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Introduction
2.1
As the accountable bodies for FHS spend, NHS Boards are required to ensure that the payments made to contractors on their behalf are timely, accurate and valid.

2.2
With respect to the validity of the payments made by Practitioner Services Division (PSD), as far as possible claims will be verified by pre-payment checks.  The checking process will be enhanced by a programme of post-payment verification, across all contractor groups – Dentists, GP’s, Optometrists and Community Pharmacists.

2.3
Whilst accountability for carrying out post-payment verification ultimately rests with the NHS Boards, there is an onus on PSD, as paying agents, to implement appropriate arrangements for a programme of overall payment verification (PV) at both the pre- and post payment stages.

2.4
Within PSD, responsibility for undertaking PV will be covered by:

· Payment and Registration teams at the various PSD Offices;

· PV Teams at the various PSD Offices;

2.5
It is vital that a consistent approach is taken to PV across the various parts of PSD, and this paper outlines the ways in which this matter will be taken forward across the various payment streams

2.6
Payment verification of the exemption/remission status of patients (Patient Checking) is now dealt with within a new Partnership Agreement between Counter Fraud Services (CFS) and the NHS Boards

2 Contractor Checking 

3.1
Ophthalmic, Pharmaceutical and Dental Payments

3.1.1
It is intended that payment verification checks will take place on 4 levels (details of which appear in the following pages and Appendix B)

3.1.2
Level 1
For all claims, as part of the routine pre-payment checking procedures undertaken by the Payments and Registration Teams, with endorsements to show check completed. 

3.1.3
Level 2
PV Teams will undertake monthly/quarterly sample testing, where:

· The results of level 1 checks indicate that this would be beneficial;

· The results of statistical trend analysis indicate a need for further investigation;

· The formal assessment of the level of risk associated with a particular payment category indicates a need for more detailed testing; 

· A sample of claims has been chosen at random

3.1.4 
Level 3
PV Teams will, as appropriate, undertake extended sample testing, send out patient letters, or conduct targeted inspection of clinical records in order to pursue the outcome of any claims identified at Levels 1 and/or 2 as requiring further investigation.

3.1.5 
Level 4 
PV Teams will undertake a random assessment of claims, which may require an inspection of clinical records and/or patient examination.

3.2
GMS Payments

3.2.1
It is intended that payment verification checks will also take place on 4 levels, but due to the different nature of the nGMS contract, these require to be defined differently:

· Validation of data quality, principally the Community Health Index (CHI);

· Checking of source documentation of payments such as Seniority and Payments for Specific Purposes;

· Practice visits to allow payment verification, principally of Global Sum Opt-Outs, Enhanced Services and QOF.

· Activity monitoring, principally of new patient registration and temporary patient activity.  It is anticipated that as the process develops, the monitoring of activity in specific areas may reduce the requirement to access patient records as part of practice visits, e.g. anonymised, aggregated contraceptive prescribing activity via ISD could provide evidence of provision of service.

3.3
Inspection of Clinical Records

Inspection of clinical records may or may not necessitate a practice visit, depending on the contractor type and also on the implementation of PV protocols at local NHS Board level.  

The methodology of actual practice visits for GMS is detailed further in appendix A

3 GMS Payments

3.1 Introduction

The following tables detail the payment verification requirements of the new GMS contract. These tables have been produced following consultation with representatives from the NHS Health Boards, Practitioner Services and Audit Scotland and reflect the outcome of a comprehensive risk assessment process.  The checking processes outlined will require local negotiation between NHS Boards and Practitioner Services on implementation.  This should ensure that a consistent approach is taken to payment verification irrespective of who performs it.

The payment verification processes will be subject to regular review, as will the application of the risk assessment methodology.   

3.2 Enhanced Services

This document includes a service description and direction on payment verification for all Directed and National Enhanced Services (DES & NES) in the new GMS contract.  Many NHS Boards will implement a Local Enhanced Service, perhaps with local variations to an original NES. The payment verification for the essential services outlined in this paper should provide some basic principles that should be adhered to when agreeing the payment verification required for a LES.

3.3 Data Protection

Concerns around data protection and confidentiality were previously raised in connection with access to health records as part of the payment verification of the previous GMS contract.  Attention is drawn to the SEHD PCA (M)(2005) 10 Confidentiality and Disclosure of Information Code of Practice, which illustrates the circumstances under which disclosure of patient identifiable data may be made in relation to checking entitlement to payments and management of health services.  The guidance contained in this document is consistent with the code of practice.

The previous practice visit protocol has been re-drafted for nGMS and particular attention has been paid to minimising the use of identifiable personal data in the payment verification process.  The use of GP advisors is also recommended in the guidance to streamline the process, provide professional consistency and limit the amount of investigation necessary in validating service provision.

3.4 Counter Fraud

NHSScotland Counter Fraud Services (CFS) has the responsibility for working with NHS Boards to prevent, detect and investigate fraud against any part of the NHS in Scotland.  This work was carried out under the old GMS contract (and indeed under the contracts of all primary care practitioner groups) and will continue under new GMS.

Where the work of the Board or Practitioner Services in making payments or in payment verification highlights any areas for concern, this will simultaneously be notified to the Board and the CFS.  Consultation will then take place between all three parties, and a decision made as to how the matter will be taken forward, in line with the Board/CFS Partnership Agreement.

