsp-audit-invasive-cervical-cancer-201205.pdf 
12


 Ibid 
13


 Ibid 
14


 Ibid 
15


 Ibid 
16


 Ibid 
17


 2012, NHS Health and Social Care Information Centre, Cervical Screening Programme, England, 2011-12. 
https://catalogue.ic.nhs.uk/publications/screening/cervical/cerv-scre-prog-eng-2011-12/cerv-scre-prog-eng-
2011-12-rep-v1.1.pdf 



http://www.cancerhelp.org.uk/type/cervical-cancer/about/cervical-cancer-screening

http://www.cancerhelp.org.uk/type/cervical-cancer/about/cervical-cancer-screening
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coverage at 31st March 2012 was 73.5% compared with 73.7% at the same point in 2011. 
Among women in the older age range, 50 to 64 years (who are invited every 5 years), 
coverage on 31st March 2012 also fell to 77.8% from 78.0% the previous year Coverage of 
the target age group (25-64) varied between Strategic Health Authorities, with 5 achieving 
80% or more and 5 achieving below 80% (Five year coverage for 25-64 age group by SHA, 
31st March 2011 and 2012.18   
 
At SHA level the highest reported coverage was in the East Midlands at 81.0%, the lowest 
was London at 74.1% and at CCG level Coverage was 80% or higher in 57 of the 151 Primary 
Care Organisation.19 Though there has been improvements in the coverage of CSP, these 
data demonstrates room for improvement. 
 
QIPP Opportunity 
 
Early detection of cervical abnormalities means that less invasive interventions can take place 
in out-patient settings, often at a precancerous stage, and the long term adverse impact on 
(often younger)  women’s lives is reduced. At a regional level, there were 804 new cases of 
cervical cancer in London during the period 2004-2006 with 263 deaths during 2006-2008. 
The potential to reduce in-patient bed days represented an opportunity of £1.1m across 
London. 
 
Reduction in IP bed days and IP expenditures for cancer treatment are included as QIPP 
opportunities under the Right care workstream.  


 


  


                                                           
18


 Ibid 
19


 Ibid 
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Preventing People from Dying Prematurely – Prevention 
 


Standard 
 
4. GP Recorded Smoking (all patients) 
 


Definition 
 
Appropriate as an indicator of general practice assurance. 
 
Indicator (IND4): The percentage of patients per GP practice whose smoking status is 


recorded in the previous 27 months. 


 


Numerator (IND4): The number of patients per GP practice whose smoking status is 


recorded in the previous 27 months. 


Denominator (IND4): The total number of patients on the practice list as reported through 


QOF. 


 


Value (IND4): The numerator divided by the denominator expressed as a percentage. 


 


Publication level: By GP practice, CCG and region. 


 


ACCOUNTABILITY 
 
The objective aims to deliver continuing improvement in data quality for GP recorded 
smoking. 
 
Practices should aim to deliver the nationally expected threshold of 85 percent. Those 
practices achieving this level will be considered as performing for this indicator and are an 
example of good practice. 
 
In order to determine the lower threshold, assessment of variation across England is derived 
using standard deviation calculations. Those practices within 2 standard deviations of the 
nationally expected threshold will flag a level 1 trigger. 
 
Those practices greater than 2 standard deviations from the nationally expected threshold 
will flag a level 2 trigger. 
 
The level of trigger, alongside an understanding of the local context, provides commissioners 
and GP practices with an indication of areas that may require improvement. 
 
Data Limitations: None 


Quartiles: The England quartile position is calculated for GP practices with data. 


Interpretation: Higher values are better 


 


Data refresh schedule: Annually 
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Data Source 
 
Quality Outcomes Framework (QOF) 


 


Data reporting period: Financial year 


 
Rationale 
 
Smoking is the single greatest cause of preventable illness and premature death in the 
UK.  The effects on health from smoking have been known for many years and are well 
documented with 80 percent of the deaths from lung cancer being related to smoking. There 
has been a steady decline in the number of people who smoke in England over the last three 
decades. For smokers who give up, the chances of developing serious conditions or 
diseases are greatly reduced. This indicator is crucial to securing improvements in public 
health20. 
 
Stopping smoking reduces the risk of many of the conditions associated with smoking. 
However, lag times differ among conditions between smoking and development of disease. 
Although for some conditions the risk falls off quickly after quitting toward the level of a never 
smoker, for others there remains an elevated risk for many decades. Individual risk often 
depends on previous duration and intensity of smoking and varies between those with and 
without pre-existing evidence of disease. This means that it is important to promote smoking 
cessation as early as possible among young smokers who have the greatest chance of 
avoiding adverse smoking-related events. As these populations are usually in good health 
and have limited contact with the medical community, all opportunities need to be taken. 
Although the largest potential benefits are in young smokers, there are benefits from quitting 
even among elderly smokers and people with considerable co morbidities. These groups 
should also be encouraged to quit21. 
 
General Practitioners (GPs) are the major source of referral of smokers to the NHS stop 
smoking service, and we know that advice to stop smoking form a GP increases the chances 
of success, most likely by prompting quit attempts. Also most smokers expect their GP to 
raise and discuss the issue of smoking with them22.  
GPs should support the reduction of smoking, including identification and recording of 
smokers followed by the provision of stop smoking advice and services. Practices should 
focus on at risk groups, including those with co-morbidity and groups with higher prevalence 
rates23. 


 
Resources: Smoking guidelines  
http://www.nice.org.uk/guidance/index.jsp?action=byID&o=11375 


                                                           
20


 06.01.2011; Department of Health; 
http://www.dh.gov.uk/en/Publichealth/Healthimprovement/Tobacco/index.htm 
21


 06.01.2011; NHS London; www.london.nhs.uk/.../PCT%20Performance%20Guide%20-
%20Smoking. doc 
22


 06.01.2011; UK National Smoking Cessation Conference; 
http://www.uknscc.org/2006_uknscc/speakers/hayden_mcrobbie_2.html 
23


 September 2008; GP Recorded Smoking, Data Collection Guidance; 
http://www.ic.nhs.uk/webfiles/Services/Omnibus%20Guidance/Collection%20Guidance/HotPr/GP%20
Recorded%20Smoking/GP%20recorded%20Smoking%20Guidance%20v2.pdf  



http://www.nice.org.uk/guidance/index.jsp?action=byID&o=11375

http://www.dh.gov.uk/en/Publichealth/Healthimprovement/Tobacco/index.htm

http://www.uknscc.org/2006_uknscc/speakers/hayden_mcrobbie_2.html

http://www.ic.nhs.uk/webfiles/Services/Omnibus%20Guidance/Collection%20Guidance/HotPr/GP%20Recorded%20Smoking/GP%20recorded%20Smoking%20Guidance%20v2.pdf

http://www.ic.nhs.uk/webfiles/Services/Omnibus%20Guidance/Collection%20Guidance/HotPr/GP%20Recorded%20Smoking/GP%20recorded%20Smoking%20Guidance%20v2.pdf
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http://www.nice.org.uk/guidance/index.jsp?action=byID&o=11925 
http://www.nice.org.uk/PHI001 
 
QIPP Opportunity 
 
 
Smoking was a factor in over 247,477 deaths in England during 2008-10 (APHO).24 Smoking 


is a contributory factor in many long term conditions such as COPD which can be severely 


disabling and have major impacts on quality of life.  


 
The NHS spends over £2.7 billion per annum on treating smoking related illness, but less 
than £150 million on smoking cessation.25 
 
Having an accurate and up to date record of smoking status is a basic tool for primary care 
management and reduction of smoking.  


  


                                                           
24


 2013, Association of Public Health Observatories, Health Profiles, Meta data file accessed online (March 
2013): http://www.apho.org.uk/resource/view.aspx?RID=116446 
25


 2011; London Respiratory Team Factsheet: Stop Smoking: The Treatment for people with COPD. 



http://www.nice.org.uk/guidance/index.jsp?action=byID&o=11925

http://www.nice.org.uk/PHI001

http://www.apho.org.uk/resource/view.aspx?RID=116446
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Preventing People from Dying Prematurely – Long-Term Conditions 


 


Standard 
 


5. Smoking Cessation Advice or Referral in general practice in patients with 
long-term conditions. 
 


Definition 
 


This standard is presented as two separate indicators. 


 
Appropriate as an indicator of general practice assurance. 


 


Indicator (IND5a): The percentage of patients with selected long term conditions, whose 


notes contain a record that smoking cessation advice or referral to a specialist service, 


where available, has been offered within the previous 15 months. 


 


Numerator (IND5a): The number of patients per GP practice with any or any combination 


of the following conditions: coronary heart disease, stroke or TIA, hypertension, diabetes, 


COPD, CKD, asthma, schizophrenia, bipolar affective disorder or other psychoses, who 


smoke whose notes contain a record that smoking cessation advice or referral to a 


specialist service, where available, has been offered within the previous 15 months. 


 


Denominator (IND5a): The number of patients per GP practice with any of the following 


conditions: coronary heart disease, stroke or TIA, hypertension, diabetes, COPD, CKD, 


asthma, schizophrenia, bipolar affective disorder or other psychoses whose notes record 


positive smoking status in the previous 15 months. 


 


Value (IND5a): The numerator divided by the denominator expressed as a percentage. 


 


Publication level: By GP practice, CCG and region. 


 


Appropriate as an indicator of CCG quality improvement, but will not be used in the 


calculation of the overall rating. 


Indicator (IND5b): The estimated prevalence of smoking in patients with selected long 
term conditions where smoking status has been recorded in the last 15 months. 


Indicator 5b utilises methodology derived by the London Respiratory Team. 


Numerator (IND5b):  The percentage of patients with any or any combination of the 


following conditions: coronary heart disease, stroke or TIA, hypertension, diabetes, COPD, 


CKD, asthma, schizophrenia, bipolar affective disorder or other psychoses who smoke 


whose notes contain a record that smoking cessation advice or referral to a specialist 
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service, where available, has been offered within the previous 15 months 


Denominator (IND5b):   The percentage of patients with any or any combination of the 


following conditions: coronary heart disease, stroke or TIA, hypertension, diabetes, COPD, 


CKD, asthma, schizophrenia, bipolar affective disorder or other psychoses whose notes 


record smoking status in the previous 15 months 


Value (IND5b): The numerator divided by the denominator expressed as a percentage. 


 


Publication level: By GP practice, CCG, region and England. 


 


A higher percentage in Indicator 5b indicates worse health for patients of a practice or CCG 
or region. It is recommended that CCGs and practices aim for and monitor for, a reduction 
in the rate in prevalence over time rather than a focus on the static baseline values. This 
measure may also be dependant on smoking prevention and stop smoking as treatment for 
sick smokers. It is important to note that current smoking prevalence is an assumed metric 
based on the fact that if advice or referral has been given this is a proxy for the number of 
smokers and that this is a reliable assumption because more than 95% of people with long 
term conditions had smoking status recorded  in 2011-12 and has been increasing since 
this QOF indicator was measured in 2007-8. 


 


ACCOUNTABILITY – with respect to indicator 5a 


 


The objective aims to deliver continuing reductions in smoking prevalence in people with 


long term conditions  


 


Practices should aim to deliver the nationally expected threshold of 95 percent. Those 
practices achieving this level will be considered as performing for this indicator and are an 
example of good practice. 
 
In order to determine the lower threshold, assessment of variation across England is 
derived using standard deviation calculations. Those practices within 2 standard deviations 
of the nationally expected threshold will flag a level 1 trigger. 
 
Those practices greater than 2 standard deviations from the nationally expected threshold 
will flag a level 2 trigger. 
 
The level of trigger, alongside an understanding of the local context, provides 
commissioners and GP practices with an indication of areas that may require improvement. 
 


Data Limitations: None 


 


Quartiles: The England quartile position is calculated for GP practices with data. 


 


Interpretation: Higher values are better 
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Data refresh schedule: Annually 


 


Data Source 
 


Quality Outcomes Framework (QOF) 


 


Data reporting period: Financial year 


 
Rationale 
 
People with long-term conditions such as asthma, diabetes, COPD and cardiovascular 
disease, seriously aggravate their conditions by smoking and cessation support is a crucial 
ingredient in effective self-management of these conditions26. GPs have a behaviour-
changing influence on patients who smoke when this is done in a supportive and motivating 
way.27,28 Evidence suggests that GPs know that stopping smoking is a good thing but they 
don’t have the confidence that their intervention will work.29, 30Smokers benefit if they know 
their doctor values the service and the people working in it.31  
 
Smoking cessation interventions are a cost-effective way of reducing ill health. Quitting at 
any age provides both immediate and long-term health benefits. If those with co-morbidities 
continue to smoke, their risks of further health problems are worsened. In particular those 
with identified: 


 CHD. Smoking is known to be associated with an increased risk of coronary heart 
disease. 


 Stroke/TIA. Although there are few randomised clinical trials of the effects of risk 
factor modification in secondary prevention inferences can be drawn from the 
findings of primary prevention trials (that smoking cessation is beneficial). 


 Hypertension. The British Hypertension Society recommends that smoking history 
should be taken for all patients with hypertension. Smoking is known to be 
associated with an increased risk of coronary heart disease and stroke. 


 Diabetes. Smoking is an established risk factor for cardiovascular and other 
diseases.  


 COPD. Smoking cessation is the single most effective – and cost-effective – 
intervention to reduce the risk of developing COPD and stop its progression. NICE 
quotes smoking cessation as the most effective way of preventing and slowing down 
the progression of COPD32.  


 Asthma. Starting smoking as a teenager increases the risk of persisting asthma. 
New grade A evidence suggests that smoking reduces the benefits of inhaled 
steroids. The 2007 indoor smoking ban has resulted in a reduction in A+E 
attendances for children with asthma attacks. There was a 12.3% fall in admissions 


                                                           
26


 October 2010; ash; Liberating the NHS: Commissioning for patients Response to Consultation; 
http://www.ash.org.uk/files/documents/ASH_759.pdf 
27


 1998, Smoking Cessation Guidelines for Health Professionals—A guide to effective smoking 
cessation interventions for the health care system. Thorax 
28


 2011; London Respiratory Team Factsheet: Stop Smoking: The Treatment for people with COPD. 
29


 Smoking: The Opinion of Physicians (STOP) Survey 2006 
30


 2011; London Respiratory Team Factsheet: Stop Smoking: The Treatment for people with COPD. 
31


 ibid 
32


 August 2007; Audit Scotland; Managing long-term conditions; http://www.audit-
scotland.gov.uk/docs/health/2007/nr_070816_managing_long_term.pdf 



http://www.ash.org.uk/files/documents/ASH_759.pdf

http://www.audit-scotland.gov.uk/docs/health/2007/nr_070816_managing_long_term.pdf

http://www.audit-scotland.gov.uk/docs/health/2007/nr_070816_managing_long_term.pdf
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in the first year after the law was introduced in July 2007, and these have continued 
to drop in subsequent years, suggesting that any benefits of the legislation have 
been sustained.33,34 


 Chronic Kidney Disease. There is good evidence from observational studies that 
people with CKD are at increased cardiovascular risk. 


 Schizophrenia, bipolar affective disorder or other psychoses. People with serious 
mental illness are far more likely to smoke than the general population (Premature 
death and smoking related diseases respiratory, are also more common among 
people with serious mental illness who smoke than in the general population of 
smokers. 


 
Having an accurate and up to date record of smoking status is a basic tool for primary care 
management and reduction of smoking. This is particularly important for those patients 
already included on relevant disease registers. 2009/10 QOF data show that at PCT level 
the percentage of the relevant disease registers either without smoking status or known to 
be smokers but without record of recent advice has a mid-quartile range between 5.5 
percent and 6.5 percent with 10 London PCTs in the worst quartile. There were 88,000 
patients in this category across London. These patients are not evenly distributed across 
GP practices, many practices have few patients in this category but others have over 250 
(percentage range from under 0.5 percent to over 15 percent). 


 
QIPP Opportunity 
 
NICE considers a good value intervention to fall below £20,000 per Quality Adjusted Life 
Year (QALY), Evidence-based Stop Smoking therapy in COPD costs £2,092 per QALY and 
what is more the effect lasts for decades. 35 
 
Smoking was a factor in over 26,000 London deaths during 2005-7 (LHO) and 11 PCTs 
had a standardised death rate for smoking attributable causes which was significantly 
higher than the English average. Smoking is a contributory factor in many conditions such 
as COPD which can be severely disabling and have major impacts on quality of life.  
 
Smoking-attributable hospital admissions may have accounted for £133m across London in 
2008/9 (LHO, includes MFF). The same study showed spend at PCT level varied from 
£26k to £49k per 1,000 (responsible population aged over 35). 
 
 


 


  


                                                           
33 2013; Millet, Lee, Laverty, Glantz, Majeed. Hospital Admissions for Childhood Asthma after Smoke-


Free Legislation in England, Paediatrics Vol 131 (2).  
34


 2011; London Respiratory Team Factsheet: Stop Smoking: The Treatment for people with COPD. 
35


 ibid 
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Preventing People from Dying Prematurely – Stroke and TIA 


 


Standard 
 


6. Identifying the prevalence of Atrial Fibrillation  
 
Definition 
 
Appropriate as an indicator of CCG assurance. 
 
Indicator (IND6a): Ratio of reported versus expected prevalence for atrial fibrillation. 


 


Numerator (IND6a): The number of patients recorded by GP practices as having atrial 


fibrillation, as reported in QOF data. 


 


Denominator (IND6a): The expected number (prevalence) of patients by GP practice on the 


disease register. The expected prevalence of atrial fibrillation is calculated for NHS 


Comparators using “age / sex specific rates from the Doncaster model applied to GP practice 


list size data”. 


 


Value (IND6a): The numerator divided by the denominator expressed as a decimal number. 


 


NOTE: For the commissioner web tool only, the value presented is based on a calculation 


that takes the absolute variation from 1 (e.g. if the practice ratio is 0.61 the calculation and 


value presented will be ABSOLUTE ( 1 – 0.61) = 0.39. 


 


Indicator (IND6b): The percentage of patients with atrial fibrillation who are currently treated 
with anti-coagulation drug therapy or an anti-platelet therapy. 
 


Numerator (IND6b): The number of patients with atrial fibrillation who are currently treated 
with anti-coagulation drug therapy or an anti-platelet therapy. 
 


Denominator (IND6b): The number of patients with atrial fibrillation  


 


Value (IND6b): The numerator divided by the denominator expressed as a percentage 


 


Publication level: By GP practice, CCG, region and England. 


 
ACCOUNTABILITY 
 
The objective aims to deliver continuing improvements in the management and identification 
of atrial fibrillation in England. 
 
Organisations will be assessed according to the absolute variance between actual and 
expected, were 1:1 is normal. 
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Practices within the top 80 percent will be considered as performing and an example of good 
practice. 
 
Practices within the mid range 80 percent to 95 percent will flag a level 1 trigger. 
 
Practices within the bottom 5 percent will flag a level 2 trigger. 
 
The level of trigger, alongside an understanding of the local context, provides commissioners 


and GP practices with an indication of areas that may require improvement. 


 
Note: Please refer to Guidance Notes for interpretation on Page 116. 
 
Data Limitations: Low performance on this indicator may be a population or practice issue. 


Where a practice is an outlier compared to other practices in a similar setting and context this 


could provide evidence that the practice could improve on their case finding work to identify at 


risk patients on their list. 


 


Quartiles:  The England quartile position is calculated for GP practices with data. 


 


Interpretation:  There may be underlying reasons why the results are either higher or lower 


than expected levels. Please refer to supporting guide to interpretation of reported versus 


expected prevalence values and NHS Comparators interpretation guidance notes on page 


116 of this document. 


 


Data refresh schedule: Annually 


 
Data Source 
 
NHS Information centre analysis published via NHS Comparators. 
Copyright © 2011, Re-used with the permission of The Health and Social Care Information 


Centre. All rights reserved. 


 
Expected Prevalence of atrial fibrillation calculated using national age / sex specific rates from 
the Doncaster model applied to GP practice list size data. 
 
QOF 
 
Data reporting period: Financial year  
 
Rationale 
 
Atrial fibrillation (AF) is the most common sustained dysrhythmia. In England, between April 
2011 and March 2012, QOF recorded 822,527 (1.5%) patients with AF.36 Whereas the 
GRASP-AF tool (based on the use of MIQUEST), of 1857 participating practices and 13.1 
million patients, 231,833 patients were detected by the tool giving a prevalence estimate of 


                                                           
36


2012; NHS Information Centre,  Quality and Outcomes Framework (QOF) for April 2011 - March 2012, 
England, http://www.ic.nhs.uk/catalogue/PUB08661 
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1.76%, this finding is limited to being representative of 21.2% of general practices in 
England.37  
 


AF is a major preventable cause of stroke. Despite the fact that anticoagulation is very 


effective in preventing strokes due to AF, there is extensive evidence that anticoagulants 


(AC), remain underused.38 This underuse of AC is reflected in the low utilisation among 


patients with known AF presenting with stroke.39 Appropriate AC is particularly important 


among the elderly, as this group is at greatest risk of strokes attributable to AF40. 


 
Atrial fibrillation is currently under recognised and under treated41. It is clear that improving 


identification of people with atrial fibrillation and inducing better intervention could prevent 


many thousands of strokes each year. The annual risk of stroke is five to six times greater in 


AF patients than in people with normal heart rhythm and is therefore a major risk factor for 


stroke42.  


 
GPs have a role in identifying and referring patients suitable for cardioversion, including 


urgent referral of appropriate newly diagnosed patients. Early cardio version is more likely to 


be successful initially, and sinus rhythm more likely to be maintained, in recent-onset AF43.   


 


Although initial assessment and treatment may be carried out in secondary care, GPs have 


an important role in managing AF44.  Cases of AF are often detected, particularly in the 


elderly, during a general practice visit for an unrelated problem45.  


 
The age specific prevalence of atrial fibrillation is rising, presumably due to improved survival 


of people with coronary heart disease (the commonest underlying cause of AF). GRASP-AF 


                                                           
37


 2013; Cowan, Healicon, Robson, Long, Barrett, Fay, Tyndall, Gale. The Use of anticoagulants in the 
management of atrial fibrillation among general practices in England. Heart, 0:1-7 
38


 Ibid 
39


 ibid 
40


 ibid 
41


 24.01.11; NHS Improvement – Stroke, Supporting the development of stroke care networks, Stroke 
Prevention in Primary Care: Managing Atrial Fibrillation, Stroke Improvement Programme National 
Project 2009-10; 
http://www.improvement.nhs.uk/stroke/NationalProjects/StrokePreventioninPrimaryCareAF/tabid/76/D
efault.aspx  
42


 Oct 2009; NHS Improvement; Heart and Stroke Improvement, Atrial fibrillation in primary care: 
making an impact on stroke prevention National priority project final summaries 
43


 24.01.2011; NHS National Prescribing Centre, Primary care management of atrial fibrillation; 
http://www.npc.co.uk/ebt/merec/cardio/atrial/resources/merec_bulletin_vol12_no5.pdf  
44


 24.01.2011; NHS National Prescribing Centre, Primary care management of atrial fibrillation; 
http://www.npc.co.uk/ebt/merec/cardio/atrial/resources/merec_bulletin_vol12_no5.pdf 
45 2006; The National Collaborating Centre for Chronic Conditions, ATRIAL FIBRILLATION - National 
clinical guideline for management in primary and secondary care; 
http://www.nice.org.uk/nicemedia/live/10982/30055/30055.pdf  



http://www.improvement.nhs.uk/stroke/NationalProjects/StrokePreventioninPrimaryCareAF/tabid/76/Default.aspx

http://www.improvement.nhs.uk/stroke/NationalProjects/StrokePreventioninPrimaryCareAF/tabid/76/Default.aspx

http://www.npc.co.uk/ebt/merec/cardio/atrial/resources/merec_bulletin_vol12_no5.pdf

http://www.npc.co.uk/ebt/merec/cardio/atrial/resources/merec_bulletin_vol12_no5.pdf

http://www.nice.org.uk/nicemedia/live/10982/30055/30055.pdf
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data identified that 1.77% of a typical practice population will be in AF, 8.5% over 65s, and 


15% of over 80s.46 Atrial fibrillation is associated with a five fold increase in risk of stroke47.  


 
QIPP Opportunity 


 
Atrial Fibrillation is a major risk factor for stroke and is also associated with a substantial 


mortality, and with morbidity and hospitalisation from heart failure, thromboembolism and 


impaired cognitive function. A good quality practice register is an important tool for primary 


care. There is considerable variation at GP practice level with a number of practices 


identifying less than a third of their expected numbers. 


 


The annual cost to the NHS and Personal Social Services of strokes attributable to AF is 
estimated to be £148 million. (This covers only the costs of patients who have a first stroke in 
the year in which costs are being assessed.48 It does not include the ongoing costs of caring 
for AF patients who had strokes in earlier years. It covers only ‘hotel costs’ and excludes 
costs such as district nursing, community-based rehabilitation and pharmaceuticals 
prescribed in the community). The cost per stroke is estimated at £11,900 in the first year 
after stroke occurrence. 49 
 
It is estimated that 5,000 to 8,000 strokes a year could be averted by conforming with NICE 
guidelines on the prescribing of anticoagulants for AF. The cost of each stroke averted is 
estimated at £10,000 to £14,000 per annum.50 
 


 
  


                                                           
46


 2013; Cowan, Healicon, Robson, Long, Barrett, Fay, Tyndall, Gale. The Use of anticoagulants in the 
management of atrial fibrillation among general practices in England. Heart, 0:1-7 
 
47


 2008; British Medical Association, Quality and outcomes framework guidance - atrial fibrillation; 
http://www.bma.org.uk/employmentandcontracts/independent_contractors/quality_outcomes_framewo
rk/qof06.jsp?page=22  
48


Department of Health (2011) , Kerr: Cost Benefit Analysis of AF in Stroke Prevention. 
http://www.improvement.nhs.uk/heart/HeartImprovementHome/AtrialFibrillation/AtrialFibrillationResour
ces/AFPoliciesandGuidance.aspx 
49


 Ibid 
50


 Ibid 



http://www.bma.org.uk/employmentandcontracts/independent_contractors/quality_outcomes_framework/qof06.jsp?page=22

http://www.bma.org.uk/employmentandcontracts/independent_contractors/quality_outcomes_framework/qof06.jsp?page=22
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Preventing People from Dying Prematurely – Communicable Diseases  
 
Standard 
 


7. Uptake of immunisations for children 
 
Definition 
 
Appropriate as an indicator of general practice assurance. 
 
This standard is presented as an overall indicator score, based on the results of four 


aggregated sub-indicators. 


 


Overall indicator (IND7): The aggregated percentages of a range of completion rates of 


immunisations for children (score out of 400). 


 


Value (IND7): A score which is the sum of the percentage values of sub-indicators 7a, 7b, 


7c, and 7d (see below). 


 


Publication level: By GP practice. 


 


Sub-indicator (IND7a): The percentage of children aged 1 who have completed a primary 


course of immunisation for Diphtheria, Tetanus, Polio, Pertussis, Haemophilus influenza type 


b (Hib)((i.e. three doses of DTaP/IPV/Hib). 


 


Numerator (IND7a): Number of children aged 1 who have completed a primary course of 


immunisation for Diphtheria, Tetanus, Polio, Pertussis, Haemophilus influenza type b (Hib) 


(i.e. three doses of DTaP/IPV/Hib). 


 


Denominator (IND7a): The number of children aged 1. 


 


Value (IND7a): The numerator divided by the denominator, expressed as a percentage. 


 


Publication level: By GP practice 


 


Sub-indicator (IND7b): The percentage children aged 2 who have received their booster 


immunisation for Pneumococcal infection (i.e. received Pneumococcal booster) (PCV 


booster). 


 


Numerator (IND7b): Number of children aged 2 who have received their booster 


immunisation for Pneumococcal infection (i.e. received Pneumococcal booster) (PCV 


booster). 


 


Denominator (IND7b): The number of children aged 2. 


 







   


34 
 


Value (IND7b): The numerator divided by the denominator, expressed as a percentage. 


 


Publication level: by GP practice 


 


Sub-indicator (IND7c): The percentage of children aged 2 who have received their 


immunisation for Haemophilus influenza type b (Hib) and Meningitis C (MenC) (i.e. received 


Hib/MenC booster). 


 


Numerator (IND7c): Number of children aged 2 who have received their immunisation for 


Haemophilus influenza type b (Hib) and Meningitis C (MenC) (i.e. received Hib/MenC 


booster). 


 


Denominator (IND7c): The number of children aged 2. 


 


Value (IND7c): The numerator divided by the denominator, expressed as a percentage. 


 


Publication level: By GP practice 


 


Sub-indicator (IND7d): The percentage of children aged 2 who have completed 


immunisation for measles, mumps and rubella (one dose of MMR) 


 


Numerator (IND7d): Number of children aged 2 who have completed immunisation for 


measles, mumps and rubella (one dose of MMR). 


 


Denominator (IND7d): The number of children aged 2. 


 


Value (IND7d): The numerator divided by the denominator, expressed as a percentage. 


 


Publication level: By GP practice 


 
Note: The four indicators will be displayed individually, but viewed together will give a broad 
sense of how a practice is performing against childhood immunisations. 
 
ACCOUNTABILITY 
 
The objective aims to deliver continuing improvement in childhood immunisation rates in 
England. 
 
The World Health Organisation (WHO) recommends a rate of 95 percent for all routine 
childhood vaccinations and whilst organisation should strive to reach this level, the current 
nationally expected level of achievement is 90 percent. 
 
Practices should aim to deliver the nationally expected threshold of 90 percent. Those 
practices achieving this level will be considered as performing for this indicator and are an 
example of good practice. 
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In order to determine the lower threshold, assessment of variation across England is derived 
using standard deviation calculations. Those practices within 2 standard deviations of the 
nationally expected threshold will flag a level 1 trigger. 
 
Those practices greater than 2 standard deviations from the nationally expected threshold 
will flag a level 2 trigger. 
 
The level of trigger, alongside an understanding of the local context, provides commissioners 
and GP practices with an indication of areas that may require improvement. 
 
Data limitations:  Due to data quality and collection issues, not all practices may have data 


available. Work will be undertaken to greatly improve data coverage in the future. 


 


Quartiles: The England quartile position is not calculated for organisations in this indicator 


due to data coverage issues (see above). 


 


Interpretation: Higher values are better. 


 


Data refresh schedule: Quarterly. 


 
Data Source 
 
Exeter  
 


Data reporting period: Quarterly 


 
Rationale 
 
This indicator highlights an area of national and international concern to end the transmission 
of vaccine preventable illness. Vaccines prevent infectious disease and can dramatically 
reduce morbidity and mortality as well as disease transmission. Pre-school immunisation for 
the under 5 year olds in England enables the control of diseases such as diphtheria, tetanus, 
polio, pertussis, measles, rubella, Haemophilus influenza type b (Hib), pneumococcal 
infection and meningitis C51.  
 
Current World Health Organisation (WHO) immunisation recommends that to achieve herd 
immunity (i.e. to provide protection against disease transmission across the population) at 
least 95 percent of children should receive three primary doses of diphtheria, tetanus, polio 
and pertussis in the first year of life and a first dose of measles, mumps and rubella 
containing vaccine by 2 years of age. 52   
 
Coverage at 12 months – In 2011-12, PCTs reported that 94.7% of children reaching their 


first birthday had completed primary immunisation courses against DTaP/IPV/Hib. This 
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 2009/10; Care Quality Commission; Child Immunisation Rates; 
http://www.cqc.org.uk/periodicreview/nationalcommitmentsandpriorities2009/10/primarycaretrusts/nati
onalpriorities/childhoodimmunisationrates.cfm 
52


 December 2010; World Health Organisation; Benefits of Immunisation; 
http://www.who.int/immunization_delivery/benefits_of_immunization/en/index.html 



http://www.cqc.org.uk/periodicreview/nationalcommitmentsandpriorities2009/10/primarycaretrusts/nationalpriorities/childhoodimmunisationrates.cfm

http://www.cqc.org.uk/periodicreview/nationalcommitmentsandpriorities2009/10/primarycaretrusts/nationalpriorities/childhoodimmunisationrates.cfm

http://www.who.int/immunization_delivery/benefits_of_immunization/en/index.html
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compares with 94.2% in 2010-11..53 In 2011-12, all bar one Strategic Health Authority (SHA) 


showed an increase in coverage of DTaP/IPV/Hib at 12 months. Coverage was highest in 


North East SHA (96.3%) and lowest in London SHA (91.3%). At a local level, 136 PCTs out 


of 151 reported coverage at 12 months of 90% or over. Of these, 95 had coverage levels of 


95% and above (this compares with 73 PCTs in 2010-11). Only 15 PCTs reported coverage 


of less than 90%, 12 of which were in London SHA.54 


 


Coverage at 24 months: for completed courses of DTaP/IPV/Hib vaccine in 2011-12 was 
96.1%, exceeding the World Health Organization target of 95% coverage for the third 
successive year.55 Coverage for nine out of ten SHAs was above 95% in 2011-12. Coverage 
was highest in North East SHA (97.5%) and lowest in London (93.3%).56 
 
London is not currently reaching the levels of coverage recommended to end the 
transmission of these vaccine-preventable life-threatening infectious diseases. Efforts to 
increase vaccination rates shall be a public health priority for all trusts.   
 
New vaccination schedules are due to be introduced in August 2013, including rotavirus 
series (to be completed by 6months of age), Men C in adolescents and Shingles to reduce 
morbidity and hospital admissions. 
 
Immunisation is the single most cost-effective intervention for improving public health of the 
population57. 
 


QIPP Opportunity 
 
Hospitalisation for these conditions especially that of a child, is extremely worrying for the 
patient and their relatives, there is also the possibility of long term adverse consequences. 
The availability of vaccination means that emergency admissions for these conditions are 
largely avoidable and there is a potential, for example, across London an opportunity of 
£1.1m.  
 
The programme budget data for 2009/10 suggests that there is a £1.1m opportunity across 
London (compared to expected spend NHS Comparators). There is considerable variation at 
GP practice level with admissions per 1,000 varying from 0 to over 1 and the size of the 
opportunity varying from £0 to £20,000 per practice (when compared to expected spend 
NHS Comparators). 
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2012 NHS Health and Social Care Information Centre, NHS Immunisation Statistics, England, 2011-12. 
https://catalogue.ic.nhs.uk/publications/public-health/immunisation/nhs-immu-stat-eng-2011-2012/nhs-
immu-stat-eng-2011-12-rep.pdf 
54


 Ibid 
55


 Ibid 
56


 Ibid 
57


 September 2010; Oxfordshire PCT; Community Health Oxfordshire; 
http://www.oxfordshirepct.nhs.uk/about-
us/documents/109ClinicalImmunisationPolicySeptember2010.pdf 



http://www.oxfordshirepct.nhs.uk/about-us/documents/109ClinicalImmunisationPolicySeptember2010.pdf

http://www.oxfordshirepct.nhs.uk/about-us/documents/109ClinicalImmunisationPolicySeptember2010.pdf
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Preventing People from Dying Prematurely – Communicable Diseases  


 


Standard 
 


8. (a) Uptake of immunisation for influenza for patients aged over 65  
 
8. (b) Uptake of immunisation for influenza for patients at risk under 65 


 
Definition 
 
Appropriate as an indicator of both general practice and CCG assurance. 
 
This standard is presented as two separate indicators. 


 


Indicator (IND8a): The percentage of patients aged over 65 who have a record of influenza 


immunisation in line with Department of Health reporting periods. 


 


Numerator (IND8a): The number of patients aged over 65 per GP practice who have had 


influenza immunisation in line with DH reporting periods. 


 


Denominator (IND8a): The number of patients aged over 65 per GP practice. 


 


Value (IND8a): The numerator divided by the denominator, expressed as a percentage. 


 


Publication level: By GP practice. 


 


Indicator (IND8b): The percentage of patients at risk and under 65 who have a record of 


influenza immunisation in line with Department of Health reporting periods. 


 


Numerator (IND8b): The number of patients at risk and under 65 who have a record of 


influenza immunisation in line with Department of Health reporting periods. 


 


Denominator (IND8b): The number of patients at risk and under 65. 


 


Value (IND8b): The numerator divided by the denominator, expressed as a percentage. 


 


Publication level: By GP practice. 


 
ACCOUNTABILITY 
 
The objective aims to deliver continuing improvement in influenza immunisation uptake across 
England. 
 
Practices should aim to deliver the nationally expected threshold of 75 percent for both over 
65 years and under 65years at risk. Those practices achieving this level will be considered as 
performing for this indicator and are an example of good practice.  







   


38 
 


 
In order to determine the lower threshold, assessment of variation across England will be 
calculated using standard deviation calculations.  
 
Those practices within 2 standard deviations of the nationally expected threshold will flag a 
level 1 trigger. 
 
Those practices greater than 2 standard deviations from the nationally expected threshold will 
flag a level 2 trigger. 
 
The level of trigger, alongside an understanding of the local context, provides commissioners 
and GP practices with an indication of areas that may require improvement. 
 
Data limitations: None.  
 
Quartiles: The regional quartile position is not calculated for organisations in this indicator. 
 
Interpretation: Higher values are better. It is important that these data are considered 
alongside exception reporting rates, the reasons for exception, and what can be done to help 
improve both vaccine uptake and coverage. It is planned to provide exception reporting data 
in the near future (for information purposes in a future revision to the tool), to aid this process. 
 


Data refresh schedule: Quarterly. 


 
Data Source 
 
Department of Health Immform website 


 
Data reporting period: Annually 
 
Rationale 
 
Adults with certain pre-conditions are recommended by the Joint Committee on Vaccination 
and Immunisation and the Department of Health (DH) to get the adult influenza immunisation 
to protect against illness. 
 
When pre- conditions exist, such as diabetes, vaccinations can prevent against illnesses that 
can be very serious. GP’s have a responsibility to provide flu vaccinations to those ‘at-risk’ 
with the following underlying conditions: 


 a serious heart or chest complaint, including asthma and COPD  
 serious kidney disease  
 diabetes  
 lowered immunity due to disease or treatment such as steroid medication or cancer 


treatment  
 if you have ever had a stroke58  


 


                                                           
58 07/01/2011; NHS Choices; Flu and the flu vaccine; 


http://www.nhs.uk/Livewell/winterhealth/Pages/Fluandthefluvaccine.aspx  



http://www.nhs.uk/conditions/Asthma/Pages/Introduction.aspx

http://www.nhs.uk/Conditions/Diabetes-type1/Pages/Introduction.aspx

http://www.nhs.uk/conditions/Stroke/Pages/Introduction.aspx

http://www.nhs.uk/Livewell/winterhealth/Pages/Fluandthefluvaccine.aspx
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QIPP Opportunity 
 
Hospitalisation for these conditions, especially where there are co-morbidities such as asthma 
and COPD, is extremely worrying for the patient and their relatives, There are many deaths 
each year from the effects of seasonal ‘flu. The availability of vaccination means that 
emergency admissions for these conditions are avoidable representing a £5.1m opportunity 
across the London. 
 
Emergency admissions for ambulatory care sensitive conditions cost the NHS £1.42 billion 


annually. Influenza, COPD and pneumonia account for the largest proportion of admissions 


(26 per cent) and 24% of expenditure (£340 million). Many of these cases are vaccine-


preventable59,60 


 
There is considerable variation at GP practice level with admissions per 1,000 varying from 0 
to over 5 and the size of the opportunity varying from £0 to  more than £75,000 per practice 
(when compared to expected spend NHS Comparators). 
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 2012, King’s Fund Report: Emergency hospital admissions for ambulatory care-sensitive conditions: 
identifying the potential for reductions. 
60


2012, London Respiratory Team Factsheet: Protecting people with COPD from influenza  
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Enhancing Quality of life for people with long term conditions – 
Respiratory Disease 


 


Standard 
 
9. Identifying the prevalence of chronic obstructive pulmonary disease  
 


Definition 
 
Appropriate as an indicator of general practice assurance. 
 
Indicator (IND9): Ratio of reported versus expected prevalence for chronic obstructive 


pulmonary disease (COPD). 


 


Numerator (IND9): The number of patients recorded by GP practices as having COPD as 


reported in QOF data. 


 


Denominator (IND9): The expected Number (prevalence) of patients on the disease 


register.  


 


Expected prevalence data are derived using expected prevalence rates provided by ERPHO 
which at practice level, take account of age, sex, ethnicity and deprivation score and (at local 
authority level) Smoking status.   
 


Value (IND9): The numerator divided by the denominator expressed as a decimal. 


 


NOTE: For the commissioner web tool only, the value presented is based on a 


calculation that takes the absolute variation from 1 (e.g. if the practice ratio is 0.61 the 


calculation and value presented will be ABSOLUTE ( 1 – 0.61) = 0.39. 


 


Publication level: By GP practice, CCG, region and England. 


 
ACCOUNTABILITY 
 
The objective aims to deliver continuing improvements in the management and identification 
of Chronic Obstructive Pulmonary Disease in England. 
 
Organisations will be assessed according to the absolute variance between actual and 
expected, were 1:1 is normal. 
 
Practices within the top 80 percent will be considered as performing and an example of good 
practice. 
 
Practices within the mid range 80 percent to 95 percent will flag a level 1 trigger. 
 
Practices within the bottom 5 percent will flag a level 2 trigger. 
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The level of trigger, alongside an understanding of the local context, provides commissioners 
and GP practices with an indication of areas that may require improvement. 
 
Note: Please refer to Guidance Notes on interpretation at Page 116. 
 
Data Limitations:  Some practices in QOF have no modelled prevalence rates in the 


ERPHO data - including all practices that formed after March 2007 were not included in the 


modelled data. For these practices (138 in 2007/08 and 155 in 2008/09) the national 


modelled prevalence rate has been applied for both years (for COPD 3.63% of practice 


population aged 16 and over). Details of the COPD model used can be found at 


http://www.erpho.org.uk/viewResource.aspx?id=18026.  


 


Quartiles: The England  quartile position is calculated for GP practices with data. 


 


Interpretation: There may be underlying reasons why the results are either higher or lower 


than expected levels. Please refer to guidance notes on the interpretation of reported versus 


expected prevalence measures on page 116 for further details. 


 


Data refresh schedule: Annually 


 
Data Source 
 
NHS Information centre analysis published via NHS Comparators. 
Copyright © 2011, Re-used with the permission of The Health and Social Care Information 


Centre. All rights reserved. 


 
Expected prevalence data are derived using expected prevalence rates provided by 
ERPHO. At practice level expected prevalence takes account of age, sex, ethnicity and 
deprivation score and (at local authority level) Smoking status 
 
Data reporting period: Financial year. 


 
Rationale 
 
An estimated 3 million people have COPD in the UK. Although for around 2 million of this 
group their COPD remains undiagnosed (Healthcare Commission 2006).61 938,511 people 
have COPD in England, as recorded on QOF disease registers between April 2011 and 
March 2012, equivalent to an England prevalence of 1.7%.62 
 
COPD accounted for 24,380 deaths in England and Wales (inclusive of Emphysema)  in 
2011 (ONS)63, 12 percent of all acute medical admissions and 15 percent of all hospital bed 
days (Pearson, 1994).  
 


                                                           
61


 2011; NICE; Chronic Obstructive Pulmonary Disease, Costing Report, Implementing NICE Guidelines. 
62


 2012, NHS The Information Centre for Health and Social Care, Quality and Outcomes Framework, 2011-12, 
England level October 2012: http://www.ic.nhs.uk/catalogue/PUB08661 
63


 2012; ONS; Deaths registered in England and Wales 2011, http://www.ons.gov.uk/ons/datasets-and-
tables/index.html?pageSize=50&sortBy=none&sortDirection=none&newquery=cause+of+death 



http://www.erpho.org.uk/viewResource.aspx?id=18026
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The burden of chronic obstructive pulmonary disease (COPD) is enormous and is 
increasing, but early, accurate diagnosis in a primary care setting can have a crucial impact 
on managing the condition. New NICE guidelines and the GMS Contract, with incentives, 
give GPs and practice nurses the opportunity to diagnose COPD patients and manage them 
in a structured fashion64. 
 
Clinicians in primary care have the skills to assess patients’ symptoms and the adequacy of 
their control, monitor the progression of their disease, identify the development of 
complications and the need for referral to secondary care or other specialists65.  
 
The majority of patients with COPD are managed by general practitioners and members of 
the primary healthcare team with onward referral to secondary care when required66. The 
expected rates take account of age, sex, ethnicity, smoking status and deprivation score at 
practice level). Individual practices/GPs will vary in their ability to recognise the early 
symptoms of COPD and or/screening of patients for condition. Failure to identify cases early 
in the progression of the disease will impact on sensitivity to treatment, increase secondary 
care requirements and reduce quality of life. 
 
According to analysis on NHS comparators (2008/9), London primary care has identified a 
smaller proportion (37 percent) of patients with COPD (when compared to the modelled 
estimate) than the NHS as a whole (56 percent). There is considerable variation in the 
reported versus expected ratios of COPD at CCG and regional levels. 
 
QIPP Opportunity 
 


COPD costs the NHS more than £800 million each year, (equivalent to £1.3 million per 
100,000 population.) COPD is responsible for 24 million lost working days per annum 
estimated as costing £2.7 billion.67 


Failure to identify cases early enough reduces the number of opportunities to provide early 
evidence based stop smoking support to slow the progression of the disease. This will 
increase secondary care requirements and reduce quality of life. Some variation can be 
accounted for by local population characteristics, but much is due to the different ways that 
services are organised and delivered locally. An accurate and up to date practice register is 
a key tool in ensuring the good management in primary care which will reduce emergency 
admissions. From avoidable emergency admissions this presents a potential £0.9m 
opportunity across London. 
 
The Right Care workstream identifies an opportunity to reduce emergency bed days, the 
numbers of which are determined by both admission rate and length of stay 2009/10 data. 
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 Mar 2010; A Sharma; COPD in Primary Care 
65


 06.01.2011; NICE, National Clinical Guideline Centre, Chronic obstructive pulmonary disease: 
Management of chronic obstructive pulmonary disease in adults in primary and secondary care ; 
http://www.nice.org.uk/nicemedia/live/13029/49425/49425.pdf 
66


 06.01.2011; NHS; The Information Centre; Clinical and Health Outcomes Knowledge Base; 
http://www.nchod.nhs.uk/NCHOD/compendium.nsf/361d5bea85d84b7c802573a30020fcd5/ec721226
64a5889d652572a500267a38!OpenDocument  
67


 2010; Department of Health, Facts about COPD (internet, accessed March 2013): 
http://webarchive.nationalarchives.gov.uk/+/www.dh.gov.uk/en/Healthcare/Longtermconditions/COPD/DH_1
13006 



http://www.nice.org.uk/nicemedia/live/13029/49425/49425.pdf

http://www.nchod.nhs.uk/NCHOD/compendium.nsf/361d5bea85d84b7c802573a30020fcd5/ec72122664a5889d652572a500267a38!OpenDocument

http://www.nchod.nhs.uk/NCHOD/compendium.nsf/361d5bea85d84b7c802573a30020fcd5/ec72122664a5889d652572a500267a38!OpenDocument
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PCT level emergency admissions (per 1000 standardised population) for COPD have a mid-
quartile range between 1.43 and 2.60 with 6 London PCTs in the worst quartile. The 
programme budget data for 2009/10 suggests that there is a £0.9m opportunity across the 
London PCTs and a potential saving of 2,900 bed days (compared to expected spend NHS 
Comparators). 
 
There is considerable variation at GP practice level with emergency admissions per 1,000 
varying from 0 to over 10 and the size of the opportunity varying from £0 to more than 
£50,000 per practice, with some practices able to save more than 250 bed days (when 
compared to expected spend NHS Comparators). 
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Enhancing Quality of life for people with long term conditions – 
Respiratory Disease 


 


Standard 
 


10. Identifying the prevalence of asthma 


 
Definition 
 
Appropriate as an indicator of CCG assurance. 
 
Indicator (IND10): Ratio of reported versus expected prevalence for asthma. 


 


Numerator (IND10): The number of patients recorded by GP practices as having Asthma as 


reported in QOF data. 


 


Denominator (IND10): The expected number (prevalence) of patients on the disease 


register.  


Expected prevalence data are derived using expected prevalence rates provided by NHS 
Comparators, using the Doncaster model applied to GP practice list size data by age and 
sex. 


 


Value (IND10): The numerator divided by the denominator expressed as a decimal number.  


 


NOTE: For the commissioner web tool only, the value presented is based on a 


calculation that takes the absolute variation from 1 (e.g. if the practice ratio is 0.61 the 


calculation and value presented will be ABSOLUTE ( 1 – 0.61) = 0.39. 


 


Publication level: By GP practice, CCG, region and England. 


 
ACCOUNTABILITY 
 
The objective aims to deliver continuing improvements in the management and identification 
of Asthma in England. 
 
Organisations will be assessed according to the absolute variance between actual and 
expected, were 1:1 is normal. 
 
Practices within the top 80 percent will be considered as performing and an example of good 
practice. 
 
Practices within the mid range 80 percent to 95 percent will flag a level 1 trigger. 
 
Practices within the bottom 5 percent will flag a level 2 trigger. 
 
The level of trigger, alongside an understanding of the local context, provides commissioners 
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and GP practices with an indication of areas that may require improvement. 
 
Note: Please refer to Guidance Notes on interpretation on page 116. 
 
Data Limitations: Low performance on this indicator may be a population or practice issue. 


Where a practice is an outlier compared to other practices in a similar setting and context 


this could provide evidence that the practice could improve on their case finding work to 


identify at risk patients on their list. 


  


Quartiles: The England quartile position is calculated for GP practices with data. 


 


Interpretation: There may be underlying reasons why the results are either higher or lower 


than expected levels. Please refer to guidance notes on interpretation of reported versus 


expected prevalence at the end of the document on page 116. 


Data refresh schedule: Annually. 


 
Data Source 
 
NHS Information centre analysis published via NHS Comparators. 
Copyright © 2011, Re-used with the permission of The Health and Social Care Information 


Centre. All rights reserved. 


 
Expected prevalence data are derived using expected prevalence rates provided by NHS 
Comparators which takes account of age and sex at practice level. 
 
Data reporting period: Financial year. 
 
Rationale 
 
3,295,944 people have Asthma in England, as recorded on QOF disease registers between 
April 2011 and March 2012, equivalent to an England prevalence of 5.9%.68 5.4m people in 
the UK are currently receiving treatment for asthma.  An estimated 75 percent of hospital 
admissions for asthma are avoidable and as many as 90 percent of the deaths from asthma 
are preventable.  There were over 79,794 emergency hospital admissions for asthma in the 
UK in 2008-09.69  
 
According to analysis on NHS comparators (2008/9), London primary care has identified a 
smaller proportion (53 percent) of patients with asthma (when compared to the modelled 
estimate) than the NHS as a whole (64 percent). There is considerable variation at practice 
level with some having identified slightly more than the estimate and other less than 25 
percent of the estimate.  
 
Asthma is a common condition which responds well to appropriate management and which 
is principally managed in primary care. The expected rates only take account of the age / 
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 2012, NHS The Information Centre for Health and Social Care, Quality and Outcomes Framework, 2011-12, 
England level October 2012: http://www.ic.nhs.uk/catalogue/PUB08661 
69


 06.01.2011; Asthma UK; What is Asthma; 
http://www.asthma.org.uk/all_about_asthma/asthma_basics/  



http://www.asthma.org.uk/all_about_asthma/asthma_basics/
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sex distribution of the practice population and not other factors which may be relevant (e.g. 
relative deprivation, ethnic breakdown etc).  Asthma is a variable condition and the asthma 
register should be constructed annually by searching for patients with a history of asthma 
who have been prescribed asthma-related drugs in the last 12 months. 
 
QIPP Opportunity 
 
Much of the variation in emergency admission to secondary care is due to a range of factors 
in the provision of a primary care, and to patients’ understanding of their condition (and thus 
the ability to self manage). An accurate and up to date practice register is a key tool in 
ensuring good management in primary care which will reduce emergency admissions and 
presents a potential £2m opportunity saving across London for example. 
 
The Right Care workstream identifies an opportunity to reduce emergency admissions, 
which indicate a loss of control of a person’s asthma. 2009/10  data show that at PCT level 
emergency admissions (per 1000 standardised population) for asthma have a mid-quartile 
range between 0.88  and 1.34 with 6 London PCTs in the worst quartile. The programme 
budget data for 2009/10 suggests that there is only a small opportunity across London 
(compared to expected spend NHS Comparators) but variation between practices means 
that between GP practices with more than 1.34 admissions per 1000 there is an opportunity 
of over £2m. 
 
There is considerable variation at GP practice level with emergency admissions per 1,000 
varying from 0 to over 3 and the size of the opportunity varying from £0 to  more than 
£15,000 per practice (when compared to expected spend NHS Comparators). 
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Enhancing Quality of life for people with long term conditions – Heart 
Disease 


 


Standard 
 


11. Identifying the prevalence of Diabetes 


 
Definition 
 
This standard is presented as two separate indicators. 


 
Appropriate as an indicator of CCG assurance. 
 
Indicator (IND11a): Ratio of reported versus expected prevalence of diabetes for people 


aged 17 and over. 


 


Numerator (IND11a): The number of patients aged 17 and over recorded by GP practices 


as having diabetes as reported in QOF data. 


 


Denominator (IND11a): The expected number (prevalence) of patients on the disease 


register.  


 


The rates used by NHS Comparators to determine the prevalence from 2007/08 onwards 


are supplied by YHPHO.  


 


Value (IND11a): The numerator divided by the denominator expressed as a decimal 


number. 


 


NOTE: For the commissioner web tool only, the value presented is based on a 


calculation that takes the absolute variation from 1 (e.g. if the practice ratio is 0.61 the 


calculation and value presented will be ABSOLUTE ( 1 – 0.61) = 0.39. 


 


Publication level: By GP practice, CCG, region and England. 


 


Appropriate as an indicator of CCG quality improvement, but will not be used in the 


calculation of the overall rating. 


 
Indicator (IND11b): Number of prescription items for metformin and sulfonylureas as a 


percentage of the total number of prescription items for all antidiabetic drugs. 


 


Numerator (IND11b): Count of: all BNF codes, Sulfonylureas (0601021), Biguanides 


(0601022) 


 


Denominator (IND11b): Count of: all BNF codes, Antidiabetic Drugs (060102) 
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Value (IND11b): The numerator divided by the denominator expressed as a percentage. 


 


Publication level: By GP practice, CCG, region and England. 
 
ACCOUNTABILITY – in relation to Ind 11a. 
 
The objective aims to deliver continuing improvements in the management and identification 
of diabetes in England. 
 
Organisations will be assessed according to the absolute variance between actual and 
expected, were 1:1 is normal. 
 
Practices within the top 80 percent will be considered as performing and an example of good 
practice. 
 
Practices within the mid range 80 percent to 95 percent will flag a level 1 trigger. 
 
Practices within the bottom 5 percent will flag a level 2 trigger. 
 
The level of trigger, alongside an understanding of the local context, provides commissioners 
and GP practices with an indication of areas that may require improvement. 
 
Note: Please refer to Guidance Notes on Page 116. 
 
Data Limitations: NHS Comparators have stated that this indicator is a crude benchmark 


only. The measure does not take into account ethnicity and deprivation which are major 


determinants of diabetes. 


 


Low performance on this indicator may be a population or practice issue. Where a practice is 


an outlier compared to other practices in a similar setting and context this could provide 


evidence that the practice could improve on their case finding work to identify at risk patients 


on their list. 


