Acronyms commonly used in Primary Care Economics April 2008

Contracting arrangements   

There are now three common methods by which Primary Care Trusts (PCTs) can contract with others to provide primary medical services, or provide services themselves. 
These are: 

· The General Medical Services Contract (nGMS) – (a new GMS contract has been in place since April 2004) 

· Personal Medical Services agreements (PMS) 

· Alternative Provider Medical Services (APMS)
nGMS – General Medical Services

The GMS contract has traditionally been the main way in which the Department of Health has contracted with GPs to provide primary medical services. GPs are usually ‘independent, self-employed, contractors' not direct employees of the health service, and their GMS contract details what services they will provide and how they will receive payment. In most general practices to date the contract has been with a partnership of GPs. 

Under the old GMS contract (before April 2004) GPs were paid mainly by the number of patients registered with the practice and the number of consultations. 

Under the new GMS contract , which came into force in April 2004, the principle of a practice being responsible for a list of patients is still in place, but now a substantial part of GPs earnings are linked to performance against a number of defined standards or ‘quality indicators'. The framework for measuring aspects of performance is called the Quality and Outcomes Framework (QOF). 

The new contract was designed to bring about a range of improvements in primary care in providing demonstrable benefits to general practitioners, to other healthcare professionals, to the health service in general and most importantly to patients including:

· Improved access to services by local people through Health and Social Services Boards commissioning enhanced services to encourage the development of a wider range of services closer to home. 

· Fairer funding to remove historic anomalies in the old system where funding follows the GPs in post rather than the needs of patients and the local community.
· GPs are better able to manage their workloads by enabling them to opt out of providing some services, for example, out-of-hours. 

· Better management of chronic diseases through a new framework which provides significant rewards to practices that achieve improvements in clinical standards.

· Improved organisational standards by rewarding practices which provide better records, more effective communication with patients and conduct patient surveys.
· Transferred the responsibility for OOH cover to the PCT.
Carr-Hill formula & the Global Sum

A significant part of GP income is still derived from capitation payments but the formula to calculate this global sum is called the Carr-Hill resource allocation formula. This tries to reflect the different needs of different practice populations. It is based upon on practice population numbers but is weighted for factors that influence relative needs and costs. 

The formula includes the following components:
· An adjustment for the age and sex structure of the population, including patients in nursing and residential homes.
· An adjustment for the additional needs of the population, relating to morbidity and mortality.
· An adjustment for list turnover.
· Adjustments for the unavoidable costs of delivering services to the population, including a staff Market Forces Factor and rurality.
Minimum Income Protection Guarantee (MPIG)
In 2004 the global sum payments calculated on Carr-Hill Allocation formula produced some losers which threatened to inhibit take up of the new contract. In response to this a ‘minimum income protection scheme guarantee’ was created. The only problem is that many nGMS practices rely on MPIG and the government may withdraw it in the future. 
The Quality Outcome Framework (QOF)
The Quality and Outcomes Framework (QOF) is a voluntary annual reward and incentive programme for all GP surgeries in England, detailing practice achievement results. 
It is not about performance management but resourcing and then rewarding good practice. QOF gives an indication of the overall achievement of a surgery through a points system. Practices aim to deliver high quality care across a range of areas for which they score points. Put simply, the higher the score, the higher the financial reward for the practice. 
The QOF contains five main components, known as domains. Each domain consists of a set of measures of achievement, known as indicators, against which practices score points according to their level of achievement. 

· clinical: this domain consists of 80 indicators across 19 clinical areas (e.g. coronary heart disease, heart failure, hypertension) 

· patient experience: this domain consists of four indicators that relate to length of consultations and to patient surveys 

· additional services: this domain consists of eight indicators across four service areas which include cervical screening, child health surveillance, maternity services, contraceptive services 

· holistic care: this domain is a measure of the breadth of care across the clinical domain 

· organisational: this domain consists of 43 indicators across five organisational areas – records and information; information for patients; education and training; practice management and medicines management. 
Local- QOF (L-QOF)

Some PCTs are also funding additional QOF based payments to encourage practices to tackle health needs within the community that are not covered by national QOF. All practices irrespective of how they are funded (PMS, nGMS or APMS) can access this funding based on their performance.

Examples:

· Screening and managing obesity.
· Screening and managing problem drinking.
Personal Medical Services Agreements (PMS)
Developed in 1998 as an alternative to the old GMS contact which was very restrictive (by 2004 40% of GPs were working to a PMS contract). The contract is with the practice rather than an individual doctor and is locally negotiated with the PCT. It provided far greater flexibility as it allowed funding for non core primary care services. Also as the contract was with the practice it enabled practices to employ salaried GPs more readily which helped attract GPs to difficult and deprived areas.
The PMS contract is negotiated annually and income is not aligned with national pay reviews.
Alternative Provider Medical Services (APMS) 

APMS contracts for the provision of primary medical services can be made with anyone – individuals, limited companies, partnerships, limited partnerships, and limited liability partnerships. APMS was a way of introducing the private sector into primary care provision with the aim of improving care for populations poorly served by conventional GP services.
Local Enhanced Services (LES)
Locally developed services designed to meet local needs funded by the PCT.
Examples included:

· Smoking cessation services
· Extended opening hours that meet local population needs

· Improving access to sexual health services

· Counselling for vasectomy 
· IUCD, Ring Pessary and Implanon insertions
· Hepatitis B for short term foster carers

· Some drug and alcohol services
· Influenza Vaccination for specialist populations
Direct Enhanced Services (DES)
These services must be commissioned by every PCT for its population and individual GP practices can opt to provide none, some or all these services:
· Extended opening hours

· Information Management & Technology

· Childhood Immunisations

· Choose and Book

· Influenza and Pneumococcal Vaccinations

· Minor Surgery

· Violent Patients scheme

National Enhanced Services (NES)
Services commissioned by the PCT to meet local need to a national specification:
· IUCD services
· Alcohol/Drug misuse

· Care of Homeless

· Intrapartum Care

· Near Patient testing (DMARD monitoring)

· Anticoagulation

Practice Based Commissioning (PBC)
Practice Based Commissioning is a government policy which devolves responsibility for commissioning services from Primary Care Trusts (PCTs) to local GP practices.

Under Practice Based Commissioning, practices will be given a commissioning budget which they will have the responsibility for using in order to provide a number of different services.  

This will involve:

· identifying patient needs

· designing effective and appropriate health service responses to those needs

· allocating resources against competing service priorities
· freeing up resources through cost savings and efficiency gains which can then be used for further improvements in patient care

Practice Based Commissioning transfers these responsibilities to primary care

clinicians – effectively to local GP practices (usually alliances of practices) , with the PCT acting as their agent to procure/commission services.
The Government believes Practice Based Commissioning will give local

clinicians greater control over resources, freeing them to respond better to

local and individual need. 
The Department of Health guidance lays out their

vision of the benefits as follows:
· a greater variety of services from a greater number of providers

· in settings that are closer to home and more convenient to patients

· bringing the decision making process closer to communities

· more efficient use of services e.g. eliminating unnecessary hospital stays

· greater involvement of front line doctors and nurses in commissioning decisions

Doctors and Dentist review board (DDRB)
Board who advises government on Doctors and Dentists Pay

Currently recommending 2.7% increase in global sum, but none in MPIG

PAGE  
5