3.5 Payment Verification For Global Sum

DESCRIPTION
Global Sum Payments are a contribution towards the contractor's costs in delivering essential and additional services, including staff costs.  The Scottish Allocation Formula (SAF) (ref Annex B SFE) determines how the total Global Sum is to be distributed to all practices in Scotland.  Initially using the Contractors registered Population from CHI, the SAF produces the Contractors Weighted Population, multiplied by the Statement of Financial Entitlement (SFE) rate and adjusted by Temporary Patients Adjustment (TPA) to give the Initial Global Sum.

Further adjustments are made in terms of opt-outs of Additional or Out of Hours Services. This gives the Adjusted Global Sum.

A Global Sum Comparator (Initial Global Sum minus TPA minus Historic Opt Outs Adjustment minus Global Sum Superannuation Adjustment) is compared with a Global Sum Equivalent (based on historic payments to the practice).  Where the Global Sum Equivalent (GSE) is greater than the Global Sum Comparator, Correction Factor Monthly Payments are made to the contractor.  Ref SFE p8-15 & Annex D.

RISK
RISK SCORE 75

Inaccurate data on CHI leads to incorrect payment through Global Sum.  

There is a risk that the practice population could be inflated by the practice list containing patients who are deceased, no longer resident, duplicate or erroneous records.  In particular, is data relating to patients registration current  - for example is the patient still in residence?

There is also a risk that incorrect weightings could be applied due to inaccurate information (i.e. incorrectly recorded DOB, sex, postcode (for deprivation/socio economic weighting), Rurality (indicator on CHI) or as resident in Care Home).

Paying for patients who are deceased, no longer resident, are duplicates, incorrect weightings due to inaccurate information (i.e. incorrectly recorded DOB, sex, postcode (for deprivation/socio economic weighting), Rurality (indicator on CHI) or as resident in Care Home).

Paying for patients who do not exist.

Risk that registration date is inaccurate

VOLUME/SCOPE
As of April 2004: 

· 58 practices were being paid the Global Sum. The remaining practices were being paid the Global Sum plus an amount to bring their revenue up to the Global Sum Equivalent i.e. previous years earnings.

· Total monthly Global Sum Allocation £23,645,112

· Average monthly Global Sum Allocation by practice £25,534

2004/2005 budget allocation £319m. In addition there is a MPIG allocation of £53.3m Circular from SEHD 11 May 2004

TIMESCALE
Notionally an annual amount, it is to be revised quarterly in regard to Contractor Weighted Population, additional or Out of Hours opt outs, starts or resumptions and a proportion paid monthly.  Ref. SFE p8 - 15

METHOD (NEW REGISTRATIONS)
· Partners Interface (auto matching process plus operator approval), auto postcode checking on CHI (100%).

· Scrutiny of registration form for practices not linked via Partners

· Check on new registrations with missing postcode via daily CHI print (100%)

· Auto prompt for Nursing Home/ Residential Home indicator for exact match address/ postcode

· Correspondence to patients (either medical card or questionnaire) on registration (100%)

· Monitoring of levels of new registrations (within one year) and identification of outliers.

· Where Practices only submit electronic registration data, 3% of practices over each board area will be subject to a visit to verify the registration process and that both GPs and patients are signing the appropriate documentation. Each practice within the 3% will have x% of their new registrations checked – i.e. registered in previous year or since practice commenced sending only electronic registrations. Where evidence suggests possible inconsistencies targeted visits may take place in addition to the 3%.

METHOD (EXISTING REGISTRATIONS)
· PiCT. 30% rolling programme per Health Board area per annum –to be reviewed after 2004/5

· PiCT - conducted in specific instances where there is a capitation dispute, where loss of Partners transactions suggests loss of synchronicity of data between GP System and CHI. Also targeted based on results of previous exercises or where there are concerns around data quality.

· Flu Immunisation Advice Letters - exercise undertaken to investigate and remove where appropriate patients from CHI as a result of letters returned undelivered by the Post Office.

· 100+ Age Checks – Quarterly check against NHS Central Register and GP Practice of patients over 100 years of age. 100% coverage.

· High Risk Registration - Identification of patients and validation by letter e.g. students or multiple occupancy residencies. The volume of checks may be varied across the three PSD regional offices due to inherent differences in populations.  This work will continue on a targeted basis across all NHS Board areas as areas of high patient turnover are identified. 

· Data Accuracy Letter  - correspondence sent to every patient within at least a 5 year period.  Separate mailing not required in all cases - include data protection statement in regular mailings e.g. child immunisation, flu letters during 2004/05.  Patient requested to respond if data incorrect.  Possible outcomes reply, letter returned not delivered, no reply. 


This will be equitable across all Health Board areas per annum.

· Nursing/ Residential Home Checks – 100% of homes will be written to annually to check residents match CHI data.  

· Mileage Indicator Checks - these will be checked as part of the 30% rolling programme of PiCT exercises.
· National duplication exercises.

WHO
– All checks PSD.  In conjunction with the local NHS Board for the practice visit where appropriate. 

REPORTING
Reported on tabular return (or similar) to NHS Board.

Failure at Pre registration level – auto report to GP

Failure at Post registration level - report to NHS Board.

Review PV work through Quarterly PV return to NHS Boards

Quarterly report to NHS Boards to include the following:

· Total Population Statistics – 

· number of new Registrations

· number of NH/RH Home residents

· number of mileage indicator patients

· number of missing postcodes

· number of practices at quarter end

· Numbers and % of Data Accuracy letters sent at quarter end, and numbers and % of responses/deductions at relevant quarter end.