 


Quartiles: The England quartile position is calculated for GP practices with data. 


 


Interpretation:  There may be underlying reasons why the results are either higher or lower 


than expected levels. Please refer to the guidance notes in the interpretation of reported 


versus expected prevalence and NHS Comparators notes on page 116. 


 


Data refresh schedule: Annually. 


 
Data Source 
 
IND11a: NHS Information centre analysis published via NHS Comparators. 
Copyright © 2011, Re-used with the permission of The Health and Social Care Information 


Centre. All rights reserved. 







   


49 
 


 
Rates supplied by YHPHO from Forouhi N, Merrick D, Goyder E et al.  Diabetes prevalence 
in England, 2001 - estimates from an epidemiological model.  Diabetic Med 2005; 23: 189. 
  
Data reporting period: Financial year. 


IND 11b: NHS Business Services Authority 


  


Data reporting period: Financial year. 


 
Rationale 
 
Diabetes mellitus is one of the common endocrine diseases affecting all age groups. 
Effective control and monitoring can reduce mortality and morbidity70. APHO Diabetes 
Prevalence Model71 estimate in 2012, 3.2 million people in England will have diabetes (either 
diagnosed or undiagnosed who are aged over 16 years old).  The expected prevalence rates 
are adjusted for age, sex, ethnic group and deprivation. The APHO forecasts that by 2030 
the number will have risen to more than 4.6 million (9.5 per cent of the population in 
England). Quality and Outcomes Framework data for April 2011 - March 2012, currently 
records 2.6 million patients with Type I or Type II diabetes in England72 (this equates to a 
national diagnosed prevalence of 5.8%). The Royal College of Paediatrics and Child 
Health102 estimated that at least 22,947 children aged 0–17 years in England have 
diabetes.73 Type 2 diabetes mellitus accounts for approximately 90 percent of the population 
of patients with diabetes mellitus.  
 
Diabetics are twice as likely to be admitted to hospital as non-Diabetics and people aged 
between 20 and 79 years who have diabetes are twice as likely to die as people without the 
condition. It is clear from best practice guidance that general practice plays a pivotal and 
significant contribution to the effective management of diabetes and should encompass 
awareness of risk factors and symptoms, prompt and appropriate referral, and holistic 
assessment74. 
 
Primary care has a pivotal role in ensuring that all people with diabetes mellitus receive 
effective diabetes care. This is recognised by the inclusion of clinical indicators for diabetes 
in the Quality and Outcomes Framework (QOF). Many patients with diabetes are now 
managed solely or mainly in primary care75. 


According to QOF analysis published via NHS comparators (2008/9), London primary care 
has identified a larger proportion (104 percent) of adult patients with diabetes (when 
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 06.01.2011; NHS; The Information Centre; Clinical and Health Outcomes Knowledge Base; 
http://www.nchod.nhs.uk/NCHOD/compendium.nsf/b57e6aaba3908b8d802573a30020fcda/e0f2d930d
8cefc4a652572a50026ea14!OpenDocument  
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 2013; Diabetes Prevalence Model (APHO), Yorkshire and The Humber Health Intelligence 
http://www.yhpho.org.uk/default.aspx?RID=81090 
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 2012, NHS The Information Centre for Health and Social Care, Quality and Outcomes Framework, 2011-12, 
England level October 2012: http://www.ic.nhs.uk/catalogue/PUB08661 
73


 2012, King’s Fund; General Practice in London, Supporting Improvements in Quality. 
http://www.kingsfund.org.uk/publications/articles/general-practice-london-supporting-improvements-quality 
74


 June 2009; Prescribing for Diabetes in England - An Update: 2002-2008; 
www.yhpho.org.uk/resource/view.aspx?RID=9711  
75


 June 2009; NICE; Quality and Outcomes Framework Indicator Development Programme; 
http://www.nice.org.uk/media/F40/4C/QOFAdvisoryCommitteeBriefingPaperDiabetes.pdf 
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compared to the modelled estimate) than the NHS as a whole (88 percent). There is 
considerable variation at practice level with some having identified more than 250 percent of 
the estimate and others less than 35 percent of the estimate.  


Much of the management and monitoring of diabetic patients, particularly patients with Type 
2 diabetes is undertaken by the general practitioner and members of the primary care team. 
In addition to the undiagnosed patients with diabetes there are other patients treated for 
diabetes when they do not in fact have the disease. Practices are therefore encouraged to 
adopt a systematic approach to confirm the diagnosis of diabetes. 


 
NICE guidelines76 for Anti-Diabetic medication recommend that metformin should be used 
first line and a sulfonylurea second line, unless contraindicated. The newer hypoglycaemic 
drugs are all usually third-line options.  
 
QIPP Opportunity 
 
The National Diabetes Audit report of 2010/11 covered 83 per cent of practices in England 


and 88 per cent of the 2.5 million people with diagnosed diabetes reported in QOF 


2010/11.77 All patients with diabetes aged 12 years and over should receive all of the nine 


care processes recommended by NICE (the core annual review ‘bundle’), many of which are 


included in the QOF. However, the audit found that 54.3 per cent of patients in England 


received all nine care processes (an increase of 2.9 per cent since 2009/10). 78 The variation 


between PCTs nationally ranged from 16 per cent to 71 per cent. 79 Performance on this 


quality marker varied twofold across London PCTs, from 31 per cent to 63 per cent.80 


 


About 6,000 diabetes-related lower limb amputations occur in England annually, 80 per cent 


of which are considered avoidable. Variations in timely preventive care contribute to the 


tenfold variation in amputation rates, ranging from 2 to 22 per 10,000 patients across 


PCTs,109 highlighted in Diabetes UK’s awareness raising campaign, Putting Feet First.81 


 
An accurate and up to date practice register is a key tool in ensuring that patients have 
received their care processes and good management in primary care will reduce emergency 
admissions which presents a potential £5.9m opportunity across London.  
 
2009/10  data show that at PCT level emergency admissions (per 1000 standardised 
population) for diabetes have a mid-quartile range between 0.72  and 1.14 with 16 London 
PCTs in the worst quartile. The programme budget data for 2009/10 suggests that there is 
an opportunity across London of £5.9m (compared to expected spend NHS Comparators).  
There is considerable variation at GP practice level with emergency admissions per 1,000 
varying from 0 to over 4 and the size of the opportunity varying from £0 to  more than 
£40,000 per practice (when compared to expected spend NHS Comparators). 
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Preventing People from Dying Prematurely – Heart Disease 


 


Standard 
 


12. Identifying the prevalence of coronary heart disease 


 
Definition 
 
Appropriate as an indicator of general practice assurance. 
 
Indicator (IND12): Ratio of reported versus expected prevalence for coronary heart disease. 


 


Numerator (IND12): The number of patients recorded by GP practices as having coronary 


heart disease as reported in QOF data. 


 


Denominator (IND12): The expected number (prevalence) of patients on the disease 


register. 


 


Expected prevalence data are derived using expected prevalence rates provided by ERPHO 
which at practice level, take account of age, sex, ethnicity and deprivation score and (at local 
authority level) Smoking status. 
 
To match with QOF populations, ERPHO prevalence rates at GP practice level for the 
population aged 16 and over were applied to the estimated QOF list population of the 
practice aged 16 and over for. NB assumption of zero rate in population less than 16.  
 
Value (IND12): The numerator divided by the denominator expressed as a decimal number. 


 


NOTE: For the commissioner web tool only, the value presented is based on a 


calculation that takes the absolute variation from 1 (e.g. if the practice ratio is 0.61 the 


calculation and value presented will be ABSOLUTE ( 1 – 0.61) = 0.39. 


 


Publication level: By GP practice, CCG, region and England. 


 
ACCOUNTABILITY 
 
The objective aims to deliver continuing improvements in the management and identification 
of coronary heart disease in England. 
 
Organisations will be assessed according to the absolute variance between actual and 
expected, were 1:1 is normal. 
 
Practices within the top 80 percent will be considered as performing and an example of good 
practice. 
 
Practices within the mid range 80 percent to 95 percent will flag a level 1 trigger. 
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Practices within the bottom 5 percent will flag a level 2 trigger. 
 
The level of trigger, alongside an understanding of the local context, provides commissioners 
and GP practices with an indication of areas that may require improvement. 
 
Note: Please refer to Guidance Notes on interpretation of trigger values on Page 116. 
 


Data Limitations: Some practices in QOF have no modelled prevalence rates in the 
ERPHO data - including all practices that formed after March 2007 were not included in the 
modelled data. For these practices (138 in 2007/08 and 155 in 2008/09) the national 
modelled prevalence rate has been applied (for CHD 5.35% of practice population aged 16 
and over).  


 


Quartiles: The England quartile position is calculated for GP practices with data. 


 


Interpretation: There may be underlying reasons why the results are either higher or lower 


than expected levels. Please refer to guidance notes on the interpretation of reported versus 


expected prevalence measures on page 116 and NHS Comparators for further details. 
 


Data refresh schedule: Annually. 


 
Data Source 
 
NHS Information centre analysis published via NHS Comparators. 
Copyright © 2011, Re-used with the permission of The Health and Social Care Information 


Centre. All rights reserved. 


 
Expected prevalence data are derived using expected prevalence rates provided by 
ERPHO. 
 
Data reporting period: Financial year. 


 
Rationale 
 
Coronary Heart Disease (CHD) is the single most common cause of premature death in the 
UK. In 2010, more than 65,000 people died from CHD in England: more than for any other 
disease.82 However CHD is also a major cause of premature (under 75) deaths. In 2010, 
there were over 21,000 premature deaths from CHD in England.83 
 
Overall the death rates from Cardio Vascular Disease (CVD) have been falling in the UK 
since the early 1970s. For people under 75 years, death rates have fallen by 44% in the last 
ten years.84 In recent years, CHD death rates have been falling more slowly in younger age 
groups and fastest in those aged 55 and over85 The prevalence rates of some 
cardiovascular diseases are currently increasing in England, especially in older age groups. 
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This is because more people are living to an older age and surviving cardiovascular 
conditions such as heart attacks or strokes. Rates of CHD are higher in men than in women 
and rates increase with age.86 
 
Death rates from CHD are socially patterned in Great Britain, with people in lower social 
classes more likely to suffer from CHD than those in higher social classes. In 2008 death 
rates from CHD were 50% higher in the most deprived fifth of areas compared to the least 
deprived fifth. CHD rates are not distributed evenly around England. Death rates are much 
higher in the North of England compared to the South. Premature mortality rates in the North 
West are about 50% higher than in the South East for men, and 60% higher for women. But 
CHD rates in England are lower than in the rest of the UK.87  
 
The research evidence relating to the management and health inequalities of CHD is well 
established and if more was done to implement this, further reductions in the risk of death 
from CHD and improvements in the quality of life for patients achieved. This standard 
focuses on the management of patients with established CHD consistent with clinical 
priorities in the four nations. (QOF Guidance, 2009). 
 
The CHD NSF and now the new GMS contract state that general practitioners and primary 
care teams should develop a register of CHD patients, through which they can review 
medication, offer advice on diet and lifestyle, and maintain the necessary contact with 
patients most at risk of suffering renewed heart problems88. 
 
There will be an annual equity audit at practice (or cluster) level of CHD management 
encompassing measures of need, primary care management and secondary/tertiary 
management and thus reflecting the entire pathway. The model used is expected to be 
similar to that already used in other areas outside London (e.g. Rotherham) and 
variables/measures will be standardised (e.g. using Z scores or ranges) to enable sensible 
comparison between practices/clusters. It is anticipated that opportunities for improvement in 
CHD management will be identified. 
 


QIPP Opportunity 
 
CHD exerts a huge economic burden on the UK. It is estimated that in 2006 the health care 
costs of CHD were £3.2 billion. The broader cost to the UK economy, which includes the 
cost of people leaving the work force due to morbidity or death, was estimated to be £9.0 
billion in 2006. The equivalent costs for CVD are huge, costing the NHS £14.3 billion in 
2006, and the UK economy £30.6 billion.89 
 
Improved management and prevention in primary care, including better use of resources, is 
fundamental to reducing inequalities in CHD management and outcomes. For instance there 
is an opportunity with prescribing behaviours.  
 
Comparing the % Ezetimibe prescribed of all lipid lowering drugs: 
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i) across SHA regions in England during Oct – Dec 2012 (NHS BSA data), results 
ranged between 2.41% (East of England) to 4.21% (West Midlands). 


ii) Within a region, e.g. London, CCGs compared over the same time period, results 
ranged from 1.68% (Tower Hamlets) to 5.36% (Southwark).  


iii) Within a given CCG in London, over the same time period results can range from 
0% to 16%  
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Enhancing Quality of life for people with long term conditions – 
Dementia 


 


Standard 
 


13. Identifying the prevalence of Dementia 


 
Definition 
 
Appropriate as an indicator of CCG assurance. 
 
Indicator (IND13): Ratio of reported versus expected prevalence for dementia. 


 


Numerator (IND13): The number of patients recorded by GP practice as having dementia 


as reported in QOF data. 


 


Denominator (IND13): The expected number (prevalence) of patients on the disease 


register. 


 


The expected prevalence of dementia calculated for NHS Comparators using “national 


age/sex specific rates applied to GP practice list size data by age and sex”. For 2008/09 and 


2007/08 model used is from Knapp, M. & Prince, M. (2007) Dementia UK. London: 


Alzheimer's Society). Expected prevalence for 2005/06 and 2006/07 follows the model as 


published at Doncaster PCT.  


 


Value (IND13): The numerator divided by the denominator expressed as a decimal number. 


 


NOTE: For the commissioner web tool only, the value presented is based on a 


calculation that takes the absolute variation from 1 (e.g. if the practice ratio is 0.61 the 


calculation and value presented will be ABSOLUTE ( 1 – 0.61) = 0.39. 


 


Publication level: By GP practice, CCG, region and England. 


 
ACCOUNTABILITY 
 
The objective aims to deliver continuing improvements in the management and identification 
of dementia in England. 
 
Organisations will be assessed according to the absolute variance between actual and 
expected, were 1:1 is normal. 
 
Practices within the top 80 percent will be considered as performing and an example of good 
practice. 
 
Practices within the mid range 80 percent to 95 percent will flag a level 1 trigger. 
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Practices within the bottom 5 percent will flag a level 2 trigger. 
 
The level of trigger, alongside an understanding of the local context, provides commissioners 
and GP practices with an indication of areas that may require improvement. 
 
Note: Please refer to Guidance Notes on interpretation at Page 116. 


 
Data Limitations: The expected prevalence of Dementia in the 2007 model does not take 


into account patient variables such as deprivation, ethnicity and accommodation status 


(living in residential care). Low performance on this indicator may be a population or practice 


issue. Where a practice is an outlier compared to other practices in a similar setting and 


context this could provide evidence that the practice could improve on their case finding 


work to identify at risk patients on their list. 


 


Quartiles: The England quartile position is calculated for GP practices with data. 


 


Interpretation:  There may be underlying reasons why the results are either higher or lower 


than expected levels. Please refer to the guidance notes in interpretation of reported versus 


expected measures and NHS Comparators guidance notes on page 116. 


Data refresh schedule: Annually. 


 
Data Source 
 
QOF data published through NHS Comparators with additional analysis. 
Copyright © 2011, Re-used with the permission of The Health and Social Care Information 


Centre. All rights reserved. 


 
Data reporting period: Financial year. 


 
Rationale 
 
Dementia is a common condition. A recent Alzheimer’s Society report90 highlights that there 
are 800,000 people with dementia in the UK in 2012, with over 1 million expected in 2021 
and over 1.7 million expected in 2051.  
 
The average national diagnosis rate for dementia is 46%91. This means that 46% of patients 
we would expect to have dementia, with prevalence estimates based on QOF registers. 
 
The National Dementia Strategy92, which involved a consultation of over 7,000 people, 
makes clear why diagnosing dementia is important: 
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1. It gives patients and their carers and understanding of what is happening to them and 


provides and end to uncertainty, facilitating positive adaptation within family and 
relationships 
 


2. It enables care to be planned and managed, so as to respond early as the condition 
progresses, and to prevent crises. It means that health and social services are able to 
tailor their interventions to the needs of the person with dementia. It also means that 
people with dementia and their carers are able to develop positive coping strategies. 


 
3. It means that more can be done to alleviate symptoms and slow the progression of 


the disease, in terms of both pharmacological treatments (such as 
acetylcholinesterase  inhibitors and Memantine) and psycho-social interventions93. 
Other factors contributing to cognitive decline can also be addressed; for example, 
knowing that someone has vascular dementia can drive forward the process of trying 
to minimise future damage. 


 
GP role in increasing dementia diagnoses 
 
Increasing dementia diagnosis rates depends on a range of factors within a local area; the 
National Dementia Strategy94 recommends commissioning dedicated memory services to 
ensure that all people with dementia “have access to a pathway of care that delivers a rapid 
and competent specialist assessment; an accurate diagnosis sensitively communicated to 
the person with dementia and their carers; and treatment, care and support provided as 
needed following diagnosis” .  
 
GPs are crucial to facilitating effective treatment and support, as they are almost always the 
‘‘first port of call’’ for patients seeking explanations for cognitive or behavioural changes 
(Weiner, 1997), and are responsible for referring patients onto memory services, enabling 
them to get a diagnosis and access the services they need.  
 
There have been considerable improvements in recent years, with an increase in the rate of 
diagnosis, through the commissioning of memory services and changing attitudes amongst 
GPs regarding the value of diagnosing dementia. The National Audit Office’s survey of 
GPs95 found that whilst 62% of GPs felt that “it was important to look actively for early signs 
of dementia” in 2006, this had risen to 80% in 2009. 68% of GPs surveyed felt it is beneficial 
to make an early diagnosis of dementia in 2006, rising to 77% in 2009. Nonetheless, over 
half the people we expect to have dementia in England still do not have a diagnosis, so 
improvements are still needed.  


The recently published Dementia Prevalence Calculator96 presents an opportunity for all gps 
and health and social care professionals to gain a better understanding of their local 
estimated prevalence of dementia in the community, and among people living in local care 
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homes, a special tool for GPs has been designed to support General Practices and 
Commissioners to establish a baseline by which to set and work toward local quantified 
ambitions for improvement in diagnosis rates, as set out in NHS Mandate 2012.97 It is 
anticipated that the expected prevalence for all practices will be compared against values 
presented in the national dementia prevalence calculator at a further point in time in the 
development of the General Practice Outcome Standards tool. 


 
QIPP Opportunity 
 


Numerous reports, such as the All Party Parliamentary Group on Dementia ( 2011)98 and the 
National Audit Office (2010)99 have pointed to inefficiencies in dementia care, with too much 
expenditure occurring when people are in crisis, as a result of poorly managed care, which 
also results in poor outcomes for people with dementia. The Alzheimer's Society estimated 
that 25% of hospital beds are occupied by people with dementia at any one time (2009).100 
 
Early diagnosis and management of dementia, facilitated by referrals from primary care is 
crucial to minimising the financial impact of dementia on the health and social care system. 
Recent Alzheimer’s Society figures (2012)101 estimated that Dementia costs the UK 
economy £23 billion per year and in 30 years the condition will cost the UK £50 billion. 
Knowledge of the diagnosis can reduce the number and length of acute hospital admissions, 
delay the need for long-term residential care and allow families to plan for future medical 
care and finances102.  
 
The National Dementia Strategy Impact Assessment identified annual savings of £130 
million from 2013-14 (a net saving of £533 million over ten years), based on delaying entry to 
care homes through early diagnosis and intervention103. The National Audit Office concluded 
in its review of Government efforts to improve dementia care in 2010 that “further efficiency 
savings of at least £284 million a year could be identified now” but “dependent on 
widespread adoption of good practice and being able to release funding from the acute 
sector to other health and social care settings”104. Better planned and managed care, 
through diagnosis and improved support in the community, is crucial to minimising the need 
for acute services.  
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Enhancing Quality of life for people with long term conditions – 
Prescribing Management 


 


Standard 
 


14. Monitoring safe, rational and cost effective prescribing in general practice 


 
Definition 
 
This standard is presented as two separate indicators. 


 
Appropriate as an indicator of CCG and General Practice assurance. 
 
 
Indicator (IND14): Increase safety of prescribed non-steroidal anti-inflammatory drugs by 


reducing use of diclofenac and cox-2 inhibitors. 


 


Numerator (IND14): The total number of Diclofenac and Cox-2 inhibitor items prescribed. 


 


Denominator (IND14): The total NSAID items prescribed. 


 


Value (IND14): The numerator divided by the denominator, expressed as a percentage. 


 


Publication level: By GP Practice, CCG and region. 


 
The indicator will displayed be per 1000 patients on practice list. 


ACCOUNTABILITY 
 
The objective aims to highlight the need to review the appropriateness of NSAID prescribing. 
deliver increased safety of prescribed non-steroidal anti-inflammatory drugs by reducing use 
of diclofenac and cox-2 inhibitors. 
 
Organisations in the top quartile ranking within England are examples of good practice. 
 
The quartile ranking, alongside an understanding of the local context, provides 
commissioners and GP practices with an indication of areas that may require improvement. 
 
Work is ongoing to present this data at practice level. In the interim, commissioners will be 
expected to have an understanding of their performance in relation to their peers. 
 
Interpretation: Lower values are better. 


 


Data refresh schedule: Quarterly. 


 


 
Data Source 
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ePACT NHS Business Services Authority. 


 


Data reporting period: Quarterly. 


 
Rationale 
 
Involving patients in prescribing decisions and supporting them in taking their medicines is a 
key part of improving patient safety, health outcomes and satisfaction with care. Medication 
review is increasingly recognised as a cornerstone of medicines management105.  
 
There are long standing and well recognised safety concerns with all Non-steroidal anti-
inflammatory drugs (NSAIDs). The Medicines and Healthcare Products Regulatory Agency’s 
(MHRA) summary of evidence106 regarding the use of Nonsteroidal anti-inflammatory drugs 
is as follows:  
 
Coxibs increase the risk for atherothrombosis by about 3 events per 1000 people per year 
(compared with placebo). Ibuprofen may have a small thrombotic risk at high doses (e.g. 
2400 mg daily), but at lower doses (e.g. 1200 mg daily or less), epidemiological data do not 
suggest an increased risk of myocardial infarction. Naproxen 1000 mg daily has a lower 
thrombotic risk than coxibs and, overall, epidemiological data do not suggest an increased 
risk of myocardial infarction. Diclofenac 150 mg daily has a thrombotic risk profile similar to 
that of etoricoxib and possibly other coxibs. Other NSAIDs have less evidence on thrombotic 
risks, but they may all be associated with a small risk of thrombotic events.  
People with risk factors for cardiovascular events may be at higher risk of thrombotic 
adverse events, but some increased cardiovascular risk may apply to all NSAID users, 
including those at low estimated cardiovascular disease risk. Adverse effects may manifest 
early, and the risk may persist throughout treatment. However, the greatest concern relates 
to chronic use of high doses (especially for coxibs and diclofenac). 107 
 
A letter by MHRA108 to primary care colleagues warns colleagues of safety concerns of non-


steroidal anti-inflammatory drugs (NSAIDs) and selective COX2 inhibitors (coxibs), referring 


to evidence emerged  by the Commission on Human Medicines (CHM) and a European 


review with the following conclusion:  


 


Evidence continues to suggest that coxibs are associated with an increased thrombotic risk. 


The risk will vary according to underlying patient risk factors; however, an estimated risk 


across the whole population may be about three additional events (mainly myocardial 


infarction) per 1000 patients per year compared with placebo. Dose-related adverse effects 


may manifest early and the risk may persist throughout treatment. A review of the safety of 
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NSAIDs in 2005 concluded that there were inadequate data to update prescribing advice. 


However, sufficient evidence has now accrued to suggest that some NSAIDs may be 


associated with a small increased risk of thrombotic events when used at high doses and for 


long-term treatment, that diclofenac has a thrombotic risk profile similar to that of licensed 


doses of etoricoxib, and that naproxen is associated with a lower risk than coxibs. Product 


information for NSAIDs will be updated in due course, and the procedure to begin updating 


this information is under discussion. CHM is setting up a cross-specialty expert group to 


consider all aspects of the risks and benefits of anti-inflammatory and analgesic drugs, and 


to provide updated advice on the safe use of these products as new evidence emerges.109 


 
Cox II selective inhibitors are prescribed predominantly within the primary care sector110.   
There are significant and widening differences between localities in the proportion of NSAIDs 
which are ibuprofen and naproxen, and diclofenac still accounts for approximately 37 
percent of all NSAID prescriptions in primary care in England111.  
 
Taking into account the high prescribing volume of diclofenac (approximately 2 million items 
per quarter in primary care in England) and the increased thrombotic risk being similar to 
that of coxibs (3 per 1000 patients per year), the prescribing of diclofenac could be 
associated with up to 2000 extra or premature cardiovascular (CV) events in England each 
year, compared with no treatment112. The widespread use of diclofenac in the UK indicates 
an immediate need for reconsideration of its use ahead of low-dose ibuprofen or naproxen 
(with a PPI if appropriate), in people at risk of CV disease who require an NSAID. Current 
advice from the CHM is that patients should not switch between NSAIDs without careful 
consideration of the overall safety profile of the products and the patients’ individual risk 
factors and preferences113.  
 
Where NSAIDs are required, prescribing should be based on the safety profiles of individual 
NSAIDs and on individual patient risk factors114.  
 
QIPP Opportunity 
 
The objective of this indicator is to increase safety of prescribed non-steroidal anti-
inflammatory drugs by reducing use of diclofenac and cox-2 inhibitors because of the 
associated increase in cardiovascular risk. 
 
Prescribing data for the quarter ending March 2010 show that the mid-quartile range for 
diclofenac costs (NIC) was £49.33 to £75.61 per 1000 oral NSAIDs Star-Pus. In London, 9 
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PCTs were in the most expensive quartile and 7 in the least expensive quartile. The mid-
quartile range for Cox-2 inhibitors costs (NIC) was £45.10 to £79.68 per 1000 oral NSAIDs 
Star-Pus. 1 London PCT in the most expensive quartile and 18in the least expensive 
quartile. 
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Helping People to Recover from Episodes of Illness or Following Injury 
– Unscheduled Care 


 


Standard 
 


15. The rate of emergency hospital admission for people with long term conditions 
usually managed by GPs 


 
Definition 
 
Appropriate as an indicator of CCG and practice assurance. 
 
Indicator (IND15): Rate of emergency hospital admissions for selected long term conditions 


as a proportion of total number of patients per GP practice. 


 


Numerator (IND15): The number of emergency hospital admissions per GP practice for 


those patients with selected long term conditions. 


 


Denominator (IND15): The total number of patients per GP practice. 


 


Value (IND15): The numerator divided by the denominator multiplied by 1,000, expressed as 


a rate per 1,000 patients. 


 


Publication level: By GP Practice, CCG and region. 


NB The indicator is a measure of CCG and practice performance. Practice level data will 
also be provided to help CCG understand if this is a population or practice issue. Where a 
practice is an outlier compared to other practices in a similar setting and context this could 
provide evidence that the practice could improve in this area. If emergency admissions are 
high across all practices then this could provide evidence that it is a commissioning issue.  
 
ACCOUNTABILITY 
 
The objective aims to deliver a reduction in the number of emergency admissions for specific 
LTCs usually managed in primary care in England. 
 
In order to determine both the upper and lower thresholds, assessment of variation across 
England will be calculated using the mean in England and standard deviations. 
 
Those practices within 0.5 standard deviations of the mean will be considered as performing 
for this indicator. 
 
Those practices within 2 standard deviations of the mean will flag a level 1 trigger. 
 
Those practices greater than 2 standard deviations from the mean will flag a level 2 trigger. 
 
The level of trigger, alongside an understanding of the local context, provides commissioners 
and GP practices with an indication of areas that may require improvement. 
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Data Limitations: Low performance on this indicator may be for a number of reasons, such 


as a population or practice issue. Where a practice is an outlier compared to other practices 


in a similar setting and context, then this may be evidence that the practice could take action 


to improve in this area. If emergency admissions are high across all practices then this could 


provide evidence that it is a commissioning issue.  


 


Quartiles: The England quartile position is calculated for GP practices with data. 


Interpretation: Lower values are better. 


Data refresh schedule: Quarterly. 


 
Data Source 
Hospital Episode Statistics (HES) data / Exeter (practice list size). 


Data reporting period: Quarterly. 


 
Rationale 
Long-term disorders are the main challenge facing health-care systems worldwide, but 
health systems are largely configured for individual diseases rather than multimorbidity.115 In 
a cross-sectional study including 40 morbidities from a database of 1,751,841 people 
registered with 314 medical practices in Scotland as of March, 2007; results showed, 42·2% 
(95% CI 42·1–42·3) of all patients had one or more morbidities, and 23·2% (23·08–23·21) 
were multimorbid.116 Although the prevalence of multimorbidity increased substantially with 
age and was present in most people aged 65 years and older, the absolute number of 
people with multimorbidity was higher in those younger than 65 years (210,500 vs 194,996). 
Onset of multimorbidity occurred 10–15 years earlier in people living in the most deprived 
areas compared with the most affluent, with socioeconomic deprivation particularly 
associated with multimorbidity that included mental health disorders (prevalence of both 
physical and mental health disorder 11·0%, 95% CI 10·9–11·2% in most deprived area vs 
5·9%, 5·8%–6·0% in least deprived).117 The presence of a mental health disorder increased 
as the number of physical morbidities increased (adjusted odds ratio 6·74, 95% CI 6·59–6·90 
for fi ve or more disorders vs 1·95, 1·93–1·98 for one disorder), and was much greater in 
more deprived than in less deprived people (2·28, 2·21–2·32 vs 1·08, 1·05–1·11).118 
 
Ambulatory Care Sensitive Conditions (ACSC) account for one in every six emergency 
hospital admission in England.119 The proportion of emergency admissions for ACSCs is 
larger in under-5s and over-75s. Children are predominantly admitted for acute conditions, 
older people for chronic conditions, and both groups for vaccine-preventable conditions.120 
The proportion of emergency admissions for ACSCs is larger in under-5s and over-75s. 
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Children are predominantly admitted for acute conditions, older people for chronic 
conditions, and both groups for vaccine-preventable conditions.121 The rate of emergency 
admissions for ACSCs varies among local authorities from 9 to 22 per 1,000 population and 
the rate in the most deprived areas is more than twice the rate in the least deprived areas in 
England.122 


Dementia is a common long term condition; there is an estimated 750,000 living with the 
condition and costing £20 billion a year, which is predicted to rise to over £27 billion a year 
by 2018. 123 Baring in mind that few people with dementia are admitted because of their 
dementia, new figures obtained by the Alzheimer’s Society and MHP Health Mandate have 
revealed a 12% rise in the number of emergency hospital admissions for people with 
dementia since 2006, costing the NHS an additional £2.8 million.124 Dementia represents 
one of the most significant challenges facing health and social care services in England 
today. 125 Over 25% of hospital bed occupancy is now associated with people who have 
dementia. Only 5% of people with dementia have dementia alone - it is their comorbidities 
that drive their admissions - anticipatory care, led by General Practice, supported by 
community services can reduce admissions and length of stay. 


Dr. Martin Mcshane (NHS England, Domain 2 National Director) recently stated (March, 
2013)126 that there has been “startling decreases in mortality and morbidity in cardiovascular 
disease and improvements in cancer treatments and survival. Despite this we have also 
seen an inexorable rise in emergency admissions…Many emergency admissions are the 
result of exacerbations of long term conditions, failure of coordinated care, and, increasingly, 
frail elderly people with comorbidities needing proactive care from primary, community, and 
social care.”127  Seeking to improve the quality of life for people with long term conditions, 
Mcshane asks  “How many practices systematically analyse the root causes of emergency 
admissions?”128 Sighting Bardsley and colleagues Mcshane recommends that “we need to 
ask more and better questions and work collectively across the continuum of health and 
social care, if we are to move care closer to home and reverse the trend in acute 
admissions”.129  
 
This indicator and the conditions within have been identified as ones where community care 
can avoid the need for hospitalisation. The purpose of the comparator is to help monitor 
potentially avoidable emergency hospital admissions for certain acute illnesses that are 
amenable to management in a primary care setting and support practices, CCGs and Health 
and Wellbeing boards determine what is being driven by practice variation and what is due 
to wider system issues which commissioning can support to.  This indicator seeks to inform 
conversations at local levels to “tackle the complex  issues relevant to emergency 
admissions”.130  
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Progress in preventing conditions from becoming serious will be measured using the 
indicator. Where an individual has been admitted for one of these conditions, it may indicate 
that they have deteriorated more than should have been allowed by the adequate provision 
of healthcare in primary care or as an outpatient in hospital.  
 
While some emergency admissions for these conditions might be unavoidable, and others 
may indicate inappropriate hospitalisation, a certain proportion will be linked to avoidable 
deterioration and this indicator is believed to be a suitable proxy measure for looking at this 
outcome131. 
 
In primary care, higher continuity of care with a GP is associated with lower risk of 
admission132. Many chronic conditions can – and should – be managed within the primary 
care setting133. 
 
QIPP Opportunity 
Emergency admissions for ambulatory care-sensitive conditions s cost the NHS £1.42 billion 
annually. Influenza, pneumonia, chronic obstructive pulmonary disease (COPD), congestive 
heart failure, dehydration and gastroenteritis account for more than half of the cost.134  
 
Older people (aged 75 years and over) account for 40 per cent (£563 million) of total spend. 
Influenza and pneumonia account for the largest proportion of admissions (13 per cent) and 
expenditure (£286 million). Many of these cases are vaccine-preventable.135 
 
According to our estimates, emergency admissions for ACSCs could be reduced by between 
8 and 18 per cent. We estimate this would result in savings of between £96 million 
and £238 million per year.136 


Dementia represents one of the most significant challenges facing health and social care 
services in England today, with an estimated 750,000 living with the condition and costing 
£20 billion a year, which is predicted to rise to over £27 billion a year by 2018.  New figures 
obtained by the Alzheimer’s Society and MHP Health Mandate have also revealed a 12% 
rise in the number of emergency hospital admissions for people with dementia since 2006, 
costing the NHS an additional £2.8 million. Beyond the numbers, dementia is also a cruel 
disease which can have a devastating impact on the quality of life of the individual and their 
families.    
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Helping People to Recover from Episodes of Illness or Following Injury 


– Unscheduled Care 


 


Standard 
 


16. Rate of A&E attendances 
 
Definition 
 
Appropriate as an indicator of CCG and practice assurance. 
 
Indicator (IND16): The rate of A&E attendances per 1000 patients on GP practice register. 


  


Numerator (IND16): Total number of Type 1 A&E attendances per GP practice.  


 


Denominator (IND16): Total number of patients on practice register. 


 


Value (IND16): The numerator divided by the denominator multiplied by 1000, expressed as 


a rate per 1,000 patients. 


 


Publication level: By GP Practice, CCG and region. 


 
The indicator will be the numerator divided by the denominator multiplied by 1000. 
 
NB The indicator is a measure of CCG and practice assurance. Practice level data will also 
be provided to help CCG understand if this is a population or practice issue. Where a 
practice is an outlier compared to other practices in a similar setting and context this could 
provide evidence that the practice could improve in this area. If A&E attendances are high 
across all practices then this could provide evidence that it is a commissioning issue.  
 
ACCOUNTABILITY 
 
The objective aims to deliver a reduction in the number of type 1 A&E attendances, 
particularly those patients discharged to their GP or discharged without follow up. 
 
In order to determine both the upper and lower thresholds, assessment of variation across 
England will be calculated using the mean  and standard deviations. 
 
Those practices within 0.5 standard deviations of the mean will be considered as performing 
for this indicator. 
 
Those practices within 2 standard deviations of the mean will flag a level 1 trigger. 
 
Those practices greater than 2 standard deviations from the mean will flag a level 2 trigger. 
 
The level of trigger, alongside an understanding of the local context, provides commissioners 
and GP practices with an indication of areas that may require improvement. 
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Data Limitations: High rates on this indicator may be for a number of reasons, such as a 


population or practice issue. Where a practice is an outlier compared to other practices in a 


similar setting and context, then this may be evidence that the practice could take action to 


improve in this area. If emergency admissions are high across all practices then this could 


provide evidence that it is a commissioning issue.  


 


Quartiles: The England quartile position is calculated for GP practices with data. 


 


Interpretation: Lower values are better. 


 


Data refresh schedule: Quarterly. 


 
Data Source 
 
Hospital Episode Statistics (HES) data / Exeter (practice list size). 


 


Data reporting period: Quarterly.  


 


Rationale 
 
Good practice states it is better for patients to be treated closer to home in a more local 
setting. Currently confusion over GP's out of hours and access services plus many other 
issues is leading to a greater number of inappropriate A&E attendances. This has 
contributed to record A&E attendance figures in the last year, which has a massive impact 
on the NHS budget. 
 
Dissatisfied with the availability of GP services out of working hours, patients are instead 
using A&E departments for urgent care. A recent Patients Association Survey137 has found  
Over half (54.8%) of the people surveyed were not satisfied with the service they received 
from an NHS out-of-hours provider in the last 2 years.138  The ability to access GP services, 
and particularly difficulties in being able to book an appointment, are quickly becoming one 
of the primary topics being raised at the Patients Association Helpline.139 In the results of the 
GP Patient survey 2011/12, figures stated that of the patients who were not able to get an 
appointment, or unable to get a convenient appointment, the issue for nearly half (49%) of 
them was that there weren’t any appointments available for the day they required.140 Nearly 
one in five (18%) were not able to get an appointment for the time they required and around 
one in eight patients (12%) say that they were not able to book ahead at their GP surgery, 
while a similar proportion (11%) say the issue was that they were not able to see their 
preferred GP.141 
 
Dissatisfaction with the availability of GP services outside of normal working hours is the 
only aspect of services provided by GPs with which there is net dissatisfaction. As a result, 
patients are using A&E departments for urgent care instead. London has by far the highest 
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rates of both A&E attendances and A&E admissions in the country. Many people are 
attending A&E who could be better cared for elsewhere. The provision of care for people 
with minor illness and injury in A&E departments is not ideal – patients may be seen by 
junior doctors rather than GPs (although the latter are better skilled and experienced in 
dealing with minor illness and injury and with people with long-term conditions)142. 
 
In NHS Bolton a dashboard was developed for GP practices to monitor their own patients' 
recent attendances at A&E and out-of-hours services. In 2009-10 the PCT achieved a 3.23 
percent reduction in A&E attendances143. They found the urgent care dashboard was an 
excellent tool to help manage case loads and increase the delivery of effective healthcare144. 
 
By having a better offering in the community use of A&E can be reduced and up to 50 
percent of patients could potentially be treated in primary care. This can be achieved by 
better care management of long-term conditions by using integrated teams of clinicians 
spanning primary care, secondary care and other service providers to reduce repeat 
attendances. In addition a clear need has been identified to provide a genuine primary care 
offering to those self referred patients currently bypassing primary care and presenting at 
A&E. In London this has been assessed to equate to some 1.75m attendances or 50 percent 
of the total attendances at A&E per year145.  
 
QIPP Opportunity 
 
Good primary care access, including out of hours, will reduce the number of divertible A&E 
attendances and contribute towards improved management of chronic conditions. 
 
2009/10 A&E attendance data published through NHS Comparators show that in London for 
example at PCT level the inter quartile range for minor tariff attendances was between 15.4 
and 98.3 per 1,000 (standardised population), 13 London PCTs were in the worst quartile. 
There is a pan-London opportunity of £8.4m from those minor tariff attendances resulting in 
either discharge without follow-up or discharge to GP (compared to expected rates). 
 
The picture was more varied among GP practices in London  with minor tariff attendances 
ranging from 2.8 to over 200 per 1,000 on the list. Practice opportunity sizes range from £0 
to over £25,000 (discharged to GP) and £0 to over £45,000 (discharged without follow-up). 
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Ensuring People Have a Positive Experience of care – Quality of care 


 


Standard 
 


17. Satisfaction with the quality of consultation at the GP practice 
 
Definition 
 
Appropriate as an indicator of general practice assurance . 
 
This standard is presented as an overall indicator score, based on the results of seven 


aggregated sub-indicators. 


 


Overall indicator (IND17): The aggregated percentage of patients who gave positive 


answers to seven selected questions in the GP survey about the quality of appointments at 


the GP practice. 


 


Value: A score based on the sum of the percentage values of sub-indicators 17a, 17b, 17c, 


17d, 17e, 17f and 17g (see below). 


 


Publication level: By GP practice, CCG, region and England. 


Sub-indicator (IND17a): The combined percentage of patients who answered positively to 


the questions ‘Last time you saw or spoke to a GP from your GP surgery, how good was that 


GP at giving you enough time?’ and ‘Last time you saw or spoke to a nurse from your GP 


surgery, how good was that nurse at giving you enough time?’. 


 


Numerator (IND17a): The combined number of patients who answered ‘very good’ or ‘good’ 


to the questions ‘Last time you saw or spoke to a GP from your GP surgery, how good was 


that GP at giving you enough time?’ and ‘Last time you saw or spoke to a nurse from your 


GP surgery, how good was that nurse at giving you enough time?’ 


  


Denominator (IND17a): The combined number of patients responding to the questions ‘how 


good was that GP at giving you enough time?’ and ‘how good was that nurse at giving you 


enough time?’, excluding those who answered Doesn’t apply. 


 


Value (IND17a): The numerator divided by denominator, expressed as a percentage. 


 


Publication level: By GP practice, CCG, region and England. 


 


Sub-indicator (IND17b): The combined percentage of patients who answered positively to 


the questions ‘Last time you saw or spoke to a GP from your GP surgery, how good was that 


GP at Listening to you?’ and ‘Last time you saw or spoke to a nurse from your GP surgery, 


how good was that nurse at Listening to you?’ 
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Numerator (IND17b):  The combined number of patients who answered ‘very good’ or 


‘good’ to the questions ‘Last time you saw or spoke to a GP from your GP surgery, how good 


was that GP at Listening to you?’ and ‘Last time you saw or spoke to a nurse from your GP 


surgery, how good was that nurse at Listening to you?’ 


 


Denominator (IND17b): The combined number of patients responding to the questions ‘how 


good was that GP at Listening to you?’ and ‘how good was that nurse at Listening to you?’, 


excluding those who answered Doesn’t apply. 


 


Value (IND17b): The numerator divided by denominator, expressed as a percentage. 


 


Publication level: By GP practice, CCG, region and England. 


 


Sub-indicator (IND17c): The combined percentage of patients who answered positively to 


the questions ‘Last time you saw or spoke to a GP from your GP surgery, how good was that 


GP at Explaining tests and treatment?’ and ‘Last time you saw or spoke to a nurse from your 


GP surgery, how good was that nurse at Explaining tests and treatments?’ 


 


Numerator (IND17c): The combined number of patients who answered ‘very good’ or ‘good’ 


to the questions ‘Last time you saw or spoke to a GP from your GP surgery, how good was 


that GP at Explaining tests and treatments?’ and ‘Last time you saw or spoke to a nurse 


from your GP surgery, how good was that nurse at Explaining tests and treatments?’ 


 


Denominator (IND17c): The combined number of patients responding to the questions ‘how 


good was that GP at Explaining tests and treatments?’ and ‘how good was that nurse at 


Explaining tests and treatments?’, excluding those who answered Doesn’t apply. 


 


Value (IND17c): The numerator divided by denominator, expressed as a percentage. 


 


Publication level: By GP practice, CCG, region and England. 


 


Sub-indicator (IND17d): The combined percentage of patients who answered positively to 


the questions ‘Last time you saw or spoke to a GP from your GP surgery, how good was that 


GP at Involving you in decisions about your care?’ and ‘Last time you saw or spoke to a 


nurse from your GP surgery, how good was that nurse at Involving you in decisions about 


your care?’ 


 


Numerator (IND17d): The combined number of patients who answered ‘very good’ or ‘good’ 


to the questions ‘Last time you saw or spoke to a GP from your GP surgery, how good was 


that GP at Involving you in decisions about your care?’ and ‘Last time you saw or spoke to a 


nurse from your GP surgery, how good was that nurse at Involving you in decisions about 


your care?’ 


 


Denominator (IND17d): The combined number of patients responding to the questions ‘how 
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good was that GP at Involving you in decisions about your care?’ and ‘how good was that 


nurse at Involving you in decisions about your care?’ 


 


Value (IND17d): The numerator divided by denominator, expressed as a percentage. 


 


Publication level: By GP practice, CCG, region and England. 


 


Sub-indicator (IND17e): The combined percentage of patients who answered positively to 


the questions ‘Last time you saw or spoke to a GP from your GP surgery, how good was that 


GP at Treating you with care and concern?’ and ‘Last time you saw or spoke to a nurse from 


your GP surgery, how good was that nurse at Treating you with care and concern?’ 


 


Numerator (IND17e): The combined number of patients who answered ‘very good’ or ‘good’ 


to the questions ‘Last time you saw or spoke to a GP from your GP surgery, how good was 


that GP at Treating you with care and concern?’ and ‘Last time you saw or spoke to a nurse 


from your GP surgery, how good was that nurse at Treating you with care and concern?’  


 


Denominator (IND17e): The combined number of patients responding to the questions ‘how 


good was that GP at Treating you with care and concern?’ and ‘how good was that nurse at 


Treating you with care and concern?’ Excluding those who answered Doesn’t apply. 


 


Value (IND17e): The numerator divided by denominator, expressed as a percentage. 


 


Publication level: By GP practice, CCG, region and England. 


 


Sub-indicator (IND17f): The combined percentage of patients who answered positively to 


the questions ‘Did you have confidence and trust in the GP you saw or spoke to?’ and ‘Did 


you have confidence and trust in the nurse you saw or spoke to?’ 


 


Numerator (IND17f): The combined number of patients who answered ‘Yes, definitely’ or 


‘Yes, to some extent’ to the questions ‘Did you have confidence and trust in the GP you saw 


or spoke to?’ and ‘Did you have confidence and trust in the nurse you saw or spoke to?’  


 


Denominator (IND17f): The combined number of patients responding to the question ‘Did 


you have confidence and trust in the GP you saw or spoke to?’ and ‘Did you have 


confidence and trust in the nurse you saw or spoke to?’ excluding those who answered Don’t 


know / can’t say. 


 


Value (IND17f): The numerator divided by the denominator, expressed as a percentage. 


 


Publication level: By GP practice, CCG, region and England. 


 


Sub-indicator (IND17g): The percentage of patients who answered positively to the 


question ‘How confident are you that you can manage your own health?’. 
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Numerator (IND17g): The number of patients who answered ‘Very confident’, or ‘Fairly 


confident’ to the question ‘How confident are you that you can manage your own health?’ 


  


Denominator (IND17g): The number of patients responding to the question ‘How confident 


are you that you can manage your own health?’ 


 


Value (IND17g): The numerator divided by the denominator, expressed as a percentage. 


 


Publication level: By GP practice, CCG, region and England. 


 
The results of each indicator will be displayed individually, but viewed together will give a 


broad sense of how a practice is performing with regard to patients understanding and 


feeling better able to cope after a consultation. 


NB This will be used as an initial measure of patient experience using historical data to show 
trends over time. This will be amended to align with any contractual agreements on 
measuring patient experience. 
 
ACCOUNTABILITY 
 
The objective aims to deliver improved patient experience in primary care, specifically 
helping the patient to feel better informed and able to cope following consultation. 
 
In order to determine both the upper and lower thresholds, assessment of variation across 
England will be calculated using the mean  and standard deviations. 
 
Those practices within 0.5 standard deviations of the mean will be considered as achieving 
for this indicator. 
 
Those practices within 2 standard deviations of the mean will flag a level 1 trigger. 
 
Those practices greater than 2 standard deviations from the mean will flag a level 2 trigger. 
 
The level of trigger, alongside an understanding of the local context, provides commissioners 
and GP practices with an indication of areas that may require improvement. 
 
Data Limitations: All of the sub-indicators above are calculated using the published 


percentages that are generated from unrounded numbers of weighted survey responses, 


rather than using rounded weighted responses to ‘manually’ generate percentage values. 


This is to avoid the affect of rounding in some cases significantly skewing the overall 


indicator score when the sub-indicator results are aggregated.  


 


In addition, in cases where fewer than 10 people have answered a question, or part of a 


question, the data is suppressed and not published. For questions where this occurs and the 


percentage is not derivable from other components, then a GP practice’s value for any sub-


indicator is shown as ‘data not available’. In these cases, the overall indicator score is not 
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calculable, so it is also shown as ‘data not available’. 


 


For more information on the GP survey data: http://www.gp-patient.co.uk/faq/weighting/ 


  


Quartiles: The England quartile position is calculated for GP practices with data. 


 


Interpretation: Higher values are better. 


 


Data refresh schedule: Quarterly (the survey is changing to bi-annual reporting periods). 
 
Data Source 
 
National GP Patient Survey (http://www.gp-patient.co.uk). 


 


Data reporting period: Quarterly (the survey is changing to bi-annual reporting periods). 


 
Rationale 
 
Liberating the NHS (2012)146, the government’s response to “no decision about me without 
me”, sets out the Government’s vision of an NHS that puts patients and the public first. It 
includes proposals to give everyone more say over their care and treatment with more 
opportunity to make informed choices, as a means of securing better care and better 
outcomes. The King’s Fund guidance (2011)147 on “no decision about me without me” 
highlights  shared decision-making as a process in which clinicians and patients work 
together to select tests, treatments, management or support packages, based on clinical 
evidence and the patient’s informed preferences. It involves the provision of evidence-based 
information about options, outcomes and uncertainties, together with decision support 
counselling and a system for recording and implementing patients’ informed preferences.148 
 
There is good evidence that patients who are part of a shared decision-making consultation 
are more likely to work out their own adherence strategy.149There is additional evidence that 
good communication between doctors and their patients enhances patient outcomes 
(Stewart 1995). Information is a pre-requisite to expressing preferences and exercising 
choice in relation to treatment.  
 
Use of evidence-based decision aids for patients has been shown to lead to improvements 
in knowledge, better understanding of treatment options and more accurate perception of 
risks (O’Connor et al 2009).150 Decision aids help to increase involvement in decision-
making and increase patients’ confidence in the process. They also produce a better match 
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 2012, Department of Health, Liberating the NHS: no decision about me, without me. 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/156256/Liberating-the-NHS-
No-decision-about-me-without-me-Government-response.pdf.pdf 
147


 2011, The King’s Fund, Making Shared-Decision Making a Reality, No decision about me, without me. 
http://www.kingsfund.org.uk/sites/files/kf/Making-shared-decision-making-a-reality-paper-Angela-Coulter-Alf-
Collins-July-2011_0.pdf 
148
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149


 Ibid 
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between patients’ preferences and the treatments chosen, leading to increased satisfaction. 
There is no evidence that they make patients more anxious.151 
 


Bruce Keogh (2013)152, NHS England National Medical Director said "Patient surveys show 


that about 90% of patients think the service they got was good or great, which is fantastic. 


But I think people in the commercial sector would look at those other 10% and ask, 'Why 


don't they think we're good or great?' So I think the opportunity for us out of all of this horror 


is for us to focus on and learn from what the 10% think. Their concerns can be staff being 


rude, complications of treatment or their irritation at having to repeatedly take a day off work 


to see their GP or hospital specialist." 
 
A good consultation should achieve a number of objectives, including perhaps an enhanced 
doctor-patient relationship. The skills to improve consultation outcomes can be learned and 
developed through consultation analysis. Such improvements can simultaneously recognise 
and improve the important relationship between doctors and patients153. 
 
 
QIPP Opportunity 
 
Patient experience should be regarded as being integral to quality.154 
 
Tim Kelsey, National Director for Patients and Information NHS England, highlighted recently 
in a speech at the Nuffield Trust (2013)155 that simply the “sharing of data, transparency, 
knowledge, could be possibly the fastest, most effective thing we have to address this 
challenge of efficiency, not only in health care but in public services in general… we are a 
knowledge poor, information rich society.” 
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 2013; Society Guardian , Bruce Keogh: time to end open season on the NHS, 
http://m.guardian.co.uk/society/2013/mar/29/bruce-keogh-nhs-open-season 
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 2011; Patient UK; Consultation Analysis; http://www.patient.co.uk/doctor/Consultation-Analysis.htm 
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 2013, Patient Experience (internet) http://www.patientexperience.co.uk/improving-patient-
experience/patient-experience-and-qipp/ 
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 2013, The Nuffield Trust, Tim Kelsey’s Speech “Transparency in Public Services”. 
http://www.nuffieldtrust.org.uk/talks/videos/tim-kelsey-transparency-public-services 
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Ensuring People Have a Positive Experience of care – Quality of care  
 


Standard 
 


18. Satisfaction with overall care received at surgery 
 
Definition 
 
Appropriate as an indicator of general practice assurance . 
 
The indicator is presented as an overall score, based on the results of two aggregated sub-


indicators. 


 


Overall indicator (IND18): The aggregated percentage of patients gave positive answers to 


selected questions in the GP survey about their satisfaction with overall care received. 


 


Value: A score based on the sum of the percentage values of sub-indicators 18a, 18b (see 


below). 


 


Publication level: By GP practice, CCG, region and England. 


 


Sub-indicator (IND18a): The percentage of patients who gave a positive answer to ‘Overall, 


how would you describe your experience of your GP surgery?’. 


 


Numerator (IND18a): The number of patients who answered ‘very good’ or ‘fairly good’ to 


the question, ‘Overall, how would you describe your experience of your GP surgery?’. 


 


Denominator (IND18a): The number of patients responding to the question ‘Overall, how 


would you describe your experience of your GP surgery?’. 


 


Value (IND18a): The numerator divided by the denominator, expressed as a percentage. 


 


Publication level: By GP practice, CCG, region and England. 


 


Sub-indicator (IND18b): The percentage of patients who gave a positive answer to ‘Would 


you recommend your GP surgery to someone who has just moved to your local area?’. 


 


Numerator (IND18b): The number of respondents who answered ‘yes, would definitely 


recommend’ or ‘Yes, would probably recommend’ to the question, ‘Would you recommend 


your GP surgery to someone who has just moved to your local area?’. 


 


Denominator (IND18b): The number of patients responding to the question ‘Would you 


recommend your GP surgery to someone who has just moved to your local area?’. 


Excluding those who answered ‘Don’t know’. 
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Value (IND18b): The numerator divided by the denominator, expressed as a percentage. 


 


Publication level: By GP practice, CCG, region and England. 


 
The results of both indicators will be displayed individually, but viewed together will give a 
broad sense of how a practice is performing with regard to satisfaction with overall care 
received at surgery. 
 
 
ACCOUNTABILITY 
 
The objective aims to deliver improved patient experience in primary care across the full 
range of services provided. 
 
In order to determine both the upper and lower thresholds, assessment of variation across 
England will be calculated using the mean in England and standard deviations. 
 
Those practices within 0.5 standard deviations of the mean will be considered as achieving 
for this indicator. 
 
Those practices within 2 standard deviations of the mean will flag a level 1 trigger. 
 
Those practices greater than 2 standard deviations from the mean will flag a level 2 trigger. 
 
The level of trigger, alongside an understanding of the local context, provides commissioners 
and GP practices with an indication of areas that may require improvement. 
 
Data Limitations: All of the sub-indicators above are calculated using the published 


percentages that are generated from unrounded numbers of weighted survey responses, 


rather than using rounded weighted responses to ‘manually’ generate percentage values. 


This is to avoid the affect of rounding in some cases significantly skewing the overall 


indicator score when the sub-indicator results are aggregated.  


 


In addition, in cases where fewer than 10 people have answered a question, or part of a 


question, the data is suppressed and not published. For questions where this occurs and the 


percentage is not derivable from other components, then a GP practice’s value for any sub-


indicator is shown as ‘data not available’. In these cases, the overall indicator score is not 


calculable, so it is also shown as ‘data not available’. 


 


For more information on the GP survey data: http://www.gp-patient.co.uk/faq/weighting/. 


  


Quartiles: The England quartile position is calculated for GP practices with data. 


 


Interpretation: Higher values are better. 


 


Data refresh schedule: Quarterly (the survey is changing to bi-annual reporting periods). 


 



http://www.gp-patient.co.uk/faq/weighting/
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Data Source 
 
National GP Patient Survey (http://www.gp-patient.co.uk). 


 


Data reporting period: Quarterly (the survey is changing to bi-annual reporting periods). 


 
Rationale 
 
Liberating the NHS (2012)156, the government’s response to “no decision about me without 
me”, sets out the Government’s vision of an NHS that puts patients and the public first. It 
includes proposals to give everyone more say over their care and treatment with more 
opportunity to make informed choices, as a means of securing better care and better 
outcomes. The King’s Fund guidance (2011)157 on “no decision about me without me” 
highlights  shared decision-making as a process in which clinicians and patients work 
together to select tests, treatments, management or support packages, based on clinical 
evidence and the patient’s informed preferences. It involves the provision of evidence-based 
information about options, outcomes and uncertainties, together with decision support 
counselling and a system for recording and implementing patients’ informed preferences.158 
 
Patient satisfaction is an important outcome of health care services and can affect 
compliance with medical advice, service utilisation, and the clinician-patient relationship159.  
 
There is good evidence that patients who are part of a shared decision-making consultation 
are more likely to work out their own adherence strategy.160 
 
Measures of patient experience offer a more direct route to assessing the patients’ 
perception of both continuity and the quality of the GP-patient relationship161.  
 
A number of analyses demonstrate that [these] improved health outcomes are also 
associated with increased patient satisfaction and, critically, with reduced aggregate health 
care spending162. 
 
Satisfaction with a doctor consultation has been shown to be crucial to a patient’s recovery 
or a good long-term prognosis, affecting everything from the clinical outcome, to 
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 2012, Department of Health, Liberating the NHS: no decision about me, without me. 
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compliance/co-operation with the treatment, depression and anxiety, and complaints and 
malpractice litigation163. 
 
QIPP Opportunity 
 
Tim Kelsey, National Director for Patients and Information NHS England, highlighted recently 
in a speech at the Nuffield Trust164 that simply the “sharing of data, transparency, 
knowledge, could be possibly the fastest, most effective thing we have to address this 
challenge of efficiency, not only in health care but in public services in general…electronic 
records…transformative events, not just for accountability in healthcare, but also in driving 
up productivity in our system, we are a knowledge poor, information rich society.” 
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2010; Clinical Discovery; A measure of  patient Satisfaction; 
http://www.clinicaldiscovery.com/readArticle.aspx?articleId=141; April 2010  
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Ensuring People Have a Positive Experience of care – Quality of care 
 


Standard 
 


19. Patients leaving the GP practice without changing home address  
 


Definition 
 
This standard is presented as two separate indicators. 


 
Appropriate as an indicator of general practice assurance. 
 
Indicator (IND19a): The percentage of patients who changed GP practice without changing 


address. 


 


Numerator (IND19a): The number of patients who change practice without changing 


address. 


 


Denominator (IND19a): Total number of patients on practice list as reported through QOF. 


 
This measure provides a proxy for patient satisfaction with their practice. The removal of 
practice boundaries from April 2011 could result in flux in the system. If there is high patient 
turnover, until this stabilises, patients changing practice without changing address could be a 
result of the introduction of choice. If a practice has a continuing decline in patients registered 
with them, without those patients changing address and a similar pattern is not evident in 
other practices in a similar context and setting, this could provide evidence the practice needs 
to improve in this area.  
 
Supporting Indicator: List Migration. 
 
Supporting Numerator: Total number of patient on practice list in quarter. 
 
Supporting Denominator: Total number of patient on practice list in the same quarter in the 
previous financial year. 
 
Value: The percentage shift of patients on the practice list compared to the same quarter the 


previous year. 


Appropriate as an indicator of general practice quality improvement, but will not be used in the 
calculation of the overall rating. 
 


Indicator (IND19b): Practice Turnover 


 


Numerator (IND19b): Registered list for year A + New registrations for year B - registered list 


for year B 


 


Denominator (IND19b): Registered list for year A 
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Data Source 
 
Exeter. 


 


Data reporting period: IND19a: Quarterly. IND19b: Annual 


 
Rationale 
 
This is a new measure that has been developed to provide an indication of overall patient 
satisfaction with their practice. The Government’s White paper intends to make choice a reality 
by removing practice boundaries and providing people with the ability to register with any 
practice from April 2012. If there is a higher proportion of patients than expected changing 
practice without changing address this provides a signal that the practice may not be providing 
a service that meets the needs of its patients. This is a development measure in the 1st year to 
provide a baseline as proxy for quality in the longer term. 
 
This indicator is a developmental measure and will show how well patients are able to exercise 
choice across England.  
 
QIPP Opportunity 
 
In the London region for example respondents less likely to definitely recommend surgery 
than the NHS (53 percent compared with 61 percent). London PCTs ranged from 44 percent 
to 61 percent. 
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Ensuring People Have a Positive Experience of care – Continuity of 
Care 


 


Standard 
 


20. Satisfaction in being able to see a preferred doctor 
 
Definition 
 
Appropriate as an indicator of general practice assurance . 
 
Indicator (IND20): The percentage of patients who have answered positively to the question 


“How often do you see or speak to the GP you prefer?’   


 


Numerator (IND20): The number of patients who answered ‘Always or almost always’ or ‘a 


lot of the time’ to the question, ‘How often do you see or speak to the GP you prefer?’  


 


Denominator (IND20): The number of patients responding ‘Yes’ to the question ‘Is there a 


particular GP you usually prefer to see or speak to?’ 


 


Value (IND20): The numerator divided by the denominator, expressed as a percentage. 


 


Publication level: By GP practice, CCG, region and England. 


 


NB: This will be used as an initial measure of patient experience using historical data to 
show trends over time. This will be amended to align with any contractual agreements on 
measuring patient experience. 
 
ACCOUNTABILITY 
 
The objective aims to deliver improved patient experience in primary care and improved 
levels of care though continuity. 
 
In order to determine both the upper and lower thresholds, assessment of variation across 
England will be calculated using the mean in England and standard deviations. 
 
Those practices within 0.5 standard deviations of the mean will be considered as achieving 
for this indicator. 
 
Those practices within 2 standard deviations of the mean will flag a level 1 trigger. 
 
Those practices greater than 2 standard deviations from the mean will flag a level 2 trigger. 
 
The level of trigger, alongside an understanding of the local context, provides commissioners 
and GP practices with an indication of areas that may require improvement. 
 


Data Limitations: The indicator value is calculated using the published percentages that are 


generated from unrounded numbers of weighted survey responses, rather than using 
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rounded weighted responses to ‘manually’ generate percentage values, which may then be 


skewed slightly by the affect of rounding.  


 


In addition, in cases where fewer than 10 people have answered a question, or part of a 


question, the data is suppressed and not published. For questions where this occurs and the 


percentage is not derivable from other components, then a GP practice’s value is shown as 


‘data not available’. 


 


For more information on the GP survey data: http://www.gp-patient.co.uk/faq/weighting/. 


  


Quartiles: The England quartile position is calculated for GP practices with data. 


 


Interpretation: Higher values are better. 


 


Data refresh schedule: Quarterly (the survey is changing to bi-annual reporting periods). 


 
Data Source 
 
National GP Patient Survey (http://www.gp-patient.co.uk/). 


 


Data reporting period: Quarterly (the survey is changing to bi-annual reporting periods). 


 


Rationale 
 
Relationship continuity is generally highly valued by patients and staff, and there is 
convincing evidence of its association with better health outcomes. The advantages and 
benefits of relationship continuity have been shown to include: increased satisfaction for 
patients and staff, for example patients show how they value their chosen clinician by their 
willingness to wait longer; and increased security and trust within the doctor- patient 
relationship. This increases willingness to accept medical advice and adherence to long term 
preventive regimes such as statin medication. 
 
Continuity of care appears as a central feature of most definitions of general practice and 
primary care. Relationship continuity is inextricably woven into the traditions and core values 
of general practice. Guidance from the RCGP on good medical practice emphasises the 
importance of a continuing GP- patient relationship, and elaborates on the GP's contribution 
to an effective partnership with patients, based on openness, trust and good communication. 
 
Continuity of care – in the sense of a patient repeatedly consulting the same doctor and 
forming a therapeutic relationship – has been described as an essential feature of general 
practice in England. Generally, relationship continuity is highly valued by patients and 
clinicians, and the balance of evidence suggests that it leads to more satisfied patients and 
staff, reduced costs and better health outcomes.  
 
Continuity of care becomes increasingly important for patients as they age, develop multiple 
morbidities and complex problems, or become socially or psychologically vulnerable. 
 
The balance of evidence is that relationship continuity leads to increased satisfaction among 



http://www.gp-patient.co.uk/faq/weighting/
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patients and staff, reduced costs and better health outcomes, although there are some risks 
and disadvantages that need to be understood and mitigated165.  
 
QIPP Opportunity 
 
Increased patient satisfaction leads to reduced costs. In the January – September 2012 GP 
Patient Survey166 responders to the survey who have a preferred GP ranged from 61% in 
South Central Strategic Health Authority to 52% in Yorkshire and the Humber.  
 
Reduced costs could include: prescriptions, tests, A&E attendance, and hospital admissions. 
A recent Dutch study found that newly registered patients used more health care resources 
during their first year with a practice than in subsequent years167. 
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Ensuring People Have a Positive Experience of care – Access to 
primary care 


 


Standard 
 


21. Satisfaction with accessing primary care  
 
Definition 
 
Appropriate as an indicator of general practice assurance. 
 
The indicator is presented as an overall score, based on the results of three aggregated sub-


indicators. 


 


Overall indicator (IND21): The aggregated percentage of patients gave positive answers to 


three selected questions in the GP survey about their satisfaction with getting appointments, 


opening hours and getting through on the telephone. 


 


Value (IND21): A score based on the sum of the percentage values of sub-indicators 21a, 


21b and 21c (see below). 


 


Publication level: By GP practice, CCG, region and England. 


 


Sub-indicator (IND21a): The percentage of patients who gave a positive response to being 


able to get an appointment to see or speak to a GP or Nurse from their GP surgery when 


they last wanted to see or speak to them. 


 


Numerator (IND21a): The number of patients answering ‘Yes’ or ‘Yes, but I had to call back 


closer to or on the day I wanted the appointment’ to the question ’Were you able to get an 


appointment to see or speak to someone?’ 


 


Denominator (IND21a): The number of patients answering ‘On the same day’, ‘On the next 


working day’, ‘A few days later’, ‘A week or more later’ or ‘I didn’t have a specific day in mind’ 


when responding to the question ’And when did you want to see or speak to them?’ 


Excluding those who responded ‘can’t remember’. 


 


Value (IND21a): The numerator divided by the denominator, expressed as a percentage. 


 


Publication level: By GP practice, CCG, region and England. 


 


Sub-indicator (IND21b): The percentage of patients who were ‘Very satisfied’ or ‘Fairly 


satisfied’ with their GP practice opening hours. 


 


Numerator (IND21b): The number of patients who answered ‘Very satisfied’ or ‘Fairly 


satisfied’ to the question ‘How satisfied are you with the hours that your GP surgery is 
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open?’ 


 


Denominator (IND21b): The number of patients responding to the question ‘How satisfied 


are you with the hours that your GP surgery is open?’, Excluding those who responded "I'm 


not sure when my GP surgery is open". 


 


Value (IND21b): The numerator divided by the denominator, expressed as a percentage. 


 


Publication level: By GP practice, CCG, Region and England. 


 


Sub-indicator (IND21c): The percentage of patients who gave a positive answer to 


‘Generally, how easy is it to get through to someone at your GP surgery on the phone?’. 


 


Numerator (IND21c): The number of patients who answered ‘Very easy’ or ‘Fairly easy’ to 


the question ‘Generally, how easy is it to get through to someone at your GP surgery on the 


phone?’ 


 


Denominator (IND21c): The number of patients responding to the question ‘Generally, how 


easy is it to get through to someone at your GP surgery on the phone?’, excluding those who 


responded ’Haven’t tried’. 


 


Value (IND21c): The numerator divided by the denominator, expressed as a percentage. 


 


Publication level: By GP practice, CCG, region and England. 


 
The results of the three indicators will be displayed individually, but viewed together will give 
a broad sense of how a practice is performing with regard to access to primary care. 
 
NB: This will be used as an initial measure of patient experience using historical data to 
show trends over time. This will be amended to align with any contractual agreements on 
measuring patient experience. 
 
ACCOUNTABILITY 
 
The objective of this standard is to deliver improved patient experience in accessing primary 
care. 
 
In order to determine both the upper and lower thresholds, assessment of variation across 
England will be calculated using the mean in England and standard deviations. 
 
Those practices within 2 standard deviations of the mean will flag a level 1 trigger. 
 
Those practices greater than 2 standard deviations from the mean will flag a level 2 trigger. 
 
Those practices greater than 2 standard deviations from the nationally expected threshold 
will flag a level 2 trigger. 
 







   


87 
 


The level of trigger, alongside an understanding of the local context, provides commissioners 
and GP practices with an indication of areas that may require improvement. 
 
Data Limitations: All of the sub-indicators above are calculated using the published 


percentages that are generated from unrounded numbers of weighted survey responses, 


rather than using rounded weighted responses to ‘manually’ generate percentage values. 


This is to avoid the affect of rounding in some cases significantly skewing the overall 


indicator score when the sub-indicator results are aggregated.  


 


In addition, in cases where fewer than 10 people have answered a question, or part of a 


question, the data is suppressed and not published. For questions where this occurs and the 


percentage is not derivable from other components, then a GP practice’s value for any sub-


indicator is shown as ‘data not available’. In these cases, the overall indicator score is not 


calculable, so it is also shown as ‘data not available’. 


 


For more information on the GP survey data: http://www.gp-patient.co.uk/faq/weighting/. 


  


Quartiles: The England quartile position is calculated for GP practices with data. 


 


Interpretation: Higher values are better. 


 


Data refresh schedule: Quarterly (the survey is changing to bi-annual reporting periods). 


 
Data Source 
 
National GP Patient Survey (http://www.gp-patient.co.uk/).  


 


Data reporting period: Quarterly (the survey is changing to bi-annual reporting periods). 


 
Rationale 
 
Ensuring good access to GP services has always been a key concern for the NHS in 
England. Much has been written about access to health care in general, and to primary care 
services in particular. Policy on access to primary care (and GPs in particular) has 
developed over time from concern about ‘under-doctored areas’ to include more 
sophisticated action on speed of access through, for example, targets on maximum waiting 
time for appointment. 
 
Patients place a high priority on having good access to GPs. A number of issues relate to 
access and availability. These include being able to get through on the telephone, having an 
appointment system that meets the needs of your patients, providing appointments with 
particular doctors in order to provide continuity of care and having a system that identifies 
urgent problems. 



http://www.gp-patient.co.uk/faq/weighting/

http://www.gp-patient.co.uk/
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In general, healthcare professionals share with colleagues an overall responsibility to ensure 
that all patients have access to medical care, and professionals should work with their 
Primary Care Organisation to ensure adequate arrangements are in place168.  
 
QIPP Opportunity 
 
In the January – September 2012 GP Patient Survey169 responders to the survey who were 
able to get an appointment on the same day ranged from 40% in the East Midlands to 31% 
in the North East. Regarding ease of getting through to someone at GP surgery on the 
phone, of responders who answered “very easy”, results ranged from 33% in the North East 
to 28% in the East Midlands; responders who answered “not very easy” ranged from 16% in 
London to 11% in the South West. Regarding Satisfaction with opening hours, responders 
who were “very satisfied” ranged from 46% in the North East to 35% in London. 
 


                                                           
168


 July 2008; The Royal College of General Practitioners; Good Medical Practice for General 
Practitioners 
169


 2013. GP patient Survey (Internet), http://results.gp-patient.co.uk/report/6/rt3_result.aspx 



http://results.gp-patient.co.uk/report/6/rt3_result.aspx
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Treating and Caring for People in a Safe Environment and protecting 
them from Avoidable Harm – SUI, Incident and complaint monitoring  


 


Standard 
 


22. Significant event reviews (one year and three year minimum levels) 
 
Definition 
 
Appropriate as an indicator of general practice assurance. 
 
Indicator (IND22): Significant event reporting (one year and three year minimum levels). 


 


The recommended minimum number of reviews that every practice should do, regardless of 


the size of their registered patient list, are:  


 


 a minimum of three reviews within the last year 


 at least twelve reviews in the past 3 years. 


 


Category (IND22): The four levels that can be given to a GP practice are: 


 


 Minimum levels not met 


 3 year minimum level met 


 1 year minimum level met 


 1 year and 3 year minimum level fully met 


 


Publication level: By GP practice. 


 
Significant events can include: 


 


 any death occurring in the practice premises 


 new cancer diagnoses 


 deaths where terminal care has taken place at home 


 any suicides 


 admissions under the Mental Health Act 


 child protection cases 


 medication errors. 


 


A significant event can also be when a patient may have been subjected to harm, had the 


circumstance/outcome been different (known as a near miss). 


 


Quartiles: The England quartile position is not calculated for organisations in this indicator. 


 


Interpretation: n/a. 
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Data refresh schedule: Annually. 


 
Data Source 
 
Quality Outcomes Framework (QOF). 


 


Data reporting period: Financial year. 


 
Rationale 
 
Significant event review is a recognised methodology for reflecting on important events 
within a practice and is an accepted process as evidence for GMC revalidation. It is 
important that the practice view complaints as a potential source for learning and for change 
and development170. 
 
Significant event analysis is not new, although its terminology may have changed. It was first 
known as critical event monitoring. It provides structure to an activity which anyway happens 
informally between health care professionals. It is the discussion of cases and events and 
the learning obtained through reflection and is an extension of audit activity.  Discussion of 
specific events can provoke emotions that can be harnessed to achieve change. For it to be 
effective, it needs to be practised in a culture that avoids allocating blame and involves all 
disciplines within the practice171. 
 
Reports should include a summary of each complaint or suggestion and an identification of 
any learning points which came out of the review. It may be useful to agree at the time of 
each review how the learning points or areas for change will be communicated to the team; it 
is likely that not all team members will be involved in every review meeting for various 
reasons. It may also be useful to identify an individual responsible for implementing the 
change and monitoring its progress172. 
 
QIPP Opportunity 
 
2009/10 QOF data show that for the London region for example practices collected 93.8 
percent of available points for conducting annual reviews of patient complaints (NHS 
average 96.8 percent); 90.7 percent of available points for undertaking significant event 
review in past 3 years(NHS average 94.9 percent) and 93.2 percent of available points for 
conducting significant event reviews in past year (NHS average 96.6 percent). 
 
Practices in 6 PCTs collected all the available points for conducting annual complaints 
reviews but some practices collected only 66 percent of available points and London had 7 
of the 10 lowest scoring PCTs. 93 Practices failed to collect any points for conducting annual 
complaints reviews. 


                                                           
170


 31.01.11; NHS Employers; Quality and Outcomes Framework guidance for GMS contract 2008/09, 
Delivering investment in general practice, Apr 2008; 
http://www.nhsemployers.org/SiteCollectionDocuments/QUALITY_OUT_COMPLETE_CD_110209.pdf  
171


 31.01.11; NHS Employers; Quality and Outcomes Framework guidance for GMS contract 2008/09, 
Delivering investment in general practice, Apr 2008; 
http://www.nhsemployers.org/SiteCollectionDocuments/QUALITY_OUT_COMPLETE_CD_110209.pdf 
172


 31.01.11; NHS Employers; Quality and Outcomes Framework guidance for GMS contract 2008/09, 
Delivering investment in general practice, Apr 2008; 
http://www.nhsemployers.org/SiteCollectionDocuments/QUALITY_OUT_COMPLETE_CD_110209.pdf 



http://www.nhsemployers.org/SiteCollectionDocuments/QUALITY_OUT_COMPLETE_CD_110209.pdf

http://www.nhsemployers.org/SiteCollectionDocuments/QUALITY_OUT_COMPLETE_CD_110209.pdf

http://www.nhsemployers.org/SiteCollectionDocuments/QUALITY_OUT_COMPLETE_CD_110209.pdf
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Similar picture on significant event reviews with London PCTs supplying 6 of lowest scoring 
10 PCTs on reviews in oats year (range 100 percent to 61.7 percent). 103 Practices failed to 
collect any points for conducting significant event reviews in the past year. 
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Preventing people from dying prematurely – Access to General 
Practice 


 


Standard 
 


23. Access to General Practice - Registering the unregistered population 
(UNDER DEVELOPMENT) 


 
Definition 
 
Appropriate as an indicator of CCG assurance. 


Indicator (IND23): The percentage of unregistered patients at A&E as a proportion of all new 
registrations that year in the CCG area. 
 
OR 
 
Indicator (IND23): The percentage of unregistered patients at A&E as a proportion of the 


total number of patients registered in the CCG area for that given year. 


 


Numerator (IND23): The number of patients recorded at A&E as being unregistered. 


 


Denominator (IND23): The total number of new patients registered in the CCG area for that 


given year. 


 


OR 


 


Denominator (IND23): The total number of patients registered in the CCG area for that given 


year. 


 


Value (IND23): The numerator divided by the denominator expressed as a decimal. 


 


Publication level: By CCG, region and England. 


 


ACCOUNTABILITY 
 
The objective of this standard is to continue delivering improvements in access to general 
practice in England. 
 
Organisations in the top quartile ranking within England are examples of good practice. 
 
The quartile ranking, alongside an understanding of the local context, provides commissioners 
and GP practices with an indication of areas that may require improvement. 
 
This is CCG level indicator.  Commissioners will be expected to have an understanding of 
their performance in relation to their peers. 
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Note: Please refer to Guidance Notes for interpretation on Page 116. 
 
Data Limitations: Data coding of unregistered patients is variable within SUS between acute 
providers. Between 2007 and 2011, across all providers there was approximately 0.5 million 
attendances at A&E were the GP eligibility registration was ‘unknown’. NHS Commissioning 
Board will work with acute providers to improve data quality over time. 
 
Quartiles: The England quartile position is not calculated for organisations in this indicator. 
 
Interpretation: There may be underlying reasons why the results are either higher or lower 
than expected levels. Please refer to the NHS Comparators interpretation guidance notes in 
the appendix of this document. 
 
Data refresh schedule: Quarterly. 
 
Data Source 
 
SUS and cluster submissions. 
 
Data reporting period: Quarterly. 
 
Rationale 
 
The latest life expectancy and infant mortality figures show that while London is ahead of New 
York, we are behind other great cities including Paris, Sydney and Tokyo173. 
 
While most of the major drivers of health inequalities lie outside the NHS, the NHS has an 
important role to play in promoting health and wellbeing, preventing disease and ameliorating 
the damage to mental and physical health caused by disadvantage174. Improving the 
accessibility of health services (treatment and prevention) and a range of other essential 
services (e.g. good quality education, housing, welfare, public transport, food retail outlets) to 
those in greatest need through targeted, tailored and outreach approaches to service 
provision is a key component of coordinated action to tackle inequalities. 
 
For the last 60 years, GPs have played a vital role in the NHS, acting as the main service 
provider, first point of contact for most people and the 'gatekeeper' to other services175.  
 
The King's Fund recommend that primary care needs to radically re-orientate from a focus on 
the patient in the surgery to a focus on population health and the needs of all registered and 
unregistered patients176. The development of federations of practices and the introduction of 
GP commissioning provide opportunities to make such a shift. Incentivising CCGs to ensure 
there are processes in place for registering those that are eligible is a first step in improving 
access to services for those who have the greatest need. 


                                                           
173


 London.gov.uk; Tackling London’s health 
inequalities;http://www.london.gov.uk/priorities/health/tackling-inequality   
174


 The Scottish government; Equally Well; report of the ministerial task force on health inequalities; 2008; 
http://www.scotland.gov.uk/Resource/Doc/226607/0061266.pdf 
175


 Department of Health; Our health, our care, our say: a new direction for community’ services; 2006 
176


 GP Online; QOF has failed to incentivise prevention, King's Fund says; April 2011; 
http://www.gponline.com/News/article/1066640/QOF-failed-incentivise-prevention-Kings-Fund-says/ 



http://www.london.gov.uk/priorities/health/tackling-inequality

http://www.scotland.gov.uk/Resource/Doc/226607/0061266.pdf

http://www.gponline.com/News/article/1066640/QOF-failed-incentivise-prevention-Kings-Fund-says/
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The outcome standards currently focus on improving quality for the registered population. 


There are huge inequalities across England. Large urban cities in England have uniquely 


mobile and deprived populations that are largely unregistered and have some of the worst 


health outcomes. A standard that incentives CCGs to ensure there are processes in place for 


registering those that are eligible will be a first step to improving access in England for those 


who have greatest need. 


QIPP Opportunity 
 
Access to high-quality primary healthcare has a vital role in helping people to live longer and 
have healthier lives. Integration of these services with other community and social care 
services helps to ensure better co-ordinated support and care for each individual, better 
management of chronic disease, and reduced need for costly and avoidable hospital care. 
General practice remains best placed to offer patients their usual point of contact for routine 
and continuing care, and to help patients to navigate other parts of the system177. 
 


 


                                                           
177


 Department of Health; Our health, our care, our say: a new direction for community services; 2006 
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Preventing People from Dying Prematurely – Alcohol 
 


Standard 
 


24. Case identification and delivery of Brief Advice for alcohol in general practice  
 


Definition 
 
This standard is presented as two separate indicators. 


 


Appropriate as indicators of general practice assurance. 


 


Indicator (IND24a): The proportion of newly-registered patients aged 16 and over within the 


financial year who have had the short standard case finding test (FAST or AUDIT-C). 


 


Numerator (IND24a): The number of newly-registered patients aged 16 and over within the 
financial year who have had the short standard case finding test (FAST or AUDIT-C). 
 


Denominator (IND24a): The number of newly-registered patients aged 16 and over. 


 


Value (IND24a): The numerator divided by the denominator, expressed as a percentage. 


 


Publication level: By GP practice, CCG, region and England. 


 


Appropriate as an indicator of general practice quality improvement, but will not be 


used in the calculation of the overall rating. 


 
Indicator (IND24b): The proportion of newly-registered patients aged 16 and over who have 


screened positive using a short case-finding test (as above) during the financial year, who 


then undergo a fuller assessment using a validated tool (AUDIT) to determine increasing risk, 


higher risk or possible dependent drinking. 


Numerator (IND24b): The number of newly-registered patients aged 16 and over who have 


screened positive using a short case-finding test (as above) during the financial year, who 


then undergo a fuller assessment using a validated tool (AUDIT). 


Denominator (IND24b): The number of newly-registered patients aged 16 and over within 


the financial year who have had the short standard case finding test (FAST or AUDIT-C). 


Value (IND24b): The numerator divided by the denominator, expressed as a percentage. 


Publication level: By GP practice, CCG, region and England. 


 


ACCOUNTABILITY 


 


The objective aims to deliver continuing improvements in case identification and delivery of 
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brief advice for alcohol in England. 
 


In order to determine both the upper and lower thresholds, assessment of variation across 
England will be calculated using the mean in England and standard deviations. 
 
Those practices within 0.5 standard deviations of the mean will be considered as performing 
for this indicator. 
 
Those practices within 2 standard deviations of the mean will flag a level 1 trigger. 
 
Those practices greater than 2 standard deviations from the mean will flag a level 2 trigger. 
 
The level of trigger, alongside an understanding of the local context, provides commissioners 
and GP practices with an indication of areas that may require improvement. 
 


Note: Please refer to Guidance Notes for interpretation on Page 116. 


 
Data Limitations: Whilst the DES is currently offered to all practices in England, uptake in 
London varies between 70-80 percent.  Historical data may be less complete as uptake has 
increased over time.  
 
Quartiles: The England quartile position is calculated for organisations in this indicator. 
 
Interpretation: Higher values are better. 


 


Data refresh schedule: Annually. 


 
Data Source 
 


Exeter to NHS Commissioning Board. 


 


Data reporting period: Financial year. 


 


Rationale 
 


Public Health England (PHE) has identified alcohol moderation has a national priority. 
 
According to the House of Commons report178, 22 percent of adults (9.1 million) drink above 
the Chief Medical Officers’ (CMOs) guidelines and2.2 million (7 percent of men and 4 percent 
of women) regularly drink more than double CMOs’ guidelines and are at a higher risk of ill 
health. In 2007 1.6 million people were estimated to be dependant on alcohol. Some 26 
percent of the adult population in England, including 38 percent of men and 16 percent of 
women (over 10m adults), consumes alcohol in a way that is potentially or actually harmful to 
their health or wellbeing179. 


                                                           
178


 House of Commons; Science and Technology Committee; Alcohol guidelines; Eleventh Report of Session 
2010–12; December 2011; 
179


 Improving Health & Wellbeing UK; Alcohol Health Harms; 
http://www.improvinghealthandwellbeing.org/serviceareas/alcohol-health-harms/  



http://www.improvinghealthandwellbeing.org/serviceareas/alcohol-health-harms/
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There are over 8,000 GP practices in England serving more than 43 million adults.  On 
average, each practice will serve 5,000 adults and will have more than 1,000 adults drinking 
at increasing and higher risk, and close to 200 patients showing signs of dependence on 
alcohol. A review of the General Practice Research Database (GPRD) for the Alcohol Needs 
Assessment Research Project180 indicated that fewer than 1 in 20 of the dependent drinkers 
were being identified in primary care and less than 1 in 80 of the increasing risk or higher risk 
drinkers. Sixty-three percent of all adults visit their GP during the course of a year and primary 
care thus offers a unique opportunity to identify those drinking at increased or higher risk and 
intervene to bring drinking down reducing regular alcohol use to lower risk levels181. 
 
Most recently, NICE guidance prevention and early identification of alcohol use disorders in 
adults and young people, published in June 2010, set out the clinical practice relevant to 
primary care on case finding and early interventions for alcohol misuse182. Many studies have 
now reported that simple questionnaire-based screening tools are effective at identifying 
alcohol-related risk and harm and much more cost-effective than laboratory tests183. There is 
also a very large body of research evidence, including at least 56 controlled trials, supporting 
the efficacy of opportunistic case finding for alcohol misuse and the delivery of simple advice.   
A key finding from that research is that, for every eight people, who misuse alcohol and who 
receive simple alcohol advice, one will reduce their drinking to within low-risk levels184. 
 
Opportunistic case Identification and the delivery of Brief Advice for alcohol (IBA) have been 
designated as a Directed Enhanced Service (DES) in Primary Care since 2008/09, targeted at 
newly registered patients.  This targets around 8 percent of adult patients on GP lists. Under 
the DES, Practices are required to screen newly registered patients aged 16 and over using 
either one of two shortened versions of the World Health Organisation (WHO) Alcohol Use 
Disorders Identification Test (AUDIT) questionnaire: FAST or AUDIT-C185. 
 


QIPP Opportunity 
 
All regions show an increase in rates of alcohol related hospital admissions, but at varying 
rates. London shows the greatest increase in both males and females second only to the 
North East and North West of England186. 


Alcohol health harm costs the NHS in England £2.7 bn per year in hospital admissions, 
attendance at A&E, primary care, etc187.  In 2006-07, there were 811,000 alcohol-related 
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 Drummond et al., 2005 
181


 Primary Care Service Framework: Alcohol Services in Primary Care;  May 2008; 


http://www.pcc.nhs.uk/uploads/primary_care_service_frameworks/primary_care_service_framework_-
_alcohol_v9_final.pdf ;  
182


 National Institute of Clinical Excellence; Alcohol-use disorders: preventing the development of hazardous 
and harmful drinking; June 2010; http://www.nice.org.uk/nicemedia/live/13001/48984/48984.pdf 
183


 Wallace P. 2001, Coulton, Drummond, James et al.  2006 
184 


Alcohol Learning Centre; IBA - Provide more help to encourage people to drink less; Aug 2009 
http://www.alcohollearningcentre.org.uk/Topics/Browse/HIC/IBA/  
185


 Improving the Delivery of the Alcohol Direct Enhanced Service: A Step-By-Step Guide for Commissioners, 


Primary Care Practitioners and Practice  Managers; August 2011; 
http://www.haga.co.uk/resources/Alcohol_DES_Guidance_-_HAGA_-_August_2011.pdf  
186 Association of Public Health Observatories; INDICATIONS OF PUBLIC HEALTH IN THE ENGLISH REGIONS 8: 


ALCOHOL: LONDON REGIONAL SUMMARY; August 2007; 
http://www.lho.org.uk/Download/Public/12469/1/London_Alcohol_regional_summary.pdf  



http://www.pcc.nhs.uk/uploads/primary_care_service_frameworks/primary_care_service_framework_-_alcohol_v9_final.pdf

http://www.pcc.nhs.uk/uploads/primary_care_service_frameworks/primary_care_service_framework_-_alcohol_v9_final.pdf

http://www.nice.org.uk/nicemedia/live/13001/48984/48984.pdf

http://www.alcohollearningcentre.org.uk/Topics/Browse/HIC/IBA/

http://www.haga.co.uk/resources/Alcohol_DES_Guidance_-_HAGA_-_August_2011.pdf

http://www.lho.org.uk/Download/Public/12469/1/London_Alcohol_regional_summary.pdf
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hospital admissions, which represent a 71 percent increase in four years188.  


Alcohol use is a major cause of disease and injury, accounting worldwide for 9.2 percent of 
disability-adjusted life years with only tobacco smoking and high blood pressure as higher risk 
factors189. 
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 Improving Health & Wellbeing UK; Alcohol Health Harms; 
http://www.improvinghealthandwellbeing.org/serviceareas/alcohol-health-harms/ 
188 


BBC Health; Confusion 'fuels alcohol misuse'; July 2009 http://news.bbc.co.uk/1/hi/health/8173975.stm  
189


 Improving Health & Wellbeing UK; Alcohol Health Harms; 
http://www.improvinghealthandwellbeing.org/serviceareas/alcohol-health-harms/ 



http://www.improvinghealthandwellbeing.org/serviceareas/alcohol-health-harms/

http://news.bbc.co.uk/1/hi/health/8173975.stm

http://www.improvinghealthandwellbeing.org/serviceareas/alcohol-health-harms/
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Preventing People from Dying Prematurely –Cancer 
 


Standard 
 


25. Early detection of Cancer  
 
Definition 
 


Appropriate as an indicator of General Practice and CCG assurance. 


 


NB. Not currently included in the rating methodology 


 


Indicator (IND25): The percentage of new cancer cases who were referred using two week 
wait referral pathway. 
 


Numerator (IND25): The number of patients recorded by GP practices as having a 2 week 


cancer referral. 


 


Denominator (IND25): The number of patients recorded by GP practices as having cancer. 


 


Value (IND25): The numerator divided by the denominator expressed as percentage. 


 


Publication level: By CCG, region and England. 


 


ACCOUNTABILITY 
 
The objective aims to deliver continuing improvements in early detection of cancer (focusing 
on breast, lung and colorectal cancers). 
 
In order to determine both the upper and lower thresholds, assessment of variation across 
England will be calculated using the mean in England and standard deviations. 
 
Those practices within 0.5 standard deviations of the mean will be considered as performing 
for this indicator. 
 
Those practices within 2 standard deviations of the mean will flag a level 1 trigger. 
 
Those practices greater than 2 standard deviations from the mean will flag a level 2 trigger. 
 
The level of trigger, alongside an understanding of the local context, provides commissioners 
and GP practices with an indication of areas that may require improvement. 
 


Note: Please refer to Guidance Notes for interpretation on page 116. 


 


Data Limitations: None. 
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Quartiles: The England quartile position is not calculated for GP practices. 


 


Interpretation: There may be underlying reasons why the results are either higher or lower 


than expected levels. Please refer to the NHS Comparators interpretation guidance notes in 


the appendix of this document. 


 


Data refresh schedule: Annually. 


 
Data Source 
 
National Cancer Intelligence Networks Practice Profiles (DH Cancer Waiting Times Database 
by the Trent Cancer Registry.  Each patient was traced to a GP Practice using the Open 
Exeter Batch Tracing Service). 
 
Data reporting period: Calendar year. 
 
Rationale 
 
For people with cancer an early diagnosis can be the difference between life and death. Poor 
rates of early diagnosis are widely accepted to be the main reason the UK lags behind its 
peers when comparing cancer survival rates. If the UK’s survival rates equalled Europe’s 
best, there would be an estimated 5,000-10,000 fewer deaths annually190. For London, this 
could mean saving over 1,000 lives per year. 
 
Four in ten Londoners will be diagnosed with cancer at some point in their lives and 13,600 
Londoners a year currently die from cancer. Cancer has a huge emotional and social impact 
on Londoners and presents a significant financial cost to London. It is therefore unsurprising 
that the public consider cancer to be the number one health priority in the UK today191. 
 
Of the 290,000 cases of cancer diagnosed in the UK each year, most will come via 
symptomatic presentation to primary care. Within an average year, a GP can expect to see 
one case of each of the four common cancers: breast, lung, colorectal and prostate192. 
 
The reasons for late diagnosis appear to be a combination of factors: patients coming forward 
later, cancer diagnoses being missed in primary care, and GPs having limited access to 
diagnostic tests193.  


                                                           
190 06.01.2011; MacMillan, All Party Parliamentary Group on Cancer; Report of the All Party Parliamentary 


Group on Cancer’s Inquiry into Inequalities in Cancer; 
http://www.macmillan.org.uk/Documents/GetInvolved/Campaigns/APPG/BritainAgainstCancer2009/CancerIn
equalitiesReport.pdf 
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 London Health Improvement Board; Saving Lives through the Prevention and Early Diagnosis of Cancer in 
London; Proposals for action; 
http://lhib.org.uk/attachments/article/96/Cancer%20Proposals%20for%20Action_LHIB%20(24%20Oct%20201
1).pdf 
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 Cancer Research, Cancer Insight – Promoting early diagnosis; Nov 2009; 
http://info.cancerresearchuk.org/prod_consump/groups/cr_common/@nre/@hea/documents/generalconten
t/017933.pdf  
193


 06.01.2011; MacMillan, All Party Parliamentary Group on Cancer; Report of the All Party Parliamentary Group on 
Cancer’s Inquiry into Inequalities in Cancer; 



http://www.macmillan.org.uk/Documents/GetInvolved/Campaigns/APPG/BritainAgainstCancer2009/CancerInequalitiesReport.pdf

http://www.macmillan.org.uk/Documents/GetInvolved/Campaigns/APPG/BritainAgainstCancer2009/CancerInequalitiesReport.pdf

http://lhib.org.uk/attachments/article/96/Cancer%20Proposals%20for%20Action_LHIB%20(24%20Oct%202011).pdf

http://lhib.org.uk/attachments/article/96/Cancer%20Proposals%20for%20Action_LHIB%20(24%20Oct%202011).pdf

http://info.cancerresearchuk.org/prod_consump/groups/cr_common/@nre/@hea/documents/generalcontent/017933.pdf

http://info.cancerresearchuk.org/prod_consump/groups/cr_common/@nre/@hea/documents/generalcontent/017933.pdf
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From April 2011 GPs in England have been given speedier access to diagnostic tests in order 
to help diagnose less clear-cut cases of cancer. The new scheme is initially targeted at lung, 
colorectal and ovarian cancers although it is intended to extend the scheme to all cancers 
within five years. Once implemented, patients will have key tests within two weeks of seeing 
the GP – reducing to one week in due course194. 
 
QIPP Opportunity 
 


The achievement of earlier diagnosis has the greatest potential for improving outcomes and 
survival for cancer patients. In the London region for example, Investment in this area has the 
potential to increase the early detection of cancer and save the lives of 1,000 Londoners a 
year195. 
 
Since the 1990s, cancer has consistently been the number one health issue prioritised by the 
UK public196,197. Four in ten people will be diagnosed with cancer at some point in their lives198. 
In London for example Approximately 27,000 people are diagnosed with cancer each year199. 
In 2009 13,600 Londoners died of cancer200 and London spends over £1.9bn dealing with its 
impact. It touches the lives of everyone, emotionally and financially. 
 
Increasing the rate of early diagnosis has the potential to both improve health outcomes for 
patients and increase the cost effectiveness of NHS spend on cancer. Recent economic 
modelling has demonstrated that there is high cost effectiveness of early diagnosis in all of 
the top five most common cancers201. 
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 06.01.11; Cancer Research UK; Improving cancer outcomes: An analysis of the implementation of the UK‘s cancer 


strategies 2006–2010; 
http://info.cancerresearchuk.org/prod_consump/groups/cr_common/@nre/@pol/documents/generalcontent/cr_048863.
pdf  
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Commissioning Support for London -  London cancer services: Proposed model of care summary; 
http://www.londonhp.nhs.uk/wp-content/uploads/2011/03/Cancer-services-model-of-care-summary.pdf  
196


Cancer Research UK Survey, December 2010 


197 IPSOS MORI (2006) Cancer – a public priority. Attitudes towards cancer treatment in Britain. Cancerback up/ Ipsos Mori 
poll. 
198 Macmillan: http://www.macmillan.org.uk/Aboutus/News/Latest_News/42ofustogetcancer.aspx  
199 The NHS Information Centre for health and social care. Pooled data 2006-08, released June 2011. 
200 The NHS Information Centre for health and social care 2009 data (released March 2011). 
201 Department of Health (2011) The likely impact of earlier diagnosis of cancer on costs and benefits to the NHS.  



http://www.macmillan.org.uk/Documents/GetInvolved/Campaigns/APPG/BritainAgainstCancer2009/CancerInequalitiesReport.pdf

http://www.macmillan.org.uk/Documents/GetInvolved/Campaigns/APPG/BritainAgainstCancer2009/CancerInequalitiesReport.pdf

http://info.cancerresearchuk.org/prod_consump/groups/cr_common/@nre/@pol/documents/generalcontent/cr_048863.pdf

http://info.cancerresearchuk.org/prod_consump/groups/cr_common/@nre/@pol/documents/generalcontent/cr_048863.pdf

http://www.londonhp.nhs.uk/wp-content/uploads/2011/03/Cancer-services-model-of-care-summary.pdf

http://www.macmillan.org.uk/Aboutus/News/Latest_News/42ofustogetcancer.aspx





   


102 
 


Preventing people from dying prematurely – Mental Health 
(Depression) 


 


Standard 


 


26. Mental Health - Depression 


 


Definition 


 


This standard is presented as three separate indicators. 


 


Appropriate as an indicator of general practice assurance. 


 


Indicator (IND26a): Ratio of reported vs expected prevalence for depression. 


 


Indicator Numerator (IND26a): The number of patients recorded by GP practices as having 


depression, as reported in QOF data. 


 


Indicator Denominator (IND26a): The expected number (prevalence) of patients by GP 


practice on the disease register. The expected prevalence of depression is calculated for NHS 


Comparators using “age / sex specific rates from the Doncaster model applied to GP practice 


list size data”. 


 


Value (IND26a): The numerator divided by the denominator expressed as a decimal number. 


 


Indicator (IND26c): In those patients with a new diagnosis of depression, recorded between 
the preceding 1 April to 31 March, the percentage of patients who have had an assessment of 
severity at the time of diagnosis using an assessment tool validated for use in primary care. 
 


Indicator Numerator (IND26c): In those patients with a new diagnosis of depression, 


recorded between the preceding 1 April to 31 March, the number of patients who have had an 


assessment of severity at the time of diagnosis using an assessment tool validated for use in 


primary care. 


 


Indicator Denominator (IND26c): The number of patients with a new diagnosis of 


depression, recorded between the preceding 1 April to 31 March. 


 


Value (IND26c): The numerator divided by the denominator expressed as a percentage. 


 


Publication level: By GP practice, CCG, region and England. 
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RETIRED INDICATOR owing to changes in QOF definitions, data is shown in the web 


interface for reference purposes. 


 


Retired Indicator 26b: In those patients with a new diagnosis of depression, recorded 
between the preceding 1 April to 31 March, the percentage of patients who have had an 
assessment of severity at the outset of treatment using an assessment tool validated for use 
in primary care and which can be self completed by patients. 
 
Under Development:  
 
The Number of prescription items for ‘1st choice’ generic SSRIs as a percentage of the total number 


of prescription items for selected ‘other antidepressants.  
 
Appropriate to develop as an indicator of general practice quality improvement, but will not be used in 
the calculation of the overall rating. 


 


Numerator: Retrieve All BNF Codes, counting Citalopram Hydrob, Fluoxetine HCl, Sertraline 


HCl. 


Denominator: Retrieve All BNF codes, counting Antidepressant drugs. 


 


Drugs which have been excluded: Amitriptyline Hydrochl, Clomipramine Hydrochl, Imipramine 


Hydrochl, Nortiptyline, Timipramine Maleate, MAOIs and Flupentixol Hydrochlor. 


 


For further detail this definition is derived from NHS Business Services Authority. 


 


Value: The numerator divided by the denominator expressed as a percentage. 


 


ACCOUNTABILITY – with respect to IND 26a and IND 26c 
 
The objective aims to deliver continuing improvements in the management and identification 
of depression. 
 
In order to determine both the upper and lower thresholds, assessment of variation across 
England will be calculated using the mean in England and standard deviations. 
 
Those practices within 0.5 standard deviations of the mean will be considered as performing 
for this indicator. 
 
Those practices within 2 standard deviations of the nationally expected threshold will flag a 
level 1 trigger. 
 
Those practices greater than 2 standard deviations from the nationally expected threshold will 
flag a level 2 trigger. 
 


The level of trigger, alongside an understanding of the local context, provides commissioners 
and GP practices with an indication of areas that may require improvement. 
 


Note: Please refer to Guidance Notes for interpretation on page 116. 
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Data Limitations: These indicators will be updated in subsequent years in line with changes 


in QOF guidance. 


 


Quartiles: The England quartile position is calculated for GP practices with data. 


 


Interpretation: There may be underlying reasons why the results are either higher or lower 


than expected levels. Please refer to the NHS Comparators interpretation guidance notes in 


the appendix of this document. 


 


Data refresh schedule: Annually. 


 
Data Source 


 


IND 26a and IND 26b: NHS Comparators and QOF.  


IND 26c: NHS Business Services Authority 


 
Data reporting period: Financial year. 
 
Rationale 


Depression is among the most commonly diagnosed psychiatric disorders. Almost half of all 
adults will experience at least one episode of depression during their lifetime.202  Around 2.3 
million people suffer from depression in UK at any time. One in five seeking help in primary 
care have psychological problems; one in ten suffer from depression and women are twice as 
likely to suffer from depression as men203. Depression is a common but serious illness and 
can be reliably diagnosed and treated in primary care. GPs are often the first point of contact 
for people with depression and treat most patients themselves204. There is a clear health gain 
for the patient from improved detection and management because detection improves 
prognosis and effective management improves the prognosis still further205. 
 
Nearly a quarter (23%) of the total burden of disease in the UK is attributable to mental 
disorder. 206  This compares to 16% for cardiovascular disease and 16% for cancer.207 Mental 
disorders are very common. In England 8% of the population are suffering mainly from 
depression, with only 25% of those suffering from depression in receipt of treatment.208  
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Mental illness is generally more debilitating than most chronic physical conditions.209 On 
average, a person with depression is at least 50% more disabled than someone with angina, 
arthritis, asthma or diabetes. Mental pain is as real as physical pain, and it is often more 
severe. Yet only a quarter of all those with mental illness are in treatment, compared with the 
vast majority of those with physical conditions.210 


 


Parental depression negatively affects fathers’ and mothers’ caregiving, material support, and 
nurturance, and is associated with poor health and developmental outcomes for children of all 
ages, including prenatally.211 Children of depressed mothers are more likely than other 
children to have behaviour problems, academic difficulties, and health problems (including 
psychiatric illness).212,213,214  


 
Depression is a common co-morbidity. It is two to three times more common in a range of 
cardiovascular diseases, people living with diabetes are two to three times more likely to have 
depression than the general population, mental health problems are around three times more 
prevalent among people with chronic obstructive pulmonary disease than in the general 
population (NICE 2009)215 and depression is common in people with chronic musculoskeletal 
disorders (Sheehy et al 2006).216 People with cancer are more likely to develop mental health 
problems, this is particularly the case with depression and anxiety with prevalences of up to 
50% depending on the point in the cancer journey217 Depression is associated with a 
significantly increased risk of stroke morbidity and mortality.218 
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Co-morbid mental health problems have a number of serious implications for people with 
long-term conditions, including poorer clinical outcomes and prognosis, adverse health 
behaviours, poorer self-care and lower quality of life219  


 
90 percent of completed suicides had some form of mental disorder, most frequently 
depression; 66 percent had consulted their GP in the previous month; 40 percent had 
consulted their GP in the last week; and 33 percent expressed clear suicidal ideation220.Less 
than a third of GPs have access to post graduate mental health training and less than one 
percent of practice nurses who are key to long term conditions management. 
 
Mental Illness including depression is a priority for the NHS as stated in No Health without 
Mental Health221. The objectives of the NHS Mandate commits a focus on those areas 
identified as being of greatest importance to people. They include transforming how well the 
NHS performs and gives direct reference to depression so that we, our families and our 
carers can experience a better quality of life.222  
 
NICE clinical guidelines on depression (2009)223 state that “When an antidepressant is to be 
prescribed, it should normally be an SSRI in a generic form because SSRIs are equally 
effective as other antidepressants and have a favourable risk–benefit ratio.” These guidelines 
also emphasises the importance of the GP’s role in its implementation224. 
 
QIPP Opportunity 


 


The annual cost of mental disorder in England is estimated at £105 billion. By comparison, the 
total costs of obesity to the UK economy are £16 billion a year and £31 billion for 
cardiovascular disease. In 2010/11, £12 billion was spent on NHS services to treat mental 
disorder, equivalent to 11per cent of the NHS budget.225 Wit 


Between 12 per cent and 18 per cent of all NHS expenditure on long-term conditions is linked 
to poor mental health and wellbeing – between £8 billion and £13 billion in England each year. 
The more conservative of these figures equates to around £1 in every £8 spent on long-term 
conditions.226  
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The Centre for Economic Performance’s Mental Health Policy Group, recommend that much 
of this money would be better spent on psychological therapies for those people who have 
mental health problems in addition to their physical symptoms. When people with physical 
symptoms receive psychological therapy, the average improvement in physical symptoms is 
so great that the resulting savings on NHS physical care outweigh the cost of the 
psychological therapy.227 
 
Economic savings from early intervention for mental disorder. £1.75 for every pound spent – 
Cognitive Behavioural Therapy for people with Medically Unexplained Symptoms (MUS), with 
NHS savings by year two. £5 for every pound spent – diagnosis and treatment of depression 
at work after one year228
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Preventing people from dying prematurely – Mental Health (Severe 
Mental Illness (SMI)) 


 


Standard 


 


27. Mental Health – Severe Mental Illness (SMI) 


 


Definition 


 


Appropriate as indicators of general practice assurance. 


 


Indicator (IND27c): The percentage of patients with schizophrenia, bipolar affective disorder 
and other psychoses who have a record of blood pressure in the preceding 15 months. 
 
Indicator Numerator (IND27c): The number of patients with schizophrenia, bipolar affective 
disorder and other psychoses who have a record of blood pressure in the preceding 15 
months. 
 
Indicator Denominator (IND27c): The number of patients with schizophrenia, bipolar 
affective disorder and other psychoses. 
 
Value (IND27c): The numerator divided by the denominator expressed as percentage. 
 
This standard is presented as an overall indicator score, based on the results of two 
aggregated sub-indicators. 
 
Overall indicator (IND 27d): Severe Mental Illness (comprise 2 sub indicators assessed 
independently): i) Completion of physical health checks (blood pressure – All patients). 
ii) Completion of physical health checks (Cholesterol:HDL ratio and Blood glucose monitoring 
– Patients aged 40 years or over). 
 
Value: A score out of 200, which is the sum of the percentage values of sub-indicators 27d.1 
and 27d.2 (see below). 
 
Sub-indicator (IND27d.1): The percentage of patients aged 40 years and over with 
schizophrenia, bipolar affective disorder and other psychoses who have a record of Total 
Cholesterol:HDL ratio in the preceding 15 months. 
 
Sub-indicator Numerator (IND27d.1): The number of patients aged 40 years and over with 
schizophrenia, bipolar affective disorder and other psychoses who have a record of Total 
Cholesterol:HDL ratio in the preceding 15 months. 
 
Sub-indicator Denominator (IND27d.1): The number of patients aged 40 years and over 
with schizophrenia, bipolar affective disorder and other psychoses. 
 
Value (IND27d.1): The numerator divided by the denominator expressed as a percentage. 
 
Sub-indicator (IND27d.2): percentage of patients aged 40 years and over with 
schizophrenia, bipolar affective disorder and other psychoses who have a record of blood 
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glucose in the preceding 15 months. 
 
Sub-indicator Numerator (IND27d.2): The number of patients aged 40 years and over with 
schizophrenia, bipolar affective disorder and other psychoses who have a record of blood 
glucose in the preceding 15 months. 
 
Sub-indicator Denominator (IND27d.2): The number of patients aged 40 years and over 
with schizophrenia, bipolar affective disorder and other psychoses. 
 
Value (IND27d.2): The numerator divided by the denominator expressed as a percentage. 
 


Publication level: By GP practice, CCG, Region and England. 


 


RETIRED INDICATORs owing to changes in QOF definitions, data is shown in the web 
interface for reference purposes. 
 
Retired Indicator (IND27a): The percentage of patients with schizophrenia, bipolar affective 


disorder and other psychoses who do not attend the practice for their annual review who are 


identified and followed up by the practice team within 14 days of non-attendance. 


 


Retired sub-indicator (IND27b): The percentage of patients with schizophrenia, bipolar 


affective disorder and other psychoses with a review recorded in the preceding 15 months. In 


the review there should be evidence that the patient has been offered routine health 


promotion and prevention advice appropriate to their age, gender and health status. 


 


ACCOUNTABILITY 


 


The objective aims to deliver continuing improvements in the management and identification 


of serious mental illness and to deliver treatment in line with NICE guidelines: Schizophrenia: 


Core interventions in the treatment and management of schizophrenia in adults in primary and 


secondary care: guideline CG82. 


 


In order to determine both the upper and lower thresholds, assessment of variation across 
England will be calculated using the mean in England and standard deviations. 
 
Those practices within 0.5 standard deviations of the mean will be considered as performing 
for this indicator. 
 
Those practices within 2 standard deviations of the mean will flag a level 1 trigger. 
 
Those practices greater than 2 standard deviations from the mean will flag a level 2 trigger. 
 
The level of trigger, alongside an understanding of the local context, provides commissioners 
and GP practices with an indication of areas that may require improvement. 
 