· Number and % of PiCT jobs run at quarter end and numbers and % of patients removed and relevant data discrepancies found at relevant quarter end

· Number of Flu Immunisation Advice letters sent and numbers and % of patients deducted at relevant quarter end.

· Number of 100+ Age Checks and number of patients removed at quarter end

· Number and % of nursing home patients checked and numbers and % removed and added at relevant quarter end.

· Numbers of patients involved in ‘High Risk’ registration checking exercises and numbers and % removed at relevant quarter end. 

· Numbers and % (to new registrations) of registrations checked at practice visits.

· Additional narrative as required on results of checking and indication of further action as appropriate.

· On ongoing checks for duplications in CHI.

Payment Verification For Temporary Patient Adjustment

DESCRIPTION
All practices are to receive a payment for unregistered patients as an element of their global sum allocation.  The need for this arises as a result of a GPs obligation to provide emergency treatment to people who are not registered with their practice and to provide treatment to temporary residents.

The amount each contractor receives in respect of such patients is generally to be based on the average amount that, historically, the contractor’s practice has claimed in respect of treating such patients each year under the Red Book prior to 1st April 2004 (SFE Annex C).  

RISK
Not Risk Scored – Regulatory Requirement

Practices receive payment for a service that they no longer provide.

Practices register short stay patients rather than treat them as temporary residents.

VOLUME/SCOPE
£2.5m (approx) to be paid in respect of TPA in 2004/5

TIMESCALE
Payments to commence April 2004 – to be the subject of PV May 2004 onwards

METHOD
Temporary Residents:

1. Practices are required under nGMS Regulations (Part 2, Para 16 (4)) to notify Boards in writing of any person whom it accepted as a temporary resident during the preceding 3 months.  This data should be accompanied by a copy of the clinical notes detailing the treatment provided, which will be forwarded, where possible, to the patient’s registered practice.

2. A 3% sample of patient details will be checked to the CHI to ensure that the patient was not registered with the practice.  

3. Trend analysis will be carried out to ascertain that, when compared to historical claim data, the level of activity has not decreased considerably.  This will be cross-referenced to the monitoring of new registrations required as part of the global sum verification.

4. Practices are required under nGMS Regulations (Part 2, Para 17 (4)) to maintain a written record of refusals of applications to be treated as a temporary resident which may be made available to the Board on request.  This may be requested from a practice should there be concerns as to why their level of activity has decreased.

Emergency Treatment:

There is no requirement for practices to maintain a register of patients seen in an emergency.  However, the verification will be based on points 1-3 above, and a register will therefore require to be maintained.

WHO
PSD

REPORTING
TR/ET numbers seen & clinical notes received

Numbers of patients registered with the practice

Trend analysis to show the levels of TR/ET across several quarters

Numbers of patients refused treatment as a TR

Payment Verification For Global Sum Opt-Outs

DESCRIPTION
Practices can opt out of providing the following services in return for a deduction from their Global Sum:

· OOH

· Maternity

· Contraceptive

· Minor Surgery

· Immunisations/Vaccinations

· Child Health Surveillance

· Cervical Screening

· TYOIP & FYOIP

It is possible for practices that do not wish to provide these services to sub-contract with another practice for the provision of these services.

PV is required to ensure that practices, which do not opt out, continue to provide these services.

RISK
RISK SCORES:

OOH – 1

Maternity - 2

Contraceptive – 20

Minor Surgery – 25

Immunisations/Vaccinations - 25

Child Health Surveillance – 20

Cervical Screening - 20

TYOIP & FYOIP - 4

Practices receive payment for a service that they no longer provide.

Payments are made when there is insufficient evidence to confirm that a service has been provided. 

VOLUME/SCOPE
As at April 2004, there are 76 instances in which a practice has chosen to opt out of service provision.  This does not include OOH.

TIMESCALE
Deductions from the Global Sum commence April 2004 – to be the subject of PV May 2004 onwards

METHOD
OOH and Maternity do not require any checks. If these services are not provided it will become apparent as numbers of patient complaints will increase, or an increase in A&E activity will be seen.

Contraceptive, Minor Surgery, Immunisation/Vaccination - Practice Visit – the purpose of which is to examine a percentage of patient records to establish that the service in question is being provided.  Records to be reviewed will be selected at random from information supplied by the practice detailing patients to whom they have provided the service.  Alternatively, if practical, provision of contraceptive services may be verified by analysis of anonymised practice prescribing information supplied via ISD information.  This approach may also be possible for elements of Immunisations/Vaccinations.

Child Health Surveillance, Cervical Screening, TYOIP & FYOIP – review of the national call/recall systems – interrogation of the various call/recall systems to ensure that practices are providing these services – carried out on practices selected for practice visits.  Where information is not available from the call/recall systems the checking will be covered by the practice visit -3% random checks to be made.

WHO
Contraceptive, Minor Surgery, Immunisation/Vaccination - Practice Visit/service provision verification – PSD/Board

Child Health Surveillance, Cervical Screening, TYOIP & FYOIP – review of the national call/recall systems – PSD/Board

REPORTING
Contraceptive, Minor Surgery, Immunisation/Vaccination –  number of records checked at practice visit, or details of information used to verify service provision.

Child Health Surveillance, Cervical Screening, TYOIP & FYOIP – the target population size, number of patients who received the service during the year from the practice and from out-with the practice.