Note: Please refer to Guidance Notes for interpretation on Page 100. 
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Data Limitations: These indicators will be updated in subsequent years in line with changes 
in QOF guidance.   
 
Quartiles: The England quartile position is calculated for GP practices with data. 


 


Interpretation: Higher values are better. 


 


Data refresh schedule: Annually. 


 
Data Source 


 


NHS Comparators and QOF.  


Data reporting period: Financial year.  
 
Rationale 


Two of the most common severe mental illnesses are schizophrenia and bipolar disorder (or 
manic depression)229. These conditions account for the majority of inpatient admissions, beds 
days and detention rates in mental health.  A GP’s responsibilities toward people with severe 
mental illness fall into four main groups: the early detection of people who are at risk of 
developing a psychotic illness, physical health care, mental health needs and social support. 
Between 30 percent and 50 percent of people with a severe mental illness are only in contact 
with primary care. On average, people with severe mental illness have 12-14 consultations 
with their GP per year (national average is 3-4)230. 
 
Approximately 1% of the adult population in England suffers from Schizophrenia or bipolar 
disorder and 80% of sufferers are in receipt of treatment.231 In the previous year, 4/1000 
people have psychosis and 1/1000 bipolar affective disorder although rates vary by locality,  
with the number of new cases of psychosis each year being 0.15 per 1000 for schizophrenia 
and 0.12 for affective psychosis. Rates for schizophrenia are higher in disadvantaged areas 
but not for affective psychosis.232  


 
Schizophrenia, schizoaffective, and bipolar disorder often carry additional mental health co-
morbidities.  
 
In relation to physical ill health, people with schizophrenia have increased risks for 
development of physical health problems, particularly heart disease, diabetes and cancer. In 
2012 the Schizophrenia Commission and National Audit of Schizophrenia found that the 
standards for care for people with schizophrenia are not meeting best practice standards.  
They found that only 29% of this population receives a fully comprehensive assessment of 
cardio metabolic risk factors. Only  56% of service users were reported to have been weighed 
during the previous 12 months and for those with elevated BMI, there was only evidence of 
advice being given about diet and exercise in 76% of cases. For those service users with 
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evidence of physical health problems, for example high blood pressure and high cholesterol 
levels, there is frequently no evidence that they have had further appropriate investigation or 
treatment for these problems. 42% of all tobacco smoked is by people with mental ill health 
and yet access to smoking cessation services is very variable and lower for people with 
mental illness (National Audit of Schizophrenia, 2012). 


In terms of mental health comorbidities, up to 60 percent of these patients have problems with 
alcohol and drug abuse, which contribute to symptom burden and impair their ability to retain 
stable housing or employment or adhere to treatment recommendations. Among patients with 
schizophrenia or bipolar disorder, 5 percent to 10 percent die from suicide233. Schizophrenia 
is associated with increased mortality from all disease and a reduced life expectancy of 
around 21 years.234 
 
The NICE Schizophrenia Guidelines,235 The 2012 National Audit of Schizophrenia236 and the 
2012 Schizophrenia Commission237 give us new objective data on the lack of access to 
treatment. Access to primary care: people with mental disorders also have poorer access to 
primary care, and to health promotion interventions, with a four-fold reduction in rates of 
primary care consultation in those with severe mental illness over the last 20 years.238 
 
It is important that strategies be developed within primary care to detect and manage these 
conditions so as to enable secondary care resources to focus on those with refractory illness, 
those at higher risk and with complex comorbidities.239. 
 


 


QIPP Opportunity 


 
Mental disorder costs England at least £105 billion each year240 These costs often accrue 
because identification rates are lower and  cost-effective treatment has not been available in 
the early stages, resulting in expensive crisis admissions (and readmissions) and detentions 
to hospital, worklessness, homelessness, substance misuse and criminal justice problems. 
 
Early intervention is cost effective. During the prodromal phase of psychosis there is a saving 
of £10 for every pound spent – (net savings begin from year 2), and for early intervention in 
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psychosis (net savings begin from one year , savings are  £18 for every pound spent –) 


For screening and brief interventions in primary care for alcohol misuse, saving are  £12 for 
every pound spent –241 


 
In 2008, the King’s Fund found that immediate savings of up to £9 million could be made if 


early intervention services were provided to 60 percent of new cases of schizophrenia. This 


could increase to £44 million if coverage were 100 percent242. The number of young people 


each year aged 15–35 who experience a first episode of psychosis is estimated at 6,900 in 


England.243 Mental health specialist early intervention teams aim to reduce relapse and 


readmission rates for patients who have suffered a first episode of psychosis, and to improve 


their chances of returning to employment, education or training, and more generally their 


future quality of life. The expansion of the coverage of early intervention services to all 


patients experiencing a first episode of psychosis is cost saving overall, and also cost saving 


from the perspective of the NHS alone, from year 1. 244  
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242


 Rethink Mental Illness; Fair Treatment Now; Better outcomes, lower costs in severe mental illness; 2010; 
www.rethink.org/document.rm?id=11234  
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 2011, Knapp, McDaid, Pasonage (edt). Mental Health Promotion and mental illness prevention: The 
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Ensuring people have a positive experience of care – End of Life Care 
 


Standard 
 
28. End of Life Care 


 
Definition 
 
Appropriate as an indicator of general practice assurance. 


 


Indicator (IND28): The practice has a complete register available of all patients in need of 


palliative care/support irrespective of age. 


 


This indicator is focused on the maintenance of a register (identifying the patients). 


 


A patient is included on the register if any of the following apply: 
 
1. Their death in the next 12 months can be reasonably predicted (rather than trying to predict, 
clinicians often find it easier to ask 'the 'surprise question' - 'Would I be surprised if this patient 
were still alive in 12 months?') 
 
2. They have advanced or irreversible disease and clinical indicators of progressive 
deterioration and thereby a need for palliative care e.g. they have one core and one disease 
specific indicator in accordance with the GSF Prognostic Indicators Guidance (see QOF 
section of the GSF website) 
 
3. They are entitled to a DS 1500 form (the DS 1500 form is designed to speed up the 


payment of financial benefits and can be issued when a patient is considered to be 


approaching the terminal stage of their illness. For these purposes, a patient is considered as 


terminally ill if they are suffering from a progressive disease and are not expected to live 


longer than six months). 


 


Category: The two levels that can be given to a GP practice are:  


 The practice does not have a complete register available of all patients in need of 
palliative care/support irrespective of age (0 QOF points) 


 The practice has a complete register available of all patients in need of palliative 
care/support irrespective of age (3 QOF points). 


 


Publication level: By GP practice. 


 


Quartiles: The England quartile position is calculated for GP practices with data. 


 


Interpretation: n/a. 
 
Data refresh schedule: Annually. 
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Below are suggested indicators, to be considered as Under Development (dependent on a 
national end of life care dataset). 
 
1. Proportion of people who die in their preferred place of death, for those who have 
specified a preference. 
 
2. The proportion of patients on the register who have had a review in the past six 


months. 


 
Data Source 


 


Practice GSF register or until other national register is available. 


Data reporting period: Financial year. 


 


Rationale 


 


Around half a million people die each year in England and the issues considered to be 
important at this time can differ enormously from one person to another245. Primary care 
professionals, in particular general practitioners, have an ongoing therapeutic relationship with 
the patient and their family and are particularly well placed to take a central role in this 
sensitive process246. The most prominent of these programmes, the Gold Standards 
Framework, aims to enable general practitioners to optimise practice in palliative and end of 
life care247.  The government’s end of life care strategy intended to establish end-of-life care 
as a local commissioning priority and emphasised the need for a strategic approach. 
 
Research by The King’s Fund248 found that GPs consider themselves to play a fundamental 
part in the organisation and delivery of end-of-life care. Not only do GPs and other clinical 
professionals play a central role in the co-ordination of care, but, in the new commissioning 
environment, they are also considered to be best placed to manage the care of their local 
populations. 
 
As a result of the United Kingdom’s ageing population, the number of deaths per year is 
expected to rise by 17 per cent between 2012 and 2030. In addition, many more people will 
be dying at an older age and will therefore be likely to have more complex needs and multiple 
co-morbidities as they near the end of their lives. 
 
Although most people say that they would prefer to die at home, there has been a persistent 
fall in the proportion of people doing so249. This trend has continued, with only 22 percent of 


                                                           


245 NICE - NICE publishes new end of life care quality standard; November 2011; 


http://www.nice.org.uk/newsroom/pressreleases/EndOfLifeCareQualityStandard.jsp  
246


 http://www.londonhp.nhs.uk/wp-content/uploads/2011/03/Preferred-place-of-death-Munday.pdf  
247 


BMJ; Exploring preferences for place of death with terminally ill patients: qualitative study of experiences of general 


practitioners and community nurses in England; July 2009;  http://www.bmj.com/content/339/bmj.b2391.full  
248 


The King’s Fund; Issues facing commissioners of end-of-life care; September 2011 
249


 Journal of the Royal Society of Medicine - Choice and place of death: individual preferences, 
uncertainty, and the availability of care May 2007; 
http://jrsm.rsmjournals.com/content/100/5/211.full.pdf  



http://www.nice.org.uk/newsroom/pressreleases/EndOfLifeCareQualityStandard.jsp

http://www.londonhp.nhs.uk/wp-content/uploads/2011/03/Preferred-place-of-death-Munday.pdf
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cancer deaths in the UK in 2003 occurring at home250. The reasons for this are undoubtedly 
complex, involving many aspects of health-care practice and provision as well as social 
changes. The trend in falling home death rate has continued despite the rise in community 
palliative care services in the UK over the last 20 years251. 
 
Moreover, since 2006 general practitioners in the UK have been financially rewarded for 
having a register of patients at the end of life, in which patients’ preference should be 
recorded. More than 90 percent of general practices achieved this target in the first year 
following implementation252. 
 
QIPP Opportunity 


 


The National Audit Office End of Life Care Report (November 2008) claimed that failings in 


the commissioning and provision of end of life care services are costing the NHS more than 


£100m every year.  


 


The report predicted that £104 m a year could be saved and reinvested in community 
provision if emergency admissions were cut by 10 percent and average length of stay for 
terminally ill patients reduced by 3 days253. 
 
The National Audit Office (2008) estimated that, for cancer patients alone, £104 million could 
be saved (or redistributed) by reducing emergency admissions to hospital by 10 per cent and 
reducing the length of stay by three days254. 
 


 


                                                           
250


 ONS. Mortality Statistics: General. DH1 No 36 2003 [Web Page]. 2005; 
http://www.statistics.gov.uk/downloads/theme_health/Dh1_36_2003/DH1_2003.pdf   
251


 Journal of the Royal Society of Medicine; Choice and place of death: individual preferences, 
uncertainty, and the availability of care; May 2007; 
http://jrsm.rsmjournals.com/content/100/5/211?ijkey=2f79c4c12bebc273b7ddcf203871776b0c2e0c45
&keytype2=tf_ipsecsha&linkType=FULL&journalCode=jrsm&resid=100/5/211  
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BMJ; Exploring preferences for place of death with terminally ill patients: qualitative study of 
experiences of general practitioners and community nurses in England; July 2009;  
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 RCGP End of Life Care Strategy; January 2009; 
http://www.rcgp.org.uk/pdf/CIRC_RCGP%20End%20of%20Life%20Care%20Strategy%20FINAL%20J
an09%20(Prof%20Keri%20Thomas).pdf  
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Guidance Notes – Interpretation guidance for reported versus expected 


prevalence data: Asthma, COPD, Diabetes, Atrial Fibrillation, CHD and 


Dementia. 


The disease prevalence models used for Asthma (Doncaster Model), Atrial 
Fibrillation (Doncaster model), Dementia (Knapp and Prince, 2007 model) and 
Diabetes (YHPHO model), COPD and CHD (ERPHO) all adjust for Age and Sex. In 
addition to Age and Sex, Diabetes, COPD and CHD models also adjust for 
deprivation and ethnicity, and for COPD and CHD adjustments are also made for 
smoking status.  
 
With regard to Asthma, Atrial Fibrillation and Dementia it will be necessary to 


consider the impact of other variables such as ethnicity, deprivation and lifestyle 


factors which may have an impact. With regard to Diabetes, it will be necessary to 


consider the impact of other variables such as lifestyle factors. Comparing similar 


practices with similar profiles may help making comparisons in order to improve 


outcomes. The recently published national dementia prevalence calculator,255 


demonstrates at GP practice level the impact of patients living in residential care on 


diagnosis rates in addition to age and sex.  


 
With regard to COPD and CHD the model applied by ERPHO256  for prevalence 
estimates uses postcodes for all the registered population and these data do 
therefore apply to individual practices. However, the following considerations should 
be made when considering local contextual factors in the interpretation of these data 
at practice level: 
 


i) Age and Sex: practice profiles have been robustly applied to practices and 
age and sex are unlikely to be explanatory variables in the estimates of 
disease prevalence. 


 
ii) Deprivation: the categories of deprivation used are quintiles, which might 


not provide sufficient weighting in areas of extreme deprivation in highly 
populated urban cities. 
 


iii) Ethnicity: has been derived from Hospital Episode Statistics data. This 
might therefore be skewed to a much older, and more White British, 
population. It will underestimate the Ethnicity weighting for conditions 
affecting a younger population such as Diabetes, but will be of less impact 
on conditions such as CHD which tends to affect the older population 
anyway. 


 
iv) Smoking status: all practices in a given borough will have the same 


adjustment for Smoking rates. As such, this weighting, does not account 
for variation in smoking status by ethnicity and will underestimate the 
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2012, Dementia Partnerships, Dementia Prevalence Calculator 
http://www.dementiapartnerships.org.uk/diagnosis/dementia-prevalence-calculator/ 
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 2009, APHO, ERPHO, Technical Briefing: Disease Prevalence Modelling at Practice, Technical details of input 
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Smoking rates in more deprived parts of the Borough (and over-estimate in 
less deprived parts) and this weighting could contribute to apparent health 
inequalities. 


 


The following assumptions are made in the ERPHO modelling process257. For some 


practices, particularly those with a large BME population, these assumptions may not 


hold and the model may not be an accurate reflection of true prevalence. 


 The distribution of ethnic groups within each age-sex group is the same as the 


overall distribution of ethnicity for the practice. 


 Smoking prevalence is the same across ethnic groups 


 Ex-smoking prevalence by age group and sex is the same in all practices.  


 Disease prevalence in population aged <16 is 0%. 


 The urban-suburban-rural categorisation of the MSOA where the practice is 


located is representative of the catchment population of the practice. 


NHS Comparators guidance notes on interpretation of Reported versus 


Expected counts 


 


Interpretation Low [reported numbers] 
 
Lower than expected underlying risk - The underlying risk of the practice 
population is lower than that expected by the calculation of the expected QOF rates.  
 
Note at practice level QOF expected rates for diabetes, asthma, atrial fibrillation and 
dementia only take account of the age / sex distribution of the practice population not 
other factors (e.g. relative deprivation, ethnic breakdown etc). 
 
COPD and CHD expected data takes account of at practice level: age, sex, ethnicity, 
and deprivation score and at local authority level smoking status.  
 
Ineffective case finding - Practice may be poor at recognition of symptoms and 
or/screening of patients for condition. Failure to identify less severe cases could 
possibly mean a higher proportion of severe cases in overall disease register than 
average. 
 
Effective prevention of incidence - Effective identification of at risk patients 
coupled with advice/intervention to reduce risk of development of condition. 
 
Coding Issues - Lack of correspondence between codes used for extracting data for 
QMAS and codes used for defining prevalence for epidemiological purposes. QOF 
registers are constructed to underpin indicators on quality of care.  QMAS only uses 
Read codes that are common to all three versions (version 2, version 3 and CVT).  
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Interpretation High [reported numbers] 
 
Higher than expected underlying risk - The underlying risk of the practice 
population is higher than that expected by the calculation of the expected QOF rates.  
 
Note at practice level QOF expected rates for diabetes, asthma, atrial fibrillation and 
dementia only take account of the age / sex distribution of the practice population not 
other factors (e.g. relative deprivation, ethnic breakdown etc). 
 
COPD and CHD expected data takes account of at practice level: age, sex, ethnicity, 
and deprivation score and at local authority level smoking status.  
 
Effective case finding - Good recognition of symptoms and or/screening of patients 
for condition. Identification of less severe cases could possibly mean a higher 
proportion of less severe cases in overall disease register than average. 
 
Ineffective prevention of incidence. E.g. Failure to identify at risk patients and/or 
failure to give advice/intervention to reduce risk. 
 
Coding Issues - Lack of correspondence between codes used for extracting data for 
QMAS and codes used for defining prevalence for epidemiological purposes. QOF 
registers are constructed to underpin indicators on quality of care.  QMAS only uses 
Read codes that are common to all three versions (version 2, version 3 and CVT). 
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Reference definition for indicator 2b: Emergency Cancer Admissions per 100 
patients on the Cancer Disease Register  


This indicator includes all admissions to hospital classified as an emergency with a 
primary diagnosis of Cancer measured against the Cancer Disease Register for the 
practice to create a rate per 100 patients.  


Numerator (from HES)  


At GP Practice Level.  


The number of finished and unfinished continuous inpatient spells (CIPS), excluding 
transfers, for patients with an emergency method of admission and with any of the 
primary diagnoses listed below (DIAG_01 in the 1st episode of the spell, ICD-10 
codes).  


C00-C97 Malignant neoplasms  


C00-C75 Malignant neoplasms, stated or presumed to be primary, of specified sites, except of lymphoid, 
haematopoietic and related tissue  


C00-C14 Malignant neoplasms of lip, oral cavity and pharynx  


C15-C26 Malignant neoplasms of digestive organs  


C30-C39 Malignant neoplasms of respiratory and intrathoracic organs  


C40-C41 Malignant neoplasms of bone and articular cartilage  


C43-C44 Melanoma and other malignant neoplasms of skin  


C45-C49 Malignant neoplasms of mesothelial and soft tissue  


C50-C50 Malignant neoplasm of breast  


C51-C58 Malignant neoplasms of female genital organs  


C60-C63 Malignant neoplasms of male genital organs  


C64-C68 Malignant neoplasms of urinary tract  


C69-C72 Malignant neoplasms of eye, brain and other parts of central nervous system  


C73-C75 Malignant neoplasms of thyroid and other endocrine glands  


C76-C80 Malignant neoplasms of ill-defined, secondary and unspecified sites  


C81-C96 Malignant neoplasms, stated or presumed to be primary, of lymphoid, haematopoietic and related tissue  


C97-C97 Malignant neoplasms of independent (primary) multiple sites  


Denominator (from QOF)  


No. patients on the Cancer Disease Register / 100 
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Introduction 


Whilst most health care professionals practise to a very high standard, it is essential that 
the NHS CB have in place a robust assurance management programme to identify and 
share best practice, recognise where additional management may be needed and to 
highlight when things are going wrong at an early stage in primary medical service 
provision.   


The transfer of commissioning and contractual responsibility from 152 separate 
commissioning organisations to a single NHS Commissioning Board is taking place within 
the context of an overall reduction in staff, operating in a reduced number of area teams 
who are responsible for a greater number of contracts.  The existence of one single 
commissioner however offers opportunities for reducing duplication and streamlining 
commissioning and contract management processes. Management responsibilities sit firmly 
with the ATs, but recognising Clinical Commissioning Groups (CCGs) have a statutory duty 
to assist and support the NHS CB in securing continuous improvement in the quality of 
primary medical services. This means that the future operating model needs to be different 
to that adopted by any one PCT currently i.e. the transfer of contractual responsibility does 
not mean a corresponding transfer of current processes and procedures. Change offers an 
opportunity to refine and reform Primary Medical Care (PMC) and this policy describes the 
role of the PMC AT manager within a new operating model and the culture, behaviours, 
processes and relationships that should be adopted by AT staff 


Background 


The General Practice High Level Indicators and Technical Guidance should be read in 
conjunction with the policy for assurance management of primary medical services and the 
guidance document to support good assurance management . This sets out  a direction yo 
how the suite of measures should be used to improve quality and their limitations. Developing 
the theindicators and agreeing the  approach to quality improvement has been led by 
clinicians in collaboration with the NHS Commissioning Baord, LMC Executive 
andawiderangeof other stakeholders.  


The Technical Guidance provides the Indicator Definition, Data Sources, Latest available data, 
Reporting Schedule, Fixed or Random Effects applied and Level of cut off for Windsorization 


The indicator  will be published from 02nd April 2013 and will be updated at quarterly / bi-
annual , annual  intervals depending on when data is available. Year one will provide baseline 
data for practices, Clinical Commissioning Groups (CCGs), NHSCB Area Teams (CBATs) and 
regional hubs. Data will be published at England, CBAT , CCG and practice level, where 
appropriate.  


This comparative data provides a reflective tool for quality improvement purposes, will raise 
awareness amongst GPs about achievement and create an impetus for development and 
improvement. 


The indicator draw on existing data sources to avoid creating any additional burden on 
practitioners to report new data.  This has limited the indicators to areas that are currently 
measurable. As a result, there are limitations to the data that is available across a number of 
indicators, which is outlined throughout this document.  
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Reviewing a practices position should take into account trends over time and correlations 
between associated indicators. Grouping indicators in this way means the practice and CBATs  
can assess performance across a number of related measures. This will provide a more 
robust assessment of whether there are areas of care that require improvement. A practice’s 
achievement should be contextualised using data from other practices in similar locations 
and/or with similar populations.  


To ensure any analysis of variation is grounded in the latest evidence on statistical practice in 
understanding variations using health care data, the NHSCB has worked with statistical 
experts within Department of Health , Medical Directors, GPs, LMC Executive, and 
representatives from leading health ‘Think Tanks’ and academics to agree a methodology that 
will underpin setting thresholds for achievement and identifying & escalating risks to quality 
and patient safety using the general practice outcome standards.  


Following the above process and using the analysis of variation, if a practice appears to be 
consistently an outlier this should act as a stimulus for CBATs and the practice to explore 
further what the issues are and address effectively. This is an ongoing process that will 
influence practices to adapt by learning from what has worked in other areas and by 
encouraging GPs to strive for the best results compared to their peers. 


When GP practices are grouped into local CCGs this will provide information for professionally 
led improvement and challenge. Moving forward this will become a tool for practitioners and 
the NHSCB to support primary medical service providers to improve against agreed targets 
and goals.  


The general practice high level indicators will be developed over time. New standards will be 
considered on an annual basis to ensure that the standards remain valid, robust and highly 
relevant to patients and the public, general practice and wider health policy. 


The purpose of the tool is to generate the start of a discussion between the NHS CB, CCGs 
and Practices, so that Commissioners and Practices can understand the reasons behind 
variation, be that warranted or unwarranted , and where necessary to support practices to 
make improvements or changes. 


Indicators have been grouped across the NHS Outcome Framework domains, and due to 
the nature of Primary Medical Care, there are a greater number of indicators in Domain 2.  
These indicators are a starting point for year 1 and will change and evolve over time based 
on feedback from users of the tool and on changing priorities within the NHS and Primary 
Medical Care. 


All indicators have been developed into Funnel Plots and practices are identified as outliers 
if they are outside 2 standard errors from the National average.  For more information on 
funnel plots see section 3 on how outliers are identified. 


Future plans for the tool 


Currently the tool has been developed by the Department of Health analytical team in 
conjunction with the NHS Commissioning Board and a national reference group and 
therefore is based on the latest data available to Department of Health.  Future 
development of this tool will lie with the NHS Commissioning Board Analytical Service.  As 
this service comes on board and develops links to more frequently available data such as 
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SUS and GPES it is planned that indicators will be reviewed and replaced with more timely 
data where possible. 


As referred to above, the web interface provides a starting point for NHSCB Area Teams to 
begin conversations with practices about variation in primary medical service provision.   
This tool will evolve and develop over following feedback from Area Teams and CCGs. This 
will ensure that it remains fit for purpose.   The NHSCB will convene a national review 
group to review feedback and recommend and approve modifications and updates.  There 
is also the intention to introduce timeseries data into the tool going forward so that 
improvement on indicators can be taken into account when identifying practices for 
assurance management discussions. 
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The Indicators 


2013-14 Indicators 


1. Note – some indicators appear in more than one domain.  Where this occurs indicators 


will only be counted once when determining practices to flag for discussions. 


Domain 1 - Preventing people from dying prematurely 


 


Emergency cancer admissions per 100 patients on disease register 


Early diagnosis of Cancer 


DM 31: The percentage of patients with diabetes in whom the last blood pressure is 140/80 
or less 


AF 3: The percentage of patients with atrial fibrillation who are currently treated with anti-
coagulation drug therapy or an anti-platelet therapy 


CS01: The percentage of patients aged from 25 to 64 whose notes record that a cervical 
smear has been performed in the last five years (including exceptions) 


MH 10:  The percentage of patients on the register who have a comprehensive care plan 
documented in the records agreed between individuals, their family and/or careers as 
appropriate 


Uptake rates of GP patients aged 65 years and older of seasonal flu vaccine 


Seasonal flu vaccine uptake in those aged 6 months to under 65 years in clinical risk groups 


AF Prevalence Ratio 


CHD Prevalence Ratio 


COPD Prevalence Ratio 


Asthma Prevalence Ratio 


Diabetes Prevalence Ratio 
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Domain 2 - Enhancing quality of life for people with Long Term Conditions 


 


AF Prevalence Ratio 


CHD Prevalence Ratio 


COPD Prevalence Ratio 


Asthma Prevalence Ratio 


Diabetes Prevalence Ratio 


Emergency admissions per 1,000 population 


A&E attendances per 1,000 population 


Emergency CHD admissions per 100 patients on disease register 


Emergency asthma admissions per 100 patients on disease register 


Emergency diabetes admissions per 100 patients on disease register 


Emergency COPD admissions per 100 patients on disease register 


Emergency dementia admissions per 100 patients on disease register 


DM 17: The percentage of patients with diabetes whose last measured total cholesterol 
within the previous 15 months is 5mmol/l or less 


DM27: The percentage of patients with diabetes in whom the last IFCC-HbA1c is 64 
mmol/mol (equivalent to HbA1c of 8% in DCCT values) or less (or equivalent test/reference 
range depending on local laboratory) in the preceding 15 months 


CHD 8: The percentage of patients with coronary heart disease whose last measured total 
cholesterol (measured in the previous 15 months) is 5mmol/l or less 


COPD 15: The percentage of all patients with COPD diagnosed after 1st April 2011 in whom 
the diagnosis has been confirmed by post bronchodilator spirometry 


ASTHMA 8: The percentage of patients aged eight and over diagnosed as having asthma 
from 1 April 2006 with measures of variability or reversibility 


Overall Exception Rate 


Antidepressants ADQ/Star Pu 
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Long/Intermediate Insulin Analogues 


Ezetimibe as a proportion of all Lipid modifying drugs  


 


Domain 3 -  Helping people to recover from episodes of ill health or following injury 


 


AF 3: The percentage of patients with atrial fibrillation who are currently treated with anti-
coagulation drug therapy or an anti-platelet therapy 


Seasonal flu vaccine uptake in those aged 6 months to under 65 years in clinical risk groups 


Emergency admissions per 1,000 population 


A&E attendances per 1,000 population 


Emergency admissions for 19 ACS conditions per 1,000 population 


DM 21: The percentage of patients with diabetes who have a record of retinal screening in 
the previous 15 months 


Antibacterial Items/Star Pu 


 


Domain 4 -  Ensuring people have a positive experience of care 


 


Overall experience of GP surgery 


Ease of getting through to someone at GP surgery on the phone 


Overall experience of making an appointment 
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Domain 5 -  Treating and caring for people in a safe environment and protecting them 


from avoidable harm 


 


Emergency cancer admissions per 100 patients on disease register 


Cephalosporins & Quinolones % Items 


Hypnotics ADQ/Star Pu 


NSAIDs Ibuprofen & Naproxen % Items 
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Proposed Future Indicators 


2. These are indicators which have been suggested for which data is either not yet 


available, are composite indicators which are still in development, or are indicators 


which need further work in order to begin to collect.  When data for these indicators 


become available they will be analysed and a decision will be made as to whether they 


are suitable for inclusion in the framework. 


Domain 1 - Preventing people from dying prematurely 


None 


Domain 2 - Enhancing quality of life for people with Long Term Conditions 


Dementia Prevalence Ratio 


Domain 3 -  Helping people to recover from episodes of ill health or following 


injury 


Emergency admissions for children with lower respiratory tract infections 


Percentage of people still at home 91 days following discharge from hospital 


ACS Admissions Composite indicator from the CCG Outcomes Indicator Set.  This will 
replace Emergency Admissions for 19 ACS Conditions when data are available 


Improving Access to Psychological Therapies 


Domain 4 -  Ensuring people have a positive experience of care 


A measurement of the percentage of people dying where they choose to 


Domain 5-  Treating and caring for people in a safe environment and protecting 


them from avoidable harm 


Emergency admissions for drug interactions and reactions 


Reducing antipsychotics for people with dementia 


Serious event reporting 
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How are ‘outliers’ identified? 


Funnel Plots 


3. This tool uses funnel plots to identify whether a practice is an outlier of interest on each 


indicator.  Funnel plots allow many data points to be plotted and then identify whether or 


not any individual point is significantly above or below the expected value.  In this tool 


the funnel plots plot points for every practice and compare them to the National 


Average. 


4. Funnel plots are a type of Statistical Process Control (SPC) Chart.  The Association of 


Public Health Observatories have produced excellent guidance documentation on 


different types of SPC, including funnel plots, which can be found at:    [insert link].   


5. In a funnel plot the indicator is plotted in a scatter diagram against the denominator.  


Lines are then added for the target (national average) and for the control limits.  Control 


limits are determined by the standard error at each point along the horizontal axis.  As 


the denominator for an indicator increases, the standard error will decrease.  Where 


there are small numbers of events, or small populations, there is more room for error or 


variation in this type of statistical analysis.  This is why the error decreases as the 


denominator gets bigger.  Therefore, the control limits on a funnel plot will be wider 


when the denominator is small and will get narrower as the denominator gets bigger.  


This is what gives the plot its characteristic shape and therefore the name. 


6. In standard SPC funnel plots the control limits are drawn at 2 and 3 standard errors.  If a 


system is in control then approximately 5% of data points should be outside 2 standard 


errors, and 0.2% should be outside 3 standard errors.  In industry points outside 2 


standard errors would trigger an ‘alert’ (for investigation) and points outside 3 standard 


errors would trigger an ‘alarm’ (requiring immediate action).  The purpose of this tool is 


to identify practices for further investigation and discussion, therefore the charts will only 


use limits set at 2 standard errors. 
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8. For example, A&E Attendances per 1,000 population.  The funnel plot for this plots the 


rate of attendances per 1,000 population on the vertical (Y) axis, and the practice 


registered population along the horizontal (X) axis. 


 


9. Practices with smaller populations have more natural variation in the numbers of 


attendances.  Therefore the control limits which determine whether or not a practice is 


an outlier are wider for smaller practices.  In this example, we would only be interested 


in reviewing practices with higher than expected numbers of attendances.  Therefore 


only those practices above the upper limit will be identified as outliers. 


Overdispersion 


10. When using funnel plots to understand variation between such a large number of 


institutions, such as GP Practices, a phenomenon known as overdispersion can be 


observed.  This is where more than 5% of data points are outside the 2 standard error 


limits.  This is caused by additional factors explaining the difference between practices.  


These will be things like deprivation, age and gender of patients and so on.  In each of 


these indicators there will be a range of factors which will add to the variation between 


practices.  It is not possible to understand, measure and take account of all of these 


possible variables in these funnel plots.  Therefore additional analysis has been carried 


out on each individual indicator in order to adjust the funnel limits and widen them to 


achieve as close to 5% outliers as possible. 


11. Professor David Speigalhalter has published several papers on how to adjust funnel 


plots for performance metrics to compare institutions.  There are essentially two 


statistical models that can be applied to the funnels in order to adjust them.  A fixed 


effects model which adds a multiplier into the calculation of the standard error in order to 


enlarge it, or a random effects model which simply calculates a constant to add to the 
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standard error.  The value to be added to or multiplied by the standard error is 


calculated through analysis of the distribution of the data. 


12. An additional step on top of these models is to use a technique known as windsorisation 


to eliminate the most extreme values when calculating the standard errors.  Very 


extreme values can have an effect of skewing a calculation.  Not including them in the 


calculation can give a more usable standard error. 


13. The following papers give details on how these techniques are actually calculated and 


can be applied. 


http://www.apho.org.uk/resource/item.aspx?RID=39445 


http://qualitysafety.bmj.com/content/14/5/347 


14. For each indicator the choice of Fixed, Random or No Effects, and what percentage of 


extreme values to exclude has been set in order to achieve as close to 5% outliers as 


possible.  The next section of this document gives the detail behind each indicator and 


identifies the parameters chosen to set each funnel. 


  



http://www.apho.org.uk/resource/item.aspx?RID=39445

http://qualitysafety.bmj.com/content/14/5/347
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Current Indicator Details 


Domain 1 - Preventing people from dying prematurely 


Emergency Cancer Admissions per 100 patients on the Cancer Disease Register 


Indicator 
Definition 


This indicator includes all admissions to hospital classified as an emergency with 
a primary diagnosis of Cancer measured against the Cancer Disease Register for 
the practice to create a rate per 100 patients. 
 
Numerator 


At GP Practice Level. 
The number of finished and unfinished continuous inpatient spells (CIPS), 
excluding transfers, for patients with an emergency method of admission 
and with any of the primary diagnoses listed below (DIAG_01 in the 1st 
episode of the spell, ICD-10 codes).  
 
C00-C97 Malignant neoplasms 


o C00-C75 Malignant neoplasms, stated or presumed to be primary, of 
specified sites, except of lymphoid, haematopoietic and related tissue  


 C00-C14 Malignant neoplasms of lip, oral cavity and pharynx  
 C15-C26 Malignant neoplasms of digestive organs  
 C30-C39 Malignant neoplasms of respiratory and intrathoracic 


organs  
 C40-C41 Malignant neoplasms of bone and articular cartilage  
 C43-C44 Melanoma and other malignant neoplasms of skin  
 C45-C49 Malignant neoplasms of mesothelial and soft tissue  
 C50-C50 Malignant neoplasm of breast  
 C51-C58 Malignant neoplasms of female genital organs  
 C60-C63 Malignant neoplasms of male genital organs  
 C64-C68 Malignant neoplasms of urinary tract  
 C69-C72 Malignant neoplasms of eye, brain and other parts of 


central nervous system  
 C73-C75 Malignant neoplasms of thyroid and other endocrine 


glands  
o C76-C80 Malignant neoplasms of ill-defined, secondary and unspecified sites  
o C81-C96 Malignant neoplasms, stated or presumed to be primary, of 


lymphoid, haematopoietic and related tissue  
o C97-C97 Malignant neoplasms of independent (primary) multiple sites 


Denominator 
No. patients on the Cancer Disease Register / 100 
 


Data Sources Numerator – DH extract from HES (data not publically available) 
Denominator – Quality and Outcomes Framework 


Latest available 
data 


2011-12 


Reporting 
Schedule 


HES data is refreshed annually and the 2012-13 data will be available in autumn 
2013. 
QOF data is collected annually.  2011-12 data is currently available, 2012-13 QOF 
data is scheduled to be published October/November 2013 


Fixed or Fixed effects 



http://www.ic.nhs.uk/searchcatalogue?productid=5410&topics=1%2fPrimary+care+services%2fQuality+Outcomes+Framework&sort=Relevance&size=10&page=3#top
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Random Effects 
applied 


Level of cut off 
for 
Windsorization 


No data excluded 


 


Early Diagnosis of Cancer 


Indicator 
Definition 


The percentage of new cancer cases who were referred using two week 
wait referral pathway.  
 
Numerator 
The number of new cases referred via the two week wait pathway. 
 
Denominator 
Total number of new cases referred. 
 


Data Sources To be confirmed 


Latest available 
data 


To be confirmed 


Reporting 
Schedule 


To be confirmed 


Fixed or 
Random Effects 
applied 


To be confirmed 


Level of cut off 
for 
Windsorization 


To be confirmed 
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DM 31: The percentage of patients with diabetes in whom the last blood pressure is 140/80 or 
less 


Indicator 
Definition 


The practice reports the percentage of patients on the diabetic register in which 
the last blood pressure measurement was 140/80 or less. The pressure must 
have been measured in the preceding 15 months. 
 
Numerator 
The number of patients on the diabetic register in which the last blood pressure 
measurement was 140/80 or less.  The pressure must have been measured in the 
preceding 15 months. 
 
Denominator 
All patients on the diabetic register less exceptions1 


Data Sources Quality and Outcomes Framework 


Latest available 
data 


2011-12 Financial Year 


Reporting 
Schedule 


2012-13 QOF data is scheduled to be published October/November 2013 


Fixed or 
Random Effects 
applied 


Fixed Effects 


Level of cut off 
for 
Windsorization 


0.2% 


 


AF 3: The percentage of patients with atrial fibrillation who are currently treated with anti-
coagulation drug therapy or an anti-platelet therapy 


Indicator 
Definition 


The practice reports the percentage of patients with AF whose records show they 
have been prescribed anti-coagulant or anti-platelet drug therapy in the preceding 
six months. 
 
Numerator 
The number of patients on the atrial fibrillation register whose records show they 
have been prescribed anti-coagulant or anti-platelet drug therapy in the preceding 
six months. 
 
Denominator 
All patients on the atrial fibrillation register less exceptions 


Data Sources Quality and Outcomes Framework 


Latest available 
data 


2011-12 Financial Year 


Reporting 
Schedule 


2012-13 QOF data is scheduled to be published October/November 2013 


Fixed or 
Random Effects 
applied 


Fixed Effects 


Level of cut off 
for 


1.1% 


                                            
1 The QOF includes the concept of exception reporting. This was been introduced to allow practices to pursue the quality 
improvement agenda and not be penalised, where, for example, patients do not attend for review, or where a medication 
cannot be prescribed due to a contraindication or side effect.  These patients can then be excluded from the denominator 
of the relevant indicator. 



http://www.ic.nhs.uk/searchcatalogue?productid=5410&topics=1%2fPrimary+care+services%2fQuality+Outcomes+Framework&sort=Relevance&size=10&page=3#top

http://www.ic.nhs.uk/searchcatalogue?productid=5410&topics=1%2fPrimary+care+services%2fQuality+Outcomes+Framework&sort=Relevance&size=10&page=3#top
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Windsorization 


 


CS01: The percentage of patients aged from 25 to 64 whose notes record that a cervical smear 
has been performed in the last five years (including exceptions) 


Indicator 
Definition 


The percentage of patients aged from 25 to 64 whose notes record that a cervical 
smear has been performed in the preceding 5 years. 
 
Numerator 
The number of patients aged from 25 to 64 whose notes record that a cervical 
smear has been performed in the preceding 5 years. 
 
Denominator 
All women aged from 25 to 64 on the practice list less exceptions   


Data Sources Quality and Outcomes Framework 


Latest available 
data 


2011-12 Financial Year 


Reporting 
Schedule 


2012-13 QOF data is scheduled to be published October/November 2013 


Fixed or 
Random Effects 
applied 


Fixed Effects 


Level of cut off 
for 
Windsorization 


No data excluded 


 


MH 10:  The percentage of patients on the register who have a comprehensive care plan 
documented in the records agreed between individuals, their family and/or careers as 
appropriate 


Indicator 
Definition 


The percentage of patients on the register who have a comprehensive care plan 
documented in the records agreed between individuals, their family and/or careers 
as appropriate 
 
Numerator 
The number of patients on the register who have a comprehensive care plan 
documented in the records agreed between individuals, their family and/or careers 
as appropriate 
 
Denominator 
All patients on the mental health register less exceptions  
 


Data Sources Quality and Outcomes Framework 


Latest available 
data 


2011-12 Financial Year 


Reporting 
Schedule 


2012-13 QOF data is scheduled to be published October/November 2013 


Fixed or 
Random Effects 
applied 


Random effects 


Level of cut off 
for 
Windsorization 


No data excluded 


 



http://www.ic.nhs.uk/searchcatalogue?productid=5410&topics=1%2fPrimary+care+services%2fQuality+Outcomes+Framework&sort=Relevance&size=10&page=3#top

http://www.ic.nhs.uk/searchcatalogue?productid=5410&topics=1%2fPrimary+care+services%2fQuality+Outcomes+Framework&sort=Relevance&size=10&page=3#top
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Uptake Rates of GP Patients aged 65 years and older of Seasonal Flu Vaccine 


Indicator 
Definition 


The percentage of patients aged over 65 who have received a seasonal flu 
vaccination during September 2010 to February 2011. 
 
Numerator 
The number of patients aged over 65 who have received a seasonal flu 
vaccination during September 2010 to February 2011 
 
Denominator 
All patients aged over 65 on the practice list.   


Data Sources IC Indicator Portal 


Latest available 
data 


Winter 2010-11 (Sept 10 – Feb 11) 


Reporting 
Schedule 


Winter 2011-12 (Sept 11 – Feb 12) data publication date is yet to be finalised. 


Fixed or 
Random Effects 
applied 


Fixed Effects 


Level of cut off 
for 
Windsorization 


No data excluded 


 


Seasonal Flu vaccine uptake in those aged 6 months to under 65 years in clinical risk groups 


Indicator 
Definition 


The percentage of patients aged over 6 months to under 65 years in the defined 
influenza clinical risk groups that received the seasonal influenza vaccination 
during September 2010 to February 2011. 
 
Numerator 
The number of patients aged over 6 months to under 65 years in the defined 
influenza clinical risk groups that received the seasonal influenza vaccination 
during September 2010 to February 2011 
 
Denominator 
All patients aged over 65 on the practice list.   


Data Sources IC Indicator Portal 


Latest available 
data 


Winter 2010-11 (Sept 10 – Feb 11) 


Reporting 
Schedule 


Winter 2011-12 (Sept 11 – Feb 12) data publication date is yet to be finalised. 


Fixed or 
Random Effects 
applied 


Fixed Effects 


Level of cut off 
for 
Windsorization 


1% 


 


Atrial Fibrillation Prevalence Ratio 


Indicator 
Definition 


The ratio of expected to reported prevalence of Atrial Fibrillation 
 
Numerator 
The Atrial Fibrillation disease register from QOF 
 



https://indicators.ic.nhs.uk/webview/

https://indicators.ic.nhs.uk/webview/
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Denominator 


Expected count of patients by practice on the disease register.  Expected Prevalence 
of atrial fibrillation calculated using national age / sex specific rates from the 
Doncaster model applied to GP practice list size data 


National Prevalence / 1000 


 Men Women 
0-34 0.5 0.7 
35-44 2.5 2.2 
45-54 6.6 4.4 
55-64 18.0 10.9 
65-74 46.2 33.0 
75-84 90.5 71.5 
85+ 106.2 109.1 


Source for national prevalence rates can be found on the Doncaster PCT website 


Practice level results published for 2008-09 have been applied to the 2011-12 
practice list information from QOF to determine expected prevalence for 2011-12. 


 


Data Sources Numerator – Quality and Outcomes Framework 
Denominator – NHS Comparators 


Latest available 
data 


2011-12 Financial Year 


Reporting 
Schedule 


2012-13 QOF data is scheduled to be published October/November 2013 


Fixed or 
Random Effects 
applied 


Fixed Effects 


Level of cut off 
for 
Windsorization 


1% 


 


Coronary Heart Disease Prevalence Ratio 


Indicator 
Definition 


The ratio of expected to reported prevalence of Coronary Heart Disease (CHD) 
 
Numerator 
The CHD disease register from QOF 
 
Denominator 
Modelled number of patients in the practice estimated to have Coronary Heart 
Disease.  Practice List, modelled estimated disease register, and per cent.  
 
For information on the estimated prevalence model, the data used in the model, 
and methodology behind it, please go to the Public Health Observatories’ 
website:   
http://www.apho.org.uk/DISEASEPREVALENCEMODELS 


Practice level results published for 2008-09 have been applied to the 2011-12 
practice list information from QOF to determine expected prevalence for 2011-12. 



http://www.doncaster.nhs.uk/about-us/our-roles-directories/public-health/public-health-intelligence-evaluation-team/tools-resources/qof-benchmarking-tool/user-guides-qof/

http://www.ic.nhs.uk/searchcatalogue?productid=5410&topics=1%2fPrimary+care+services%2fQuality+Outcomes+Framework&sort=Relevance&size=10&page=3#top

http://www.apho.org.uk/DISEASEPREVALENCEMODELS
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Data Sources Numerator – Quality and Outcomes Framework 
Denominator – NHS Comparators 


Latest available 
data 


2011-12 Financial Year 


Reporting 
Schedule 


2012-13 QOF data is scheduled to be published October/November 2013 


Fixed or 
Random Effects 
applied 


Fixed Effects 


Level of cut off 
for 
Windsorization 


0.3% 


 


Chronic Obstructive Pulmonary Disease Prevalence Ratio 


Indicator 
Definition 


The ratio of expected to reported prevalence of Chronic Obstructive Pulmonary 
Disease (COPD) 
 
Numerator 
The COPD disease register from QOF 
 
Denominator 
Modelled number of patients in the practice estimated to have Chronic Obstructive 
Pulmonary Disease.  Practice List, modelled estimated disease register, and per 
cent.  
 
For information on the estimated prevalence model, the data used in the model, 
and methodology behind it, please go to the Public Health Observatories’ 
website:   
http://www.apho.org.uk/DISEASEPREVALENCEMODELS 


Practice level results published for 2008-09 have been applied to the 2011-12 
practice list information from QOF to determine expected prevalence for 2011-12. 


 


Data Sources Numerator – Quality and Outcomes Framework 
Denominator – NHS Comparators 


Latest available 
data 


2011-12 Financial Year 


Reporting 
Schedule 


2012-13 QOF data is scheduled to be published October/November 2013 


Fixed or 
Random Effects 
applied 


Fixed Effects 


Level of cut off 
for 
Windsorization 


1.1% 


 


Asthma Prevalence Ratio 


Indicator 
Definition 


The ratio of expected to reported prevalence of Asthma 
 
Numerator 



http://www.ic.nhs.uk/searchcatalogue?productid=5410&topics=1%2fPrimary+care+services%2fQuality+Outcomes+Framework&sort=Relevance&size=10&page=3#top

http://www.apho.org.uk/DISEASEPREVALENCEMODELS

http://www.ic.nhs.uk/searchcatalogue?productid=5410&topics=1%2fPrimary+care+services%2fQuality+Outcomes+Framework&sort=Relevance&size=10&page=3#top
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The Asthma disease register from QOF 
 
Denominator 


Expected count of patients by practice on the disease register.  Expected 
Prevalence of asthma calculated using national age / sex specific rates from the 
Doncaster model applied to GP practice list size data 


National Prevalence / 1000 


 Men Women 


0-34 0.5 0.7 


35-44 2.5 2.2 


45-54 6.6 4.4 


55-64 18.0 10.9 


65-74 46.2 33.0 


75-84 90.5 71.5 


85+ 106.2 109.1 


Source for national prevalence rates can be found on the Doncaster PCT website 


Practice level results published for 2008-09 have been applied to the 2011-12 
practice list information from QOF to determine expected prevalence for 2011-12. 


Data Sources Numerator – Quality and Outcomes Framework 
Denominator – NHS Comparators 


Latest available 
data 


2011-12 Financial Year 


Reporting 
Schedule 


2012-13 QOF data is scheduled to be published October/November 2013 


Fixed or 
Random Effects 
applied 


Fixed Effects 


Level of cut off 
for 
Windsorization 


0.4% 


 


Diabetes Prevalence Ratio 


Indicator 
Definition 


The ratio of expected to reported prevalence of Diabetes for people aged 17 and 
over. 
 
Numerator 
The Diabetes disease register from QOF (aged 17 and over) 
 
Denominator 


Expected count of patients by practice on the disease register using rates as 
follows 


persons aged 0-29    0.34% 


persons aged 30-59  3.66% 


persons aged 60+   14.33% 



http://www.doncaster.nhs.uk/about-us/our-roles-directories/public-health/public-health-intelligence-evaluation-team/tools-resources/qof-benchmarking-tool/user-guides-qof/

http://www.ic.nhs.uk/searchcatalogue?productid=5410&topics=1%2fPrimary+care+services%2fQuality+Outcomes+Framework&sort=Relevance&size=10&page=3#top
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Rates supplied by YHPHO.  


It is hoped to update with revised model at some stage for 2005/06, 2006/07 rates 
from Forouhi N, Merrick D, Goyder E et al.  Diabetes prevalence in England, 2001 
- estimates from an epidemiological model.  Diabetic Med 2005; 23: 189  


Practice level results published for 2008-09 have been applied to the 2011-12 
practice list information from QOF to determine expected prevalence for 2011-12. 


Data Sources Numerator – Quality and Outcomes Framework 
Denominator – NHS Comparators 


Latest available 
data 


2011-12 Financial Year 


Reporting 
Schedule 


2012-13 QOF data is scheduled to be published October/November 2013 


Fixed or 
Random Effects 
applied 


Fixed Effects 


Level of cut off 
for 
Windsorization 


0.3% 


 


Domain 2 - Enhancing quality of life for people with Long Term Conditions 


 


Atrial Fibrillation Prevalence Ratio 


Indicator 
Definition 


The ratio of expected to reported prevalence of Atrial Fibrillation 
 
Numerator 
The Atrial Fibrillation disease register from QOF 
 
Denominator 


Expected count of patients by practice on the disease register.  Expected 
Prevalence of atrial fibrillation calculated using national age / sex specific rates 
from the Doncaster model applied to GP practice list size data 


National Prevalence / 1000 


 Men Women 


0-34 0.5 0.7 


35-44 2.5 2.2 


45-54 6.6 4.4 


55-64 18.0 10.9 


65-74 46.2 33.0 


75-84 90.5 71.5 


85+ 106.2 109.1 


Source for national prevalence rates can be found on the Doncaster PCT website 


Practice level results published for 2008-09 have been applied to the 2011-12 
practice list information from QOF to determine expected prevalence for 2011-12. 


 


Data Sources Numerator – Quality and Outcomes Framework 



http://www.ic.nhs.uk/searchcatalogue?productid=5410&topics=1%2fPrimary+care+services%2fQuality+Outcomes+Framework&sort=Relevance&size=10&page=3#top

http://www.doncaster.nhs.uk/about-us/our-roles-directories/public-health/public-health-intelligence-evaluation-team/tools-resources/qof-benchmarking-tool/user-guides-qof/

http://www.ic.nhs.uk/searchcatalogue?productid=5410&topics=1%2fPrimary+care+services%2fQuality+Outcomes+Framework&sort=Relevance&size=10&page=3#top
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Denominator – NHS Comparators 


Latest available 
data 


2011-12 Financial Year 


Reporting 
Schedule 


2012-13 QOF data is scheduled to be published October/November 2013 


Fixed or 
Random Effects 
applied 


Fixed Effects 


Level of cut off 
for 
Windsorization 


1% 


 


Coronary Heart Disease Prevalence Ratio 


Indicator 
Definition 


The ratio of expected to reported prevalence of Coronary Heart Disease (CHD) 
 
Numerator 
The CHD disease register from QOF 
 
Denominator 
Modelled number of patients in the practice estimated to have Coronary Heart 
Disease.  Practice List, modelled estimated disease register, and per cent.  
 
For information on the estimated prevalence model, the data used in the model, 
and methodology behind it, please go to the Public Health Observatories’ 
website:   
http://www.apho.org.uk/DISEASEPREVALENCEMODELS 


Practice level results published for 2008-09 have been applied to the 2011-12 
practice list information from QOF to determine expected prevalence for 2011-12. 


 


Data Sources Numerator – Quality and Outcomes Framework 
Denominator – NHS Comparators 


Latest available 
data 


2011-12 Financial Year 


Reporting 
Schedule 


2012-13 QOF data is scheduled to be published October/November 2013 


Fixed or 
Random Effects 
applied 


Fixed Effects 


Level of cut off 
for 
Windsorization 


0.3% 


 


Chronic Obstructive Pulmonary Disease Prevalence Ratio 


Indicator 
Definition 


The ratio of expected to reported prevalence of Chronic Obstructive Pulmonary 
Disease (COPD) 
 
Numerator 
The COPD disease register from QOF 
 
Denominator 



http://www.apho.org.uk/DISEASEPREVALENCEMODELS

http://www.ic.nhs.uk/searchcatalogue?productid=5410&topics=1%2fPrimary+care+services%2fQuality+Outcomes+Framework&sort=Relevance&size=10&page=3#top
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Modelled number of patients in the practice estimated to have Chronic Obstructive 
Pulmonary Disease.  Practice List, modelled estimated disease register, and per 
cent.  
 
For information on the estimated prevalence model, the data used in the model, 
and methodology behind it, please go to the Public Health Observatories’ 
website:   
http://www.apho.org.uk/DISEASEPREVALENCEMODELS 


Practice level results published for 2008-09 have been applied to the 2011-12 
practice list information from QOF to determine expected prevalence for 2011-12. 


 


Data Sources Numerator – Quality and Outcomes Framework 
Denominator – NHS Comparators 


Latest available 
data 


2011-12 Financial Year 


Reporting 
Schedule 


2012-13 QOF data is scheduled to be published October/November 2013 


Fixed or 
Random Effects 
applied 


Fixed Effects 


Level of cut off 
for 
Windsorization 


1.1% 


 


Asthma Prevalence Ratio 


Indicator 
Definition 


The ratio of expected to reported prevalence of Asthma 
 
Numerator 
The Asthma disease register from QOF 
 
Denominator 


Expected count of patients by practice on the disease register.  Expected 
Prevalence of asthma calculated using national age / sex specific rates from the 
Doncaster model applied to GP practice list size data 


National Prevalence / 1000 


 Men Women 


0-34 0.5 0.7 


35-44 2.5 2.2 


45-54 6.6 4.4 


55-64 18.0 10.9 


65-74 46.2 33.0 


75-84 90.5 71.5 


85+ 106.2 109.1 


Source for national prevalence rates can be found on the Doncaster PCT website 


Practice level results published for 2008-09 have been applied to the 2011-12 
practice list information from QOF to determine expected prevalence for 2011-12. 



http://www.apho.org.uk/DISEASEPREVALENCEMODELS

http://www.ic.nhs.uk/searchcatalogue?productid=5410&topics=1%2fPrimary+care+services%2fQuality+Outcomes+Framework&sort=Relevance&size=10&page=3#top

http://www.doncaster.nhs.uk/about-us/our-roles-directories/public-health/public-health-intelligence-evaluation-team/tools-resources/qof-benchmarking-tool/user-guides-qof/
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Data Sources Numerator – Quality and Outcomes Framework 
Denominator – NHS Comparators 


Latest available 
data 


2011-12 Financial Year 


Reporting 
Schedule 


2012-13 QOF data is scheduled to be published October/November 2013 


Fixed or 
Random Effects 
applied 


Fixed Effects 


Level of cut off 
for 
Windsorization 


0.4% 


 


Diabetes Prevalence Ratio 


Indicator 
Definition 


The ratio of expected to reported prevalence of Diabetes for people aged 17 and 
over. 
 
Numerator 
The Diabetes disease register from QOF (aged 17 and over) 
 
Denominator 


Expected count of patients by practice on the disease register using rates as 
follows 


persons aged 0-29    0.34% 


persons aged 30-59  3.66% 


persons aged 60+   14.33% 


Rates supplied by YHPHO.  


It is hoped to update with revised model at some stage for 2005/06, 2006/07 rates 
from Forouhi N, Merrick D, Goyder E et al.  Diabetes prevalence in England, 2001 
- estimates from an epidemiological model.  Diabetic Med 2005; 23: 189  


Practice level results published for 2008-09 have been applied to the 2011-12 
practice list information from QOF to determine expected prevalence for 2011-12. 


Data Sources Numerator – Quality and Outcomes Framework 
Denominator – NHS Comparators 


Latest available 
data 


2011-12 Financial Year 


Reporting 
Schedule 


2012-13 QOF data is scheduled to be published October/November 2013 


Fixed or 
Random Effects 
applied 


Fixed Effects 


Level of cut off 
for 
Windsorization 


0.3% 


 


Emergency Admissions per 1,000 population 



http://www.ic.nhs.uk/searchcatalogue?productid=5410&topics=1%2fPrimary+care+services%2fQuality+Outcomes+Framework&sort=Relevance&size=10&page=3#top

http://www.ic.nhs.uk/searchcatalogue?productid=5410&topics=1%2fPrimary+care+services%2fQuality+Outcomes+Framework&sort=Relevance&size=10&page=3#top
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Indicator 
Definition 


The number of Emergency Admissions per 1,000 of the GP Practice's registered 
patients. 
 
Numerator 
Count of completed spells where 
 
Patient Classification = 1  
Admission Method is emergency (21, 22, 23, 24, 28) 
 
Note: 
Excludes activity not covered by mandatory PbR tariffs 
 
For further information: 
Further information on the meaning of the values for the fields listed above can be 
obtained from the admitted patient care NHS CDS data dictionary: 
http://www.datadictionary.nhs.uk/data_dictionary/messages/cds_v6/data_sets/cds
_v6_type_130_fr.asp?shownav=1 
 
Denominator 
 
 Registered Population  


Number of patients registered at the GP Practice as published on NHS 
Comparators 


Data Sources Hospital Episode Statistics (HES) via NHS Comparators 


Latest available 
data 


2011-12 Financial Year 


Reporting 
Schedule 


2012-13 data publication is to be confirmed. 


Fixed or 
Random Effects 
applied 


Fixed effects 


Level of cut off 
for 
Windsorization 


No data excluded 


 


A&E Attendances per 1,000 population 


Indicator 
Definition 


The number of A&E Attendances per 1,000 of the GP Practice's registered 
patients. 
 
Numerator 
Number of A&E Attendances 
 
Denominator 
 
 Registered Population  


Number of patients registered at the GP Practice as published on NHS 
Comparators 


Data Sources Hospital Episode Statistics (HES) (Not currently publically available) 


Latest available 
data 


2011-12 Financial Year 


Reporting 2012-13 data publication is to be confirmed. 
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Schedule 


Fixed or 
Random Effects 
applied 


Fixed effects 


Level of cut off 
for 
Windsorization 


No data excluded 


 


Emergency CHD Admissions per 100 patients on CHD Disease Register 


Indicator 
Definition 


The number of emergency attendances for Coronary Heart Disease per 100 
patients on the practice CHD disease register. 
 
Numerator 
Count of completed spells and sum of PBR tariff where  
Admission method is emergency (21, 22, 23, 24, 28)  
Patient classification is inpatient (1)  
ICD10 Primary diagnosis code is in range I20-I25  
 
Denominator 
Number of patients on practice disease register for coronary heart disease 
 


Data Sources Numerator - Hospital Episode Statistics (HES) (Not currently publically available) 
Denominator - QOF 


Latest available 
data 


2011-12 Financial Year 


Reporting 
Schedule 


2012-13 data publication is to be confirmed. 


Fixed or 
Random Effects 
applied 


Fixed effects 


Level of cut off 
for 
Windsorization 


No data excluded 


 


Emergency Asthma Admissions per 100 patients on Asthma Disease Register 


Indicator 
Definition 


The number of emergency attendances for Asthma per 100 patients on the 
practice Asthma disease register. 
 
Numerator 
Count of completed spells and sum of PBR tariff where  
Admission method is emergency (21, 22, 23, 24, 28)  
Patient classification is inpatient (1)  
ICD10 Primary diagnosis code is in range J45-J46 
 
Denominator 
Number of patients on practice disease register for asthma 
 


Data Sources Numerator - Hospital Episode Statistics (HES) (Not currently publically available) 
Denominator - QOF 


Latest available 
data 


2011-12 Financial Year 


Reporting 2012-13 data publication is to be confirmed. 
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Schedule 


Fixed or 
Random Effects 
applied 


Fixed effects 


Level of cut off 
for 
Windsorization 


No data excluded 


 


Emergency Diabetes Admissions per 100 patients on Diabetes Disease Register 


Indicator 
Definition 


The number of emergency attendances for Diabetes per 100 patients on the 
practice Diabetes disease register. 
 
Numerator 
Count of completed spells and sum of PBR tariff where  
Admission method is emergency (21, 22, 23, 24, 28)  
Patient classification is inpatient (1)  


ICD10 Primary diagnosis code is in range E10-E14 
 
Denominator 
Number of patients on practice disease register for diabetes 
 


Data Sources Numerator - Hospital Episode Statistics (HES) (Not currently publically available) 
Denominator - QOF 


Latest available 
data 


2011-12 Financial Year 


Reporting 
Schedule 


2012-13 data publication is to be confirmed. 


Fixed or 
Random Effects 
applied 


Fixed effects 


Level of cut off 
for 
Windsorization 


No data excluded 


 


Emergency COPD Admissions per 100 patients on COPD Disease Register 


Indicator 
Definition 


The number of emergency attendances for Chronic Obstructive Pulmonary 
Disease per 100 patients on the practice COPD disease register. 
 
Numerator 
Count of completed spells and sum of PBR tariff where  
Admission method is emergency (21, 22, 23, 24, 28)  
Patient classification is inpatient (1)  


ICD10 Primary diagnosis code is in range J40-J44 
 
Denominator 
Number of patients on practice disease register for COPD 
 


Data Sources Numerator - Hospital Episode Statistics (HES) (Not currently publically available) 
Denominator - QOF 


Latest available 
data 


2011-12 Financial Year 


Reporting 2012-13 data publication is to be confirmed. 
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Schedule 


Fixed or 
Random Effects 
applied 


Fixed effects 


Level of cut off 
for 
Windsorization 


No data excluded 


 


Emergency Dementia Admissions per 100 patients on Dementia Register 


Indicator 
Definition 


The number of emergency attendances for Dementia per 100 patients on the 
practice Dementia disease register. 
 
Numerator 
Count of completed spells and sum of PBR tariff where  
Admission method is emergency (21, 22, 23, 24, 28)  
Patient classification is inpatient (1)  


ICD10 Primary diagnosis code is in range F00-F03 
 
Denominator 
Number of patients on practice disease register for Dementia 
 


Data Sources Numerator - Hospital Episode Statistics (HES) (Not currently publically available) 
Denominator - QOF 


Latest available 
data 


2011-12 Financial Year 


Reporting 
Schedule 


2012-13 data publication is to be confirmed. 


Fixed or 
Random Effects 
applied 


Fixed effects 


Level of cut off 
for 
Windsorization 


No data excluded 


 


DM 17: The percentage of patients with diabetes whose last measured total cholesterol within 
the previous 15 months is 5mmol/l or less 


Indicator 
Definition 


The percentage of patients with diabetes whose last measured total cholesterol 
within the previous 15 months is 5mmol/l or less 
 
Numerator 
The number of patients with diabetes whose last measured total cholesterol within 
the previous 15 months is 5mmol/l or less 
 
Denominator 
All patients on the diabetes register less exceptions 


Data Sources Quality and Outcomes Framework 


Latest available 
data 


2011-12 Financial Year 


Reporting 
Schedule 


2012-13 QOF data is scheduled to be published October/November 2013 


Fixed or 
Random Effects 


Random effects 



http://www.ic.nhs.uk/searchcatalogue?productid=5410&topics=1%2fPrimary+care+services%2fQuality+Outcomes+Framework&sort=Relevance&size=10&page=3#top
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applied 


Level of cut off 
for 
Windsorization 


No data excluded 


 


DM27: The percentage of patients with diabetes in whom the last IFCC-HbA1c is 64 mmol/mol 
(equivalent to HbA1c of 8% in DCCT values) or less (or equivalent test/reference range 
depending on local laboratory) in the preceding 15 months 


Indicator 
Definition 


The percentage of patients with diabetes in whom the last IFCC-HbA1c is 64 
mmol/mol (equivalent to HbA1c of 8% in DCCT values) or less (or equivalent 
test/reference range depending on local laboratory) in the preceding 15 months 
 
Numerator 
The number of patients with diabetes in whom the last IFCC-HbA1c is 64 
mmol/mol (equivalent to HbA1c of 8% in DCCT values) or less (or equivalent 
test/reference range depending on local laboratory) in the preceding 15 months 
 
Denominator 
All patients on the diabetes register less exceptions 


Data Sources Quality and Outcomes Framework 


Latest available 
data 


2011-12 Financial Year 


Reporting 
Schedule 


2012-13 QOF data is scheduled to be published October/November 2013 


Fixed or 
Random Effects 
applied 


Fixed effects 


Level of cut off 
for 
Windsorization 


No data excluded 


 


CHD 8: The percentage of patients with coronary heart disease whose last measured total 
cholesterol (measured in the previous 15 months) is 5mmol/l or less 


Indicator 
Definition 


The percentage of patients with coronary heart disease whose last measured total 
cholesterol (measured in the previous 15 months) is 5mmol/l or less 
 
Numerator 
The number of patients with coronary heart disease whose last measured total 
cholesterol (measured in the previous 15 months) is 5mmol/l or less months 
 
Denominator 
All patients on the CHD register less exceptions 
 


Data Sources Quality and Outcomes Framework 


Latest available 
data 


2011-12 Financial Year 


Reporting 
Schedule 


2012-13 QOF data is scheduled to be published October/November 2013 


Fixed or 
Random Effects 
applied 


Random effects 


Level of cut off 2.2% 



http://www.ic.nhs.uk/searchcatalogue?productid=5410&topics=1%2fPrimary+care+services%2fQuality+Outcomes+Framework&sort=Relevance&size=10&page=3#top

http://www.ic.nhs.uk/searchcatalogue?productid=5410&topics=1%2fPrimary+care+services%2fQuality+Outcomes+Framework&sort=Relevance&size=10&page=3#top
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for 
Windsorization 


 


COPD 15: The percentage of all patients with COPD diagnosed after 1st April 2011 in whom the 
diagnosis has been confirmed by post bronchodilator spirometry 


Indicator 
Definition 


The percentage of all patients with COPD diagnosed after 1st April 2011 in whom 
the diagnosis has been confirmed by post bronchodilator spirometry 
 
Numerator 
The number of all patients with COPD diagnosed after 1st April 2011 in whom the 
diagnosis has been confirmed by post bronchodilator spirometry 
 
Denominator 
All patients on the COPD register less exceptions 
 


Data Sources Quality and Outcomes Framework 


Latest available 
data 


2011-12 Financial Year 


Reporting 
Schedule 


2012-13 QOF data is scheduled to be published October/November 2013 


Fixed or 
Random Effects 
applied 


Random effects 


Level of cut off 
for 
Windsorization 


No data excluded 


 


ASTHMA 8: The percentage of patients aged eight and over diagnosed as having asthma from 
1 April 2006 with measures of variability or reversibility 


Indicator 
Definition 


The percentage of patients aged eight and over diagnosed as having asthma from 
1 April 2006 with measures of variability or reversibility 
 
Numerator 
The number of patients aged eight and over diagnosed as having asthma from 1 
April 2006 with measures of variability or reversibility 
 
Denominator 
All patients on the asthma register less exceptions 
 


Data Sources Quality and Outcomes Framework 


Latest available 
data 


2011-12 Financial Year 


Reporting 
Schedule 


2012-13 QOF data is scheduled to be published October/November 2013 


Fixed or 
Random Effects 
applied 


Random effects 


Level of cut off 
for 
Windsorization 


1.5% 


 



http://www.ic.nhs.uk/searchcatalogue?productid=5410&topics=1%2fPrimary+care+services%2fQuality+Outcomes+Framework&sort=Relevance&size=10&page=3#top

http://www.ic.nhs.uk/searchcatalogue?productid=5410&topics=1%2fPrimary+care+services%2fQuality+Outcomes+Framework&sort=Relevance&size=10&page=3#top
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Overall Exception Rate 


Indicator 
Definition 


The average exception rate across all QOF clinical indicators 
 
Numerator 
Average Number of Exceptions across all QOF Clinical indicators 
 
Denominator 
Average Denominator + Exceptions across all QOF Clinical Indicators 
 


Data Sources Quality and Outcomes Framework 


Latest available 
data 


2011-12 Financial Year 


Reporting 
Schedule 


2012-13 QOF data is scheduled to be published October/November 2013 


Fixed or 
Random Effects 
applied 


Random effects 


Level of cut off 
for 
Windsorization 


1.7% 


 


Antidepressants per STAR PU 


Indicator 
Definition 


Number of Antidepressant prescription items prescribed per Specific Therapeutic 
group Age-sex Related Prescribing Unit 
 
Numerator 
Number of Antidepressant prescription items prescribed  


040301 Tricyclic & Related Antidepressant Drugs 


040302 Monoamine-Oxidase Inhibitors (Maois) 


040303 Selective Serotonin Re-Uptake Inhibitors 


040304 Other Antidepressant Drugs 


 
Denominator 
Specific Therapeutic group Age-sex Related Prescribing Unit  
 
See NHS BSA website link below for more detail specifics of numerators and 
denominators for this indicator 


Data Sources NHSBSA Information Services Portal 


Latest available 
data 


2011-12 Financial Year 


Reporting 
Schedule 


Publication date for 2012-13 data is to be confirmed 


Fixed or 
Random Effects 
applied 


Fixed effects 


Level of cut off 
for 
Windsorization 


1.7% 


 


Long/Intermediate Insulin Analogues 


Indicator Percentage of Long/Intermediate Insulin Analogues as a proportion of all insulin 



http://www.ic.nhs.uk/searchcatalogue?productid=5410&topics=1%2fPrimary+care+services%2fQuality+Outcomes+Framework&sort=Relevance&size=10&page=3#top

https://apps.nhsbsa.nhs.uk/infosystems/report/getDrillDownReport.do?generatedReportId=22128&DRUG_BNF_CODE=040301&DRUG_LIST_ITEM_TYPE=NUMENATOR&DRILL_DOWN=true

https://apps.nhsbsa.nhs.uk/infosystems/report/getDrillDownReport.do?generatedReportId=22128&DRUG_BNF_CODE=040302&DRUG_LIST_ITEM_TYPE=NUMENATOR&DRILL_DOWN=true

https://apps.nhsbsa.nhs.uk/infosystems/report/getDrillDownReport.do?generatedReportId=22128&DRUG_BNF_CODE=040303&DRUG_LIST_ITEM_TYPE=NUMENATOR&DRILL_DOWN=true

https://apps.nhsbsa.nhs.uk/infosystems/report/getDrillDownReport.do?generatedReportId=22128&DRUG_BNF_CODE=040304&DRUG_LIST_ITEM_TYPE=NUMENATOR&DRILL_DOWN=true

https://apps.nhsbsa.nhs.uk/infosystems/welcome





34 
 


Definition analogues 
 
Numerator 
No. prescribed items for: 


0601012V0 Insulin Glargine 


0601012X0  Insulin Detemir 


  
 
Denominator 
No. prescribed items for: 


060101200 Other Intermed&Long-Acting Insulin Preps 


0601012G0  Insulin Zinc Suspension 


0601012L0 Insulin Zinc Suspension (Amorphous) 


0601012N0 Insulin Zinc Suspension (Crystalline) 


0601012S0 Isophane Insulin 


0601012U0 Protamine Zinc Insulin 


0601012V0 Insulin Glargine 


0601012X0  Insulin Detemir 
 


Data Sources NHSBSA Information Services Portal 


Latest available 
data 


2011-12 Financial Year 


Reporting 
Schedule 


Publication date for 2012-13 data is to be confirmed 


Fixed or 
Random Effects 
applied 


Fixed effects 


Level of cut off 
for 
Windsorization 


No data excluded 


 


Ezetimibe as a proportion of all Lipid modifying drugs 


Indicator 
Definition 


Percentage of Ezetimibe items as a proportion of all lipid modifying drugs 
 
Numerator 
No. prescribed items for: 


0212000AC Simvastatin & Ezetimibe 


0212000L0 Ezetimibe 


 
Denominator 
No. prescribed items for: 


0212000AA Rosuvastatin Calcium 


0212000AC Simvastatin & Ezetimibe 


0212000B0 Atorvastatin 


0212000C0 Cerivastatin 


0212000L0 Ezetimibe 


0212000M0 Fluvastatin Sodium 


0212000R0 Lovastatin 


0212000X0  Pravastatin Sodium 



https://apps.nhsbsa.nhs.uk/infosystems/report/getDrillDownReport.do?generatedReportId=22111&DRUG_BNF_CODE=0601012V0&DRUG_LIST_ITEM_TYPE=NUMENATOR&DRILL_DOWN=true

https://apps.nhsbsa.nhs.uk/infosystems/report/getDrillDownReport.do?generatedReportId=22111&DRUG_BNF_CODE=0601012X0&DRUG_LIST_ITEM_TYPE=NUMENATOR&DRILL_DOWN=true

https://apps.nhsbsa.nhs.uk/infosystems/report/getDrillDownReport.do?generatedReportId=22111&DRUG_BNF_CODE=060101200&DRUG_LIST_ITEM_TYPE=DENOMINATOR&DRILL_DOWN=true

https://apps.nhsbsa.nhs.uk/infosystems/report/getDrillDownReport.do?generatedReportId=22111&DRUG_BNF_CODE=0601012G0&DRUG_LIST_ITEM_TYPE=DENOMINATOR&DRILL_DOWN=true

https://apps.nhsbsa.nhs.uk/infosystems/report/getDrillDownReport.do?generatedReportId=22111&DRUG_BNF_CODE=0601012L0&DRUG_LIST_ITEM_TYPE=DENOMINATOR&DRILL_DOWN=true

https://apps.nhsbsa.nhs.uk/infosystems/report/getDrillDownReport.do?generatedReportId=22111&DRUG_BNF_CODE=0601012N0&DRUG_LIST_ITEM_TYPE=DENOMINATOR&DRILL_DOWN=true

https://apps.nhsbsa.nhs.uk/infosystems/report/getDrillDownReport.do?generatedReportId=22111&DRUG_BNF_CODE=0601012S0&DRUG_LIST_ITEM_TYPE=DENOMINATOR&DRILL_DOWN=true

https://apps.nhsbsa.nhs.uk/infosystems/report/getDrillDownReport.do?generatedReportId=22111&DRUG_BNF_CODE=0601012U0&DRUG_LIST_ITEM_TYPE=DENOMINATOR&DRILL_DOWN=true

https://apps.nhsbsa.nhs.uk/infosystems/report/getDrillDownReport.do?generatedReportId=22111&DRUG_BNF_CODE=0601012V0&DRUG_LIST_ITEM_TYPE=DENOMINATOR&DRILL_DOWN=true

https://apps.nhsbsa.nhs.uk/infosystems/report/getDrillDownReport.do?generatedReportId=22111&DRUG_BNF_CODE=0601012X0&DRUG_LIST_ITEM_TYPE=DENOMINATOR&DRILL_DOWN=true

https://apps.nhsbsa.nhs.uk/infosystems/welcome

https://apps.nhsbsa.nhs.uk/infosystems/report/getDrillDownReport.do?generatedReportId=32443&DRUG_BNF_CODE=0212000AC&DRUG_LIST_ITEM_TYPE=NUMENATOR&DRILL_DOWN=true

https://apps.nhsbsa.nhs.uk/infosystems/report/getDrillDownReport.do?generatedReportId=32443&DRUG_BNF_CODE=0212000L0&DRUG_LIST_ITEM_TYPE=NUMENATOR&DRILL_DOWN=true

https://apps.nhsbsa.nhs.uk/infosystems/report/getDrillDownReport.do?generatedReportId=32443&DRUG_BNF_CODE=0212000AA&DRUG_LIST_ITEM_TYPE=DENOMINATOR&DRILL_DOWN=true

https://apps.nhsbsa.nhs.uk/infosystems/report/getDrillDownReport.do?generatedReportId=32443&DRUG_BNF_CODE=0212000AC&DRUG_LIST_ITEM_TYPE=DENOMINATOR&DRILL_DOWN=true

https://apps.nhsbsa.nhs.uk/infosystems/report/getDrillDownReport.do?generatedReportId=32443&DRUG_BNF_CODE=0212000B0&DRUG_LIST_ITEM_TYPE=DENOMINATOR&DRILL_DOWN=true

https://apps.nhsbsa.nhs.uk/infosystems/report/getDrillDownReport.do?generatedReportId=32443&DRUG_BNF_CODE=0212000C0&DRUG_LIST_ITEM_TYPE=DENOMINATOR&DRILL_DOWN=true

https://apps.nhsbsa.nhs.uk/infosystems/report/getDrillDownReport.do?generatedReportId=32443&DRUG_BNF_CODE=0212000L0&DRUG_LIST_ITEM_TYPE=DENOMINATOR&DRILL_DOWN=true

https://apps.nhsbsa.nhs.uk/infosystems/report/getDrillDownReport.do?generatedReportId=32443&DRUG_BNF_CODE=0212000M0&DRUG_LIST_ITEM_TYPE=DENOMINATOR&DRILL_DOWN=true

https://apps.nhsbsa.nhs.uk/infosystems/report/getDrillDownReport.do?generatedReportId=32443&DRUG_BNF_CODE=0212000R0&DRUG_LIST_ITEM_TYPE=DENOMINATOR&DRILL_DOWN=true

https://apps.nhsbsa.nhs.uk/infosystems/report/getDrillDownReport.do?generatedReportId=32443&DRUG_BNF_CODE=0212000X0&DRUG_LIST_ITEM_TYPE=DENOMINATOR&DRILL_DOWN=true
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0212000Y0  Simvastatin 
 


Data Sources NHSBSA Information Services Portal 


Latest 
available data 


2011-12 Financial Year 


Reporting 
Schedule 


Publication date for 2012-13 data is to be confirmed 


Fixed or 
Random 
Effects 
applied 


Random effects 


Level of cut 
off for 
Windsorizatio
n 


No data excluded 


 


  



https://apps.nhsbsa.nhs.uk/infosystems/report/getDrillDownReport.do?generatedReportId=32443&DRUG_BNF_CODE=0212000Y0&DRUG_LIST_ITEM_TYPE=DENOMINATOR&DRILL_DOWN=true

https://apps.nhsbsa.nhs.uk/infosystems/welcome
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Domain 3 -  Helping people to recover from episodes of ill health or following injury 


 


AF 3: The percentage of patients with atrial fibrillation who are currently treated with anti-
coagulation drug therapy or an anti-platelet therapy 


Indicator 
Definition 


The practice reports the percentage of patients with AF whose records show they 
have been prescribed anti-coagulant or anti-platelet drug therapy in the preceding 
six months. 
 
Numerator 
The number of patients on the atrial fibrillation register whose records show they 
have been prescribed anti-coagulant or anti-platelet drug therapy in the preceding 
six months. 
 
Denominator 
All patients on the atrial fibrillation register less exceptions 


Data Sources Quality and Outcomes Framework 


Latest available 
data 


2011-12 Financial Year 


Reporting 
Schedule 


2012-13 QOF data is scheduled to be published October/November 2013 


Fixed or 
Random Effects 
applied 


Fixed Effects 


Level of cut off 
for 
Windsorization 


1.1% 


 


Seasonal Flu vaccine uptake in those aged 6 months to under 65 years in clinical risk groups 


Indicator 
Definition 


The percentage of patients aged over 6 months to under 65 years in the defined 
influenza clinical risk groups that received the seasonal influenza vaccination 
during September 2010 to February 2011. 
 
Numerator 
The number of patients aged over 6 months to under 65 years in the defined 
influenza clinical risk groups that received the seasonal influenza vaccination 
during September 2010 to February 2011 
 
Denominator 
All patients aged over 65 on the practice list.   


Data Sources IC Indicator Portal 


Latest available 
data 


Winter 2010-11 (Sept 10 – Feb 11) 


Reporting 
Schedule 


Winter 2011-12 (Sept 11 – Feb 12) data publication date is yet to be finalised. 


Fixed or 
Random Effects 
applied 


Fixed Effects 


Level of cut off 
for 
Windsorization 


1% 


 



http://www.ic.nhs.uk/searchcatalogue?productid=5410&topics=1%2fPrimary+care+services%2fQuality+Outcomes+Framework&sort=Relevance&size=10&page=3#top

https://indicators.ic.nhs.uk/webview/
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Emergency Admissions per 1,000 population 


Indicator 
Definition 


The number of Emergency Admissions per 1,000 of the GP Practice's registered 
patients. 
 
Numerator 
Count of completed spells where 
 
Patient Classification = 1  
Admission Method is emergency (21, 22, 23, 24, 28) 
 
Note: 
Excludes activity not covered by mandatory PbR tariffs 
 
For further information: 
Further information on the meaning of the values for the fields listed above can be 
obtained from the admitted patient care NHS CDS data dictionary: 
http://www.datadictionary.nhs.uk/data_dictionary/messages/cds_v6/data_sets/cds
_v6_type_130_fr.asp?shownav=1 
 
Denominator 
 
 Registered Population  


Number of patients registered at the GP Practice as published on NHS 
Comparators 


Data Sources Hospital Episode Statistics (HES) via NHS Comparators 


Latest available 
data 


2011-12 Financial Year 


Reporting 
Schedule 


2012-13 data publication is to be confirmed. 


Fixed or 
Random Effects 
applied 


Fixed effects 


Level of cut off 
for 
Windsorization 


No data excluded 


 


A&E Attendances per 1,000 population 


Indicator 
Definition 


The number of A&E Attendances per 1,000 of the GP Practice's registered 
patients. 
 
Numerator 
Number of A&E Attendances 
 
Denominator 
 
 Registered Population  


Number of patients registered at the GP Practice as published on NHS 
Comparators 


Data Sources Hospital Episode Statistics (HES) (Not currently publically available) 


Latest available 
data 


2011-12 Financial Year 



http://www.datadictionary.nhs.uk/data_dictionary/messages/cds_v6/data_sets/cds_v6_type_130_fr.asp?shownav=1

http://www.datadictionary.nhs.uk/data_dictionary/messages/cds_v6/data_sets/cds_v6_type_130_fr.asp?shownav=1
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Reporting 
Schedule 


2012-13 data publication is to be confirmed. 


Fixed or 
Random Effects 
applied 


Fixed effects 


Level of cut off 
for 
Windsorization 


No data excluded 


 


Emergency Admissions for 19 ACS Conditions per 1,000 population 


Indicator 
Definition 


The number of Emergency Admissions for 19 ACS Conditions per 1,000 
population 
 
Numerator 


Count of completed spells and sum of PBR tariff where 


Patient classification=1 


Admission method is emergency (21, 22, 23, 24, 28) 


and diagnosis is one of following conditions (with certain procedure based 
exclusions) 


Vaccine-preventable: including Influenza and pneumonia 


Chronic: Diabetes complications, Nutritional deficiencies, Iron deficiency anaemia, 
Hypertension, Congestive heart failure, Angina, Chronic obstructive pulmonary 
disease, Asthma 


Acute: Dehydration and gastroenteritis, Convulsions and epilepsy, Ear, nose and 
throat infections, Dental conditions, Perforated/bleeding ulcer, Ruptured appendix, 
Pyelonephritis, Pelvic inflammatory disease, Cellulitis, Gangrene 


Please see attached file for Full definition...  


ambulatory_care_se
nsitive_groups_with_ICD10_codes.xls


 
 
Denominator 
 
 Registered Population  


Number of patients registered at the GP Practice as published on NHS 
Comparators 


Data Sources Hospital Episode Statistics (HES) via NHS Comparators 


Latest available 
data 


2011-12 Financial Year 


Reporting 
Schedule 


2012-13 data publication is to be confirmed. 


Fixed or 
Random Effects 
applied 


Fixed effects 


Level of cut off 
for 
Windsorization 


No data excluded 
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DM 21: The percentage of patients with diabetes who have a record of retinal screening in the 
previous 15 months 


Indicator 
Definition 


The percentage of patients with diabetes who have a record of retinal screening in 
the previous 15 months 
 
Numerator 
The number of patients with diabetes who have a record of retinal screening in the 
previous 15 months 
 
Denominator 
All patients on the diabetes register less exceptions 


Data Sources Quality and Outcomes Framework 


Latest available 
data 


2011-12 Financial Year 


Reporting 
Schedule 


2012-13 QOF data is scheduled to be published October/November 2013 


Fixed or 
Random Effects 
applied 


Fixed Effects 


Level of cut off 
for 
Windsorization 


No data excluded 


 


Antibacterial Items per STAR PU 


Indicator 
Definition 


Number of Antibacterial prescription items prescribed per Specific Therapeutic 
group Age-sex Related Prescribing Unit 
 
Numerator 
Number of Antibacterial prescription items prescribed  


0501 Antibacterial Drugs 


 
Denominator 
Specific Therapeutic group Age-sex Related Prescribing Unit  
 
See NHS BSA website link below for more detail specifics of numerators and 
denominators for this indicator 


Data Sources NHSBSA Information Services Portal 


Latest available 
data 


2011-12 Financial Year 


Reporting 
Schedule 


Publication date for 2012-13 data is to be confirmed 


Fixed or 
Random Effects 
applied 


Fixed effects 


Level of cut off 
for 
Windsorization 


1.3% 


 


  



http://www.ic.nhs.uk/searchcatalogue?productid=5410&topics=1%2fPrimary+care+services%2fQuality+Outcomes+Framework&sort=Relevance&size=10&page=3#top

https://apps.nhsbsa.nhs.uk/infosystems/report/getDrillDownReport.do?generatedReportId=22038&DRUG_BNF_CODE=0501&DRUG_LIST_ITEM_TYPE=NUMENATOR&DRILL_DOWN=true

https://apps.nhsbsa.nhs.uk/infosystems/welcome
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Domain 4 -  Ensuring people have a positive experience of care 


 


Overall experience of GP surgery 


Indicator 
Definition 


Percentage of patients rating their overall experience of their GP Surgery as 
‘Fairly Good’ or ‘Very Good’ 
 
Numerator 
Number of patients rating their overall experience of their GP Surgery as ‘Fairly 
Good’ or ‘Very Good’ 
 
Denominator 
All patients who responded to the question ‘Overall, how would you describe your 
experience of your GP Surgery?’ 
 
Data from the GP Patient Survey are weighted to account for non response bias.  
See http://www.gp-patient.co.uk/faq/ for more details. 


Data Sources GP Patient Survey 


Latest available 
data 


Aggregated data for 2011-12 wave 2 (Jan – Mar 2012) and 2012-13 wave 1 (Jul – 
Sep 2012) 


Reporting 
Schedule 


Publication date for 2012-13 data will be June 2013 


Fixed or 
Random Effects 
applied 


Random effects 


Level of cut off 
for 
Windsorization 


No data excluded 


 


Ease of getting through to someone at GP surgery on the phone 


Indicator 
Definition 


Percentage of patients rating their ability to get through to someone at the surgery 
on the telephone as ‘Fairly Easy’ or ‘Very Easy’ 
 
Numerator 
Number of patients rating their ability to get through to someone at the surgery on 
the telephone as ‘Fairly Easy’ or ‘Very Easy’ 
 
Denominator 
All patients who responded to the question ‘Generally, how easy 
is it to get through to someone at your GP surgery on the phone?’ excluding those 
who responded ‘Haven’t tried’ 
 
Data from the GP Patient Survey are weighted to account for non response bias.  
See http://www.gp-patient.co.uk/faq/ for more details. 


Data Sources GP Patient Survey 


Latest available 
data 


Aggregated data for 2011-12 wave 2 (Jan – Mar 2012) and 2012-13 wave 1 (Jul – 
Sep 2012) 


Reporting 
Schedule 


Publication date for 2012-13 data will be June 2013 


Fixed or 
Random Effects 
applied 


Random effects 


Level of cut off No data excluded 



http://www.gp-patient.co.uk/faq/

http://www.gp-patient.co.uk/

http://www.gp-patient.co.uk/faq/

http://www.gp-patient.co.uk/
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for 
Windsorization 


 


Overall experience of making an appointment 


Indicator 
Definition 


Percentage of patients rating their experience of making an appointment as ‘Fairly 
Good’ or ‘Very Good’ 
 
Numerator 
Number of patients rating their experience of making an appointment as ‘Fairly 
Good’ or ‘Very Good’ 
 
Denominator 
All patients who responded to the question ‘Overall, how would 
you describe your experience of making an appointment?’ 
 
Data from the GP Patient Survey are weighted to account for non response bias.  
See http://www.gp-patient.co.uk/faq/ for more details. 


Data Sources GP Patient Survey 


Latest available 
data 


Aggregated data for 2011-12 wave 2 (Jan – Mar 2012) and 2012-13 wave 1 (Jul – 
Sep 2012) 


Reporting 
Schedule 


Publication date for 2012-13 data will be June 2013 


Fixed or 
Random Effects 
applied 


Random effects 


Level of cut off 
for 
Windsorization 


No data excluded 


 


  



http://www.gp-patient.co.uk/faq/

http://www.gp-patient.co.uk/
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Domain 5 -  Treating and caring for people in a safe environment and protecting them 


from avoidable harm 


 


Emergency Cancer Admissions per 100 patients on the Cancer Disease Register 


Indicator 
Definition 


This indicator includes all admissions to hospital classified as an emergency with 
a primary diagnosis of Cancer measured against the Cancer Disease Register for 
the practice to create a rate per 100 patients. 
 
Numerator 


At GP Practice Level. 
The number of finished and unfinished continuous inpatient spells (CIPS), 
excluding transfers, for patients with an emergency method of admission 
and with any of the primary diagnoses listed below (DIAG_01 in the 1st 
episode of the spell, ICD-10 codes).  
 
C00-C97 Malignant neoplasms 


o C00-C75 Malignant neoplasms, stated or presumed to be primary, of 
specified sites, except of lymphoid, haematopoietic and related tissue  


 C00-C14 Malignant neoplasms of lip, oral cavity and pharynx  
 C15-C26 Malignant neoplasms of digestive organs  
 C30-C39 Malignant neoplasms of respiratory and intrathoracic 


organs  
 C40-C41 Malignant neoplasms of bone and articular cartilage  
 C43-C44 Melanoma and other malignant neoplasms of skin  
 C45-C49 Malignant neoplasms of mesothelial and soft tissue  
 C50-C50 Malignant neoplasm of breast  
 C51-C58 Malignant neoplasms of female genital organs  
 C60-C63 Malignant neoplasms of male genital organs  
 C64-C68 Malignant neoplasms of urinary tract  
 C69-C72 Malignant neoplasms of eye, brain and other parts of 


central nervous system  
 C73-C75 Malignant neoplasms of thyroid and other endocrine 


glands  
o C76-C80 Malignant neoplasms of ill-defined, secondary and unspecified sites  
o C81-C96 Malignant neoplasms, stated or presumed to be primary, of 


lymphoid, haematopoietic and related tissue  
o C97-C97 Malignant neoplasms of independent (primary) multiple sites 


Denominator 
No. patients on the Cancer Disease Register / 100 
 


Data Sources Numerator – DH extract from HES (data not publically available) 
Denominator – Quality and Outcomes Framework 


Latest available 
data 


2011-12 


Reporting 
Schedule 


HES data is refreshed annually and the 2012-13 data will be available in autumn 
2013. 
QOF data is collected annually.  2011-12 data is currently available, 2012-13 QOF 
data is scheduled to be published October/November 2013 


Fixed or 
Random Effects 
applied 


Fixed effects 



http://www.ic.nhs.uk/searchcatalogue?productid=5410&topics=1%2fPrimary+care+services%2fQuality+Outcomes+Framework&sort=Relevance&size=10&page=3#top
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Level of cut off 
for 
Windsorization 


No data excluded 


 


Cephalosporins & Quinolones % Items 


Indicator 
Definition 


Percentage of Cephalosporins & Quinolones Items as a proportion of antibiotic 
items prescribed 
 
Numerator 
No. prescribed items for: 


0501021 Cephalosporins 


050112 Quinolones 


  
 
Denominator 
No. prescribed items for: 


050101 Penicillins 


0501021 Cephalosporins 


050103 Tetracyclines 


050105 Macrolides 


050108 Sulphonamides And Trimethoprim 


050111 Metronidazole, Tinidazole & Ornidazole 


050112 Quinolones 


050113 Urinary-Tract Infections 
 


Data Sources NHSBSA Information Services Portal 


Latest available 
data 


2011-12 Financial Year 


Reporting 
Schedule 


Publication date for 2012-13 data is to be confirmed 


Fixed or 
Random Effects 
applied 


Fixed effects 


Level of cut off 
for 
Windsorization 


0.8% 


 


Hypnotics ADQ/Star Pu 


Indicator 
Definition 


Average daily quantity of Hypnotics prescribed per Specific Therapeutic group 
Age-sex Related Prescribing Unit 
 
Numerator 
No. prescribed items for: 
  


0401010I0  Flunitrazepam 


0401010L0 Flurazepam Hydrochloride 


0401010N0 Loprazolam Mesilate 


0401010P0 Lormetazepam 


0401010R0 Nitrazepam 



https://apps.nhsbsa.nhs.uk/infosystems/report/getDrillDownReport.do?generatedReportId=22403&DRUG_BNF_CODE=0501021&DRUG_LIST_ITEM_TYPE=NUMENATOR&DRILL_DOWN=true

https://apps.nhsbsa.nhs.uk/infosystems/report/getDrillDownReport.do?generatedReportId=22403&DRUG_BNF_CODE=050112&DRUG_LIST_ITEM_TYPE=NUMENATOR&DRILL_DOWN=true

https://apps.nhsbsa.nhs.uk/infosystems/report/getDrillDownReport.do?generatedReportId=22403&DRUG_BNF_CODE=050101&DRUG_LIST_ITEM_TYPE=DENOMINATOR&DRILL_DOWN=true

https://apps.nhsbsa.nhs.uk/infosystems/report/getDrillDownReport.do?generatedReportId=22403&DRUG_BNF_CODE=0501021&DRUG_LIST_ITEM_TYPE=DENOMINATOR&DRILL_DOWN=true

https://apps.nhsbsa.nhs.uk/infosystems/report/getDrillDownReport.do?generatedReportId=22403&DRUG_BNF_CODE=050103&DRUG_LIST_ITEM_TYPE=DENOMINATOR&DRILL_DOWN=true

https://apps.nhsbsa.nhs.uk/infosystems/report/getDrillDownReport.do?generatedReportId=22403&DRUG_BNF_CODE=050105&DRUG_LIST_ITEM_TYPE=DENOMINATOR&DRILL_DOWN=true

https://apps.nhsbsa.nhs.uk/infosystems/report/getDrillDownReport.do?generatedReportId=22403&DRUG_BNF_CODE=050108&DRUG_LIST_ITEM_TYPE=DENOMINATOR&DRILL_DOWN=true

https://apps.nhsbsa.nhs.uk/infosystems/report/getDrillDownReport.do?generatedReportId=22403&DRUG_BNF_CODE=050111&DRUG_LIST_ITEM_TYPE=DENOMINATOR&DRILL_DOWN=true

https://apps.nhsbsa.nhs.uk/infosystems/report/getDrillDownReport.do?generatedReportId=22403&DRUG_BNF_CODE=050112&DRUG_LIST_ITEM_TYPE=DENOMINATOR&DRILL_DOWN=true

https://apps.nhsbsa.nhs.uk/infosystems/report/getDrillDownReport.do?generatedReportId=22403&DRUG_BNF_CODE=050113&DRUG_LIST_ITEM_TYPE=DENOMINATOR&DRILL_DOWN=true

https://apps.nhsbsa.nhs.uk/infosystems/welcome

https://apps.nhsbsa.nhs.uk/infosystems/report/getDrillDownReport.do?generatedReportId=22434&DRUG_BNF_CODE=0401010I0&DRUG_LIST_ITEM_TYPE=NUMENATOR&DRILL_DOWN=true

https://apps.nhsbsa.nhs.uk/infosystems/report/getDrillDownReport.do?generatedReportId=22434&DRUG_BNF_CODE=0401010L0&DRUG_LIST_ITEM_TYPE=NUMENATOR&DRILL_DOWN=true

https://apps.nhsbsa.nhs.uk/infosystems/report/getDrillDownReport.do?generatedReportId=22434&DRUG_BNF_CODE=0401010N0&DRUG_LIST_ITEM_TYPE=NUMENATOR&DRILL_DOWN=true

https://apps.nhsbsa.nhs.uk/infosystems/report/getDrillDownReport.do?generatedReportId=22434&DRUG_BNF_CODE=0401010P0&DRUG_LIST_ITEM_TYPE=NUMENATOR&DRILL_DOWN=true

https://apps.nhsbsa.nhs.uk/infosystems/report/getDrillDownReport.do?generatedReportId=22434&DRUG_BNF_CODE=0401010R0&DRUG_LIST_ITEM_TYPE=NUMENATOR&DRILL_DOWN=true





44 
 


0401010T0 Temazepam 


0401010V0 Triazolam 


0401010W0 Zaleplon 


0401010Y0  Zolpidem Tartrate 


0401010Z0 Zopiclone 


 
Denominator 
Specific Therapeutic group Age-sex Related Prescribing Unit  
 
See NHS BSA website link below for more detail specifics of numerators and 
denominators for this indicator 


Data Sources NHSBSA Information Services Portal 


Latest available 
data 


2011-12 Financial Year 


Reporting 
Schedule 


Publication date for 2012-13 data is to be confirmed 


Fixed or 
Random Effects 
applied 


Fixed effects 


Level of cut off 
for 
Windsorization 


0.9% 


 


NSAIDs Ibuprofen & Naproxen % Items 


Indicator 
Definition 


Number of Ibuprofen & Naproxen Items prescribed as a percentage of all Non-
Steroidal Anti-Inflammatory Drugs Items prescribed 
 
Numerator 
No. prescribed items for:  


100101070 Naproxen Sodium 


1001010AD Ibuprofen Lysine 


1001010J0 Ibuprofen 


1001010P0 Naproxen 


 
Denominator 
No. prescribed items for: 


100101 Non-Steroidal Anti-Inflammatory Drugs 


 
 


Data Sources NHSBSA Information Services Portal 


Latest available 
data 


2011-12 Financial Year 


Reporting 
Schedule 


Publication date for 2012-13 data is to be confirmed 


Fixed or 
Random Effects 
applied 


Fixed effects 


Level of cut off 
for 
Windsorization 


No data excluded 



https://apps.nhsbsa.nhs.uk/infosystems/report/getDrillDownReport.do?generatedReportId=22434&DRUG_BNF_CODE=0401010T0&DRUG_LIST_ITEM_TYPE=NUMENATOR&DRILL_DOWN=true

https://apps.nhsbsa.nhs.uk/infosystems/report/getDrillDownReport.do?generatedReportId=22434&DRUG_BNF_CODE=0401010V0&DRUG_LIST_ITEM_TYPE=NUMENATOR&DRILL_DOWN=true

https://apps.nhsbsa.nhs.uk/infosystems/report/getDrillDownReport.do?generatedReportId=22434&DRUG_BNF_CODE=0401010W0&DRUG_LIST_ITEM_TYPE=NUMENATOR&DRILL_DOWN=true

https://apps.nhsbsa.nhs.uk/infosystems/report/getDrillDownReport.do?generatedReportId=22434&DRUG_BNF_CODE=0401010Y0&DRUG_LIST_ITEM_TYPE=NUMENATOR&DRILL_DOWN=true

https://apps.nhsbsa.nhs.uk/infosystems/report/getDrillDownReport.do?generatedReportId=22434&DRUG_BNF_CODE=0401010Z0&DRUG_LIST_ITEM_TYPE=NUMENATOR&DRILL_DOWN=true

https://apps.nhsbsa.nhs.uk/infosystems/welcome

https://apps.nhsbsa.nhs.uk/infosystems/report/getDrillDownReport.do?generatedReportId=22634&DRUG_BNF_CODE=100101070&DRUG_LIST_ITEM_TYPE=NUMENATOR&DRILL_DOWN=true

https://apps.nhsbsa.nhs.uk/infosystems/report/getDrillDownReport.do?generatedReportId=22634&DRUG_BNF_CODE=1001010AD&DRUG_LIST_ITEM_TYPE=NUMENATOR&DRILL_DOWN=true

https://apps.nhsbsa.nhs.uk/infosystems/report/getDrillDownReport.do?generatedReportId=22634&DRUG_BNF_CODE=1001010J0&DRUG_LIST_ITEM_TYPE=NUMENATOR&DRILL_DOWN=true

https://apps.nhsbsa.nhs.uk/infosystems/report/getDrillDownReport.do?generatedReportId=22634&DRUG_BNF_CODE=1001010P0&DRUG_LIST_ITEM_TYPE=NUMENATOR&DRILL_DOWN=true

https://apps.nhsbsa.nhs.uk/infosystems/report/getDrillDownReport.do?generatedReportId=22634&DRUG_BNF_CODE=100101&DRUG_LIST_ITEM_TYPE=DENOMINATOR&DRILL_DOWN=true

https://apps.nhsbsa.nhs.uk/infosystems/welcome
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Primary Care Commissioning Committee 
Finance Report as at 30th September 2016 


Durham Dales, Easington and Sedgefield Clinical Commissioning Group 1 







Primary Care as at 30th September 2016 


Durham Dales, Easington and Sedgefield Clinical Commissioning Group 2 


Enhanced Services (minor ailments scheme) is showing a £33k overspend based on five months actual data received. 
 
Other Primary Care relates to the Oxygen contract which is forecast to overspend by £61k based on five months actual data received. 
 
Out of Hours is provided by County Durham and Darlington NHS Foundation Trust and is expected to perform in line with plan. 
 
The Prescribing forecast underspend of £1,425k incorporates the forecast information received from the Prescription Pricing Division 
(PPD). Historically there has been significant volatility in prescribing forecasts, particularly in the early part of the year hence, the forecast 
above should be treated with a degree of caution.  Included within this is an underspend of £50k relating to prescribing rebates and a  
£29k forecast underspend for LARC recharges. The forecast position has been adjusted to reflect £200k for expected QIPP achievement. 
 


Budget Actuals Variance Budget Forecast Variance
£'000 £'000 £'000 £'000 £'000 £'000


Enhanced Services 189 205 16 378 410 33
Other 2,213 2,244 31 4,427 4,488 61
Out of hours 2,989 2,989 0 5,979 5,979 0
Prescribing 29,936 29,221 (716) 59,866 58,440 (1,425)


Total Primary Care 35,328 34,659 (669) 70,649 69,318 (1,331)


YTD Annual







Primary Care Co-Commissioning as at 30th September 2016 


Durham Dales, Easington and Sedgefield Clinical Commissioning Group 3 


For the month of September, both YTD and Forecast are showing an underspend.  Below is an overview of expenditure included within 
co-commissioning:- 
General Medical Service (GMS) - 0.5% demographic growth included in the budgets. No increase has been received based on Q1 
global sum. Assume budget will be fully utilised.  
Personal Medical Services (PMS) - 0.5% demographic growth included in the budgets. No increase has been received based on Q1 
global sum. Assume budget will be fully utilised.  
Alternative Provider Medical Services (APMS) - 0.5% demographic growth included in the budgets. No increase has been received 
based on Q1 global sum.  
Quality and Outcomes Framework (QOF) covers the two areas of clinical and public health. Practices can choose to provide these 
services. Prior year slippage transferred to reserves. 
Enhanced services – Prior Year Slippage re Minor Surgery and Extended Patient Choice transferred to Reserves.  Minor Surgery is 
showing a YTD overspend as Q1 invoices were higher than anticipated, however the forecast is based on Q1 invoices and 3 quarters 
of 15-16. 
Premises and Other Premises – based on 16/17 Q1 actuals received. 
Dispensing/Prescribing Drs - Underspend relates to Prior Year Slippage 
Other GP Services – Prior Year Slippage re Seniority, transferred to Reserves. 
Growth – This shows slippage of Other Reserves & the prior year slippage. 


Budget Actuals Variance Budget Forecast Variance
£'000 £'000 £'000 £'000 £'000 £'000


General Practice - GMS 7,551 7,550 (1) 15,102 15,101 (2)
General Practice - PMS 6,434 6,434 0 12,868 12,868 0
General Practice - APMS 212 201 (11) 424 424 (1)
QOF 2,257 2,257 0 4,515 4,515 (0)
Enhanced services 1,077 1,031 (46) 2,155 2,078 (76)
Premises cost reimbursements 2,586 2,469 (117) 5,172 5,055 (117)
Other Premises Cost 36 35 (1) 72 73 1
Dispensing/Prescribing Drs 571 510 (61) 1,142 1,081 (61)
Other - GP Services 335 328 (7) 671 663 (7)
Growth 0 0 0 1,140 763 (377)
Total Co-Commissioning 21,060 20,815 (245) 43,261 42,620 (641)


YTD Annual
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Primary Care Development Update 
 


Background 
The purpose of this report is to update members of the Primary Care Commissioning 
Committee on the progress of implementing the Durham Dales, Easington and Sedgefield 
Clinical Commissioning Group’s Primary Care Strategy. 
 
Report 
This report will highlight six key areas of DDES CCG Primary Care Development: GP Access, 
General Practice Resilience Programme, funding for clerical and admin training, Quality 
Incentive Scheme, Career Start Programmes and the GP Readiness Tool. 
 


1. GP Access. The GP Access specification has been written as a developmental 
specification in 2016/17 as a way of preparing practices for the way that Urgent Care 
service will be delivered from the 1st April 2017.  This specification has been finalised 
and circulated to all practices who were asked to consent to signing up to it by the 30th 
September 201. All practices across the DDES area have given their consent.  The 
CCG and the practices are also going to be working alongside the NHS England GP 
Development programme with the aim of achieving some of the 10 High Impact Areas. 
The initial session with NHS England was delivered as part of the September 
Collaborative event with Practice Managers and subsequent sessions are being 
arranged each month between November and February 2017.  


2. General Practice Resilience Programme. With the aim of supporting the 
sustainability of General Practice NHS England are releasing some non-recurrent 
funding – for the North East this will be £900k in 2016/17. Interested practices 
submitted applications to NHS England by the 7th October 2016. Six applications were 
received specifically for DDES and one combined application for all of the DDES and 
North Durham CCGs’ practices. The CCG’s endorsed and prioritised these applications 
and submitted them back to NHS England on the 12th October. On the 13th and 14th 
October NHS England (local team) will held decision panels which will enable them to 
send an approved list to the NHS England national team on the 18th Oct. From the Six 
DDES specific applications three have been approved for support plus the one 
application for all practices within DDES and North Durham CCGs. The main themes of 
the bids were around workforce issues.  


3. Funding for clerical and admin training – The CCG have received £25k this year 
with £50k due in both 2017/18 and 2018/19 from NHS England to be used to training 
clerical and admin staff to becoming care navigators. A programme of how this will be 
specifically used to achieve the objective is in development along with a briefing paper. 


4. Quality Incentive Scheme – The CCG has begun planning process for the 
development of practice based enhanced services but this will be subject to the CCGs 
financial position and what is affordable in the following financial year.  We will 
endeavour to give the practices sufficient notice if the funding of these services is to 
change. 
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5. Career Start Programmes - The CCG have careers start programmes in place for 
both GP and nurses and are also developing a model for returning doctors. This model 
will support any GP’s who have been away from practice due to ill health, family etc. 
over a 3 month period initially before moving through to be part of the GP Career Start 
programme.  


6. GP Readiness Tool – In September 2016 NHS England requested CCG’s completed 
a GP Readiness template against the requirements of the GPFV, with an updated 
position being requested by the end of October 2016. Further updates will be required 
on a quarterly basis. 


 
 
 
Authors: Gail Linstead, Head of Primary Care Development and Engagement, DDES CCG 


 Geoff Taylor, Commissioning Support Officer, NECS 
 


Sponsor Director: Joseph Chandy, Director of Primary Care, Partnerships and Engagement 
 
Date:  25th October 2016 
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irrespective of who that would be 
in future. 


 
 
 
Nicola Bailey 


  
 
 
19/8/16 – Chased for update 
13/9/16 – This has been 
superseded by new guidance 
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DDES Declaration of Conflict of Interest Register (all)  April 2016 - March 2017 - Master @ 31.10.16


Surname First Name Reason for being on 
the register


DOI 
received


Y  /  N
Position/Role Place of work Attends these decision 


making meetings
Source of 


Declaration
Date of 


Declaration


Written 
confirmation 


received?
Financial interest From / To Non-Financial Professional 


Interest From / To Non-Financial 
Personal Interest


From / 
To Indirect Interest From / 


To
Actions to be taken to 


mitigate risk


Is a member 
of Urgent 


Care Project 
Team


Abdalla Mazin
Reserve COM rep for 
Oxford Road surgery


Y GP - reserve GP for COM
Oxford Road Medical 


Centre
Spennymoor


Council of Members
Review of declarations - 


form received
22.7.16 Y Nothing declared Work for Dr Dinah Roy, Spennymoor


13.4.16 - 
present day


Nothing declared Nothing declared


Ahuja Kavya


COM rep for Avenue 
Family Practice.  Also 
Commissioning Lead, 


Quality Lead and 
Prescribing Lead for 


Avenue practice.


Y GP / Partner Avenue Family Practice  Council of Members
Review of declarations - 
form received


5.7.16 Y


1)  I am a GP partner at Avenue Family Practice


2) My husband is a partner at Horden Group Practice, 
Director SDH CIC


1) 1.1.15 - 
present day


Nothing declared Nothing declared Nothing declared


Allison Cliff
Durham Dales PRG Vice 


Chair
Y


PRG Vice Chair - Durham 
Dales


Home based
Governing Body


Clinical Champions
Review of declarations - 
form received


23.8.16 Y Nothing declared


1)  Old Forge PPG
2) Durham Dales Vice Chair
3) PRG member of COG TEWV
4) Member of DIAG
5) Member of Healthwatch Durham
6) Member of RCD
7) LD/Austim Lead (DDES)
8) Member of Time for Change


Nov 2011 - 
present day


Nothing declared Nothing declared


Anderson David 
Reserve COM for William 
Brown Centre Intrahealth


Y GP and OMD IntraHealth William Brown Centre  Nothing declared
Review of declarations - 
form received


6.6.16 Yes


a)  1 am a salaried GP at the William Brown Centre, 
Peterlee


b)  I am the Organisational Medical Director 
IntraHealth


a)  Aug '07 to 
present day


b) Aug '07 to 
present day


Nothing declared Nothing declared Nothing declared


Armstrong Robin 


Easington Locallity Lead 
and COM rep for Blackhall 
& Peterlee Practice.  Also 
Commissioning, Quality 
and Prescribing Lead for 


Blackhall & Peterlee


Y GP / Locality Lead - Easington
Blackhall and Peterlee 


practice


Council of Members
Governing Body


PCC
Clinical Champions
Urgent Care project


Review of declarations - 
form received


10.7.16 Y
Partner in the Blackhall GP practice and member 
from above of South Durham Health Federation


1.5.92 - present 
day


Am a trustee of Hartlepool Hospice
1.2.2001 - 
present day


Nothing declared Nothing declared
Y - see separate 


UC register 


Aschcroft Fiona
Practice Manager at 


Horden Group Practice
Y Practice Manager Horden Group practice None


Review of declarations - 
form received


30.6.16 Y Nothing declared Nothing declared Nothing declared Nothing declared


Atkinson Susan n/a 
Practice Manager - has now 


retired


Bailey Nicola Chief Operating Officer Y Chief Operating Officer SCH


Governing Body
PCC Committee


Executive Committees
Urgent Care Project


Review of declarations - 
form received


9.6.16 Y Nothing declared Nothing declared Nothing declared


My daughter currently 
works for NECS. Her 
employment ceases on 
8/7/16.  She will work 
for the NHS from Sept 
'16 as an NHS 
Management Trainee


Sept '15 - 
8/7/16


Y - see separate 
UC register 


Baliga Surendra


COM rep for Shildon 
Health Clinic.  Also 


Commissioning Lead, 
Quality Lead and 


Prescribing Lead for 
Shildon.