Payment Verification For Payments For A Specific Purpose

DESCRIPTION
Locums

· maternity/paternity leave & adoptions

· sick leave

· suspended doctors

Prolonged Study Leave

· educational allowance to the GP

· cost of a locum

Golden Hello 

· standard payment

· remote payment

· deprived practices

· non principle doctors

· recruitment payments

· relocation payment

Doctors Retainer Scheme

· Keeping doctors who are not working in touch with general practice.

RISK
RISK SCORE - 1

Payment is made for locum cover is excess of the hours worked.

Payments made are outwith the conditions specified in the SFE.

VOLUME/SCOPE
Locums.  2-3 per month in A&C. 8-10 in Lothian.

Sick Leave as of April 2004: £282 for 1 practice

Study Leave as of April 2004: £5,563 for 4 practices

Golden Hello as of April 2004: £7000 for 7 practices. Golden Hellos paid from a spreadsheet from the NHS Board.

TIMESCALE
Usually monthly payments 

Ad hoc – as & when i.e. a new joiner could happen at any time.

Paid at end of the month the session takes place.

METHOD 
Mat/Pat/Adoption

· Agree entitlement under appropriate employment legislation (length of absence, employment status, etc) Ref. SFE 9.3
· Agree conditions of payment are met. (Cert. of confinement, letter stating paternity details, letter from adoption agency, confirmation of cost of locum cover) Ref. SFE 9.7
Sick Leave

· Agree entitlement under the Ref. SFE 10.3. (Length of absence, payment of SSP, absence of accident compensation)

· Agree necessity of locum cover Ref. SFE 10.4
· Confirm prior approval from NHS Board.

· Check to Med. Certs and confirm cost of locum cover.

Suspensions

· Agree entitlement under SFE 11.3 (Suspended GP on full income)

· Agree necessity of locum cover Ref. SFE 11.4
· Confirm cost of locum cover Ref. SFE 11.7
Study Leave

· Agree entitlement under the Ref SFE 12.2  (Study leave>= 10wks <= 12 months, approved by local Dir. of Postgraduate GP Education, determined by NHS Board as affordable, not paid elsewhere).

· Agree necessity of locum cover Ref SFE 12.6
· Confirm prior approval from NHS Board. Confirm cost of locum cover.

Golden Hello - 

· Standard - Agree entitlement under the Ref. SFE 14.2.  (e.g. Minimum 1/5th of part-time posts, fixed term of >2 yrs, not previously employed as specified).

· Remote - Confirm practice meets definition of remote & rural. Ref. SFE 14.4.1
· Deprived  -

· Confirm practice meets definition of deprived. Ref. SFE 14.4.2
· Confirm that either remote or deprived payment made (not both).

· Non Principle Doctors - Agree entitlement under the Ref. SFE 14.2  (e.g. Min 1/5th of part-time posts, fixed term of >2 yrs, not previously employed as specified).
Recruitment

· Confirm appropriate receipts.  Ref. SFE 14.27
· Ensure application is within 12 months of the doctor taking up post.  Ref. SFE 14.28
Relocation

· Confirm submission of 3 competitive tenders.  Ref. SFE 14.26
Retainer Scheme - 

· Confirm the contractor is a suitable employer of members of the Retainer Scheme

· Confirm the service sessions have been arranged by the Dir. of Postgraduate Education Ref SFE 17

WHO
For Locums and Prolonged Study Leave - 

· Entitlement - NHS Board

· Necessity of locum cover - NHS Board

· Prior approval from NHS Board – only if verified by PSD

· Conditions of payment- NHS Board or PSD

· Check to Med Certs – NHS Board or PSD

· Cost of locum cover – NHS Board or PSD
For Golden Hello - 

· Standard – NHS Board

· Remote - NHS Board

· Deprived

· Definition - NHS Board

· Remote or deprived – NHS Board or PSD

· Non Principle Doctors

· Agree entitlement - NHS Board
· Ensure payments recovered - PSD

For Recruitment - NHS Board or PSD

For Relocation - NHS Board or PSD

For Retainer Scheme - NHS Board

REPORTING
For Locums -

Under each category - numbers agreed as entitled to reimbursement, % where conditions not met, analysis of reasons for failure e.g. no certificate of confinement, costs not confirmed etc.

For Prolonged Study Leave -

Under each category - numbers agreed as entitled to reimbursement, % where conditions not met, analysis of reasons for failure e.g. not deemed affordable, costs not confirmed etc.

For Golden Hellos - 

Under Each category - numbers agreed as entitled to reimbursement, % where conditions not met, analysis of reasons for failure e.g. outwith definition of remote & rural or deprived, no appropriate receipts etc.

For Doctor's Retainer Scheme -

Numbers agreed as entitled to reimbursement, % where conditions not met, analysis of reasons for failure e.g. contractor not suitable employer of retainer scheme, or sessions not arranged by Director of Post Graduate Education

3.6   Payment Verification For Adults With Incapacity

DESCRIPTION
This PCO Administered Fund will fund the payment to the doctor primarily responsible for the adult (or another fully registered doctor acting on his/her behalf) for the assessment and completion of a certificate of incapacity where one does not already exist or where the GP is required to undertake a second assessment an produce an additional certificate.

RISK
A fee was claimed for the issue of a certificate which already exists.  Fee is claimed as a second assessment/additional certificate where the production of the original certificate was appropriate.

VOLUME/SCOPE
In 2002/3 the fee for each assessment or completion of the certificate of incapacity was £90.