N
Review of declarations - 
form received


Bamford Mark
Reserve COM rep for 


Bewick Crescent surgery
Y GP - reserve GP for COM


Bewick Crescent Surgery
Newton Ayclliffe


Council of Members
Review of declarations - 
form received


19.7.16 Y GP partner at Bewick Crescent Surgery
1993 - present 
day


Nothing declared Nothing declared Nothing declared


Barnsley Oliver


COM rep for Shinwell 
Medical Group.  Also 
Commissioning Lead, 


Quality Lead and 
Prescribing Lead for 


Shinwell.


Y GP Partner
Shinwell Medical Practice  


Horden
Council of Members


Review of declarations - 
form received


27.7.16 Y I am a GP Partner at Shinwell Medical Group 2009 - ongoing
I am a member of South Durham 
Health Federation


From set up - 
ongoing


Nothing declared
My wife is palliative 
care consultant at North 
Tees Hospital


Feb '16 - 
ongoing


Bethapudi Santhi


Commissioning Lead, 
Quality Lead and 


Prescribing Lead for 
Intrahealth @ Wingate


N


Booth Mark DDES staff Y Head of Finance SCH
Council of Members


Executive Committees
Diabetes Project


Review of declarations - 
form received


15.8.16 Y Nothing declared Nothing declared Nothing declared


1) Mother in law is a 
medical secretary at 
TEWV


2) Brother in law is a 
porter at South Tees 
Hospital FT


1) Oct '08 
to present 
day
2) April '12 
- present 
day


Y - see separate 
UC register 


Bremner Ian 


Reserve COM rep for 
Bishopgate Medical 


Centre and Evenwood 
Surgery.  Also 


Commissioning Lead, 
Quality Lead and 


Prescribing Lead for 
Evenwood surgery.


Y GP
Bishopsgate Medical Centre


Bishop Auckland
COM


Review of declarations - 
form received


8.6.16 Y Nothing declared Nothing declared Nothing declared Nothing declared


Bunney Neil
Practice Manager for 


Skerne Medical Group
Y Practice Manager Skerne Medical Group Nothing declared


Review of declarations - 
form received


7.6.16 Y Nothing declared Nothing declared Nothing declared Nothing declared







Surname First Name Reason for being on 
the register


DOI 
received


Y  /  N
Position/Role Place of work Attends these decision 


making meetings
Source of 


Declaration
Date of 


Declaration


Written 
confirmation 


received?
Financial interest From / To Non-Financial Professional 


Interest From / To Non-Financial 
Personal Interest


From / 
To Indirect Interest From / 


To
Actions to be taken to 


mitigate risk


Is a member 
of Urgent 


Care Project 
Team


Burns Sarah
Director of Commissioning 


for DDES
Y Director of Commissioning SCH


COM
Governing Body
PCC Committee


Executive Committees
Diabetes Project


Urgent Care Project


Review of declarations - 
form received


14.6.15 Y Nothing declared Nothing declared Nothing declared


My sister in law holds a 
senior position in 
Health Education North 
East


April '16 - 
March '17


Y - see separate 
UC register 


Calkin Shelley DDES staff Y
Advanced Medicines 


Optimisation Pharmacist
SCH MPAG


Review of declarations - 
form received


28.6.16 Y
I am also directly employed by Skerne Medical Group 
one day a week


Nov '14 - 
present day


Nothing declared Nothing declared Nothing declared


Carfoot Marie
Practice Manager at 


Bishops Close Medical 
Practice


Y Practice Manager
Bishops Close Medical 
Practice, Spennymoor


None
Review of declarations - 


form received
6.6.16 Y Nothing declared Nothing declared Nothing declared Nothing declared


Carlton James 
Medical Advisor & 


Durham Dales Locality 
Lead


Y Medical Advisor SCH


COM
Governing Body


Executive Committees
Clinical Champions


MPAG


Review of declarations - 
form received


28.6.16 Y Nothing declared Nothing declared Nothing declared Nothing declared


Carter Robert
COM rep for Barnard 


Castle surgery
Y GP Partner Barnard Castle Surgery None


Review of declarations - 
form received


25.7.16 Y Nothing declared Nothing declared Nothing declared Nothing declared


Chan Peter


COM rep for Hallgarth 
Surgery Intrahealth.  Also 


Commissioning Lead, 
Prescribing and Quality 


Lead for Hallgarth


Y GP / GP Trainer
Hallgarth Surgery


Shildon
Council of Members


Review of declarations - 
form received


21.9.16 Y Nothing declared
Clinical advisor to Intrahealth business 
board, transformational board and 
federation board


2014 - present 
day


Nothing declared Nothing declared


Chandrasekhar Shashikiran
COM rep for Pinfold 


Medical Practice
Y GP Partner


Pinfold Medical Practice 
Bishop Auckland


COM
Governing Body


Review of declarations - 
form received


7.6.16 Y
Part time salaried GP at Urgent Care Centre, Bishop 
Auckland Hospital.  Employed by CDDFT


3.9.09  - present 
day


Nothing declared Nothing declared Nothing declared


Chandy Joseph
Director of Primary Care, 


Partnerships and 
Engagement for DDES


Y
Director of Primary Care, 


Partnerships and 
Engagement


DDES CCG


Council of Members
Governing Body
PCC Committee


Executive Committee


Review of declarations - 
form received


28.6.16 Y


a) Partner and sole provider Shinwell Medical Group
b) Partner Wheatley Hill and Thornley Practices
c) Partner Caradoc Practice
d) Premises interests in Peterlee Health Centre 
Consortium, Wheatley Hill Property Company and 
Shinwell Property Partnership - praftices are 
members of South Durham CIC Federation 
e) Partner NEMC (NE Medical Chambers)


a) July 1996 - 
present day
b) 2012 - 
present day
c) April 2013 - 
present day
d) Oct 2001 - 
present day
e) info not 
provided


Nothing declared


Trustee Dr Joseph 
Chandy Charitable Trust 
incorporating Roseby 
Road Wellbeing Centre


2012 - 
present 
day


Nothing declared
Y - see separate 


UC register


Chealikani Gopal


COM rep for Deneside 
Medical Centre.  Also 
Commissioning Lead, 


Quality Lead and 
Prescribing Lead for 


Deneside.


Y GP
Deneside Medical Centre, 


Seaham
COM


Review of declarations - 
form received


15.6.16 Y I am a GP partner at Deneside Medical Centre
Jan 2015 - 
present day


I am a member of South Durham 
Health CIC


Jan 2015 - 
present day


Nothing declared Nothing declared


Chin Garath 


COM rep for Willington 
Medical Group.  Also 


Commissioning Lead and 
Quality Lead for 


Willington.


Y GP Willington Medical Group Council of Members
Review of declarations - 
form received


7.7.16 Y Nothing declared Nothing declared Nothing declared Nothing declared


Clarke Andrew
Prescribing Lead for 


Peaseway Medical Centre
Y GP Partner


Pease Way Medical Centre
Newton Aycliffe


None
Review of declarations - 


form received
4.7.16 Y Partner at Peaseway Surgery


1993 - present 
day


Attend prescribing group meetings
2000 - present 
day


Nothing declared Nothing declared


Cockroft Sharon DDES staff Y Receptionist SCH None
Review of declarations - 


form received
14.10.16 Y Nothing declared Nothing declared Nothing declared Nothing declared


Collins Heather


Reserve COM rep for 
Intrahealth @ Wingate 


and Practice Manager at 
Intrahealth @ 


Healthworks and 
Intrahealth @ Wingate


Y Practice Manager
Wingate Medical Centre + 
Intrahealth @ Healthworks


Nothing declared
Review of declarations - 
form received


12.7.16 Y Nothing declared
I am a member of the Intrahealth 
Federation


Since it was 
formed to 
present day


Nothing declared Nothing declared


Cook Gail DDES staff Y
Lead Infection Prevention 


and Control Nurse
SCH Nothing declared


Review of declarations - 
form received


06.06.16 Yes Nothing declared Nothing Declared Nothing Declared Nothing Declared


Craggs David Durham Dales PRG Chair Y PRG Chair - Durham Dales n/a Nothing declared
Review of declarations - 
form received


No date on form Y Nothing Declared Nothing Declared Nothing Declared


1.  Son (Ian Craggs) is a 
Finance Director of 
Vocare
2.  Daughter (Helen 
Louise Allen) is a 
Manager in IT section of 
NECS


1.  2015 - 
present 
day
2.  
awaiting 
info


Cunnington Shore Chris  Sedgefield PRG Chair Y PRG Chair - Sedgefield SCH Nothing declared
Review of declarations - 
form received


23.6.16 Yes Nothing Declared Nothing Declared Nothing Declared Nothing Declared


Cuthbert Colin
Prescribing Lead for 


Barnard Castle surgery
Y GP Barnard Castle Surgery Nothing declared


Review of declarations - 
form received


13.06.16 Yes Nothing Declared Nothing Declared Nothing Declared Nothing Declared


Davies Teresa
Practice Manager at 


William Brown Centre
Y Practice Manager


Intrahealth William Brown 
Centre


Nothing declared
Review of declarations - 
form received


28.9.16 Y Nothing Declared Nothing Declared Nothing Declared Nothing Declared







Surname First Name Reason for being on 
the register


DOI 
received


Y  /  N
Position/Role Place of work Attends these decision 


making meetings
Source of 


Declaration
Date of 


Declaration


Written 
confirmation 


received?
Financial interest From / To Non-Financial Professional 


Interest From / To Non-Financial 
Personal Interest


From / 
To Indirect Interest From / 


To
Actions to be taken to 


mitigate risk


Is a member 
of Urgent 


Care Project 
Team


Dendle Hazel 


COM rep for Stanhope 
Medical Centre.  Also 


Commissioning Lead and 
Prescribing Lead for 


Stanhope.


Y GP Weardale Practice COM
Review of declarations - 
form received


25.7.16 Y
I am a GP partner at The Weardale Practice, 
Stanhope


Jan 2002 - 
present day


Nothing Declared Nothing Declared Nothing Declared


Devereux Kieran


Commissioning Lead, 
Quality Lead and 


Prescribing Lead for 
Intrahealth @ 
Healthworks.


N
Review of declarations - 
form received


Dickson Jane 
Reserve COM rep for Old 


Forge Surgery and Practice 
Manager


Y Practice Manager / Partner
Old Forge Surgery  


Middleton in Teesdale
None


Review of declarations - 
form received


8.7.16 Y
1) Practice manager Partner dispensing practice
2) Board member Durham Dales Health


1) 2004 - 
present day
2) 2015 - 
present day


Professional advisor to CQC
2014 - present 
day


Nothing delcared Nothing declared


Dougall Gordon
Reserve COM rep for 


Shinwell Medical Group
Y GP Shinwell Medical Centre Nothing declared


Review of declarations - 
form received


14.10.16 Y Nothing declared Nothing declared Nothing declared Nothing declared


Duncanson Rebecca
Practice manager at 


Shinwell Medical Group
Y Assistant Practice Manager Shimwell Medical Group Nothing declared


Review of declarations - 
form received


26.7.16 Y Nothing declared
Member of South Durham CIC Practice 
Managers Council


Aug 2015 - 
present day


Nothing declared Nothing declared


Dusad Raj


COM rep for New Seaham 
Medical Centre.  Also 
Commissioning Lead, 


Quality Lead and 
Prescribing Lead for New 


Seaham.


Y
GP  Partner/ Member of 


Council of Members
New Seaham Medical 


Group
Council of Members


Review of declarations - 
form received


15.8.16 Y
GP Partner in New Seaham Medical Group in Seaham 
- I am a profit sharing partner in the practice


2000 - present 
day


Nothing declared Nothing declared Nothing declared


Dusad Usha
Reserve COM rep for New 


Seaham Medical Centre
N


Elder Clare DDES staff N


Fernando Kamal
COM rep for Station View 


Medical Centre
Y GP Partner - 


Station View Medical 
Centre


Council of Members
Review of declarations - 


form received
5.7.16 Y


I am a GP at Station View Medical Centre in Bishop 
Auckland


May '13 - 
present day


Nothing declared Nothing declared Nothing declared


Fielding J
Has attended COM for 


Auckland Medical Group 
Y GP Partner Auckland Medical Group Council of Members


Review of declarations - 
form received


1.7.16 Y GP Partner Auckland Medical Group
5.1.15 - present 
day


Nothing declared Nothing declared Nothing declared


Finch Nicola


Reserve COM rep for 
Gainford Surgery and 
Practice Manager for 


surgery


Y Practice Manager Gainford Surgery COM
Review of declarations - 
form received


29.6.16 Y Nothing declared Nothing declared Nothing declared
Attend Council of 
Members meeting if GP 
is unavailable


Sept '14 - 
present 


day


Findlay Stewart Chief Clinical Officer Y Chief Clinical Officer SCH


COM
Governing Body
PCC Committee


Executive Committees


Review of declarations - 
form received


Jun-16 Y
Part owner of Bishopgate Medical Centre, Bishop 
Auckland


1992 - present 
day


Nothing declared


Daughter (Catherine 
Findlay) works for 
Newcastle Gateshead 
CCG


1.11.15 to 
present 
day


Nothing declared


Findley Gill Director of Nursing DDES Y Director of Nursing SCH None declared
Review of declarations - 
form received


27.6.16 Y


1.  Company director for Magnitas - an 
environmental consultancy firm owned by Mr Ian 
Findley
2.  I am also Director of Nursing for Noth Durham 
CCG


1.  2005 - 
present day


2.  2015 - 
present day


Nothing declared Nothing declared


Related by marriage to 
the McArdle family 
from Helen McCardle 
Care


2000 to 
present 
day


Fleming Lynn
Practice Manager at 
Station View Medical 


Centre
Y Practice Manager


Station View Medical 
Centre


Bishop Auckland
Nothing declared


Review of declarations - 
form received


26.7.16 Y Nothing declared Nothing declared Nothing declared Nothing declared


Ford Gilliam n/a
Quality Lead - not working 


for DDES anymore - works as 
locum outside of DDES


Auckland Medical Group


Foster Peter


Reserve COM rep for 
Silverdale Family practice 


and attends MPAS as 
Easington Prescribing 
Lead.  Also Prescribing 


Lead for Silverdale 
Practice


Y
GP Locality Prescribing Lead 


for Easington
Silverdale Family Practice MPAG


Review of declarations - 
form received


28.9.16 Y
a)  Partner at Silverdale Family Practice
b)  A member practice of South Durham Health CIC


a) March 2011 - 
present day
b) April 2014 - 
present day


Nothing declared
Director - 83 Guesgate 
Management Company 
Ltd


Oct 2007 - 
present 
day


Futter April
Practice Manager at 
Woodview Medical 


Practice
Y Practice Manager  


Woodview Medical Practice
Bishop Auckland


Nothing declared
Review of declarations - 
form received


16.6.16 Y Nothing declared Nothing declared Nothing declared Nothing declared


Gammellin Gert


COM rep for St Andrews 
Medical Practice.  Also 


Commissioning Lead and 
Quality lead for St 


Andrews.
Left the CCG on 21.10.16 - 


emigrating to New 
Zealand


n/a CVD Lead
St Andrew's Medical 


Practice
Clinical Champions


Review of declarations - 
form received


11.10.16 Y Nothing declared
I have received sponsoring from 
Servier for attending educational 
events


28.11.13 - 
12.10.16


Nothing declared


a) I am in a relationship 
with Dr Helen Skinner 
(Consultant Geriatrician 
NTH) however she has 
resigned from her job at 
NTH on 30.10.16
b) I also have resigned 
from my job as a 
principal at St 
Andrews's Medical 
Practice in Spennymoor 
and will resign from my 
position at DDES CCG 
no later than Dec.


a) 1.2.14 - 
12.10.16







Surname First Name Reason for being on 
the register


DOI 
received


Y  /  N
Position/Role Place of work Attends these decision 


making meetings
Source of 


Declaration
Date of 


Declaration


Written 
confirmation 


received?
Financial interest From / To Non-Financial Professional 


Interest From / To Non-Financial 
Personal Interest


From / 
To Indirect Interest From / 


To
Actions to be taken to 


mitigate risk


Is a member 
of Urgent 


Care Project 
Team


Gash Charntel DDES staff Y
Medicines Optimisation 


Pharmacist
SCH and North Durham CCG None


Review of declarations - 
form received


14.10.16 Y
a) Secondary employment with CDDFT
b) Sessional work with Vocare (NHS 111) as part of 
Northern Doctors Urgent Care


a) Aug '10 - 
present day
b) Aug '16 - 
present day


Nothing declared Nothing declared Nothing declared


Gleave Jill Has now left the CCG n/a
Infection Prevention & 


Control Admin Co-ordinator
SCH None  


Review of declarations - 
form received


6.6.16 Y Nothing declared Nothing declared Nothing declared Nothing declared


Gooch Sharon DDES staff Y PA SCH Nothing declared
Review of declarations - 


form received
27.6.16 Y Nothing declared Nothing declared Nothing declared Nothing declared


Y - see separate 
UC register


Grimes Lee


COM rep for Intrahealth & 
West Cornforth.  Also 
Quality Lead for West 


Cornforth


Y Salaried GP   
West Cornforth Medical 


Centre
Nothing declared


Review of declarations - 
form received


22.7.16 Y Nothing declared Nothing declared Nothing declared Nothing declared


Gupta Ramakrishna


Commissioning Lead, 
Quality lead and 


Prescribing Lead for 
Shotton Medical Practice


N
Review of declarations - 
form received


 Hackett Matthew


Reserve COM rep for 
Stanhope Medical Centre.  


Also Quality Lead for 
Stanhope.


Y GP Weardale Practice Nothing declared
Review of declarations - 


form received
Form not dated Y


1. GP Partner at the Weardale Practice
2. Practice lead for Durham Dales Health Federation
3. Advisor to Durham Dales Health Federation for 
Community Diabetes Project


1) 1997 - 
present day
2) March '14 - 
present day
3) May '16 - 
present day


1. Deputy practice lead for CCG
2.  Practice lead for LMC


1) Jan '15 - 
present day
2) 2012 - 
present day


Nothing declared Nothing declared


Hardy Carol Easington Locallity Lead Y
Clinical Champion / Clinical 


Locality Lead / Specialist 
Nurse


Horden Group Practice


COM
Executive Committees


Clinical Champions
Diabetes Prouject


Urgent Care Project
Respiratory Group


Review of declarations - 
form received


16.6.16 Y Specialist Nurse, Horden Group Practice 1.4.16 - 31.3.17 `
1.4.16 - 
31.3.17


Nothing declared Nothing declared
Y - see separate 


UC register


Harrison Catherine 


COM rep for Auckland 
Medical Group and  


attends MPAG as Durham 
Dales Prescribing Lead.  


Also Commissioning Lead 
and Quality Lead for the 


practice.


Y
GP / Practice rep for COM / 
Locality GP prescribing lead


Auckland Medical Group
COM


MPAG
Review of declarations - 
form received


8.6.16 Y


As prescribing GP lead in MPAG / D +T and APC we 
review prescribing information and costs, which we 
then make recommendations on in terms of 
recommending medication use, acceptance of 
incentive schemes or reimbursements.  Other than in 
my capacity as a GP within my practice I do not gain 
from these decisions, and try to decide using 
balanced principles of cost effectivemenss and safety 
for the NHS economy as a whole.


1.4.15 - 
8.6.17 and likely 
to be ongoing


Nothing declared Nothing declared Nothing declared


Hawkes Angela
Practice Manager for 
Oxford Road Surgery


N


Haynes Rebecca DDES staff Y Commissioning Manager SCH Executive Committees
Review of declarations - 
form received


13.6.16 Y Nothing declared Nothing declared Nothing declared Nothing declared
Y - see separate 


UC register


Heath Craig n/a


GP and Commissioning lead
Does not work at Peaseway 


anymore - emigrated to 
Australia 2 years ago


Peaseway Medical Centre


Henderson Andrew


Reserve COM rep for 
Bishops Close Medical 


Practice.  Also Prescribing 
Lead for Bishops Close.


Y GP Principal   
Spennymoor Health Centre 


now Bishops Close
None


Review of declarations - 
form received


7.6.16 Y Partner GP Bishops Close Medical Practice
1994 - present 
day


Nothing declared Nothing declared Nothing declared


Heron Amy DDES staff Y
Business Administration 


Apprentice
DDES CCG Nothing declared


Review of declarations - 
form received


08.06.16 Yes Nothing declared Nothing Declared Nothing Declared Nothing Declared 


Hindley Frances
Practice Manager at 


Pinfold Medical Practice
Y Practice Manager  


Shinwell Practice - Pinfold 
Medical Practice - 


None
Review of declarations - 


form received
26.9.16 Y Nothing declared Nothing declared Nothing declared Nothing declared


Hobson Helen 
Practice Manager at 


Bewick Crescent Surgery
Y


Practice Manager Bewick  
Crescent Surgery and attend 


DDES Wide meeting


Bewick Crescent Surgery
Newton Ayclliffe


Nothing declared
Review of declarations - 
form received


4.7.16 Y Nothing declared Nothing declared Nothing declared Nothing declared


Hodgson Allison
Practice Manager at 


Auckland Medical Group
Y Practice Manager Auckland Medical Group Nothing declared


Review of declarations - 
form received


29.6.16 Y Nothing declared Nothing declared Nothing declared Nothing declared


Hopper Naomi DDES staff Y
Named GP for Child 


Protection DDES
St Andrew's Medical 


Practice
None


Review of declarations - 
form received


6.6.16 Y Nothing declared Nothing declared Nothing declared Nothing declared


Huddart Kate DDES staff Y
Head of Medicines 


Optimisation
SCH


Clinical Champions
MPAG


Diabetes Project


Review of declarations - 
form received


23.6.16 Y Nothing declared Nothing declared


Governor and member 
of school council of Red 
House School Norton 
also Director of Red 
House School Norton


2014 - 
ongoing


Husband (Thomas Mark 
Huddart) company 
director of Peterlee 
Specsavers Ltd and 
Seaham Visionplus Ltd 
and Seaham Specsavers 
Ltd.  Also includes 
financial interest in 
Specsavers Hearcare.


Peterlee - 
2002 - 
ongoing


Seaham - 
2008 - 
ongoing







Surname First Name Reason for being on 
the register


DOI 
received


Y  /  N
Position/Role Place of work Attends these decision 


making meetings
Source of 


Declaration
Date of 


Declaration


Written 
confirmation 


received?
Financial interest From / To Non-Financial Professional 


Interest From / To Non-Financial 
Personal Interest


From / 
To Indirect Interest From / 


To
Actions to be taken to 


mitigate risk


Is a member 
of Urgent 


Care Project 
Team


Hughes Julie
COM rep for Intrahealth 


@ Wingate
Y


Advanced Nurse Practitioner 
/ can represent practice at 


COM
Wingate Medical Centre  Council of Members


Review of declarations - 
form received


6.7.16 Y Nothing declared Nothing declared Nothing declared Nothing declared


Humpish Sue DDES staff Y
Executive Assistant to CCO 


and COO in DDES CCG
SCH None


Review of declarations - 
form received


9.6.16 Y Nothing declared Nothing declared Nothing declared


My partner is 
Assistance Chief 
Executive at Hartlepool 
Borough Council


Pre 2013 - 
ongoing


Jackson Philip 


Practice Manager at 
Bishopsgate Medical 


Centre and Evenwood 
Surgery


Y
Practice Manager Bishopgate 


& Evenwood


Bishopgate Medical Centre 
& Evenwood Medical 


Practice
COM


Review of declarations - 
form received


29.6.16 Y
I am practice manager at both Bishopgate (a) and 
Evenwood Medical Practice (b)


a) Dec 2000 - 
present day
b) April 2012 to 
present day


I am a board member of Durham Dales 
health Federation


April 2014 - 
present day


Nothing declared Nothing declared


Jamieson Katherine
No requirement but 


submitted a form
Y GP Partner Horden Group Practice None


Review of declarations - 
form received


30.6.16 Y Nothing declared Nothing declared Nothing declared Nothing declared


Jeavons Lesley  
Attends GB meetings on 
behalf of Public Health 


DCC
Y


Head of Adult Care, Durham 
County Council 


County Hall, Durham Governing Body
Review of declarations - 


form received
10.6.16 Y Nothing declared


1. Head of Adult Care at Durham 
County Council
2. TEWV Council of Governors - 
appointed member


1.  April 2007 - 
present day
2.  Oct 2007 - 
present day


Nothing declared Nothing declared


Johnson Gill 


Reserve COM rep for Dene 
Valley Surgery and Jubilee 


Medical Group and 
Practice Manager for both 


practices


Y Practice Manager
Jubilee Medical Group


Newton Aycliffe
Council of Members


Review of declarations - 
form received


5.7.16 Y
Provider of the VAWAS/ANPERA service for 
Sedgefield and Easington - Jubilee employ all the 
nurses


1.9.14 - 31.8.16 
possibly further


Outreach community ENT held at 
Jubilee in conjunction with City 
Hospital Sunderland


1.4.10 - 
ongoing


Nothing declared Nothing declared


Jones Peter 
Prescribing Lead for 


Skerne Medical Group
N


Review of declarations - 
form received


Jones  Martin


Attends MPAG as 
Sedgefield Prescribing 
Lead.  Also Prescribing 


Lead for Bewick Surgery


y
Sedgefield Prescribing Lead 


Career Start Mentor
GP


Bewick Crescent Surgery
Newton Ayclliffe


MPAG
Review of declarations - 


form received
3.6.16 Yes


Practice has financial interest in prescribing scheme.  
Employed by CCG as Prescribing Lead and Career 
Start mentor


1.8.15 to 31.7.17 Nothing declared Nothing declared Nothing declared


Jones-George Lyndsey DDES staff Y
Commissioning Support 


Officer
SCH Nothing declared


Review of declarations - 
form received


8.7.16 Yes Nothing declared Nothing declared Nothing declared Nothing declared
Y - see separate 


UC register 


Jordinson Deborah DDES staff Y
Commissioning Support 


Officer for Demand 
Management DDES CCG


SCH Nothing declared
Review of declarations - 
form received


23.8.16 Yes Nothing declared Nothing declared Nothing declared Nothing declared


Jose Winny


Sedgefield Locality Lead 
and COM rep for Dene 


Valley Surgery and Jubilee 
Medical Group.  Also 


Commissioning Lead and 
Quality Lead for Dene 


Valley and Jubilee.


N
Review of declarations - 
form received


Keen Christine
Attends PCC meetings on 


behalf of NHSE
Y


Director of Commissioning 
NHS England Area Team / 


Attends DDES CCG Primary 
Care Commissioning 


Committee


NHS England  Newcastle PCC
Review of declarations - 
form received


10.6.16 Y Nothing declared Nothing declared Nothing declared Nothing declared


Kennedy Karen DDES staff Y
PA to Nursing Director / 


Heads of Service
SCH Clinical Champions


Review of declarations - 
form received


16.6.16 Y Nothing declared Nothing declared Nothing declared Nothing declared


Khali Linda
Practice Manager at 
Station Road Surgery


Y Practice Manager Station Road Surgery Nothing declared
Review of declarations - 


form received
5.7.16 Y Nothing declared Nothing declared Nothing declared Nothing declared


Kirkup Laura
DDES staff


returned from maternity 
on 31st Oct - form sent


N


Lambert Sarah DDES CCG staff Y Head of Corporate Services DDES CCG, SCH
Executive Committees
Urgent Care Prouject


Review of declarations - 
form received


6.6.16 Yes Nothing declared Nothing declared Nothing declared Nothing declared
Y - see separate 


UC register


Larcombe James 


Attends Clinical 
Champions as Research & 


Innovation Lead.  Also 
Commissioning Lead for 
Skerne Medical Group


Y
GP Partner /  Research 


Innovation Lead DDES CCG
Skerne Medical Group


Sedgefield
Clinical Champions


Review of declarations - 
form received


12.6.16 Y


1) GP partner Skerne Medical Group, Sedgefield
2) Member of NIHR-EESC a body which provides 
advice on national research funding
3) Joint industry lead for Primary Care research 
(NECN local clinical research network- responsibility 
for Cumbria)


1) Aug '87 to 
present day
2) Nov '15 - 
present day
3) Sept '15 - 
present day


1) R & I lead for DDES CCG
2) DDES CCG Clinical Champion
3) HENE tutor Bishop Auckland (and 
appraiser)
4) GP lead AnTIC study (antibiotic 
therapy for intermittent 
catheterisation - NIHR grant / Univ 
Newcastle)
5)  Owner/director Jmed Ltd - not 
involved in NHS contracting
6) RCGP - special measures support 
lead / deputy, exams, education, 
clinical adviser and over diagnosis 
groups
7) BNF for children - formulary 
committee


1) April '12 - 
present day
2) April 13 ? - 
present day
3) Feb '16 
(2002) - 
present day
4) April '13 - 
present day
5) Mar '10 - 
present day
6) Mar '97 - 
present day
7) Mar '10 - 
present day


Member Liberal 
Democrats


May '15 - 
present 
day


Nothing declared


Lavender Mike
Attends Clinical 


Champions as Consultant 
for Public Health DCC


N


Lawson Jane DDES staff Y
Senior Infection Control 


Nurse
SCH


As required - attend - 
Governing Body


Executive Committees
Clinical Champions


Review of declarations - 
form received


20.06.16 Y
Secondary employment on a casual basis with 
Infection Prevention Solutions


March 2015 - 
current


Nothing declared Nothing declared Nothing declared







Surname First Name Reason for being on 
the register


DOI 
received


Y  /  N
Position/Role Place of work Attends these decision 


making meetings
Source of 


Declaration
Date of 


Declaration


Written 
confirmation 


received?
Financial interest From / To Non-Financial Professional 


Interest From / To Non-Financial 
Personal Interest


From / 
To Indirect Interest From / 


To
Actions to be taken to 


mitigate risk


Is a member 
of Urgent 


Care Project 
Team


Lawson Janice
Practice Manager at 


Shotton Medical Practice
Y Practice Manager Shotton Medical Practice Nothing declared


Review of declarations - 
form received


27.7.16 Y Nothing declared Nothing declared Nothing declared Nothing declared


Lawther Kim DDES staff Y Head of Clinical Quality SCH
Executive Committees


Clinical Champions
Review of declarations - 


form received
22.6.16 Y Nothing declared Nothing declared Nothing declared Nothing declared


Lax Pauline
Attends Clinical 


Champions as Nurse
Y


Practice Nurse Link / Attends 
Clinical Champions as 


practice nurse


ND / DDES and Darlington 
CCG


Clinical Champions
Diabetes Project


Respiratory Group


Review of declarations - 
form received


16.6.16 Y Nothing declared


I am a Clinical Champion for DDES CCG 
representing Practice Nurses and I 
work across North Durham and 
Darlington CCGs


1.4.16 - 
present day


Nothing declared Nothing declared
Y - see separate 


UC register


Lazenby Claire


Reserve COM rep for 
Murton Medical Group.  
Also Prescribing Lead for 


Murton.


Y GP Murton Medical Group PCC Committee
Review of declarations - 
form received


10.8.16 Y GP Partner Murton Medical Group 2006 - ongoing
Attend Easington Locality Prescribing 
Group


2013 - ongoing
I am a patient at 
Blackhall & Peterlee 
practice


2005 - 
ongoing


Nothing declared


Lightfoot Susan
Practice Manager at 


Southdene Medical Centre
Y Practice Manager


Southdene Medical Centre  
Shotton Colliery


None
Review of declarations - 
form received


26.6.16 Yes Nothing declared Nothing declared Nothing declared Nothing declared


Linstead Gail DDES staff Y
Head of Primary Care, 


Development & Engagement
DDES CCG, SCH


Executive Committees
Diabetes Project


Urgent Care Project


Review of declarations - 
form received


6.6.16 Yes Nothing declared Nothing declared Nothing declared


Husband (Peter 
Linstead) is the Cardiac 
Rehabilitation Physical 
Activity Facilitator for 
CDDFT


1.4.16 to 
31.3.17 
and 
ongoing


Y - see separate 
UC register


Lynch Anna n/a


Non voting Governing Body 
member / Non Voting 
member Primary Care 


Commissioning Committee - 
form not required - Anna 


retired in June '16


Review of declarations - 
form received


MacDougall Kate
Reserve COM rep for 


Skerne Medical Group
Y


GP Partner  - reserve GP for 
COM


Skerne Medical Group Council of Members
Review of declarations - 


form received
28.9.16 Y I am a GP Partner at Skerne Medical Group


1995 - present 
day


Nothing declared Nothing declared Nothing declared


Mangat Harbhaja


Reserve COM rep for 
Phoenix Medical Group.  
Also Prescribing Lead for 


Phoenix.


Y GP Phoenix Medical Group Council of Members
Review of declarations - 
form received


24.8.16 Y Part owner of Wheatley Hill Property Co
June '15 - 
present day


Nothing declared Nothing declared Nothing declared


Mansingh Rajiv


COM rep for Marlborough 
practice.  Also 


Commissioning Lead and 
Quality Lead for 


Marlborough


Y GP Partner
Marlborough Surgery


Seaham
COM


Review of declarations - 
form received


9.6.16 Y Nothing declared
1.Director of SDH Federation
2. Member of LMC Co Durham & 
Darlington


1. July '14 - 
present day
2. July '16 - 
present day


Nothing declared Nothing declared


Mansour Dolores


COM rep for Southdene 
Medical Centre.  Also 


Commissioning Lead and 
Quality Lead for 


Southdene.


Y GP / Partner - Southdene
Southdene Medical Centre  


Shotton Colliery
Council of Members


Review of declarations - 
form received


5.7.16 Y
I am named GP for Safeguarding children for 
Easington Locality DDES CCG


May '14 - 
present day


Nothing declared Nothing declared Nothing declared


Mansour Samir


Reserve COM rep for 
Southdene Medical 


Centre.  Also Prescribing 
Lead for Southdene


Y GP / Senior Partner
Southdene Medical Centre  


Shotton Colliery
COM


Review of declarations - 
form received


28.6.16 Y Nothing declared Nothing declared Nothing declared Nothing declared


Martin Tracey


Reserve COM rep for St 
Andrews's Medical 


practice and Practice 
Manager for surgery


Y Practice Manager
St Andrew's Medical 


Practice
COM


Executive Committees 
Review of declarations - 
form received


15.6.16 Y Nothing declared


Attend DDES Council of Members 
meetings and Sedgefield Locality as 
Practice Manager at a GP practice 
(provider)


1.4.16 -
31.3.17


Nothing declared Nothing declared


McCann Linda


Reserve COM rep for 
Hallgarth Surgery 
Intrahealth and 


Intrahealth @ West 
Cornforth and Practice 


Manager for West 
Cornforth


Y Business Manager
West Cornforth Medical 


Centre
COM


Review of declarations - 
form received


6.6.16 Y Nothing declared Nothing declared Nothing declared Nothing declared


McGarrity Charles 
Commissioning Lead for 


Intrahealth @ West 
Cornforth


Y
Local Medical Director 


Intrahealth
William Brown Centre 


Peterlee
Council of Members


Diabetes Project
Review of declarations - 
form received


26.7.16 Y


a) I am employed by Intrahealth and have an 
overview responsibility for Hallgarth and West 
Cornforth surgeries.  Intrahealth practices are 
applying to be provideers of advanced care under 
the plans to move relevant diabetes care into 
primary care.  
B)  I am a provider of a pain management service 
delivered in primary care.


a)  2009 - 
ongoing


b) 2009 - 
ongoing


a) I have been approached to be a 
Clinical Champion for chronic pain.
B) I am on the Sedgefield and 
Easington Locality groups for 
advancing the movement of relevant 
diabetes care from secondary care into 
primary care.


a) 2016 - 
present day


b) 2016 - 
present day


Nothing declared Nothing declared


McGuiness Jenna
Attends Remuneration 


Committee
Y


HR Manager, NECS 
Attends Remuneration 


Committee (in attendance)
John Snow House None


Review of declarations - 
form received


7.6.16 Y Nothing declared Nothing declared Nothing declared Nothing declared


McKinty Rob 


COM rep for Bewick 
Crescent surgery.  Also 


Commissioning Lead and 
Quality Lead for Bewick.


Y GP 
Bewick Crescent Surgery


Newton Ayclliffe
COM


Review of declarations - 
form received


7.6.16 Y
1) Chair of South Durham Health CIC Federation


2) GP partner at Bewick Crescent Surgery


1) 2014 - 
ongoing
2) 1989 - 
ongoing


1) GP partner of practice is GPSI in ENT 
Dr Welsh
2) GP partner of practice is Sedgefield 
Medicines Lead and Advisor to CCG Dr 
Martin Jones


1) 2012 - 
ongoing


2) 2015 - 
ongoing


Nothing declared
Spouse is Associate 
Specialist in Paediatrics 
NTHFT


1990 - 
ongoing


Milburn Tracey
Reserve COM rep for 


Avenue Family Practice 
and Practice Manager


Y
Practice Manager / attend 


Council of Members 
meetings


Avenue Family Practice, 
Deneside Medical Centre


Council of Members
Review of declarations - 
form received


5.7.16 Y Nothing declared Nothing declared Nothing declared Nothing declared


Milton Sharon DDES staff Y
Corporate & Primary Care Co-


ordinator
SCH Nothing declared


Review of declarations - 
form received


5.7.16 Y Nothing declared Nothing declared Nothing declared Nothing declared


Mole Sue Easington PRG Chair N







Surname First Name Reason for being on 
the register


DOI 
received


Y  /  N
Position/Role Place of work Attends these decision 


making meetings
Source of 


Declaration
Date of 


Declaration


Written 
confirmation 


received?
Financial interest From / To Non-Financial Professional 


Interest From / To Non-Financial 
Personal Interest


From / 
To Indirect Interest From / 


To
Actions to be taken to 


mitigate risk


Is a member 
of Urgent 


Care Project 
Team


Moore Helen 


Sedgefield Locality Lead 
and COM rep for Ferryhill 
and Chilton practice.  Also 
Commissioning Lead for 


Ferryhill and Chilton. 
Quality Lead for 


Sedgefield Locality


Y
GP / Clinical Locality Lead for 


Sedgefield Locality
Ferryhill Surgery


Council of Members
PCC Committee


Clinical Champions
Urgent Care Project 


Review of declarations - 
form received


6.6.16 Yes


a)  Teledermatology service


b) Skin surgery service


c) Vasectomy service


a)2013 to 
indefinite
b) 2000 to 
indefinite
c) 2000 to 
indefinite


GPSI dermatology and endoscopy 
member of PCDS,PCSG and ADSPC


1996 to 
indefinite


Nothing declared Nothing declared
Y - see separate 


register


Mudalagiri Rushi


Easington Locallity Lead 
and COM rep for Shotton 


Medical Practice and 
Station Road Surgery.  


Also Commissioning Lead 
and Quality Lead for 


Station Road.


N
Review of declarations - 
form received


Munro Kathryn
Practice Manager for 


Peaseway Medical Centre 
Y Practice Manager Peaseway Medical Centre Nothing declared


Review of declarations - 
form received


25.10.16 Y Nothing declared Nothing declared Nothing declared Nothing declared


Muscat Stephen 


COM rep for Murton 
Medical Group.  Also 
Commissioning lead, 


Quality Lead for Murton.


N
Review of declarations - 
form received


Naeem Ahmad


COM rep for North House 
Surgery.  Also 


Commissioning Lead and 
Quality Lead for North 


House surgery.


Y GP Partner
North House Surgery - 


Crook   
COM


Review of declarations - 
form received


8.6.16 Y
GP Partner - some decisions could bring financial 
benefit to practice


8.12.13 - 
ongoing


Nothing declared Nothing declared Nothing declared


Nainby-Luxmoore Jonathan


COM rep for Old Forge 
Surgery.  Also 


Commissioning Lead, 
Quality Lead and 


Prescribing Lead for Old 
Forge.


Y GP / Senior Partner
Old Forge Surgery  


Middleton in Teesdale
Council of Members


Review of declarations - 
form received


6.6.16 Y
Provider of services as GP partner (currently senior 
Partner) and a dispensing practice and a member of 
Durham Dales Health Federation


1991 - until 2018


Chair of UTASS Ltd - a registered 
charity, Upper Teesdale Agricultural 
Support Services, a charity based in 
Upper Dale providing services for 
primarily hill farmers in Teesdale and 
Weardale.  It attracts NHS and local 
authority funding for provision of 
services to help with the mental 
wellbeing of its members.  Also a GP to 
many of its members.


2000 - until 
2018


Nothing Declared Nothing Declared


Naing Koko


COM rep for Phoenix 
Medical Group.  


Commissioning Lead and 
Quality Lead for Phoenix.


Y GP Phoenix Medical Group Council of Members
Review of declarations - 


form received
24.8.16 Y Part owner of Wheatley Hill Property Co


June '15 - 
present day


Nothing Declared Nothing Declared Nothing Declared


Nelson Dawn
Reserve COM rep for 
Carodoc Practice and 


Practice Manager
Y Practice Manager Caradoc Practice COM


Review of declarations - 
form received


06.06.16 Yes Nothing Declared Nothing Declared Nothing Declared Nothing Declared


Neville Anne n/a
GP - GP reserve for COM - 


will not attend COM - reserve 
will be practice manager


Woodview Medical Practice


Neville Michael n/a
Doesn't represent the 


practice anymore
Gainford Medical Practice Review of declarations - 


form received


Newsome Dan n/a
Prescribing lead - does not 
represent DDES anymore


Hallgarth Surgery


Norman Liz DDES staff Y
Corporate and Primary Care 


Admin Co-ordinator
SCH Nothing declared


Review of declarations - 
form received


26.7.16 Y Nothing declared Nothing declared Nothing declared Nothing declared


O'Neill Gill 


Attends Executive 
Committee meetings to 
represent Public Health 


DCC


Y
Interim Director of Public 
Health, Durham County 


Council
County Hall Durham


Governing Body
PCC Committee  


Executive Committees


Review of declarations - 
form received


29.6.16 Y Nothing declared Nothing declared Nothing declared Nothing declared


Orlandi Martin
Quality Lead for Ferryhill 


and Chilton practices
N


Review of declarations - 
form received


Pallister John 
Reserve COM rep for 


Shotton Medical Practice
N


Patel A
Prescribing Lead for 
Station Road Survery


N


Paylor Sarah DDES staff Y
PA to Director / Head of 


Commissioning
SCH Nothing declared


Review of declarations - 
form received


15.6.16 Yes Nothing declared Nothing declared Nothing declared Nothing declared
Y - see separate 


UC register


Payne Rachel DDES staff Y
Medicines Optimisation 


Administrator
SCH Nothing declared


Review of declarations - 
form received


06.06.16 Yes Nothing Declared Nothing Declared Nothing Declared Nothing Declared







Surname First Name Reason for being on 
the register


DOI 
received


Y  /  N
Position/Role Place of work Attends these decision 


making meetings
Source of 


Declaration
Date of 


Declaration


Written 
confirmation 


received?
Financial interest From / To Non-Financial Professional 


Interest From / To Non-Financial 
Personal Interest


From / 
To Indirect Interest From / 


To
Actions to be taken to 


mitigate risk


Is a member 
of Urgent 


Care Project 
Team


Perry Deborah DDES staff Y Corporate Support Manager SCH None
Review of declarations - 
form received


6.6.16 Yes Nothing declared Nothing declared Nothing declared


Husband is doctor with 
special interest in skin, 
works for South Tees 
NHS Foundation Trust, 
Ramsey Health Care, 
The Mole Clinic and 
Primary Care 
Dermatology Society


Unknown 
but pre 
2015 - 
present 
day


Pickering Mark
Chief Finance Officer for 


DDES
Y Chief Finance Officer SCH


COM
Governing Body
PCC Committee


Executive Committees


Review of declarations - 
form received


9.6.16 Yes Nothing declared Nothing declared
Foundation Trust - 
public membership of 
CDDFT


April '13 - 
present 
day


My wife is a director for 
Tees, Esk and Wear 
Valleys NHSFT, who are 
a current and potential 
future provider of 
services commissioned 
by the CCG


April'13 - 
present 
day


Pickworth Julia n/a
Quality Lead - does not 
represent CCG anymore


Pinfold Medical Practice


Pickworth Richard


Reserve COM rep for 
Pinfold Medical Practice.  


Also Commissioning Lead, 
Quality Lead and 


Prescribing lead for 
Pinfold.


Y Principal in General Practice Pinfold Medical Practice Nothing declared
Review of declarations - 
form received


6.7.16 Y Nothing declared Nothing declared Nothing declared Nothing declared


Pindolia Nari


Reserve COM rep for 
Station View Medical 


Centre.  Also 
Commissioning Lead, 


Quality Lead and 
Prescribing Lead for 


Station view.


Y GP Partner
Station View Medical 


Centre
Bishop Auckland


Clinical Champions
Review of declarations - 
form received


08/07/2016 Y Work at a GP surgery as profit sharing partner
1.12.2013 - 
ongoing


Nothing declared Nothing declared Nothing declared


Prinsloo Andre 
Prescribing Lead for Dene 
Valley and Jubilee Medical 


Group
Y Senior Partner


Jubilee Medical Group
Newton Aycliffe


None
Review of declarations - 
form received


27.9.16 Y I am Senior Partner at Jubilee Medical Group
1994 - present 
day


a) 1 attend the prescribing meetings at 
the CCG on behalf of Jubilee Medical 
Group
b) I am a Clinical Asst in E.N.T at 
Jubilee


a) 2013 - 
present day


b) 2008 - 
preesnt day


Nothing declared Nothing declared


Reddy Venkat 
Possible COM reserve - 


has now retired
n/a Deneside Medical Centre 


Review of declarations - 
form received


Roberts  Allan Sedgefield PRG Vice Chair Y PRG Vice Chair - Sedgefield ?? Nothing declared
Review of declarations - 
form received


13.6.16 Y Nothing declared Nothing declared Nothing declared
Advanced prostate 
cancer sufferer


May '14 - 
ongoing


Robertson David 
Commissioning Lead and 
Quality Lead for Barnard 


Castle surgery
Y GP Barnard Castle Surgery COM


Review of declarations - 
form received


6.6.16 Y


1.  Chair, Durham Dales Health Federation, Station 
View Medical Centre, 29a Escomb Road, Bishop 
Auckland DL14 6AB
2.  Partner, Dr H White and Partners, Barnard Castle 
Surgery, Victoria Road, Barnard Castle DL12 8HT


1.  2014 - 
ongoing


2.  2001 - 
gongoing


Secretary, County Durham and 
Darlington Local Medical Committee, 
Barnard Castle Surgery, Victoria Road, 
Barnard Castle DL12 8HT


2008 - 
goingoing


Nothing declared Nothing declared


Robinson Diane
Quality Lead for Skerne 


Medical Group
Y GP Skerne Medical Group None


Review of declarations - 
form received


6.7.16 Y Nothing declared
Director for South Durham Health CIC 
(Federation)


2013 - present 
day


Nothing declared Nothing declared


Robson Janet n/a


Practice Manager
No longer works for 


Peaseway - works for 
Darlington GP Federation


Rooke Katherine DDES staff Y
Salaried GP and named GP 
for Child Safeguarding for 


DDES CCG
Barnard Castle Surgery Nothing declared


Review of declarations - 
form received


10.7.16 Yes Nothing declared Nothing declared Nothing declared Nothing declared


Ross Margaret
Practice Manager at 


Marlborough practice
Y Practice Manager 


Marlborough Surgery
Seaham


Council of Members   
Review of declarations - 


form received
6.6.16 Yes Nothing declared


a) PM Council Member SDH CIC


b) Manager, Seaham Hub Saturday 
working


a) 1.4.15 - 
ongoing


b) 1.9.14 - 
ongoing


Nothing declared Nothing declared


Roy Dinah


Commissioning Lead, 
Quality Lead and 


Prescribing Lead for 
Oxford Rd surgery


Y GP Principal   
Oxford Road Medical 


Practice
Spennymoor


Council of Members
Review of declarations - 
form received


13.10.16 Yes


a) GP Principal, Oxford Road Medical Practice
b)GP Appraiser, NHSE
c) Director Lateluna (Health) Ltd, Oxford Road 
Medical Practice, company under 06631316
d) Member of South Durham CIC
e)  Member of ?? (HOSH??)


a) 20.3.94 - 
Present day
b) 2008 - 
present day
c) 20.6.08 - 
present day
d) 2015 - 
present day
e) June '16 - 
present day


a)  Member (fellow) RCGP
b)  Member BMA


a) 1983 - 
present day
b) 1982 - 
present day


I am a human being 
with personal medical 
needs, so are all my 
family members


Daughter is Foundation 
Y1 doctor at Lothian 
Health


Russell Ian 


COM rep for William 
Brown Centre Intrahealth.  
Also Commissioning Lead, 


Quality Lead and 
Prescribing Lead for 


William Brown Centre.


Y GP
William Brown Centre


Peterlee
Council of Members


Review of declarations - 
form received


7.7.16 Y GP for William Brown Centre 2002 - ongoing
GP for large practice with patients 
directly affected by the decisions of 
the CCG


2002 - ongoing


GP for large practice 
with patients directly 
affected by the 
decisions of the CCG


2002 - 
ongoing


Nothing declared


Sahoo Nitish 


COM rep for Horden 
Group practice.  Also 
Commissioning Lead, 


Quality Lead and 
Prescribing Lead for 


Horden.


Y
GP Partner
GP Trainer


Director


Horden Group Practice
Avenue Family Practice COM


Review of declarations - 
form received


30.6.16 Y Nothing declared Director of SDH CIC 2014 - 2018 Nothing declared Nothing declared


Samuel Dagny
COM rep for Carodoc 


Practice
Y GP - COM rep Caradoc Practice Nothing declared


Review of declarations - 
form received


21.9.16 Y Nothing declared Nothing declared Nothing declared Nothing declared







Surname First Name Reason for being on 
the register


DOI 
received


Y  /  N
Position/Role Place of work Attends these decision 


making meetings
Source of 


Declaration
Date of 


Declaration
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confirmation 
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Financial interest From / To Non-Financial Professional 


Interest From / To Non-Financial 
Personal Interest


From / 
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mitigate risk
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of Urgent 
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Team


Santhanakrishnan Santhi
Reserve COM rep for 


Horden Group practice
Y


GP Partner
GP Trainer  


Horden Group practice None
Review of declarations - 
form received


30.6.16 Y Nothing declared Nothing declared Nothing declared Nothing declared


Scalabrini Syliva DDES staff Y Engagement Lead SCH Nothing declared
Review of declarations - 
form received


14.6.16 Y Nothing declared Nothing declared Nothing declared Nothing declared
Y - see separate 


UC register


Scott Colin


COM rep for Peaseway 
Medical Centre, also 


Commissioning Lead and 
Quality Lead for practice


Y GP Partner
Pease Way Medical Centre


Newton Aycliffe
Nothing declared


Review of declarations - 
form received


5.7.16 Y Nothing declared Nothing declared Nothing declared Nothing declared


Scott Denise
Practice Manager at 


Phoenix Medical Group
Y Practice Manager Phoenix Medical Group None


Review of declarations - 
form received


24.8.16 Y Nothing declared Nothing declared Nothing declared Nothing declared


Shine Susan
Attends Clinical 


Champions as Nurse
Y


Nurse Practitioner / can 
represent practice at COM


Shildon Health Clinic
Shildon


Clinical Champions 
MPAG 


Respiratory Group


Review of declarations - 
form received


5.7.16 Y
I am employed by North Durham CCG as practice 
nurse lead for County Durham and Darlington


Oct '16 - present 
day


1) I attend Clinical Champions meeting 
for DDES
2) I attend MPAG on behalf of Dr 
Baliga surgery


1) May '16 - 
present day
2) Feb '13 - 
present day


Nothing declared Nothing declared


Sidhu Kamal
Reserve COM rep for 
Blackhall & Peterlee 


practice
Y GP Partner


Blackhall and Peterlee 
practice


COM
Review of declarations - 


form received
June '16 Y


1.  Partner, Blackhall and Peterlee practice


2.  Director, South Durham Health CIC


1.  Sept '09 - 
present day
2.  June '14 - 
present day


1. GP trainer and appraiser
2. Mental Health Liaison for DDES CCG
3. Mental Health and dementia lead 
DDES CCG
4.  Member and vice chair, County 
Durham and Darlington LMC
5.  Member, PLDP panels, NHSE sub 
region


1.  2009 - 
present day
2.  Oct '15 - 
present day
3. 2013 - 2015
4. 2010, 2016 - 
present day
5. 2014 - 
present day


1. Trustee, Sikh Temple 
Thornaby


2. Member British 
Association of 
Physicians of Indian 
Origin


1. April '16 - 
present 
day
2. 2014 - 
present 
day


Spouse is a dentist who 
works for one day a 
week in the CCG region


2015 - 
present 
day


Simpson Amanda 


Commissioning Lead, 
Quality Lead and 


Prescribing Lead for 
Caradoc practice


Y GP  Partner  Caradoc Surgery None
Review of declarations - 


form received
4.7.16 Y Nothing Declared Nothing Declared Nothing Declared Nothing Declared


Simpson Denise
Practice Manager for 
North House Surgery


Y Practice Manager 
North House Surgery - 


Crook  
None


Review of declarations - 
form received


08.06.16 Yes Nothing Declared Nothing Declared Nothing Declared Nothing Declared 


Smith Jonathan


Clinical Chair and COM rep 
for Silverdale Family 


practice.  Also 
Commissioning Lead and 


Quality Lead for 
Silverdale.  Also 


Prescribing Lead and 
Quality Lead for Easington 


Locality


Y GP Partner / Clinical Chair
Silverdale Family Practice


South Hetton /
DDES CCG SCH


COM
Governing Body


Clinical Champions


Review of declarations - 
form received


5.7.16 Y


1.  I am a partner at Silverdale Family Practice.


2.  I am a partner in North East Medical Chambers, 
though I have recently resigned from this and expect 
to have no further interest in NEMC in the near 
future


1.  2008 - 
present day


2. Sept '14 - Aug 
'16


1.  I am on the board of directors for 
the Academic Health Science Network 
North East and North Cumbria.
2.  I am an apponited council member 
for the NHS England Northern Clinical 
Senate
3.  Silverdale practice is a member of 
South Durham Health Federation


1. April '16 - 
present day


2.  Aug '14 - 
present day


3.  ??