Payments are made in accordance with locally agreed plans

TIMESCALE
Decided by NHS Health Boards

METHOD 
Collation of statistics in relation to the number of certificates issued by a practice, for which patients and to whom they were issued and the number of second assessments and certificates produced.

Outlier analysis of this data

Checks with the independent health professional seeking the certificates where outlier analysis suggests further investigation is required.

WHO
NHS Boards or PSD by agreement

REPORTING
Number of fees paid, amount paid and analysis of outliers.

 Payment Verification for 17c

DESCRIPTION
Section 17C Agreements are locally negotiated between providers and NHS Boards in accordance with local circumstances.  Section 17C Agreements can include services which are primary medical services and services which are not primary medical services.  A Section 17C Agreement is based on a single agreement value with payments made in accordance with the requirements of the agreement.  Monitoring of performance against the agreement is undertaken by NHS Boards in conjunction with the practice.  Any adjustments to the agreement value are a matter for the NHS Board in conjunction with the practice' 

RISK
RISK SCORE – 27

Payments are made for a service that is not provided.
For Quality Aspiration Payments and QOF there is a risk of double payments.

VOLUME/SCOPE
Practices may be paid FULL aspiration payment, not just 1/3.  Although this is dependent on the individually agreement.

As at April 2004 there are 117 Section 17 C Practices, 11% of the total number of practices. Total payment of £4,439,083 

TIMESCALE
Paid monthly from the agreement schedule but some payments may be included as a quarterly or annual payment on the schedule

METHOD 
Section 17c practices will be included in each of the PV review sections if they receive payments for the services. Individual circumstances of each practice may need to be taken into account depending on the agreed contract.

. NHS Boards carry out quarterly review. Practice to produce statistics as per the agreement to demonstrate compliance. For section 17c Investments the service review will be compiled and checked with practice/LHCC records.  Agree adjustments to this if duplication of payments with investment funds. Section 17c Investments  - each individual practice to identify those elements.

WHO
NHS Boards 

REPORTING
As per agreed local monitoring process

Payment Verification For Seniority

DESCRIPTION
Payments to Contractors to reward experience, based on years of reckonable service.   Ref PCA (M)(2003)26  & SFE p44 to 51.  

RISK
RISK SCORE - 9

Transposition/incorrect reporting of dates of service on form or claim.  Non-eligible service claimed.  

Break in service not declared.

VOLUME/SCOPE
First payment under the new rules due June 2004. 

Approx annual payments £10.5m.  

Numbers of contractors receiving payments approx 3,411

All contractors with 2 years service provision.  Payments start after 7 years service.  Ref. SFE p44 to 51.
This is an annual amount, paid quarterly.

TIMESCALE
Amended in Oct 2003 & further changes in 2004.  

Annual amount, paid quarterly

METHOD
Checks required on eligibility of reckonable service for all initial claims after 1 April 2004.  

Pre-payment checking

· reasonableness of claim – to check dates against information on form seems appropriate - GMC registration date, NHS service start date.  (100%).

Post Payment Checking: 

· check for length of service and undeclared breaks in service against NHS records including superannuation records (100%) 

· check for non-NHS Service with SE for eligibility and of eligibility of breaks in service  - 100% where applicable.

WHO
PSD hold declarations for existing contractors as per 2003 change in eligibility.  These require PV checking on a sample basis, to be agreed between NHS Boards and PSD.  All new contractor information after 1 April 2004 will be gathered initially by NHS Boards, passed to PSD for payment. All checking carried out by PSD or NHS boards by local agreement.  

REPORTING
PV work (statistics/volume) reported on tabular return (or similar) to NHS Board.  

Failure at Pre payment level - report to GP.

Failure at Post payment levels - report to NHS Board. 

Review of PV work through Quarterly PV return to NHS Boards.

Quarterly report to NHS Board on new GPs statistics:

· number of new Registrations

· for those GPs where information has been requested from SE 

· detail  - GP name, practice, status of data request, date data requested

· total figures



Directed Enhanced Services

3.6.1 Payment Verification For Influenza/Pneumococcal

DESCRIPTION
A practice can receive payment for ensuring that patients on their list who are at risk of influenza or pneumococcal infection are offered immunisation against these infections.  Individual NHS Boards may provide to carers.  Primary Medical Services (Directed Enhanced Services) (Scotland) Directions 2004.  Influenza and Pneumococcal Immunisation Scheme plans.  Section 6.

RISK
RISK SCORES:  

>65 – 15

<65 (Flu & Pneumococcal) - 25

That a patient claimed for has not received the vaccination

That a patient claimed for is not registered with the practice

That a patient claimed for is not within one of the appropriate risk categories

VOLUME/SCOPE
£4.7m (approx) was paid in respect of 65+ influenza in March 2004

TIMESCALE
Payments commence March 2005 – to be the subject of PV April 2005 onwards

METHOD
Practice Visit

1. check x% claims to ensure that evidence exists to support the vaccination being given

2. check x% claims to ensure that they are in an appropriate “at risk” category

WHO
PSD

REPORTING
No claims for immunised patients

Numbers of claims checked to CHI – numbers verified and not verified

Numbers of claims checked at practice visit – numbers verified, not verified, no evidence, n/a

Payment Verification For Minor Surgery

DESCRIPTION
To provide a Minor Surgery Scheme, the underlying purpose of which to ensure that a wide range of minor surgical procedures are made available as part of the primary medical services provided within the Health Board’s area.  Cryotherapy, curettage and cauterisation are provided by practices as an additional service.  The enhanced service for Minor Surgery Scheme may include injections for muscles, tendons and joints, invasive procedures, including incisions and excisions and injections of varicose veins and piles.  Ref nGMS Supplementary Guidance – Enhanced Services & The Primary Medical Services (Directed Enhanced Services)(Scotland) Directions 2004.