Nothing declared


My brother in law 
works in IT for a 
pharmaceuticals 
company which 
produces special order 
medication


2013 - 
present 
day


Smith Mike
Attends Clinical 


Champions as GP IT Lead
Y


IT Clinical Champion 
Salaried GP


DDES CCG 
 Bishopgate Surgery


Clinical Champions
Review of declarations - 
form received


13.6.16 Y
Salaried GP at Bishopgate Surgery - no decision 
making powers in practice


Aug '15 - 
ongoing


Nothing declared Nothing declared Nothing declared


Smith Ryan DDES staff Y
Medicines Optimisation 


Clinical Pharmacist
SCH Nothing declared


Review of declarations - 
form received


17.10.16 Y Nothing declared Nothing declared Nothing declared Nothing declared


Soks Karen
Practice Manager at New 
Seaham Medical Centre


N
Review of declarations - 
form received


Spencer Ian Secondary Care Clinician Y Secondary Care Clinician SCH
Governing Body


Clinical Champions
Review of declarations - 
form received


13.6.16 Y Nothing declared Nothing declared Nothing declared Nothing declared


Spencer Jenna


COM rep for Bishopgate 
Medical Centre and 


Evenwood Surgery.  Also 
Commissioning Lead, 


Quality Lead and 
Prescribing Lead for 
Bishopgate surgery.


Y GP
Bishopsgate Medical Centre 


and Evenwood Medical 
Practice


COM
Review of declarations - 


form received
29.6.16 Y Nohting declared Nothing declared Nothing declared Nothing declared


Staines James Edward 


COM rep for Bishops Close 
Medical Practice.  Also 


Commissioning Lead and 
Quality Lead for Bishops 


Close


Y GP 
Bishops Close Medical 
Practice, Spennymoor


COM
Review of declarations - 
form received


7.6.16 Y GP Partner 1978 - ongoing SDHCIC board member 2014 - ongoing Nothing declared Nothing declared


Steele Julia 
Reserve COM rep for 


Willington Medical Group 
and Practice Manager


N
Review of declarations - 
form received


Stephenson Janet 


Reserve COM rep for 
Shildon Health Clinic and 


Practice Manager for 
surgery


Y Practice Manger Dr Baliga Surgery Council of Members
Review of declarations - 


form received
6.7.16 Yes Nothing Declared Nothing Declared Nothing Declared Nothing Declared


Stewart Susan DDES staff Y Reception / Admin support SCH Nothing declared
Review of declarations - 
form received


06.06.16 Yes Nothing Declared Nothing Declared Nothing Declared Nothing Declared


Stoker Hilary
Attends Sedgefield 


Locality meetings as PRG 
rep


Y
Sedgefield Locality PRG 


representative
SCH Nothing declared


Review of declarations - 
form received


26.7.16 Yes Nothing Declared Nothing Declared Nothing Declared
Brother is a consultant 
Dermatologist in 
Burnley


1990 - 
present 
day


Swaddling Anna DDES staff N
Review of declarations - 


form received







Surname First Name Reason for being on 
the register


DOI 
received


Y  /  N
Position/Role Place of work Attends these decision 


making meetings
Source of 


Declaration
Date of 


Declaration


Written 
confirmation 


received?
Financial interest From / To Non-Financial Professional 


Interest From / To Non-Financial 
Personal Interest


From / 
To Indirect Interest From / 


To
Actions to be taken to 


mitigate risk


Is a member 
of Urgent 


Care Project 
Team


Taube- Brown Margaret


Reserve COM rep for 
Barnard Castle surgery 


and Practice Manager for 
surgery


Y Practice Manger Barnard Castle Surgery None
Review of declarations - 


form received
26.8.16 Y Nothing Declared Nothing Declared Nothing Declared Nothing Declared


Taylor Helen 
COM rep for Skerne 
Medical Group.  Also 


Quality Lead for Skerne.
N


Review of declarations - 
form received


Taylor Ruth DDES staff Y Infection Control Nurse SCH None
Review of declarations - 
form received


6.7.16 Y


I have delivered Infection Control training to Health 
care workers outside of Durham and Darlington CCG 
areas on an ad-hoc basis while on annual leave for a 
private company.


2014 Nothing declared Nothing declared Nothing declared


Taylor Gooby David 
Lay member Patient and 
Public Engagement for 


DDES
Y Lay Member, Engagement SCH


Governing Body
PCC Committee


Review of declarations - 
form received


2.8.16 Y Nothing declared
Member, Weardale Action Partnership 
(AAP)


2013 - ongoing


Member, Labour Party, 
Socialist Health 
Association and Church 
of England


2012 - 
ongoing


Chair, Apollo Pavillion 
Community Association


2012 - 
ongoing


Thompson Wendy
Practice Manager at 


Deneside Medical Centre
Y Practice Manager


Deneside Medical Centre, 
Seaham


Nothing declared
Review of declarations - 
form received


26.7.16 Y Nothing declared Nothing declared Nothing declared Nothing declared


Tijsseling Charles 
Prescribing Lead for 
Ferryhill and Chilton 


practices
Y GP Ferryhill Surgery Nothing declared


Review of declarations - 
form received


26.9.16 Y Nothing declared Nothing declared Nothing declared Nothing declared


Todd Warren


Prescribing Lead for 
Intrahealth @ West 


Cornforth (email sent 
25/10 requesting form be 


completed)


N


Uehlein Maria
Reserve COM rep for 
Station Road Surgery


Y GP Partner Station Road surgery
Council of Members
Clinical Champions


Diabetes Project


Review of declarations - 
form received


21.7.16 Y Nothing declared


1)  GP - Station Road Surgery


2)  Member of DCAG


3)  Diabetes Lead for Easington Locality


4)  OOH GP - Peterlee UCC


1) 2006 - 
present day
2) 2010 - 
present day
3) 2010 - 
present day
4) 2006 - 
present day


Nothing declared Nothing declared


Villaret Sabate Jordi 
COM rep for Oxford Road 


surgery
Y GP - COM rep


Oxford Road Medical 
Centre


Council of Members
Review of declarations - 
form received


5.9.16 Y Nothing declared Work for Dr Dinah Roy, Spennymoor
4.8.14 - 
present day


Nothing declared Nothing declared


Waldin Ian 


COM rep for Gainford 
Surgery.  Also 


Commisioning Lead, 
Quality Lead and 


Prescribing Lead for 
Gainford surgery.


Y GP Gainford Surgery COM
Review of declarations - 


form received
13.6.16 Y Nothing declared Nothing declared Nothing declared Nothing declared


Waldock Jacqueline DDES staff Y Finance Administrator SCH None
Review of declarations - 
form received


15.6.16 Y Nothing declared Nothing declared Nothing declared Nothing declared


Waller Dillys 


Durham Dales Locality 
Lead and COM rep for 


Woodview Medical 
Practice.  Also 


Commissioning Lead, 
Quality Lead and 


Prescribing Lead for 
Woodview.


N
Review of declarations - 
form received


Waller J
Prescribing Lead for St 


Andrew's Medical practice
N


Walsh Monica


Reserve COM rep for 
Marlborough practice.  


Also Prescribing Lead for 
Marlborough.


Y
Also known as Mrs Monica 


Dunlop
GP 


Marlborough Surgery
Seaham


None
Review of declarations - 
form received


26.7.16 Y Nothing declared Nothing declared
Foundation governor St 
Aidan's Catholic 
Academy


2010 - 
ongoing


Husband is a vascular 
surgeon at Sunderland 
Royal Hospital


2000 - on-
going


Walton Aileen


Reserve COM rep for 
Hallgarth Surgery 


Intrahealth and Practice 
Manager for surgery


Y
Practice Manager- reserve 


for COM
Hallgarth Surgery None


Review of declarations - 
form received


4.7.16 Y Nothing declared Nothing declared Nothing declared Nothing declared


Watson Vicky
Practice Manager at 


Stanhope Medical Centre
Y Business Manager - Weardale Practice 


Diabetes Project
Urgent Care Project


Review of declarations - 
form received


27.9.16 Y
Director of DDHF Ltd who are a current provider of 
services commissioned by DDES CCG


March 2014 - 
present day


Director of DDHF Ltd who are a current 
provider of services commissioned by 
DDES CCG


March 2014 - 
present day


Nothing declared Nothing declared
Y - see separate 


UC register


Wells Mags DDES staff Y Governance Administrator SCH


COM
Governing Body
PCC Committee


Respiratory Group


Review of declarations - 
form received


30.6.16 Y Nothing declared Nothing declared Nothing declared Nothing declared


White Anthony
Practice Manager for 
Blackhall & Peterlee 


surgery
Y Business Manager


 Deneside Medical Centre
Blackhall & Peterlee 


Practice
Council of Members


Review of declarations - 
form received


8.7.16 Y
I have a web design company and consultancy 
business - Mgant.co.uk


2008 - present 
day


Nothing declared Nothing declared Nothing declared


White Clair DDES staff Y
Head Of Service - 
Commissioning 


SCH Nothing declared
Review of declarations - 


form received
5.7.16 Y Nothing declared Nothing declared Nothing declared Nothing declared


Y - see separate 
UC register


Whitehouse John 
Lay member Audit and 


Governance
Y


Lay member - Governance & 
Audit


SCH Governing Body
Review of declarations - 
form received


8.7.16 Y Nothing declared
I hold a lay member position with 
North Durham CCG


June '15 - 
present day


Daughter is employed 
by L.E.T. (HOSGD 
CDDFT)


July '15 - 
present 
day


Nothing declared







Surname First Name Reason for being on 
the register


DOI 
received


Y  /  N
Position/Role Place of work Attends these decision 


making meetings
Source of 


Declaration
Date of 


Declaration


Written 
confirmation 


received?
Financial interest From / To Non-Financial Professional 


Interest From / To Non-Financial 
Personal Interest


From / 
To Indirect Interest From / 


To
Actions to be taken to 


mitigate risk


Is a member 
of Urgent 


Care Project 
Team


Williams Lesley Anne
Practice Manager at 


Murton Medical Group
Y Practice Manager Murton Medical Group None


Review of declarations - 
form received


25.7.16 Y Nothing declared Nothing declared Nothing declared Nothing declared


Wilmer Daniel
Prescribing Lead for 


Willington Medical Group
Y GP Willington Medical Group None


Review of declarations - 
form received


8.6.16 Yes GP partner at Willington Medical Group
Aug '14 - 
present day


Practice is part of Durham Dales health 
Federation


2015 - present 
day


Nothing declared Nothing declared


Wood Jennifer 


Reserve COM rep for 
Ferryhill and Chilton 
practice and Practice 


Manager for both


Y Practice Manager 
Ferryhill & Chilton Medical 


Practice
Nothing declared


Review of declarations - 
form received


13.06.16 Yes Nothing Declared Nothing Declared Nothing Declared Nothing Declared


Woodhouse Brian 
Practice Manager at 


Silverdale Family Practice
Y Business Manager   


Silverdale Family Practice
South Hetton


None
Review of declarations - 


form received
9.6.16 Yes Nothing declared


Member of South Durham Health 
Practice Manager Council and current 
Practice Manager Council 
Representative on South Durham 
Health Board


April '15 - 
ongoing


Nothing declared Nothing declared


Young Derek


Reserve COM rep for 
North House Surgery.  


Also Prescribing Lead for 
North House Surgery.


N source


Young Lesley
Attends Clinical 


Champions as Nurse
Y


Attends Clinical Champions 
as Practice Nurse link


Rivergreen Centre Clinical Champions
Review of declarations - 


form received
19.7.16 Y Nothing Declared Nothing Declared Nothing Declared Nothing Declared







Is a member 
of Diabetes 


Project Team


Is a member 
of Respiratory 


Clinical 
Advisory 


Group


Y - see separate 
Diabetes 
register







Is a member 
of Diabetes 


Project Team


Is a member 
of Respiratory 


Clinical 
Advisory 


Group


Y - see separate 
Diabetes 
register







Is a member 
of Diabetes 


Project Team


Is a member 
of Respiratory 


Clinical 
Advisory 


Group







Is a member 
of Diabetes 


Project Team


Is a member 
of Respiratory 


Clinical 
Advisory 


Group


Y - see separate 
Diabetes 
register


Y - see separate 
Diabetes 
register


Y - see separate 
Diabetes 
register







Is a member 
of Diabetes 


Project Team


Is a member 
of Respiratory 


Clinical 
Advisory 


Group


Y - see separate 
Diabetes 
register







Is a member 
of Diabetes 


Project Team


Is a member 
of Respiratory 


Clinical 
Advisory 


Group


Y - see separate 
Respiratory 


Group register


Y - see separate 
Diabetes 
register


Y - see separate 
Diabetes 
register







Is a member 
of Diabetes 


Project Team


Is a member 
of Respiratory 


Clinical 
Advisory 


Group







Is a member 
of Diabetes 


Project Team


Is a member 
of Respiratory 


Clinical 
Advisory 


Group







Is a member 
of Diabetes 


Project Team


Is a member 
of Respiratory 


Clinical 
Advisory 


Group


Y - see separate 
Diabetes 
register







Is a member 
of Diabetes 


Project Team


Is a member 
of Respiratory 


Clinical 
Advisory 


Group


Y - see separate 
register


Y - see separate 
register


Y - see separate 
register


Y - see separate 
register







Is a member 
of Diabetes 


Project Team


Is a member 
of Respiratory 


Clinical 
Advisory 


Group







At
Total names on 


register


Total forms not 
required / 
relevant


Total completed 
forms required


Yes - 
forms 


returned


No - 
forms still 


outstanding


% - 
complete


30th June '16 184 4 180 73 107 40.50%


25th July '16 186 10 176 110 66 62.50%


12th August '16 186 10 176 125 51 71.00%


20th September '16 186 10 176 136 40 77.30%


12th October '16 186 10 176 146 30 83.00%


31st October '16 189 12 177 152 25 86%


DDES CCG  Declaration of Conflict of Interest - returns - April '16 - March '17







Date of 
meeting


Title of meeting Agenda number


24th May 2016 Confidential Executive Committee CEC 16 11


28th June 2016 Confidential Executive Committee CEC 16 024
23rd August 2016 Confidential Executive Committee CEC  16 056


Procurement Declarations -     







Tital of report


Evaluation GP Extended Hours Service and Vulnerable Adults Wrap 
Around/Advanced Nurse Practitioner services during weekends within 
Durham Dales Easington and Sedgefield CCG
Vulnerable Adults Wrap Around Services Contract Review
Recommended Bidder Report for the Community Vasectomy Service


   April 2016 - March 2017





		Register

		Returns Update

		Procurement Declarations
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Meeting date: 8th November 2016 
Item No: PCC 16 047 


 
PRIMARY CARE COMMISSIONING COMMITTEE  


 
Title of report: Primary Medical Care Assurance Framework 


Author of report: Wendy Stephens, Primary Care Contracts Manager, NHS 
England 


Sponsor Director: Joseph Chandy, Director of Primary Care, Partnerships and 
Engagement 
 


Date of report: 12 September 2016 
 


Name of person presenting 
the report at the meeting: 


Joseph Chandy, Director of Primary Care, Partnerships and 
Engagement 
 


Reason for report:   ‘’ 
please tick relevant category 
 


• Information only 
 


Recommendations:  
(i.e. action being sought 
from the meeting) 
 


The Primary Care Commissioning Committee is asked to: 
• Note the content and implement the attached process  


 


Report status:  ‘’ please 
indicate relevant category  
 
 


• Official           
 


Is this report confidential? 
please delete as appropriate 
 


      
• No   


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


 
        


• n/a            


CONFLICTS OF INTEREST 
 
 


THIS SECTION MUST BE COMPLETED BY THE REPORT 
AUTHOR / SPONSOR DIRECTOR 
 
Are any members of the meeting likely to have a conflict of 
interest for this agenda item: 
                                   
NO   
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If Yes – please provide further details: 
 


 
Purpose of the report and 
summary of key issues: 
 
 


In April 2013, NHS England published the Primary Medical 
Care Services Assurance Framework policy and associated 
guidance. The policy and guidance aims to support NHS 
England in the delivery of a single operating model to enable 
NHS England teams to respond to local issues within a national 
framework by outlining the approach to be taken to manage 
primary medical care contracts.  
 
In response to the publication of the national process, Cumbria 
and the North East developed a local process for the former 
Area Teams in the region. Following the reconfiguration of the 
Area teams into one team, it has now become necessary for 
one process to be adopted for Cumbria and the North East. 
The process has now been reviewed and revised and is 
discussed within the attached document. 
 


 
DDES consultation and 
other approval routes 
(including outcomes): 
 
 


Meeting: 
 
Formal 
Executive 
Committee 
 
Primary Care 
Commissioning 
Committee 
 


Date: 
 
4.10.16 
 
 
 
8.11.16 


Outcome: 
 
Approved for 
submission to PCC 


 
Supporting documents/ 
Appendices: 


• Primary Medical Care Assurance Framework – Cumbria 
and the North East Implementation Process 


• Appendix 1 – Primary Medical Services Assurance 
Framework General Practice High Level Indicators 
Technical Annex  


• Appendix 2 – General Practice Outcome Standards & 
Technical Guidance  


• Appendix 3 – E-declaration guidance  
• Appendix 4 – Process flow-chart  
• Appendix 9 – NHS England Managing Disputes for 


Primary Medical Services Policy  
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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? 
  


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


 


 Does this report have legal implications? 
  


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


this report 
  


 
 Has this report taken into account equality and diversity?  
  


 
 Does this report impact on Quality, Innovation, Productivity and Prevention 


(QIPP) 
  
 Has there been any consultation/engagement (patient, public, stakeholder, 


clinical) with regard to the content of the report? 
 NHS England has consulted with all CCGs and LMCs regarding the attached 


process 
 Are there any clinical quality/patient safety issues identified in this report? 
 The attached process explains the process that the CCG is to follow in respect of 


the assurance of primary medical care services 
 


 Does this report impact on any information governance issues? 
  


 
 Other implications 
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PRIMARY MEDICAL 
CARE ASSURANCE 
FRAMEWORK 


 


CUMBRIA AND THE 
NORTH EAST 
IMPLEMENTATION 
PROCESS 
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Prepared by: 
Wendy Stephens 
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1. Introduction 


 
In April 2013, NHS England published the ‘Primary Medical Services Assurance 
Framework’ policy and associated ‘Guidance to Support Delivery of Primary Medical 
Services Assurance Framework’.   The policy and guidance aims to support NHS England 
in the delivery of a single operating model and enable local NHS England teams to respond 
to local issues within a national framework by outlining the approach to be taken to manage 
primary medical care contracts. 
 
The policy states nine core principles as follows: 
 
1. To promote and prioritise equality including access and treatment for all patients 


across the full range of primary medical services. 
 
2. To focus on quality, outcomes and relevant patient experience as the main drivers 
 for: 
 


a. Improvement; 
b. Primary care commissioning arrangements. 


 
3. To promote a clinically driven system in which GPs and other primary medical 


service clinicians are at the heart of the decision making process, driving quality 
improvement and commissioning decisions. 


 
4. To facilitate strong and productive local contractor relationships based on 


proportionate and sensitive interaction. 
 
5. Be responsive to and spread innovation. 
 
6. To deliver a consistent national framework, which ensures fair and transparent 
 interventions, implemented locally, with local discretion rooted in cultural and 
 behavioural consistency. 
 
7. Make commissioning decisions on the basis of firm data shared with CCGs, health 
 and wellbeing boards (HWBs) and others and complemented by local intelligence 
 
8. To design systems that are fit for the future, allowing for reform and operate with 
 minimum bureaucracy. Such systems will enable whole person patient care, with 
 integrated physical, mental and behavioural services and facilitate shared best 
 practice standards between primary care and specialists. 
 
9. To promote early engagement and collaboration with LMCs openly and transparently 
 in the management of primary medical services. 
 


The Framework introduces high level indicators, supported by outcome standards which are 
a set of measurable indicators for general practice. In addition there is an Annual 
Declaration process; this is an electronic self-declaration process that is undertaken by 
practices on an annual basis.   
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The Annual Declaration, the High Level Indicators and the Outcome Standards are 
published collectively on a Primary Care Web Tool.  The information within this tool is 
available to practices themselves, to NHS England and to CCGs. 


The aim of the Primary Care Web Tool is to inform practices and commissioners on a range 
of measures that are evidence based, outcome (not process) focussed and are appropriate 
measures to use for any practice. The measures are all GP contract compliance indicators 
and are deliverable. They have been developed through considerable engagement and 
working across a range of key stakeholders that include LMCs, GPs, other primary care 
clinicians, patients, commissioners and other health care professionals.  


The General Practice High Level Indicators (GPHLIs) and General Practice Outcome 
Standards (GPOS) data is presented as a web interface, comprised of two modules. The 
web interface www.primarycare.nhs.uk became live on 2nd April 2013 Appendices 1 & 2. 


The proposals are that the assurance framework high level indicators, outcome standards 
and annual declaration process will together replace historic PCT arrangements for 
addressing outlier performance.  


In response to the publication of the national process, Cumbria and the North East 
developed a local process for the former Area Team footprints in the region which involved 
the assessment of practices against a range of information and which ultimately led to 
further scrutiny of a limited number of identified practices.  Following reconfiguration of the 
Area Teams into one team, it has now become necessary for one process to be adopted for 
Cumbria and the North East.  As a result, the process has now been reviewed and revised 
and is discussed within this document. 


2. Scope 
The scope of this document is to outline the process of how NHS England, Cumbria and the 
North East, in conjunction with partner agencies, will assess the quality of primary medical 
care in the region and how it will identify practices that may require support to improve on 
the delivery of primary medical care services. 


3. Definitions 
GP High Level Indicators (GPHLIs) - these are a suite of consistent and nationally 
available indicators recommended by the national reference group.  The indicators have 
been grouped across the five NHS Outcome Framework domains: 
 


• Domain 1 - Premature Mortality 
• Domain 2 - Long Term Conditions 
• Domain 3 - Recovery from Illness / Injury 
• Domain 4 - Patient Experience 
• Domain 5 - Patient Safety 


 


Practices are identified as outliers for a particular indicator if they are >2 Standard Errors of 
Mean (SEM) outside the mean value.  A total of 5 or more points >2 SEM below mean is 
considered to represent underachievement by the practice. 
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General Practice Outcome Standards (GPOS) – these are a set of quality and outcome 
standards already developed in one regional office and agreed with the profession to form 
part of the triangulation of other factual intelligence.  The indicators for GPOS can be 
broadly grouped into three main categories: 
 


• Those which already have a nationally agreed or expected levels of 
achievement; 


• Reported versus expected disease prevalence; 
• Those which are assessed against the England average. 


 
Each indicator threshold has an upper and lower limit based on the groupings outlined 
above, which forms three levels of achievement for each indicator: 
 


• Achieving 
• Level one trigger 
• Level two trigger 


 
Overall achievement for practices is then split into four categories, shown below: 
 


• Higher Achieving Practice: 0 - 1 triggers in total and 0 level two triggers 
• Achieving Practices: 2 - 5 triggers in total or 1 level 2 trigger 
• Approaching review: 6 – 8 triggers in total or no more than 2 level 2 triggers 
• Preview identified: 9 or more triggers in total or 3 or more level 2 triggers 


 
E-Dec – this is a national electronic self-declaration from practices that it meets certain 
contractual obligations.  It is submitted annually via the primary care web tool electronic 
system and practices are then assessed to determine if any require further intervention (see 
Appendix 3 for E-Dec guidance). 


4. Process 
The process to be followed by Cumbria and the North East, in conjunction with local Clinical 
Commissioning Groups (CCGs) is summarised in the flow chart in Appendix 4. 


The process is summarised as follows: 


Intelligence Gathering Phase 


This is the initial phase of the process which involves the gathering of information from a 
variety of sources about practices as follows: 


• Contracting Team information:  
o Achievement against GPOS and GPHLI indicators; 
o Annual e-declaration; 
o Access information via the GP Patient Survey; 
o Contractual breach notices issued; 
o Quality and Outcomes Framework Achievement; 
o Care Quality Commission (CQC) published report findings; 
o Any soft intelligence. 


 
•   NHS England Nursing and Quality Team information: 
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o Complaints via NHS England; 
o Incidents reported through STEIS or through SIRMS; 
o Friends and Family Test;  
o Any soft intelligence. 


 
• Public Health Team Information: 


o Screening rates; 
o Immunisation rates; 
o Serious incidents; 
o Any soft intelligence. 
 


• Care Quality Commission (CQC) 
 


• Healthwatch 
 


The information will be requested by the contracting team from the stakeholders above via 
the template in Appendix 5 on a quarterly basis.  Once the information is received it will be 
gathered into an assurance spreadsheet for ease of assessment and then discussed at a 
Stage 1 Local Assurance Meeting. 


Stage 1 Local Assurance Meeting 


The Stage 1 Local Assurance Meeting will be attended by the following colleagues from 
NHS England/Public Health England: 


• Contracting team members; 
• Assistant Medical Director; 
• Nursing and Quality team member; 
• Public Health team member; 
• Public Health England representative. 


 
The purpose of the meeting is to review and assess the information gathered prior to 
referral into the CCGs.  The meeting will be held quarterly in June, September, December 
and March each year and will follow the Terms of Reference as shown in Appendix 6.  
Data will be refreshed by the end of May, August, November and April to feed into this 
process. 


The information gathered at Stage 1 will then be sent for discussion by the CCG. 


Stage 2 CCG internal group 


At Stage 2 the CCG will look at the information sent to them at the CCG’s individual internal 
group which is responsible for assuring quality. For the purposes of this policy these are 
called Local Quality Groups. This forum will be where the CCGs discuss the information 
that has been sent through from Stage 1 of the process and where the next steps regarding 
individual practices will be determined (i.e. letter or assurance visit).  The meeting will be 
held in accordance with the individual Terms of Reference for the groups. 


Practice Intervention 


Should the Stage 2 CCG Local Quality Group determine that intervention is required, this 
will take one of two courses: 
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1. Letter to the practice. This will be sent by the CCG directly (copying NHS England 
into the process for contract management purposes);    


a. The letter will request further information from the practice to provide 
assurance that there are no contractual or quality concerns. 


b. Once received the CCG would review the information from the practice to 
determine if further information or an assurance visit is required.  If the 
information provides sufficient assurance, there will be no further action for the 
practice. 
 


2. An assurance visit by the CCG to the practice.   
a. This would involve the CCG attending the practice to discuss concerns.  If 


deemed appropriate the practice will be requested to develop a Quality 
Improvement Plan (QIP) (see template for visit and template for plan in 
Appendices 7 and 8).  The QIP will be assessed by the Quality Group to 
determine if it is appropriate. 


b. The practice would be re-visited by the CCG approximately six months after 
the initial visit (or sooner if deemed appropriate).  If the QIP has been fully 
implemented there will be no further action.  If the QIP has not been 
implemented by the time of the revisit the practice would be progressed to 
Stage 3. 


 


Level 1/2 CCGs 


A decision regarding the outcome of intervention will be considered by the CCG. The CCG 
will review progress and it is hoped that the CCGs will work collaboratively with NHS 
England in coming to a conclusion as to the adequacy of response and any QIP 
implemented in a practice.  


The CCG will be asked to inform NHS England contracting team if any further intervention 
has been agreed and progress of the practice against any specific action plans that are 
developed.  A report will be presented by NHS England to the Quality Surveillance Group.   


Level 3 CCGs 
 
A decision regarding the outcome of intervention will be considered by the CCG. The CCG 
will review progress and come to a conclusion as to the adequacy of response and any QIP 
implemented in a practice.  


The CCG may be asked to inform NHS England contracting team if any further intervention 
has been agreed. The CCG will be required to highlight progress and any concerns to NHS 
England Quality Surveillance Group, as with any other provider issues. 
 


Stage 3 – Formal contract management 


Stage 3 is whereby NHS England and the CCG consider if formal contract sanctions 
(breach notice or financial penalty) against a practice for non-compliance with the QIP are 
necessary. Any practices that are considered for referral into formal contract management 
procedures should be discussed in the private sections of primary care co-commissioning 
committees or at NHS England/CCG Operational meetings. Any formal contract 
management procedure will be initiated in-line with NHS England national policy. 
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5. Dispute 
A practice may challenge the process at any stage.   


Level 1/2 CCGs 


In order for practices to raise a dispute they must formally write to NHS England outlining 
their reasons for the challenge and providing any supporting evidence.  NHS England will 
invoke NHS England ‘Managing Disputes for Primary Medical Services’ Policy (Appendix 
9) accordingly which in the first instance would be for the practice and NHS England to try 
local resolution.  If in the event local resolution fails, the dispute becomes a formal process 
via NHS Litigation Authority. 


Level 3 CCGs 


In order for practices to raise a dispute they must formally write to the CCG outlining their 
reasons for the challenge and providing supporting evidence. The CCG will manage the 
dispute in line with their local dispute policy, which in the first instance would be for the 
practice and the CCG to try local resolution. If in the event local resolution fails, the dispute 
becomes a formal process via NHS Litigation Authority. 


6. Governance and Reporting 


CCG non-engagement with this process may be referred into the NHS England CCG 
assurance process for consideration.  Any concerns that are not being addressed by CCGs 
may also be raised through the Medical Directors/Nurse Directors/Quality Leads meeting.  
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Appendix 1 – Primary Medical Services Assurance Framework General Practice High 
Level Indicators Technical Annex - attached 


 


Appendix 2 – General Practice Outcome Standards & Technical Guidance - attached 


 


Appendix 3 – E-declaration guidance - attached 


 


Appendix 4 – Process flow-chart - attached 
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Appendix 5 – Practice Information Template 


 


Primary Medical Care Assurance Reporting Template 


Update from: 
 


 
Practice(s) Name: 
 
 
CCG Area 


 
Detail 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
For office use only 


Date of receipt  
Name of reviewers  


 
 


Date of review  
Outcome of review of 
Local Assurance Group 


Refer to LLG          Date of referral 
 
No further action  
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Appendix 6 – Local Assurance Group Terms of Reference 


Local Assurance Group 


Terms of Reference  


1. Purpose of Group 
The purpose of the group is to support the implementation of the Primary Medical Services 
Assurance Framework via the review of practice-level data for referral into the Medical 
Assurance Group. 
 
The group will examine data from a variety of sources to determine which practices require 
further discussion at the Medical Assurance Group. 


 
2. Duties of Group 
The duties of the group are: 
 
• To assess data collected from a variety of sources; 
• To prioritise practices which require further discussion at the Medical Assurance Group. 


 
3. Accountability and Reporting 
The group is accountable to the Medical Assurance Group and will report to the Group on a 
quarterly basis. 


 
4. Membership 
 


Member Role  
Primary Care Commissioning Manager 
(GP) 


Chair. To oversee process 
implementation. 
 


Primary Care Contracts Manager Deputy Chair.  
To provide contractual advice. 


Assistant Primary Care Contracts 
Manager 


To provide contracts data. 


Assistant Medical Director Medical advice 
 


Nursing and Quality Team Member To provide complaints and incidents data 
 


Public Health team Member To provide public health data 


Public Health England representative 


 


To provide Public Health advice 


 
 


5. Quorum 
A quorum will comprise of: 
 


• Primary Care Commissioning Manager (GP) or deputy; 
• Medical Director or Assistant Medical Director; 
• Public health or nursing representative. 
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6. Agenda  


The following agenda items will be standard at every meeting: 
 


• Minutes from Previous Meeting and Matters Arising; 
• Data for discussion; 
• Referral to Medical Assurance Group. 


 
7. Frequency and Duration of Meeting 
The meetings will be held quarterly. 
The Chair may request additional meetings if required. 


  
8. Secretarial Support and Administration of Meeting 
Secretarial support for the meeting will be supplied by the GP team. Agenda and supporting 
papers/reports will be circulated one week prior to the meeting.  Group members are respectfully 
expected to provide any supporting papers and agenda items two weeks prior to the meeting.  
Any papers received during the week prior to the meeting will not be accepted unless agreed 
with the Chair prior to the meeting.  Minutes of the meeting will be marked as ‘Confidential’ and 
should not be shared outside of the meeting. 


 
9. Review 


This Terms of Reference will be reviewed in November 2016. 
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Appendix 7 – Assurance Visit Agenda 


 


Practice Assurance Visit 


[Name of Practice] 


[Date of visit] 


 


Attendees 


On behalf of NHS [CCG Name] CCG 


 


Agenda 


 


1. Welcome and Introductions 
 


2. Purpose of Visit 
 


3. Background to Primary Medical Care Assurance Framework 
a. National Process 
b. Local Process 


 
4. Assessed Information 


 


5. Next Steps 
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Appendix 8 - Quality Improvement Plan Template 


Practice Name  
 


Practice Code  
 


Date Completed  Date of Submission 
 


 


 


Concern Action Required to Address Concerns Responsible 
Person 


Date by Which 
Action is to be 


Complete 
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Submitted by: 
 
Role within Practice: 
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Appendix 9 – NHS England Managing Disputes for Primary Medical Services Policy – 
attached. 
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Meeting date: 8th November 2016 
Item No: PCC 16 044 


 
PRIMARY CARE COMMISSIONING COMMITTEE 


 
Title of report: Primary Care Finance Update – Month 6 – 2016/17 


Author of report: Mark Booth, Head of Finance 


Sponsor Director: Mark Pickering, Chief Finance Officer  


Date of report: 31st October 2016 
 


Name of person presenting 
the report at the meeting: 
 


Mark Pickering, Chief Finance Officer 


Reason for report:   ‘’ 
please tick relevant category 
 


• Information only 
• Development / Discussion    
• Decision / Action  


  
Recommendations:  
(i.e. action being sought 
from the meeting) 
 


The Primary Care Commissioning Committee is asked to: 
• Note and discuss the financial position of the CCG as at 


30th September 2016. 


Report status:  ‘’ please 
indicate relevant category  
 
 


• Official          
• Official Sensitive: Commercial       
• Official Sensitive:  Personal  


 


Is this report confidential? 
please delete as appropriate 
 


       
• No   


    
 


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


       
• n/a        


 


Are any members of the 
meeting likely to have a 
conflict of interest for this 
agenda item: 


 


 
NO 
 
 


Who is conflicted and why – 
please give the name(s) of all 
conflicted members? 


• n/a        
 


Updated August ’16 (MW) 
 


 







 
 


 
Are the conflicted members 
detailed above allowed to 
receive this paper and attend 
the meeting? 
 


                                   
• n/a      


If Yes - what is the action to 
be taken at the meeting as a 
consequence of the conflict? 
 
‘’ please indicate relevant 
category 
 


 


• n/a 


 
Purpose of the report and 
summary of key issues: 
 
 


• This paper provides an update regarding the primary 
care financial position of Durham Dales, Easington and 
Sedgefield Clinical Commissioning Group as at the end 
of September 2016 (6 months of the financial year). 
 


• Primary Care expenditure from CCG mainstream 
funding is currently forecasting an underspend of 
£1,331k, a small pressure on the home oxygen contract 
partially offsetting a large forecast underspend on 
prescribing. The prescribing forecasts are based upon 
information received from the Prescription Pricing 
Division.  


 
• Primary Care Co-commissioning expenditure is currently 


showing a £641k forecast underspend, mainly due to 
lower than budgeted premises costs and uncommitted 
growth funding.  
 


 
DDES consultation and 
other approval routes 
(including outcomes): 
 
 


Meeting: 
 
Primary Care 
Commissioning 
Committee 
 


Date: 
 
08.11.16 
 


Outcome: 


 
Supporting documents/ 
Appendices: 


• Finance report as at 30th September 2016. 
 


 


 
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: 
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() tick as 
appropriate 


Impact area 


 Does this report identify a risk for the CCG? 
  
 Does this report impact on the environment/sustainability of the CCG? 
 
 


No 


 Does this report have legal implications? 
 No 


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


this report 
 None specifically linked to decisions required within this report. 


 
 Has this report taken into account equality and diversity?  
 Equality and diversity has been given due consideration during the production of 


this report. 
 


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


 No specific impact 
 


 Has there been any consultation/engagement (patient, public, stakeholder, 
clinical) with regard to the content of the report? 


 Nothing specifically linked to this report. 
 


 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 
 No 


 
 
 
Author:  Mark Booth, Head of Finance 
 
Sponsor:  Mark Pickering, Chief Finance Officer 
 
Date:   31st October 2016 
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Specification of requirements 
for receiving dispensary services 
quality payments


1 Payment
1.1 Payment will be due to contractors for the services set out below on 31 March, at


the end of each financial year to which the payment relates.


1.2 It will be a condition of payment that the contractor must, by 1 July in each
financial year to which the payment relates, provide the PCT with a written
undertaking to carry out the services and achieve the standards specified below,
except that:


•  in the first year of the SFE change being in force, the written undertaking must 
be received within eight weeks of the Directions coming into force


•  in the case of new contracts starting after 1 April (or after the Directions come 
into force in 2006 only) or contractors with no dispensing patients on their list 
on 1 April (after the Directions come into force in 2006 only), then the written 
undertaking must be provided to the PCT within three months of the start of 
the contract or of consent being granted to dispense to any patients on the 
contractor’s list, whichever is the later, provided that the undertaking is 
received by 1 February in the financial year to which it relates


•  if the written undertaking is not provided within the set timescales the 
contractor will have no entitlement to a Dispensary Services Quality Payment in 
that financial year.


1.3 It will be a condition of payment that the contractor must provide the PCT with
the name of a partner or salaried GP, who will have accountability for the
dispensary service quality, normally throughout the whole financial year. Where
the identity of the responsible partner or salaried GP changes, the details of the
new responsible person should be notified, in writing, to the PCT within 28
calendar days.


1.4 The payment will be based on the number of dispensing patients on the
contractor’s list on 1 January in the financial year to which the payments relate, as
measured by the Exeter system. Dispensing patients are the patients for whom the
contractor or any practitioners working for them have consent to dispense under
the Pharmaceutical Services Regulation 2005, or relevant sections of GMS and
PMS regulations. The payment will be £2.58 per dispensing patient per financial
year.


1.5 In the case of new contracts starting on or after 2 April but before 1 February in
any year, or contractors with no dispensing patients on their list on 1 April but
who are granted consent to dispense to named patients on or after 2 April but
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before 1 February in any year, the payment for that financial year will be reduced
pro-rata based on the number of calendar days in the financial year that the
contractor was dispensing to patients and providing the services set out below. A
contractor starting to dispense on 1 January 2007 could only expect a payment
based on 90/365 of the annual payment. A contractor starting to dispense on 1
February would have no entitlement for that financial year.


1.6 In the case of:


•  contracts which cease, other than as part of a practice split or merger


•  or contractors who cease to have any dispensing patients on their list; or


•  contractors who cease to provide the services set out below to the dispensing 
patients on their list


...during the financial year in question, the payment for that financial year will be
calculated pro-rata to the number of calendar days that the contractor was
dispensing to patients and providing the services set out below.


1.7 If a practice merges or splits before 1 February, this will be treated for the 
purpose of the dispensing quality payments as the end of the previous contract
and the beginning of a new contract. A new written undertaking will be 
required following the merger or split. Payment for the services provided 
prior to, or post, the merger or split will be pro-rata’d as set out above. Where 
the merger or split occurs on or after 1 February, the original contractors 
should receive their full annual entitlement in their own right; the new contractor
has no entitlement.


On 31 March of each financial year (or, in the case of closing practices, before the
practice closes), the PCT should review the contractor’s arrangements to ensure
that the stated level of service and standards are in place, if necessary asking for
written evidence and/or carrying out a practice inspection. Provided the PCT is
satisfied that the contractor is complying with the requirements set out below, the
PCT should make the payment due as soon as possible after the end of the
financial year, or as soon as possible following practice closure.


2 Dispensing Staff
2.1 Training and experience


2.1.1 The standard operating procedures for each dispensary should indicate the level of
competency expected for each function performed by dispensers or staff working
as dispensary assistants.


2.1.2 For staff employed by the contractor who are not doctors and whose normal
working patterns do not involve dispensing, but who are involved in dispensing on
an occasional or limited basis, a flexible approach to the minimum competence
requirement for dispensing assistants can be adopted. The contractor should
identify such staff to the PCT, which should agree that the staff member
concerned only has an occasional or limited role in dispensing. However, the
contractor also needs to demonstrate that all staff who are working in the
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dispensary have evidence that they have the knowledge and competencies to
perform the tasks and roles assigned to them. Staff who only have an occasional
or limited role in dispensing are still required to have a certificate of competency
signed by the practice manager (if any) and accountable GP, in respect of the roles
they occasionally undertake.


2.1.3 The contractor must have a written record of the qualifications of all staff
engaged in dispensing and ensure that they undertake continuing professional
development. The contractor must carry out and complete a written record of an
appraisal of all dispensing staff, and assess their competence in performing
dispensary tasks at least annually.


2.1.4 Regarding existing staff employed by the practice on the date of the practice’s
written undertaking to provide the service:


2.1.4.1 Trainee dispensers:


•  must be competent in the area in which they are working to a minimum 
standard equivalent to the Pharmacy Services Scottish/National Vocational 
Qualification (S/NVQ) level 2, or undertaking training towards this, or enrol in 
this training within three months of the practice’s written undertaking 
towards this; and


•  should not work unsupervised until they have completed 1,000 hours’ work 
experience in the dispensary and have a certificate of competency signed 
by the practice manager (if any) and accountable GP. A trained dispenser 
should supervise dispensing assistants until they have completed the 
work experience.


2.1.4.2 Other existing dispensing staff that work independently in the practice dispensary:


•  must have minimum work experience of 1,000 hours over the past five years 
in a GP dispensary or community pharmacy; and


•  must be competent in the area in which they are working to a minimum 
standard equivalent to the Pharmacy Services S/NVQ level 2, or undertaking 
training towards this, or enrol in this training within three months of the 
practice’s written undertaking to provide the service.


However, where an experienced dispenser’s residual term of employment is not
commensurate with the timeframe requirement of the specified course, the
dispenser must have their knowledge and competence assessed and hold a
certificate of competency signed by the practice manager (if any) and the
accountable GP.


2.1.5 New dispensing staff employed by the practice after the date of the practice’s
written undertaking to provide the service:


•  must be competent in the area which they are working, to a minimum 
standard equivalent to the Pharmacy Services S/NVQ level 2 qualification or 
enrol in training towards this within three months of the commencement of 
their employment; and


•  must have completed 1,000 hours of work experience in a GP dispensary or 
community pharmacy within the past five years before being able to work 
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unsupervised. A trained dispensing staff member should supervise new staff 
until they have completed the work experience.


2.1.6 Where a dispenser is expected to enrol on a course, the relevant qualification
should be completed within three years, although the PCT has discretion to allow
for additional time in the case of absence due, for example, to sickness or
maternity leave.


2.2 Minimum level of staff hours


2.2.1 The contractor must ensure that a minimum level of staff hours is dedicated to
dispensary services to ensure that patients’ needs for dispensing services, and the
time required to complete the underpinning systems and processes, can
reasonably be expected to safeguard patient safety.


2.2.2 The contractor must assure a level of staffing that reflects the practice’s dispensary
configuration and hours of opening, as agreed with the PCT.


2.3 Duty of confidentiality


2.3.1 All employee contracts for dispensing staff must include a duty of patient
confidentiality as a specific requirement, with disciplinary procedures set out for
non compliance.


3 Governance of dispensary services
3.1 SOPs, clinical audit and risk management


3.1.1 The contractor must ensure that standard operating procedures (SOPs) are in place
and reflect both good professional practice, as well as the procedures that are
actually performed by the practice. SOPs should be followed routinely for all
dispensing related activities. SOPs should be specific to the practice and should set
out in writing what should be done, when, where and by whom.


3.1.2 Standard operating procedures must be reviewed and updated at least once every
12 months and whenever dispensing procedures are amended. A written audit
trail of amendments should be maintained.


3.1.3 The contractor must participate in contractor lead clinical audit of dispensing
services. Clinical audit seeks to improve patient care and outcomes through the
systematic review of care against explicit criteria and the implementation of
change. Audit of dispensing services should include arrangements to assess 
the nature and quality of the advice provided to patients as part of the 
dispensing service.


3.1.4 The contractor must have a written policy for managing risks in providing
dispensing services and must ensure that this policy is understood, and put into
practice, by all staff involved in dispensing.


3.1.5 The contractor must ensure that all serious untoward incidents relating to
dispensing are reported to the PCT for the purpose of reviewing and learning
from incidents.
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3.2 Information


3.2.1 The contractor must provide information to their patients on:


•  the dispensing services provided by the contractor


•  how to obtain medicines urgently.


3.2.2 The contractor must inform their PCT (who will advise NHS Direct as for
pharmacies) of the hours of availability of dispensing services provided by the
contractor. The contractor must ensure that opening times are displayed
prominently on the premises from which they carry out dispensing and that they
are legible from outside the premises when they are shut.


4 Review with patients of compliance and concordance 
with use of medicines
4.1 A face-to-face review with patients (and, where appropriate, their carers) of


compliance and concordance should be carried out and recorded in the patient’s
medical record at least once every 12 months for at least 10 per cent of the
contractor’s dispensing patients. The practice should agree with their PCT the
types of patients that should be targeted for the review, as part of their
undertaking to carry out the services specified.


4.2 The review should normally be carried out by trained dispensing staff or by a
registered health professional with appropriate competencies in review of
medicines.


4.3 Arrangements must be in place to ensure that patients reviewed will be 
referred appropriately and in a timely manner to a doctor, nurse, pharmacist or
other appropriate health professional working with the contractor, whenever
clinically appropriate.


4.4 The reviewer should:


•  establish the patient’s actual use, understanding and experience of taking 
medicines; referring potential side effects or adverse effects reported by 
patients


•  identify, discuss and resolve, or refer, poor or ineffective use of their medicines


•  improve the clinical and cost effectiveness of prescribed medicines, referring 
where appropriate, and initiating appropriate action by using information from 
patients to recommend improvements in repeat dispensing and so reduce 
medicines’ wastage.
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Dispensary Services Quality Scheme
– Guidance


1 Introduction
As part of the changes to the arrangements for dispensing doctors for April 2006,
agreed as part of the GMS changes in 2006/07, a Dispensary Services Quality Scheme
has been developed. 


This guidance note, which supplements Revisions to the GMS contract 2006/07:
Delivering investment in general practice has been developed by NHS Employers and the
GPC, together with the DDA, to assist practices and PCTs to implement the scheme. It
follows the structure of the specification of requirements for receiving dispensary
services quality payments and includes information about:


•  payment


•  dispensing staff training and/or experience


•  minimum level of staff hours


•  duty of confidentiality


•  standard operating procedures, clinical audit and risk management


•  patient information


•  review with patients of compliance and concordance with use of medicines


•  assessment of performance against the criteria for payment.


Practices and PCTs will wish to read this guidance alongside the specification for
receiving dispensary services quality payments.


2 Payment


Key points:


•  The contractor must provide the PCT with a written undertaking to carry out 
the services specified.


•  The practice must carry out the services detailed in the specification.


•  The practice must nominate a GP who is accountable for the quality of 
dispensing services.
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2.1 Requirements


The specification for the scheme includes information about the payment that
should be made to a dispensing practice (contractor), when the PCT is satisfied
that the contractor has complied with the scheme requirements (as outlined in
the rest of the specification).


The specification includes a number of conditions of payment:


•  the practice must provide the PCT with a written undertaking to carry out the 
services specified. In the first year of the scheme, practices must provide this 
written undertaking within eight weeks of the Directions coming into force (this
date will be published when it becomes known)


•  the practice must provide the PCT with the name of a GP who will have 
accountability for the dispensary services quality


•  the practice must carry out the services detailed in the specification.


2.2 Written undertaking to carry out the services – practice plan


The main purpose of this written undertaking is for PCTs to understand which
dispensing practices will be participating in the scheme and how each practice
intends to fulfil the requirements in the specification. Appropriate monitoring
arrangements can then be put in place throughout the rest of the year.


For practices, this is an opportunity to prepare a plan of how the requirements of
the scheme will be demonstrated by the end of the financial year. It is
recommended that practices identify how they intend to ensure that each section
of the specification will be completed and, where appropriate, maintained.


The practice plan will assist in the necessary prospective agreement between the
contractor and the PCT, on the criteria to be used in selecting patients for review
of compliance and concordance with use of medicines.


2.3 Accountable GP


As part of the written undertaking to carry out the services, the practice must
provide the PCT with the name of a GP who is accountable for the quality of
dispensing services.


The accountable GP may choose to delegate the delivery of dispensary services
quality to a suitable person within the practice but the accountable GP will remain
responsible for meeting the requirements of the scheme at all times.


If the nominated accountable GP leaves the practice or is for any other reason
unable to fulfil this duty then, within four weeks of this change, the contractor
should provide the PCT with the name of another GP who is accountable for
meeting the requirements of the scheme.
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3 Dispensing staff training and experience


Key points:


•  The practice should consider the training and experience required by all staff who 
work in the dispensary; it will need to provide evidence that all staff working 
in the dispensary have the competencies and knowledge to perform the tasks 
and roles assigned to them.


•  Staff should not work unsupervised in the dispensary unless they have the 
required experience and competencies.


3.1 Minimum requirements


The specification outlines the minimum training requirements and/or experience
required for staff that work in the practice dispensary, including trainee
dispensers. These requirements have been developed to be consistent with (but
not replicate) the Royal Pharmaceutical Society of Great Britain’s (RPSGB)
minimum competence requirement for pharmacy support staff. They apply to staff
carrying out any of the following tasks:


•  prescription receipt and collection


•  the assembly of prescribed items (including the generation of labels)


•  ordering, receiving and storing pharmaceutical stock


•  the supply of pharmaceutical stock e.g. to nursing homes and private hospitals.


The contractor must be able to provide evidence that staff who are working in the
practice dispensary have the competencies and knowledge to perform their tasks
and roles. The practice should hold a record, including qualifications and details of
the criteria used by the practice for the assessment of competence, and that
record should be available for inspection if requested by the PCT.


The requirements for qualifications and/or experience required are set out in the
specification for both existing staff, who are employed by the practice on the date
of the practice’s written undertaking to provide the service, and new staff who
are employed by the practice after that date.


A distinction is drawn between those working under supervision and those
working independently in the dispensary.


Guidance is given below on training and qualifications that meet the requirements
set out in the scheme.


3.2 Training and qualification standards for non-medical staff whose role is
not wholly dispensing


This section applies to staff for which dispensing forms only a part of their duties
in the practice, e.g. receptionists and nurses.


As explained in paragraph 2.1.2 of the specification, the negotiating parties have
taken a pragmatic approach to the training requirements and accept that,
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providing staff are competent to perform those tasks that fall within their roles
and responsibilities, it is not necessary for all of them to undertake a formal
dispensing qualification. In such cases, the accountable GP (or suitable delegate) 
is responsible for making a decision as to whether or not a member of staff can
satisfactorily be certified competent in the duties they undertake.


In some cases the work of such staff members will be covered by standard
operating procedures.


If the principal role of an individual member of staff is working in the dispensary,
the training and qualification requirements usually apply.


3.3 Training and qualification standards equivalent to the pharmacy services
S/NVQ level 2 for staff whose role in the practice is wholly or principally
dispensing


Most staff working in the dispensary will be required to be competent to a
minimum standard equivalent to the pharmacy services Scottish/National
Vocational Qualification (S/NVQ) level 2, or undertake training towards this
standard. Staff undertaking the required training will usually be expected to
complete the course within the course provider’s usual timetable.


The use of a unit route is acceptable. This means that the member of staff can
meet this standard by completing each of the units of the S/NVQ (or equivalent)
relevant to their role. In such cases the member of staff would usually not receive
a full S/NVQ level 2 certificate from the course provider.


The unit route avoids the need for assessment by a supervising pharmacist.
Practices may choose to fund pharmacist sessions for the purposes of such
assessments but this is not a requirement of the specification.


Examples of appropriate courses designed specifically for staff not working under
the supervision of a registered pharmacist are included in this guidance.


Course units required to obtain the qualification when working in doctors’
dispensaries are usually set out by providers of these courses. Accreditation of
these S/NVQs is a matter for course providers and NVQ accreditation centres, not
for PCTs.


A dispensary staff member’s achievement of a pharmacy services S/NVQ level 2 or
3, or their registration as a pharmacy technician, would qualify as suitable to meet
this criterion for the scheme.


Where, in line with the specification, the practice can demonstrate that it is not
possible or appropriate for these staff to undertake a formal qualification, then it
is recommended that the accountable GP (or suitable delegate) undertake a formal
competence assessment. This competence assessment is further described below.


It is expected that staff starting work as a dispenser after the introduction of the
scheme will normally undertake the formal qualification.


Lack of specific funding for the required course/package will not be an acceptable
reason for staff not undertaking training equivalent to the pharmacy services
S/NVQ level 2 training.
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3.4 Competencies for all dispensing staff


Staff should not work independently (unsupervised) in the practice dispensary
unless they have the required experience and competencies.


In order to determine whether a member of dispensing staff is competent to a
minimum standard equivalent to the pharmacy services S/NVQ level 2 in the area
that they are working in (as required by the specification of requirements at
paragraphs 2.1.4.1, 2.1.4.2 and 2.1.5), it is recommended that the accountable
GP (or suitable delegate) refer to Appendix A of this guidance.  This appendix,
which draws on guidance from the RPSGB, provides a list of competencies against
each work area. This will enable the accountable GP to make a decision as to
whether or not a member of dispensing staff can satisfactorily be declared
competent in the duties they undertake.


Holding a qualification as a dispenser at a standard equivalent to S/NVQ level 2 
or higher does not exempt the member of staff from an assessment of their
competence. This competence assessment forms part of the governance
framework of the dispensary.


Practices will wish to reassess competence as part of structured personal and
professional development assessments or appraisals.


It is recommended that each staff member working in the dispensary demonstrate
competence in the following areas:


•  customer service


•  health and safety


•  teams and teamwork.


In addition, it is recommended that staff who are involved in the listed duties be
competent in the further area(s) relevant to their role and job description:


•  the supply of prescribed items (including prescription receipt and collection)


•  the assembly of prescribed items


•  ordering, receiving and storing pharmacy stock


•  the supply of pharmaceutical stock.
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Omission of a course from this list does mean that it is not suitable for the
scheme. It is recommended that the accountable GP and PCT consider any other
courses’ underpinning knowledge and competencies when assessing equivalence
for the purposes of the scheme.


3.6 Experience required to work independently in the practice dispensary


The specification sets out the requirement of 1,000 hours of work experience in a
GP dispensary or community pharmacy. This equates to approximately 27 full-time
working weeks (37.5 hours a week) and 50 weeks at 20 hours a week. It is
recommended that annual leave and sickness should not count towards the
requirement of 1,000 hours for the purposes of the scheme.
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Course provider Course title


Buttercups Training Ltd NVQ2 dispensing assistants course for dispensers in 
dispensing doctors’ practices


Buttercups Training Ltd City and Guilds NVQ level 2 in pharmacy services


Buttercups Training Ltd City and Guilds NVQ level 3 in pharmacy services


The People’s College, Edexcel BTEC professional development certificate
Nottingham in dispensing practice


The People’s College, BTEC intermediate certificate in dispensing
Nottingham practice


Boots the Chemists Pharmacy assistants training course


Lloydspharmacy Dispensing assistant training course/dispensers 
training programme


National Pharmaceutical NPA dispensary assistants’ course
Association


Birmingham Children’s Competency based programme for dispensing 
Hospital NHS Trust assistant technical officers


South West Medicines South west pharmacy accredited training scheme
Information and Training


University Hospitals of ATO dispensary training scheme
Leicester NHS Trust


3.5  Courses with standards equivalent to S/NVQ level 2 in pharmacy services
for the purposes of the scheme


The following courses are examples of currently available courses that are acceptable
alternatives to the pharmacy services S/NVQ level 2 for the purpose of this scheme.
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4 Dispensing staff – minimum hours


Key points


•  The practices should agree the minimum level of staffing with their PCT – this may
not be the same as the hours of availability of the dispensing service to patients.