RISK
RISK SCORE:

Cost per Case - 25

Block Contract - 5

That a patient claimed for has not received minor surgery.  That service provision is not taking place.  That service provision breaches guidance as detailed in the Supplementary Guidance.  That the level of service provision is not adequately recorded and reported to allow accurate contract values.

VOLUME/SCOPE
As at April 2004 - 

A payment of £162,521 over 423 practices was made.  It is not known if all contracts were in place by April 2004.  

Payments are made in accordance with locally agreed plans.

TIMESCALE
Monthly or quarterly as per contract.

METHOD 
Submission on the levels of service provision and plan to NHS Boards as determined in contract (as per contract agreement).  Monitoring of these submissions.  Practice Visit - x % of procedures are checked against medical records to ensure that the patients have received service. Check that payments do not exceed contract value/volume.

Where the contract is cost per case  - sample identified from claims.  Where there is a block contract, the practice must identify x% of patients who have received the service for check to medical records.

WHO
NHS Board or PSD per agreement.

REPORTING
Quarterly reporting of PV by Health Boards or PSD, dependent on agreement.

Content – list of those practices that are performing minor surgery.  Detail - number of practice providing service in NHS Board area, contract value/volume, number of patients/number of minor surgeries performed in the year to date.  Number of procedures checked and results of checking.

Payment Verification For Quality Information Preparation

DESCRIPTION
A Quality Information Preparation Scheme  (which is to come to an end on 31st March 2005), the underlying purpose of which is to summarise and improve the quality of medical records held by GMS contractors

The plan setting out the arrangements that a Health Board enters into, or has entered into, with any GMS contractor, or Section 17C provider, as part of its Quality Information Preparation Scheme must, in respect of the financial year 2004 to 2005, include

a project for summarising the medical records held by the contractor or the provider, which must include

· a protocol for how the summarising is to be done, to be agreed if the contractor or the provider is a partnership by all the partners in the partnership, and

· arrangements for the on-going maintenance of the summarising project; 


where necessary, provision for fully trained summarisers, who

· must not take medical records away from practice premises,

· must have appropriate access to general practitioners when they have queries,

· must sign a confidentiality agreement, and

· must be appropriately supervised

Extract from The National Health Service (Scotland) Act 1978. The Primary Medical Services (Directed Enhanced Services) (Scotland) Directions 2004.

RISK
RISK SCORE - 12

The money has been paid but the contractor does not improve the quality of their medical records.

The contractor partially meets the plan target for summarising and improving the quality of medical records.

VOLUME/SCOPE
The amount of this payment is to be– 

· not less than £1,000 multiplied by the contractor’s CPI; but

· not more than £5,000 multiplied by the contractor’s CPI.

The precise figure is to depend on the amount of work that needs doing, having regard to the fact that QuIPS payments are not intended to cover the full cost of ensuring that contractors’ records are appropriately summarised and edited.

The payment is to fall due–

· if the plan was agreed on or before 1st April 2004, or takes effect on 1st April 2004, on 30th April 2004; and

· if the plan is agreed after 1st April 2004, on the first date after the plan is agreed on which one of the contractor’s Payable GSMPs falls due.

Extract from GMS Statement of Financial Entitlements for 2004/2005

As of April 2004, 801 out of 1043 practices received a Quality Info Preparation Payment.  Total paid £2,384,112.  Average per practice £2,976

2004/2005 budget allocation £3.414 m Circular from SEHD 11 May 2004

TIMESCALE
End of April 2004. One off payment paid in advance at start of year.

METHOD
NHS Boards check practice plan.

Practice visit to check that plan has been carried out (i.e. are records summarized and how well).

Quality Review will establish the quality of records, relating to the ‘outcomes framework’.

WHO
Pre-payment level –

· NHS Board to appraise action plan submitted by practices

· PSD to look at CPI, which is covered by the Global Sum

Post-payment level –

· NHS Boards to ensure plan has been implemented

· NHS Boards to assess quality of records

· PSD to look at CPI, which is covered by the Global Sum

REPORTING
PSD reporting about CPI through Global Sum.

As per local Health Board procedures.

Payment Verification For TYOIP & FYOIP

DESCRIPTION
Two Year Olds Immunisation Program (TYOIP) – practices can receive payment for ensuring that patients aged 2 have been given the recommended immunisation course

Five Year Olds Immunisation Program (FYOIP) – practices can receive payment for ensuring that patients aged 5 have been given the recommended reinforcing immunisation dose

Extract from Primary Medical Services (Directed Enhanced Services) (Scotland) Directions 2004.  Childhood Immunisation Scheme Plans Section 5

RISK
RISK SCORE - 1

That payment is given for vaccinations that have not been administered. 

VOLUME/SCOPE
Annual figure for Scotland for financial year 2003/2004 TYOIP £6.5 million, FYOIP £2 million

TIMESCALE
Payments commence June 2004 

METHOD
Practice Visit - cross reference x% sample from SIRS to Patient Records. Where SIRS is not in use the practice should supply a list of patients to whom the service has been provided to allow sample selection.