According to the specification:


“The contractor must, in consultation with the PCT, agree a level of staffing that
reflects the dispensary’s configuration and hours of opening.”


It should be noted that the minimum level of staff hours may not be the same as the
hours of availability of the dispensing service to patients. It is recommended that the
level of staff hours relate to those hours that staff are engaged in dispensing activities
and not to other activities they may undertake in the practice.


The assessment of minimum staffing hours must take account of the requirement in the
specification that contractors must ensure that their staffing levels and underpinning
systems and processes can “reasonably be expected to safeguard patient safety”. PCTs
will wish to judge contractor’s levels of staff involved with dispensing against this
criterion.


PCTs may find it useful to determine the minimum levels of staff hours by considering
reference to the number of dispensed items that are dispensed on average each month,
excluding personally administered items.


The following table can be used as a guide for practices and PCTs in determining the
level of staffing:
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Number of items dispensed per month Dispensing staff hours each week


1 to 499 10


500 to 999 20


1,000 to 1,999 30


2,000 to 3,499 40


3,500 to 4,999 56


5,000 to 6,499 75


6,500 to 7,999 94


8,000 to 9,499 112


9,500 to 10,999 131


11,000 150


Contractors could be expected to employ a staff member for an extra 19 hours for each
additional 1,500 items dispensed per month above 11,000 items.
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5 Dispensing staff – duty of confidentiality


Key points


•  All employee contracts for dispensing staff should include a duty of patient
confidentiality as a specific requirement.


It is recommended that some different issues relating specifically to dispensaries be
included in staff training and assessment, and practice policies and procedures.


Practices should ensure that all employee contracts for dispensing staff include a duty of
patient confidentiality as a specific requirement with disciplinary procedures set out for
non compliance.


Practices will wish to ensure that dispensary staff (as with all staff) are aware that
information about a patient is confidential and should not be disclosed to anyone.
However, it is recommended that some different issues relating specifically to
dispensaries be included in staff training and assessment, and in practice policies and
procedures.


Before advice is given on taking a medicine, it is recommended that dispensary staff find
out whether the person collecting the medicines is the patient. It is usually appropriate
to provide information on how to take the medicines and advise patients what to do in
the case of any particular problems. However, the accountable GP will wish to ensure
that staff are aware of the type of queries that should be referred back to a doctor or
other registered health professional in the practice (e.g. nurse or pharmacist).


It is recommended that care is taken when answering casual questions (such as “what’s
it for?”) from an individual collecting medicines on behalf of someone else.


Practices will wish to store medicines awaiting collection in a way that they cannot be
observed by members of the public collecting their own medicines.


The accountable GP will wish to ensure that staff are instructed on how to proceed if
medicines are being collected by people they do not know. It is recommended that staff
request identification in all such cases or follow a standard operating procedure
approved by the accountable GP.


6 Governance of dispensary services


Key points


•  Standard operating procedures (SOPs) should reflect what is actually being done
in the dispensary.


•  The practice will want to ensure that it is providing the required information for
its patients.


In the scheme, ‘governance’ refers to both financial and clinical governance measures to
protect patients, staff and the practice.
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Effective governance arrangements encourage and provide a structure for dispensary
staff and GPs to risk assess the dispensary processes.


6.1 Standard operating procedures (SOPs), clinical audit and risk management


The accountable GP (or their delegate) should ensure SOPs are in place and reflect
what is actually being done in the contractor’s dispensary and, where appropriate,
additional dispensaries. SOPs provide a useful basis for effective training and
assessment of competence.


It is recommended that the DDA’s Guide to developing SOPs is used as a
benchmark for good practice.


PCTs will not wish to request or endorse any SOPs but may check that they are
present and that they are routinely followed by dispensing staff.


Practices will wish to ensure that clinical audit programmes include the dispensing
systems and assess the nature and quality of information given to patients by the
staff dispensing in the practice, to help patients get the best from their prescribed
medicines. It is recommended that the learning from these audits is shared with all
practice staff, not only within the dispensary.


It is recommended that clinical audit programmes also use the information that
the dispensary may provide to contribute to audits of other parts of the practice’s
services e.g. patient information, records, critical incidents.


Serious untoward incidents in dispensing should be reported as set out in the
specification and used as a learning opportunity for all dispensing staff, and others
in the practice.


Practices will wish to ensure that the practice policy and procedures for managing
risks in providing dispensing services is supported by the accountable GP. This will
help dispensary staff with continuing professional development and ensure that
dispensary staff refer appropriately within the practice, if they identify areas of
concern arising from dispensing.


Where possible it is recommended that records of dispensing and interventions by
dispensary staff are integrated with other records in the practice, and that these
contribute to the overall practice records-management systems.


SOPs available may be expected to address the following aspects of dispensary
services to ensure:


•  the provision of high-quality medication


•  that medicines are dispensed accurately and with adequate safeguards. It is 
recommended that this includes label production, selecting and preparing the 
medication, appropriate containers, checking of assembled medicines and 
checking of controlled drugs


•  safe issuing of medication including confidentiality


•  provision of suitable information to the patient, or where appropriate, carer


•  medicines are dispensed in a hygienic manner


•  suitable equipment is available.
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In addition, information, policies and procedures should ensure compliance with
probity and legal requirements in relation to the dispensary. Examples include:


•  Health and Safety at Work Act


•  COSHH regulations


•  Controlled Drugs: Misuse of Drugs Act and supplementary guidance 
e.g. following the Shipman Enquiry


•  Medicines Act and regulations


•  cash handling and collecting, and accounting for NHS monies e.g. prescription 
charges and exemption claims


•  prescription form handling before and after dispensing


•  gifts and hospitality (see also Excessive or inappropriate prescribing: guidance 
for health professionals on prescribing NHS medicines and ABPI/MHRA 
guidance on Inducements to prescribe).


It is recommended that the dispensary, as well as the remainder of the practice,
complies with local and national standards for data quality and data protection.


6.2  Information


The specification details the information that the practice will be expected to
provide for their patients.


7 Review with patients of compliance and concordance with 
use of medicines


Dispensing review of use of medicines (DRUM) – key points


•  This review should be undertaken face to face with the patient to find out their
compliance and agreement with their prescribed medicines, and to help identify
any problems that they may be having.


•  The DRUM is different to the MUR in community pharmacy, a clinical medication
review (level 3) and the QOF indicators for medication review.


•  The practice may find it helpful to use the suggested DRUM record template in
this guidance.


7.1 Underlying principles and definition


Within the Dispensary Services Quality Scheme the review of patients’ use of
medicines (DRUM) should be undertaken face to face with the patient, to find out
their compliance with, and agreement (concordance) with, the medicines they
have been prescribed and to help identify any problems that they may be having.
Patients should be given the opportunity to raise questions about their medicines.
The primary purpose of these reviews is to help patients understand their therapy
and to identify any problems that they are experiencing and, where appropriate,
suggest possible solutions. The review should seek to optimise the impact of
treatment for an individual patient and any changes resulting from the review
should be agreed with the patient.
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These reviews will help patients with many of the practical issues that they face
with using medicines, for example:


•  knowing how to take their medicines (with water and/or food)


•  identifying medicines they do not want or do not take any more (so that a 
decision can be made on whether to remove from their medication list)


•  discussing how they open containers, including the need for compliance aids 
where appropriate


•  using devices such as inhalers


•  talking about side-effects


•  identifying what to do if they think they may have two medicines for the 
same purpose.


If necessary, help for patients will include passing information sourced through the
review to their GP or another registered health professional within the practice. It
is recommended that the practice risk management procedure(s) or SOPs include
guidance for dispensary staff on appropriate referrals.


It is recommended that the dispensing review of medicines also:


•  takes place in a private consultation room or opportunistically at the dispensary 
(provided issues of confidentiality and patient preference can be satisfied)


•  is performed in a systematic manner and significant outcomes documented in 
the patient’s notes


•  where appropriate, provides patients with documentation in preparation for the 
review and/or as feedback on the matters covered in the review and actions 
discussed as a result of the review, for example by using the patient 
information documents provided by the medicines partnership 
(www.medicines-partnership.org/ medication-review/room).


In addition, the impact of any changes should be monitored.


7.2 Other medication/medicines’ reviews


There is a degree of overlap and potential confusion about the different types of
medication/medicines’ reviews. These include Medication Reviews as specified in
the Quality and Outcomes Framework (QOF), Medicines Use Review (MUR) as an
advanced service in the national community pharmacy contractual framework and
dispensing review of use of medicines (DRUM) for the Dispensary Services Quality
Scheme.


It is perhaps reasonable and appropriate that there is some duplication across all of
these reviews, for example it is recommended that awareness about compliance and
about the development of side effects are considered on an on-going basis.


The DRUM is different to the other reviews in the following ways:


•  it is not the same as the MUR in community pharmacy and does not cover all 
aspects of that advanced service for community pharmacists
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•  it is not the same as a clinical medication review (level 3) conducted using 
access to the patient’s notes, records of prescriptions and non-drug care and 
results from laboratory tests etc.


•  it is not the same as the QOF indicators for ‘medication review’ in the 2006/07 
revision of QOF (Medicines 11 and Medicines 12). The Level 2 medication review 
required for QOF M11 and M12 is a ‘treatment review’, looking principally at the 
suitability of the medication for the indication identified from the patient’s notes, 
and may be undertaken without the patient – for instance, to remove unwanted 
items from the repeat medicines’ list and consider dose adjustments.


7.3 Suggested records to be kept for DRUM
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Person undertaking Yes/no/ Comments Action
review: partial taken


Date


Dispensing review of 
use of medicines done?


Patient understands 
medicines’ purposes and 
is in agreement with this 
(concordance)?


Patient is taking 
medicines as prescribed 
(compliance)?


Side effects reported?


Special needs affecting 
medicines use?


Inefficient use/wastage/
unwanted medicines on 
prescription list or 
supplied?


This template may be adapted for clinical computer software or for paper-based
records.


It is recommended that the practice plan includes agreement with the PCT on the
READ code that will be used by all dispensing practices in the PCT to record the
dispensing review of use of medicines (DRUM), to help practices and PCTs monitor
and track progress. This code should be different to the local READ code used for
QOF medication review recording.


7.4 Patient selection for Dispensing Review of Use of Medicines


The practice will wish to ensure that the types of patients that will be targeted for
the dispensing review of their use of medicines are agreed with the PCT, at the
time the practice plan for the scheme is submitted.
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8 Assessment by PCTs of performance against the criteria 
for payment


Key points


•  It is recommended that the PCT decides in consultation with the practice what
written evidence may be required.


PCTs are required to review the practice’s arrangements to ensure that the stated level
of service is in place, if necessary asking for written evidence and/or carrying out a
practice inspection.


To help practices and PCTs deal with this, it is recommended that PCTs decide, in
consultation with practices, what written evidence may be required. This could include:


•  statement of number of items dispensed per month (excluding personally
administered items)


•  statement of number and qualifications of all staff who work in the dispensary, and
the number of staff hours per month spent on dispensing-related activities


•  copies of written information provided for patients about the dispensary services
available


•  copies of all current and revised SOPs relating to dispensing; it is suggested that
revised SOPs should be kept for at least two years


•  copy of the practice’s procedures for audit, adverse incident reporting and
investigation, risk management, patient confidentiality and data protection


•  evidence that the practice is participating in agreed local PCT reporting and learning
schemes for incidents relating to dispensing


•  a protocol or template for reviewing with patients their compliance and concordance
with prescribed medicines


•  copy of standard contract for dispensing staff, including duty of confidentiality


•  evidence that all dispensing staff employed by the practice comply with the
requirements in the training section of the specification


•  services provided to dispensing patients in accordance with the scheme recorded in
patient records, including reviews of compliance and concordance with prescribed
medicines


•  reports of adverse incident investigations


•  training courses undertaken by dispensing staff and qualifications obtained


•  annual staff appraisals and personal development plans.


Access to patient-level information required for monitoring purposes is to be in
accordance with the document Confidentiality and disclosure of information: General
Medical Services (GMS), Personal Medical Services (PMS) and Alternative Provider
Medical Services (APMS) Code of Practice, dated 24 March 2005.
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Appendix A – Dispensing staff
competencies


1 Customer service
1.1 To demonstrate competence in this area, assistants should be able to:


•  identify who, or give details of who, their customers are:


–  internal


–  external


•  describe organisational policies and procedures relating to customer care, 
their importance and why they should be followed


•  describe their role in customer service provision:


–  developing and maintaining customer relationships


–  retaining customer loyalty and confidence and their contribution to this


•  meet, identify and understand customer needs


•  understand the needs of difficult customers


•  deal with customers in different situations and with different needs, including
special needs


•  provide information to customers


•  describe organisational complaints procedures


•  describe information sources


•  have a good understanding of basic communication skills, covering:


–  communication skills: speaking, listening, writing and reading


–  telephone techniques


–  face-to-face contact


–  electronic contact


–  written messages


–  checking understanding


–  providing clear and accurate information


–  non-verbal communication: body language, facial expressions, use of space


–  barriers to effective communication
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–  dealing with


• conflict


• difficult situations


• difficult working relationships


• anger


• stressful situations.


Assistants need to know the limits of their role and to whom to refer.


2 Health and safety
2.1 To demonstrate competence in this area, assistants should be able to:


•  understand the main points of the Health and Safety at Work etc Act 1999


•  describe the legal and professional duties for Health and Safety (H&S) in the 
work place as required by the HASAW Act


•  identify other legislation relating to safe practices within their organisation and 
outline their responsibilities to each:


–  The Control of Substances Hazardous to Health Regulations 2002


–  manual handling


–  visual display unit (VDU)


–  fire


•  describe workplace procedures relating to controlling risks to H&S e.g. staff 
rules, H&S policy


•  outline safe working practices


•  identify potential hazards and H&S risks


•  identify precautionary measures that could be taken in the workplace to 
reduce risk


•  understand the procedures reporting risks, accidents and incidents


•  understand their role, scope and responsibility in reporting risks, accidents 
and incidents


•  identify persons with responsibility for H&S matters e.g. fire officer, H&S 
officer, first aider, line manager


•  understand the need to adhere to suppliers’ and manufacturers’ instructions 
when using equipment, materials and products


•  discuss the importance of:


–  safe working practices


–  personal conduct


–  personal hygiene


–  use of protective clothing
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•  discuss the importance of:


–  storage and handling of hazardous materials, including:


• correct storage


• cleaning storage area and making it safe if stock is damaged


• maintaining safe storage environment


• checking refrigerators work


• checking walkways are free from obstruction


• safe handling of stock


• safe storage


–  storage and disposal of waste.


3 Teams and teamwork
3.1 To demonstrate competence in this area, assistants should be able to:


•  identify the key responsibilities of the team


•  identify their role in the team and in the effectiveness of the team


•  explain the limitations of their role


•  identify key members of the team


•  understand the team’s contribution to the organisation’s work


•  work with the team and understand the importance of:


–  communication with other team members


–  supporting the team, helping others with their work


–  working relationships


–  developing working relationships within the team


–  problems with teams and how the dynamics of teams impacts on the work


•  improve the work of the team, continuing to improve, suggesting 
improvements


•  understand the importance of dealing with both positive and negative 
feedback.


4 Assist in the supply of prescribed items (includes prescription 
receipt and collection)
4.1 To demonstrate competence in this area, assistants should be able to understand


the following:


•  procedures for receipt of prescriptions working within standard operating 
procedures (SOPs)
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•  prescription exemptions, charges, prepayment certificates, how to claim 
refunds, claim forms legal requirements


•  legislation of fees and exemptions


•  transactional and administration procedures (local and governmental)


•  procedures for issuing dispensed items, working within SOPs


•  understand importance of maintaining a clean working environment and 
equipment


•  appropriate standards of behaviour and personal hygiene required for working 
in a pharmacy


•  principles of issuing medicine in respect to:


–  storage


–  repeat supply


–  expiry date


–  outstanding balance


–  why this information is important


•  provision of information in both oral and written format, e.g. patient 
information leaflets


•  importance of checking the client’s understanding of information provided


•  why you must always identify and confirm patient’s name


•  why it is important to assess patient’s needs for referral


•  the reasons for referral - if confused, problems with prescription, client requests


•  who the patient should be referred to, e.g. the relevant GP


•  procedures for delivery of prescribed items working within SOPs


•  different types of prescriptions and their use


•  the basic structure and function of the constituent parts of the NHS and their 
relation to the pharmaceutical services and aspects relevant to dispensing.


5 Assist in the assembly of prescribed items
5.1 To demonstrate competence in this area, assistants should have a basic


understanding of:


•  laws that protect the public such as Weights and Measures Act 1985, Data 
Protection Act 1998


•  what is meant by and why it is important to keep patient confidentiality


•  the quality of pharmaceutical products


Dispensary Services Quality Scheme – Supplementary guidance for revisions to the GMS contract 2006/0724







Appendix A – Dispensing staff competencies


•  the broad role of the Dispensing Doctors Association, the General Practitioners 
Committee, the General Medical Council and the Royal Pharmaceutical Society 
and other organisations relevant to the sector of practice


•  the basic structure and function of the constituent parts of the NHS and their 
relation to the pharmaceutical services and aspects relevant to dispensing.


5.2 Assistants should have a basic understanding of how the following impact on the
provision of a dispensing service:


•  The Medicines Act 1968


–  containers and packaging


–  prescription only medicines


–  persons exempt from the restrictions


•  The Misuse of Drugs Act 1971


•  The Medicines (Labelling) Regulations 1976


–  requirements for general labelling provision


–  warnings and special requirements for different medicines and products


•  The Poisons Act 1972


–  the legal requirements for the retail sale and supply of poisons


•  legislation relating to health and safety at work


–  The Health and Safety at Work etc Act 1974


–  The Chemicals (Hazard Information and Packaging for Supply) 
Regulations 2002


–  The Control of Substance Hazardous to Health Regulations 2002


–  controls imposed on the supply of industrial and mineralised methylated 
spirits to the public and persons authorised to purchase them.


5.3 Assistants should be able to:


•  identify the relevant standard operating procedures (SOPs) for the assembly 
and checking of prescribed items, and understand the importance of working 
within SOPs


•  identify the reasons for accuracy and neatness when assembling prescribed 
items, including labelling


•  understand the limits of their role in dispensing


•  understand the importance of maintaining dispensing records, including use of 
computer systems and prescription annotation


•  identify and use the correct equipment when assembling prescribed items


•  understand the importance and the necessity to maintain a clean environment 
and equipment
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•  describe appropriate standards of behaviour and personal hygiene required for 
working in a pharmacy


•  understand potential consequences of dispensing errors


•  understand common abbreviations used on prescriptions


•  understand the importance of using protective clothing


•  demonstrate an understanding of:


–  drug forms


–  drug strengths


–  generics and branded products


–  units of measurement


–  transfer of medicines from bulk


–  quantity calculations


•  identify the purpose of the different types of prescription received within their 
organisation


•  understand why and how prescriptions must be endorsed


•  discuss the filing and storage of prescriptions.


6 Order, receive and store pharmaceutical stock
6.1 To demonstrate competence in this area, assistants should be able to:


•  describe stock control systems:


–  procedures for ordering from pharmaceutical companies and wholesalers, 
sources and suppliers


–  principles of stock rotation and monitoring shelf-life


•  understand the basic requirements for receiving stock and what should be 
done if they are not met, this will include the following:


–  condition of items


–  signature


–  checking order, discrepancies


–  checking expiry dates


–  reporting problems


–  completing documentation (electronically and paper)


•  understand why certain items require special storage, these may include:


–  low temperature


–  special orders, named-patient supplies, trials


–  secured, CDs
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–  room temperature


–  refrigerated items


–  isolated


•  discuss how and why it is important to store stock safely and tidily


•  discuss the importance of expiry dates


•  understand what is meant by damaged stock and how you would deal with 
such stock.


7 Assist with the supply of pharmaceutical stock
7.1 To demonstrate competence in this area, assistants should be able to:


•  discuss why it is important to supply the correct stock in the correct formulation
and the correct quantity


•  understand the health and safety issues in respect of storage and issuing 
of stock


•  understand the difference between branded and generic drugs


•  discuss why different stock is stored under different conditions


•  understand the principles of stock rotation


•  describe the action to be taken when dealing with:


–  out-of-date stock


–  damaged stock


–  contaminated stock


–  stock that has been stored incorrectly


•  discuss how to deal with the following situations:


–  urgent requests 


–  unavailable stock


–  issuing stock with short expiry dates


•  be aware of the correct packaging for the safe distribution/delivery of stock


•  understand the importance of security when distributing stock


•  understand why it is important to keep accurate records.
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PRIMARY CARE COMMISSIONING COMMITTEE – IN PUBLIC    
 


Tuesday 8th November 2016 
1pm – 1.45pm 


Spennymoor Town Hall, High Street, Spennymoor DL16 6DG 
 


 
AGENDA 


Item No 
 


 Time Format 


PCC/16/038 
 


Apologies for absence  - none received 1.00pm Verbal 


PCC/16/039 
 


Declarations of conflicts of interest 
• When declaring an interest, please clearly state the reason and the 


action to be taken as a result of the declaration 
 


1.02pm Attached 


PCC/16/040 Minutes of the previous meeting held on 13th September 
2016 
 


1.04pm Attached 


PCC/16/041 Matters arising from the minutes of the previous meeting 
held on 13th September 2016 
 


1.06pm Verbal 


PCC/16/042 Review of action log 1.08pm Attached 


ITEMS FOR DECISION 


PCC/16/043 Dispensing Quality Service Scheme 
Joseph Chandy, Director of Primary Care, Partnerships and Enggement 
 


1.10pm Attached 


ITEMS FOR DISCUSSION 


PCC/16/044 Primary Care Finance Update – Month 6 – 2016/17 
Mark Pickering, Chief Finance Officer 


1.20pm Attached 


ITEMS FOR INFORMATION 


PCC/16/045 Primary Care Commissioning Update 
Nicola Bailey, Chief Operating Officer 
 


1.30pm Verbal 


PCC/16/046 Primary Care Development Report 
Joseph Chandy, Director of Primary Care, Partnerships and 
Engagement 
 


1.35pm Attached 







PCC/16/047 Primary Medical Care Assurance Framework 
Joseph Chandy, Director of Primary Care, Partnerships and 
Engagement 
 


1.40pm Attached 


PCC/16/048 Any other business  1.45pm Verbal 


 Next meeting: 
 
Tuesday 10th January 2017 
Sedgefield Parish Hall, Front Street, Sedgefield TS21 
3AT 


 


  


 
 


Chair:     David Taylor-Gooby – david.taylor-gooby@nhs.net  
Apologies to:      Sue Humpish - sue.humpish@nhs.net – 0191 3713220  
Deputy/Admin Support: Margaret wells – Margaret.wells1@nhs.net – 0191 371 3224 


 
Voting members: 
David Taylor-Gooby (Chair)   Lay Member, Patient and Public Involvement 
Stewart Findlay    Chief Clinical Officer 
Nicola Bailey       Chief Operating Officer 
Gillian Findley     Director of Nursing 
Sarah Burns     Director of Commissioning 
Mark Pickering    Chief Finance Officer 
Winny Jose or Helen Moore    Locality Lead, Sedgefield 
Robin Armstrong or  
Rushi Mudalagiri    Locality Lead, Easington 
Dilys Waller       Locality Lead, Durham Dales 
Gill O’Neill  (Vice Chair)   Interim Director of Public Health, Durham County Council  


 
In attendance: 
Christine Keen    Director of Commissioning, NHS England Area Team 
Denise Alexander    Healthwatch, County Durham 
 
Quoracy: 
To be quorate the Chair or Vice Chair, the Chief Finance Officer or Chief Operating Officer and one other 
non-conflicted voting member should be present. 
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		AGENDA






 
 


Primary Care Commissioning Committee 
13 September 2016 


1.00 – 1.50pm 
Horden Social Welfare Centre, Peterlee 


 
UNCONFIRMED MINUTES 


 
Present: 
David Taylor-Gooby (Chair) Lay Member, Patient and Public Involvement 
Dr Jonathan Smith Clinical Chair 
Mark Pickering Chief Finance Officer 
Sarah Burns Director of Commissioning 
Dr Winny Jose Locality Lead – Sedgefield 
 
In Attendance: 
Joseph Chandy Director of Primary Care, Partnerships and Engagement 
Sarah Lambert Head of Corporate Services 
Jenny Long NHS England Area Team 
Sue Humpish Executive Assistant – Minutes 
Mags Wells Governance Administrator 
 
Apologies:  
Gill O’Neill (Vice Chair) Interim Director of Public Health, Durham County Council 
Dr Stewart Findlay Chief Clinical Officer 
Nicola Bailey Chief Operating Officer  
Gill Findley Director of Nursing 
Dr Helen Moore Locality Lead – Sedgefield 
Carol Hardy Locality Lead - Easington 
 
Item No 


 
 Action 


PCC/16/025 Apologies for absence 
 
Colleagues were welcomed to the meeting and apologies noted. 
 
All were reminded that this was a meeting in public, but not a public 
meeting and so members of the audience would not be able to 
participate in the meeting, but could speak to members of the committee 
after the meeting. 
 


 
 


PCC/16/026 Declarations of conflicts of interest 
 
No declarations were made. 
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PCC/16/027 Minutes of the meeting held on 12 July 2016 
 
The minutes of the meeting of 12 July were accepted as a true record. 
 


 
 


PCC/16/028 Matters arising from the meeting held on 12 July 2016 
 
There were no matters arising from the minutes of 12 July 2016. 
 


 
 


PCC/16/029 Review of action log 
 
The action log was reviewed and updated. 
 


 


PCC/16/030 Primary Care Commissioning Committee Terms of Reference 
Sarah Lambert, Head of Corporate Services 
 
The Terms of Reference for the Primary Care Commissioning 
Committee had been reviewed in the light of revised guidance for 
managing conflicts of interest from NHS England.  The report contained 
recommended changes to the membership, attendance and voting 
arrangements for the Committee. 
 
Colleagues discussed the changes made including that the Vice Chair 
should remain the Director of Public Health until a new third lay member 
is appointed to take over the role.  It was noted that the possible 
appointment was still under discussion in the CCG. 
 
The Primary Care Commissioning Committee: 
•  approved the reviewed Terms of Reference. 
 


 
 


PCC/16/031 Primary Care Finance Update – Month 4, 2016/17 
Mark Pickering, Chief Finance Officer 
 
The report provided an update regarding the primary care financial 
position of DDES CCG as at the end of July 2016. 
 
Primary Care expenditure from the CCG mainstream funding was 
currently forecasting a small overspend, partly due to pressure on the 
home oxygen contract and prescribing.  The first prescribing forecasts 
had been received since the report was published and early indications 
were that there would be a favourable improvement to the position in 
month five. 
 
Primary Care co-commissioning expenditure was showing a forecast 
underspend, mainly due to lower than budgeted premises costs and the 
uncommitted1% non-recurring funds and 0.5% contingency sums.   
 
In summary, the CCG was in a positive position relating to primary care 
finance. 
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The Primary Care Commissioning Committee: 
•  noted and discussed the financial position of the CCG as at 31 July 


2016. 
 


PCC/16/032 Implementing the NHSE Framework for Patient and Public 
Participation in Primary Care Commissioning 
Joseph Chandy, Director of Primary Care, Partnerships and Engagement 
 
The report provided an update on how DDES and North Durham CCGs 
were implementing the NHS England Framework for Patient and Public 
Participation in Primary Care Commissioning in day-to-day activities. 
 
Colleagues noted the ongoing participation work involving Patient 
Reference Groups and members of the public, including the forthcoming 
Commissioning Intentions event in October.  It was highlighted that both 
CCGs were keen on developing “co-production” whereby patient groups 
and members of the public were involved at the earliest possible stages 
of producing key documents and making service improvements. 
 
The Primary Care Commissioning Committee: 
• received the update report; 
• endorsed the Framework. 


 


 


PCC/16/033 Primary Care Commissioning Update 
Joseph Chandy, Director of Primary Care, Partnerships and Engagement 
 
A general, verbal update was provided on some of the key work being 
undertaken in Primary Care Commissioning. 
 
Practices that considered themselves to meet the criteria of the 
Vulerability Index were now able to bid for access to programmes of 
support in order to increase their resilience and performance.   
 
A Capital Fund had been launched which provided the possibility of 
additional investment in estates and IT in order to deliver modern 
primary care services.  A number of DDES practices had submitted bids 
for improvement work or wholescale change to their premises and the 
outcome would be known in November. 
 
Patient groups had been involved in developing the improved GP 
access project which would work alongside the workforce/Career Start 
activity.  Members of the public were reminded that all papers for the 
meeting were published on the DDES website.   
 


 


PCC/16/034 Primary Care Development Report 
Joseph Chandy, Director of Primary Care, Partnerships and Engagement 
 
The report updated the committee on work underway to implement the 
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Primary Care Strategy including: Workforce/GP Career Start; 
Vulnerability Index; GP Access; GP booking; Quality Incentive Scheme; 
and Enhanced Services. 
 
The Primary Care Commissioning Committee: 
• received the report and noted the content. 
 


PCC/16/035 Improved GP Access Project 
Joseph Chandy, Director of Primary Care, Partnerships and Engagement 
 
A report was provided which provided an update on work relating to the 
Improved GP Access Project including: project scope; and creation of a 
steering group and its objectives. 
 
The Primary Care Commissioning Committee: 
• receive the report for information. 
 


 


PCC/16/036 Enhanced Services Evaluation (2015/16) report 
Joseph Chandy, Director of Primary Care, Partnerships and Engagement 
 
The report provided a review of the 2015/16 Enhanced Services activity 
which supported practices to provide services for patients in practice 
rather than them attending hospital, which they preferred.  The added 
benefit was that the services were provided at half the cost. 
 
The Primary Care Commissioning Committee: 
• received the report for information. 
 


 


PCC/16/037 Any other business 
 
There was no other business. 
 


 


 Next meeting 
 
8 November 2016 at Spennymoor Town Hall 
 


 


 
 
 
 
Signed:  
 
Title: 
 
Date:  
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Meeting date: 8th November 2016 
Item No: PCC 16 043 


 
PRIMARY CARE COMMISSIONING COMMITTEE 


 
Title of report: Dispensing Services Quality Scheme 


Author of report: Wendy Stephens, Primary Care Contracts Manager, NHSE 


Sponsor Director: Christine Keen, Director of Commissioning, NHSE 
Joseph Chandy, Director of Primary Care, Partnerships and 
Engagement DDES CCG 
 


Date of report: 22 August 2016 
 


Name of person presenting 
the report at the meeting: 


Joseph Chandy, Director of Primary Care, Partnerships and 
Engagement 


 
Reason for report:   ‘’ 
please tick relevant category 
 


• Information only 
• Development / Discussion 
• Decision / Action   


  
Recommendations:  
(i.e. action being sought 
from the meeting) 
 


The Primary Care Commissioning Committee is recommended 
to: 


• approve the template for the DSQS. 
 


Report status:  ‘’ please 
indicate relevant category  
 
 


• Official           
• Official Sensitive: Commercial       
• Official Sensitive:  Personal  


 


Is this report confidential? 
please delete as appropriate 
 


• Yes           
• No   


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


 
• Yes          
• n/a            


CONFLICTS OF INTEREST 
 
 


Are any members of the meeting likely to have a conflict of 
interest for this agenda item: 
                                   
NO   
 
If Yes – please provide further details: 


 


 
 
 







 
Purpose of the report and 
summary of key issues: 
 
 


The Dispensary Services Quality Scheme (DSQS) is a scheme 
that dispensing practices can sign-up to deliver and rewards 
participating practices for fulfilling specific criteria. 
 
Under the terms of the Statement of Financial Entitlements 
(SFEs), there is a requirement for NHS England to offer 
dispensing practices the opportunity to participate in the DSQS 
on an annual basis and therefore there is no discretion as to 
whether or not this can be offered.  Practices are invited to 
sign-up to the scheme by 01 July each year and then to fulfil 
the requirements of the scheme by 31 March within the same 
financial year.  The scheme gives dispensing practices the 
opportunity to earn £2.58 per dispensing patient; this price is 
fixed under the SFEs.   
 
DDES CCG has 10 dispensing practices with a combined 
dispensing patient list of approximately 19,970 patients; these 
practices have historically signed-up to deliver the scheme. 
 
In the absence of any national templates for the scheme, NHS 
England Cumbria and the North East has, in the last two years, 
rolled over the scheme that was developed previously by the 
medicines management team in North of Tyne.  Scheme 
achievement is assessed once all submissions have been 
received.  The documentation reflects the national 
requirements for the scheme and is separate from prescribing 
incentive schemes as it is related more to the infrastructure 
needed for a dispensing practice to operate. 
 
NHS England is proposing to roll over the same documentation 
for 2016/17; a copy of the scheme (Appendix 1) and the 
original requirements of the scheme (Appendix 2) are 
appended to this report.   
 
NHS England is recommending the committee approves the 
use of the template in 2016/17.  
 


 
DDES consultation and 
other approval routes 
(including outcomes): 
 
 


Meeting: 
 
Formal 
Executive 
Committee 
 
 
Primary Care 
Commissioning 
Committee 
 


Date: 
 
4.10.16 
 
 
 
 
8.11.16 


Outcome:  
 
Executive Committee 
requested 
amendments before 
paper should go to 
PCC 


 
Supporting documents/ 
Appendices: 


• Appendix 1 – Dispensary Services Quality Scheme 
2016/17 template 


• Appendix 2 – National Scheme Requirements - attached 
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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? 
  


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


 


 Does this report have legal implications? 
  


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


this report 
  


 
 Has this report taken into account equality and diversity?  
  


 
 Does this report impact on Quality, Innovation, Productivity and Prevention 


(QIPP) 
 To improve the health status of the population 


To make best use of public funds to ensure healthcare meets the needs of 
patients and is safe, sustainable and effective. 


 Has there been any consultation/engagement (patient, public, stakeholder, 
clinical) with regard to the content of the report? 


  
 


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


 
 Does this report impact on any information governance issues? 
  


 
 Other implications 
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Appendix 1 – Local Template for DSQS 2016/17 
 
 Cumbria and the North East 


 


DISPENSARY SERVICES QUALITY SCHEME 
 


SELF ASSESSMENT  
RELATED TO KEY POINTS IN THE SCHEME 


 
 


2016-2017 
Contents; 


 


Self-Assessment Process - details 


 


Key requirements of the scheme - for information 


 


Practice Declaration – for completion 


 


Drums Declaration – for completion 


 


Self - Assessment – for completion 
 
 
 


 


 


 
 
 







 


Self-Assessment Process 
The self-assessment process for 2016-2017 of the Dispensary Services Quality 


Scheme will involve the following: 


 Submission of a Practice Declaration 


 Submission of a DRUMs declaration, Screen Shot and 3 anonymised 


examples of DRUMs undertaken (2016-2017) 


 Submission of self-assessment (please note you MUST include free text 


descriptions/information where requested). 


Please note: There will be no planned formal visits of dispensaries in 2016 – 


2017 and more detailed evidence must therefore be submitted as evidence that 


key requirements have been achieved.  


Notes for completion: 


• It will help you if you refer to the Dispensary Services Quality Scheme 


Supplementary Guidance for Revisions to the GMS Contract 2006/07 and 


the National Health Service Act 1977 – The Statement of Financial 


Entitlements (Amendment) (No5) Directions 2006. A copy of this may be 


found at: http://www.dispensingdoctor.org/docs/GMSDispensary.pdf 


• Submission of evidence – all evidence should be submitted by 30th April 


2017. 


• To facilitate completion of the self-assessment action sections have been 


highlighted and a checklist has been included. 


• DRUM targets – Practices are required to undertake DRUMs at least once 


every 12 months for at least 10 per cent of the contractor’s dispensing 


patients. 


• The DRUM target is therefore 10% of dispensing patients on January 1st 


2017. 


It is recommended that Practices approximate their DRUM target based on 
existing figures and the exact DRUM target will be finalised as soon as possible 
after 1st January 2017.  
 
NB:  NHS England take the number of dispensing patients from the Exeter 
system and it is this figure that will be used for payment purposes. 
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Key requirements of the scheme 
Element Detail 


 
Evidence 


Accountable 
GP 


It will be a condition of payment that the contractor must provide 
NHS England with the name of a partner or salaried GP who will 
have accountability for the dispensary service quality, normally 
throughout the whole financial year. Where the identity of the 
responsible partner or salaried GP changes, the details of the 
new responsible person should be notified, in writing, to NHS 
England within 28 calendar days). 


Practice declaration  
Completion of self-
assessment  
(Section 1) 


Staff 
competencies 


The contractor needs to demonstrate that all staff who are 
working in the dispensary have evidence that they have the 
knowledge and competencies to perform the tasks and roles 
assigned to them, and staff who only have an occasional or 
limited role in dispensing are still required to have a certificate of 
competency signed by the practice manager (if any) and 
accountable GP in respect of the roles they occasionally 
undertake. 


Practice declaration  
Completion of self-
assessment  
(Section 3) 


Staff training The contractor must have a written record of the qualifications of 
all staff engaged in dispensing and ensure that staff engaged in 
dispensing undertake continuing professional development.  


Practice declaration  
Completion of self-
assessment  
(Section 4) 


Appraisal and 
CPD 


The contractor must carry out and complete a written record of 
an appraisal of all dispensing staff, and assess their 
competence in performing dispensary tasks at least annually. 


Practice declaration  
Completion of self-
assessment  
(Section 4) 


Dispensing 
staff minimum 
hours 


The contractor must assure a level of staffing that reflects the 
practice’s dispensary’s configuration and hours of opening, as 
agreed with NHS England. 


Practice declaration  
Completion of self-
assessment  
(Section 5) 


Confidentiality 
clause in 
contract 


All employee contracts for dispensing staff must include a duty 
of patient confidentiality as a specific requirement, with 
disciplinary procedures set out for non compliance. 


Practice declaration  
Completion of self-
assessment  
(Section 6) 


SOPs SOPs should be specific to the practice and should set out in 
writing what should be done, when, where and by whom. 


Practice declaration 
Completion of self-
assessment  
(Section 7) 


Clinical audit The contractor must participate in a contractor led clinical audit 
of dispensing services. 


Practice declaration 
Completion of self-
assessment  
(Section 8) 


Risk 
management 
policy 


The contractor must have a written policy for managing risks in 
providing dispensing services and must ensure that this policy is 
understood, and put into practice, by all staff involved in 
dispensing. 


Practice declaration 
Completion of self-
assessment  
(Section 9) 


SUI reporting The contractor must ensure that all serious untoward incidents 
relating to dispensing are reported to NHS England for the 
purpose of reviewing and learning from incidents. 
 


Practice declaration  
Completion of self-
assessment  
(Section 9 ) 


Patient 
information 


The contractor must provide information to their patients on: the 
dispensing services provided by the contractor AND how to 
obtain medicines urgently.  


Practice declaration  
Completion of self-
assessment  
(Section 10) 


DRUMs 10% of dispensing patients (according to the Exeter System) to 
have received a medicines questionnaire, with face-to-face 
reviews for patients with identified problems or queries. 
 


DRUMs declaration 
Completion of self-
assessment  
(Section 11 )  
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DISPENSARY SERVICES QUALITY SCHEME 
 


PRACTICE DECLARATION – 2016- 2017 
 


Practice Details:  
 
 
 
 
 
Practice Code:    
Accountable GP:   
Average number of items dispensed per month (excluding personally 
administered items) 


 
Average number of staff hours per week spent on dispensing-related activities  
Practice process for ensuring ongoing eligibility of dispensing patients 
(e.g. please provide brief details below of the processes followed within the practice to ensure 
the eligibility of dispensing patients is checked and verified) 
 
Practice Manager completes quarterly check to ensure all dispensing patients are correct using 
the search facility on the clinical software and cross referencing addresses. 
 
 
■ All staff working unsupervised in the dispensary have completed 1000 


hours work experience over the past five years in a GP dispensary or 
community pharmacy 


 
■ Staff whose role in the practice is wholly or principally dispensing are 


competent to a minimum standard equivalent to the Pharmacy Services 
NVQ2 or undertaking training towards this standard unless their 
residual term of employment is not commensurate with the timeframe 
requirement  of the specified course (i.e. dispenser is due to 
retire). 


 
■ All staff who do not have a formal qualification have been given a 


“Certificate of Competency” (template in Toolkit) signed by the practice 
manager (if any) and the accountable GP indicating staff are competent 
to perform the tasks assigned them. This will include staff working on 
an occasional / limited basis, trainee dispensers and experienced 
dispensers who are due to retire. 


 
■ All staff who work in the dispensary (who are not undertaking or who 


have not completed an NVQ2- or equivalent- in Pharmacy Services) are 
collating evidence to demonstrate they have the competencies and 
knowledge to perform the tasks and roles assigned to them. This will 
include staff working on an occasional or limited basis and staff who are 
due to retire. 


 
■ All dispensing staff undertake Continuing Professional Development 


(CPD) and are appraised annually. 
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■ All employee contracts for dispensing staff include a duty of patient 
confidentiality as a specific requirement with disciplinary procedures set 
out for non compliance. 


 
■ Standard Operating Procedures (SOPs) are in place addressing all 


aspects of Dispensary Services including a separate SOP for safe 
management of Controlled Drugs. 


 
■ All SOPs are reviewed annually and have been read and understood by 


all staff to which they apply. 
 
■ The Practice is committed to clinical audit and risk management. 
 
■ The Practice has procedures in place for undertaking DRUMs for 


dispensing patients (e.g. use of template, SOP, READ code etc) 
 
■ The Practice ensures that all serious untoward incidents relating to 


dispensing are reported to NHS England for the purpose of reviewing 
and learning from incidents. 


 
■ The Practice provides information to their patients on the dispensing 
 services provided and how to obtain medicines urgently. 
 
DECLARATION: 
I declare that the details listed in this Practice Declaration are true and 
accurate, to the best of my knowledge, and can be supported by written 
evidence if required. 
 
Name:  
 
Position: Accountable GP 
 
Date:   
 
 
 
DECLARATION: 
I declare that the details listed in this Practice Declaration are true and 
accurate, to the best of my knowledge, and can be supported by written 
evidence if required, with the following amendments: 
 
 
 
Name:   
 
Position: Accountable GP 
 
Date: 
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For Office Use Only 
Date received: Name: Position: 


 
 


Dispensary Services Quality Scheme 
Dispensing review of use of medicines (DRUM) – Practice Declaration 


2016 - 2017 
 
Practice Details:   
 
 
 
 
 
Practice Code:   
Accountable GP:    
DRUMs  
(To qualify for payment , DRUMs must be conducted 
on 10% of dispensing patients based on the number 
of dispensing patients on the contractors list 
(according to the Exeter system) on 1st January in 
the financial year to which the payment relates) 


Total number of DRUMs 
conducted:  
 


 
• DRUM reviews are only conducted on DISPENSING patients 
 
• DRUM reviews are carried out by trained dispensing staff or by a registered health 


professional with appropriate competencies in review of medicines 
 
• DRUM reviews are carried out face-to- face with patients in a private consultation room 


or opportunistically at the dispensary (provided issues of confidentiality and patient 
preference can be satisfied) 


 
• DRUM reviews are carried out in a systematic manner (use of DRUM template and 


READ code) and significant outcomes documented in the patient’s notes 
 
• Arrangements are in place (SOP or Practice Protocol) to ensure that patients reviewed 


will be referred appropriately and in a timely manner to a doctor, nurse, pharmacist or 
other appropriate health professional working with the contractor, whenever clinically 
appropriate  


 
• DRUM reviews carried out within the practice: 
 establish the patient’s actual use, understanding and experience of taking 


medicines; referring potential side effects or adverse effects reported by patients 
 identify, discuss and resolve, or refer, poor or ineffective use of their   medicines 
 improve the clinical and cost effectiveness of prescribed medicines, referring where 


appropriate, and initiating appropriate action by using information from patients to 
recommend improvements in repeat dispensing and so reduce medicines’ waste 


 
DECLARATION: 
I declare that the details listed in this DRUMs Practice Declaration are 
true and accurate to the best of my knowledge. 
Name:  
Position: Accountable GP   
Date:  
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For office use only: 
Nos of dispensing 
patients: 


Nos of DRUMs required 
(10%)  


Nos of DRUMs 
declared: 


Nos of DRUMs 
validated: 


 
 


Dispensary Services Quality Scheme 2016-2017 


SELF ASSESSMENT 


Practice Details:   
 
 
 
 
 
Practice Code: 
 


SECTION 1: ACCOUNTABLE GP 
 
Name of Partner or Salaried GP who has accountability for the quality of 
dispensing services (NB: if this changes in-year the practice must notify NHS 
England, in writing, within 28 days of the change occurring)    
 
 
 
ACTION: 
Please provide the name of the accountable GP:  
 


SECTION 2: NUMBER OF DISPENSING PATIENTS - on list on 1st January 2017 
ACTION: 
Please provide number:  
 


SECTION 3: DISPENSING STAFF QUALIFICATIONS 
 


3.1 Staff who dispense independently (unsupervised) 
Minimum standard – staff to be competent to a minimum standard equivalent to the 
pharmacy services Scottish/National Vocational Qualification (S/NVQ) level 2 AND 
completed 1000hrs over the past 5 years in a GP dispensary or community pharmacy. 
 
3.2 Staff who dispense with supervision 
“Dispense” includes assembling, labelling and bagging. “Supervision” includes a final 
check of the dispensed product by a qualified person and access to a qualified person. 
Minimum requirement – these staff must have a certificate of competence signed by the 
Practice Manager (if any) and the Accountable GP in respect of all the dispensing 
activities that they undertake. 
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The practice must provide a list of all staff engaged in dispensing related activities 
including the following information for each member of staff: 
 


I. Name and number of hours per week spent on dispensing-related activities 
 


II. Whether they work independently (unsupervised) or with supervision 
 


III. If they work independently then list formal qualifications achieved (including dates 
achieved and awarding body) AND confirm they have completed 1000 hours over 
the past 5 years in a GP dispensary or community pharmacy 
 


IV. If they work under supervision then indicate who supervises their role and whether 
they have a certificate of competence signed by the Practice Manager/Dispensary 
Manager and Accountable GP. 


 
ACTION: 
 


Name Number of 
hours per 


week spent 
on 


dispensing 
related 


activities 


Independent/ 
Supervised 


1000 hrs 
achieved 
(Yes/No) 


For staff who work 
independently -Formal 


Qualification (date 
achieved and awarding 


body) OR 
For staff who work under 


supervision – 
Date competence 


certificate issued and 
name of supervisor 
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SECTION 4: DISPENSING STAFF COMPETENCIES and CPD and APPRAISAL 
 


4.1 Competencies ** 
Competence assessment forms part of the governance framework of the 
dispensary. 
 
** To be assessed by the Accountable GP and Practice Manager/Dispensary 
Manager using the criteria set in Appendix A of the “DSQS Supplementary 
Guidance for revisions to the GMS Contract 2006/07” 
 
Minimum requirement – 


• All staff that work in the dispensary MUST have the required experience, 
competencies and knowledge to perform the tasks and roles assigned to them. 


• For each member of your dispensary staff please submit a copy of their certificate 
of competency signed by the Practice Manager/Dispensary Manager and 
Accountable GP in respect of the roles they undertake. 


• All staff working in the dispensary should continue to demonstrate the 
competencies and knowledge to perform the tasks and roles assigned to them. 


 
 
ACTION: 
For each member of your dispensary staff please submit a copy of their certificate 
of competency signed by the Practice Manager/Dispensary Manager and 
Accountable GP in respect of the roles they undertake.  
 
4.2 Appraisal and CPD 
Minimum requirement- Practice must carry out and complete a written record of an 
appraisal of all dispensing staff (i.e. undertaking any of the following tasks – prescription 
receipt and collection; assembly of prescribed items; ordering, receiving and storing 
pharmaceutical stock). 
Each member of staff must also have a personal development plan and they should 
actively maintain a CPD portfolio which should contain a minimum of 4 entries during the 
year. 
 
 
ACTION: 
 
 
I confirm that the practice has completed a 
written record of an appraisal of all 
dispensing staff 
 


Date:  
 
Position:  


 
I confirm that each member of the 
dispensary staff has a personal development 
plan and maintains a CPD portfolio which 
contains a minimum of 4 entries during the 
year 
 


Date:  


Position:  
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SECTION 5: MINIMUM HOURS – DISPENSING STAFF 
 


ACTION: 


Please provide details of number of items dispensed per month and dispensing hours 
each week: 
 
…items dispensed per month 
 
 
......Total Dispensing staff hours each week (staff hours relate to those hours that staff 
are engaged in dispensing activities). 
 
 


SECTION 6: DUTY OF CONFIDENTIALITY 
 
Minimum requirement – all employees contracts for dispensing staff should include a 
duty of patient confidentiality as a specific requirement, with written disciplinary policy 
and procedures set out for non-compliance. 
 
 
ACTION: 
 
Please provide a copy of the relevant section of the employee contract which includes 
this specific requirement. 
 


SECTION 7: DISPENSARY SERVICES STANDARD OPERATING PROCEDURES 
(SOPs) 
At a minimum the SOPs should cover: 


• Ordering 
• Receipt 
• Supply and dispensing 
• Destruction and disposal 
• Patient returns 


There should also be separate SOPs for CDs covering the above and the following 
procedures; 


• Storage and keys 
• Access to stock and keys 
• Record keeping 
• Who should be alerted if complications arise 


Minimum requirement – the practice MUST have written SOPs in place. These should 
be specific to the practice and should set out in writing what should be done, when, 
where and by whom. These SOPs must also be reviewed and updated at least once a 
year and whenever dispensing procedures are amended. 
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ACTION: 
 
Please submit a complete list of the SOPs currently in place within the practice, 
with the date they were last reviewed and highlighting any new SOPs that may 
have been added during the year. 
Please confirm the date when a check was made that staff understand and follow 
the SOPs. 
 


Procedure covered in SOP Date of last 
review 


Date staff 
understanding of 


SOP checked 
Accepting Waste Medicines from Patients 
 


  


Accuracy Checking 
 


  


Anticoagulant  Repeat Requests 
 


  


Assembly & Labelling 
 


  


Controlled Drug Occurrence Reporting 
 


  


Destroying Out of date Stock CDs 
 


  


Destroying Patients Returned CDs 
 


  


Ordering CDs 
 


  


Receiving CDs 
 


  


Supplying CDs to Patients 
 


  


Temporary Residents Requesting CDs 
 


  


DRUMs 
 


  


General Stock Ordering 
 


  


Generating Owings 
 


  


Handing out Repeat Prescription Medicines 
 


  


Monthly Prescriptions Submissions 
 


  


Ordering Products from NWOS 
 


  


Receiving Non-CD Stock 
 


  


 


14 
 







 


SECTION 8: CLINICAL AUDIT 


Minimum requirement – practices are expected to complete a clinical audit relating to 
dispensing. This can be determined by the practice. 


ACTION: 


 


SECTION 9: SERIOUS UNTOWARD INCIDENT REPORTING 
 
Minimum requirement – Serious untoward incidents / Significant events in dispensing 
must be reported to NHS England, and used as a learning opportunity for all relevant 
staff. The practice should also have a system in place for managing and learning from 
near misses. 
 
 
ACTION: 
Please describe your process for sharing and learning from near misses AND significant 
events within the practice, distinguishing the difference between the two processes: 
 
Each dispensary and its team are encouraged to record all near misses, or significant 
events using the forms kept at each site. In the event of an incident arising staff are 
encouraged to share this immediately with the GP dispensing lead (The Practice manager 
or another GP in their absence). 
 
Each case is discussed and investigated as close to the point of discovery as possible to 
capture the most accurate understanding of how something may have arisen. Whist the 
potential for errors to occur is always present, adopting SOPs helps to minimise risk.  
 
In the case of near misses in which the risk to patient safety has been low, this would 
normally be managed with the individual/s concerned and not necessarily shared with the 
wider team, if no wider learning point can be established. 
 
In the event that a near miss has arisen in which investigation has identified a potential 
system failure or need for improvement then this would be cascaded immediately to all 
dispensing and other relevant staff to alert them to have a higher level of vigilance. 
Depending upon the exact nature of the incident, the dispensing team may be tasked to 
amend an existing SOP, develop a new SOP &/or discuss matters in more formal 
significant event analysis.   
 
Should a Serious Untoward Incident (SUI) in which harm to a patient has occurred or in 
which a CD Occurrence Report has had to be completed then these events are filed  with 
the appropriate Accountable Officer at the time with NHS England charged with 
investigating matters further.  
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SECTION 10: PATIENT INFORMATION  
 


 
Minimum requirement – the practice must provide information to their patients on the 
dispensing services provided by the practice, and how to obtain medicines urgently.  
 
 
ACTION: 
 
Please describe how the practice achieves this e.g. via practice leaflet, posters: 
 


• Practice leaflets 
• Notices in surgeries 
• Practice website 


 
 


 
 
Minimum requirement – The practice must inform NHS England of the hours of 
availability of dispensing services provided. These times must also be displayed 
prominently on the premises from which they carry out dispensing and, where premises 
permit, be legible from outside the premises when they are shut.  
 
 
ACTION: Please provide details of hours of availability 
 


 
 
 
 
 
 
 
 
 


SECTION 11: DISPENSING REVIEW OF USE OF MEDICINES (DRUMs) 
ACTION: Please complete the DRUM declaration and give three anonymised examples of 
DRUMs preferably where problems have been identified and actions have been 
implemented which have impacted on patient care (e.g. resolving difficulties patients have 
opening medication packs, detection of side effects, non-compliance, improved 
understanding of medication). Please include a DRUM screen shot to provide evidence of 
the number of DRUMs undertaken. 
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Problem identified 


 
Action implemented Patient outcome 


   
   
   


 
Please indicate those practice staff who undertake DRUMs within the practice: (tick 
as appropriate): 
Practice staff Yes No 
GPs   
Dispensary staff   
Practice nurses   
Others (please state)   


 
Self-Assessment Completed by  (Name and Designation): 
 
Date of Completion:  
 


 
To be signed by Accountable GP on behalf of all partners: 
 
Print name:   
 
Signature: ………………………………………………………………………………………… 
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Checklist 
 
Please check the following have been completed before submitting your validation report. 
 
Practice declaration 
All sections have been completed 


Practice details 


Practice code 


Accountable GP 


Average number of items dispensed per month 


Average number of staff hours per week spent on dispensing related activities 


Practice process for ensuring ongoing eligibility of dispensing patients 


Declaration signed and dated by Accountable GP 


 
DRUMs declaration 
All sections have been completed 


Practice details 


Practice code 


Accountable GP 


Total number of DRUMs conducted 


DRUM screen shot to confirm number of DRUMs undertaken 


 


 
Self- Assessment 
All sections and action points have been completed and additional paperwork included 


Details of person completing self-assessment and date of completion 


Signed by Accountable GP 


 


Audit 
Details of audit undertaken and analysis of findings 


Action plan 
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Appendix 2 – National Scheme Requirements - attached 
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