WHO
PSD

REPORTING
Numbers of children immunised from SIRS.  Numbers of claims checked at practice visit – numbers verified, not verified, no evidence, N/A

3.6.2 Payment Verification For Violent Patients

DESCRIPTION
To ensure that there are sufficient arrangements in place to provide primary medical services to patients that have been subject to immediate removal from a patient list of a primary medical services contractor because of an act or threat of violence. Ref nGMS Supplementary Guidance – Enhanced Services & The Primary Medical Services (Directed Enhanced Services)(Scotland) Directions 2004.

RISK
RISK SCORE:

Cost per Case - 2

Block Contract - 1

The practice is paid for providing a service that it does not provide.

The practice is paid for patients that are not classed as violent.  

Practice is paid for consultations that do not occur.  Practice is paid for infrastructure costs that were not incurred/not appropriate.

VOLUME/SCOPE
The norm is for a central service within each area rather than individual practices offering this service.

From Specification for a directed enhanced service, services to support staff dealing with violent patients - 

In 2003/04, national benchmark pricing for the provision of this directed enhanced service suggests that general practitioners retained to provide the service should receive a retainer fee of £2000 per annum plus a consultation fee of £40 to £80 for in-hours consultation and £50 to £100 for out-of-hours consultation. In addition £2,500 per annum can be provided for infrastructure costs. These figures will be uplifted by 3.225 per cent in 2004/05 and again in 2005/06.

From Specification for a Directed Enhanced Service, services to support staff dealing with violent patients.

Payments are made in accordance with locally agreed plans.

TIMESCALE
Paid quarterly. First payment for 2004-2005 is June 2004.

METHOD 
Pre-payment Checks – records are maintained by PSD detailing reasons for removal as a violent patient, in line with Paragraph 9 of Schedule 1 of the NHS (GMS)(Scotland) regulations 1995.
Post Payment - CHI check for patients removed within 12 months of registration - ‘The intention is that the provider of the service should normally maintain the patient’s registration for at least 12 months’ ref nGMS Supplementary Documents – Services to Support Staff Dealing with Violent Patients – Policy Considerations paragraph 8.   Practice visit  - x% sample of claims for consultation fee are checked to patients medical record.

NHS Board check to invoice for infrastructure costs that work complete at practice visit. 

WHO
PSD for CHI registration checks, NHS Board for practice visit – PSD by agreement.

REPORTING
PSD report to NHS Board number of violent patients with each contracted practice.  Report on numbers removed within 12 months of registration.  Report on number of consultations checked and result, report on infrastructure costs and checks made. 



 National Enhanced Services

3.6.3 Payment Verification For Alcohol Misusers

DESCRIPTION
This national enhanced service will fund – 

· the development and production of an up-to-date register. 

· practices to be able to undertake brief interventions and offer support to carry out behavioural change

· follow-up treatment

· detoxification regime

· routine use of assessment tools

· liaison with local specialist alcohol treatment services

· appropriate training

· review. All practices involved in the scheme should perform an annual review which could include an audit of:

· those identified and recorded as alcohol misuse patients

· the advice and/or treatment offered to patients who, following screening, have been shown to misuse alcohol

· the number of patients who have reduced their alcohol consumption

· feedback from patients who misuse alcohol

Summarised extract from NHS Supplementary Documents, National Enhanced Service, alcohol misusers.

RISK
RISK SCORE:

Cost per Case – 25

Block Contract - 5

Patients claimed for did not receive this service.

VOLUME/SCOPE
In 2003/04 each practice contracted to provide this service will receive an annual retainer of £1,000 plus an annual payment per patient (paid quarterly in arrears) of £200. These prices will be uprated by 3.225 per cent in 2004/05 and again in 2005/06.

From NHS Supplementary Documents, National Enhanced Service, alcohol misusers

Payments are made in accordance with locally agreed plans

TIMESCALE
Decided by NHS Health Boards

METHOD 
Practice visits - 

Checking of patient register

Crosschecking an x% sample from the register to patient records for appropriate clinical entry.

WHO
NHS Boards or PSD by agreement

REPORTING
Report on number of practices contracted to provide this service, number of patients at each practice receiving this service, numbers of practices visited, result of register check, numbers of patient records checked at practice visit and results.

Payment Verification For Anti Coagulant Monitoring

DESCRIPTION
This national enhanced service will fund:

· the development and maintenance of a register of all anti-coagulation monitoring service patients

· systematic call and recall of patients on this register

· professional links - Any health professionals involved in the care of patients in the programme should be appropriately trained

· referral policies - to refer patients promptly to other necessary services and to the relevant support agencies using locally agreed guidelines where these exist

· education and newly diagnosed patients - To ensure that all newly diagnosed patients (and/or their carers and support staff when appropriate) receive appropriate management of, and prevention of, secondary complications of their condition including the provision of a patient-held booklet.

· to prepare with the patient an individual management plan

· clinical procedures

· record-keeping 

· to carry out clinical audit of the care of patients

· training. 

· an annual review to include:

· information on the number of patients being monitored, the indications of anticoagulation i.e. DVT etc, and the duration of treatment

· brief details as to arrangements for each of the aspects highlighted above

· details of any computer-assisted decision-making equipment used and arrangements for internal and external quality assurance

· details of any near-patient testing equipment used and arrangements for internal and external quality assurance

· details of training and education relevant to the anti-coagulation monitoring service received by practitioners and staff

· details of the standards used for the control of anti-coagulation.

Summarised extract from NHS Supplementary Documents, National Enhanced Services, Anti coagulation monitoring

RISK
RISK SCORE:

Cost per Case – 15

Block Contract - 5

The service is paid for but the contractor does not meet the service criteria as listed above.

VOLUME/SCOPE
In 2003/04 each practice contracted to provide this service will receive:

· Level 1 – laboratory outreach sampling, test and dose £6 - £10

· Level 2 – HA, Trust or other externally funded phlebotomist or pharmacist etc., practice sample, laboratory test, practice dosing £75 - £100

· Level 3 – Practice-funded phlebotomist or pharmacist etc, practice sample, laboratory test, practice dosing £80 - £110

· Level 4 – Practice-funded phlebotomist or pharmacist etc, practice sample, practice test, practice dosing £85 - £120

In addition to the above fees, where the sampling requires a domiciliary visit to a housebound patient on or behalf of the practice, and not by a member of staff employed by an NHS body to provide community health services, an additional fee would be paid for each separate address visited on that day £3 - £5

These prices will be uprated by 3.225 per cent in 2004/05 and again in 2005/06.

Not all NHS Health Boards are following these national guidelines and many are negotiating local contracts.

As at April 2004, £170,865 was paid to 510 practices. An average of £550 per practice.

TIMESCALE
Paid quarterly or monthly by each NHS Health Board. First payment April 2004

METHOD 
Practice visits – Check the practices register and call/recall system.  X% cross-reference with entries in patient medical records for appropriate entries.

Where practical and agreed, it may be possible to adequately verify service provision via information from laboratory services of the number of samples submitted by practices.

WHO
NHS Health Boards or PSD by agreement

REPORTING
Numbers of practices with Anti Coagulant Monitoring Contracts.  Numbers subject to Practice visit. Results of visits with numbers of patient records checked, or, where used, the results of the checks with laboratory services on the number of samples submitted by practices.

Payment Verification For Drug Misuse

DESCRIPTION
This national enhanced service will fund practices to be able to – 

· develop and co-ordinate of the care of drug users and develop practice guidelines.

· treat dependent drug users with support

· ensure that prescribing takes place within a context in which the co-existing physical, emotional, social and legal problems are addressed as far as possible.

· participate in audit of prescribing practice

· act as a resource to practice colleagues in the care of drug users

· demonstrate additional training and continuing professional development

· maintain the safety and training of clinical and non-clinical staff

· provide care for patients outside their own registered list (if the practice has agreed to look after such patients)

Summarised extract from NHS Supplementary Documents, National Enhanced Service, Patients Suffering from Drug Misuse

RISK
RISK SCORE:

Cost per Case – 9

Block Contract - 3

Patients claimed for did not receive this service.

VOLUME/SCOPE
In 2003/04 each practice contracted to provide these services will receive a £1,000 annual retainer, £500 withdrawal per patient per annum, and £350 maintenance per patient per annum, paid quarterly in arrears. These prices will be uprated by 3.225 per cent in 2004/05 and again in 2005/06.

From NHS Supplementary Documents, National Enhanced Service, Patients Suffering from Drug Misuse

For April 2004, there was a payment of £14,637 over 29 practices for Drug Misuse. This is a substantial understatement of the actual payments and it may be that payments are being processed under a LES payment code.

Payments are made in accordance with locally agreed plans

TIMESCALE
Decided by NHS Health Boards

METHOD 
Practice visits - 

· Checking of patient register

· Cross-Checking a x% sample from the register to patient records

Lothian, Glasgow and A&C already have audit systems in place to check this.

WHO
NHS Boards or PSD by agreement

REPORTING
Report on number of practices contracted to provide this service, number of patients at each practice receiving this service, number of practice visits, numbers checked at practice visits and results.

Payment Verification For Enhanced Care For The Homeless

DESCRIPTION
This national enhanced service will fund - 

· the development and production of an up-to-date register. 

· liaison with local statutory services and homelessness agencies

· awareness of and participation in local homelessness forums and strategies

· the proactive promotion of health services to the local homelessness community 

· flexible registration procedures allowing for permanent registration to anyone who wants it

· flexible appointment systems 

· dispensing arrangements with local 

· the provision of training to appropriate practice staff 

· provision for appropriate and regular screening assessments 

· provision of outreach services

· the use of relevant guidelines on the prescription of drugs 

· provision of a health promotion and harm minimisation programme

· appropriate referral to counselling and CPN services

· specialist assessment of the physical and mental health of homeless people

· when registering. Key elements should include:

· a high index of suspicion for conditions of TB, hepatitis B and C and HIV 

· a high index of suspicion of substance use 

· assessment of psychological well-being and referral if necessary.

· All practices involved in the scheme should conduct an annual review 

Summarised extract from NHS Supplementary Documents, National Enhanced Services, Enhanced care for the homeless.

RISK
RISK SCORE:

Cost per Case – 25

Block Contract - 5

The service is paid for but the contractor does not meet the service criteria as listed above.

There is double payment between different practices/specialist providers.

VOLUME/SCOPE
In 2003/04 each practice contracted to provide this service will receive an annual retainer of £1,000 plus an annual payment per patient (paid quarterly in arrears) of £100. These prices will be uprated by 3.225 per cent in 2004/05 and again in 2005/06. 

From NHS Supplementary Documents, National Enhanced Services, Enhanced care for the Homeless.

Payments are made in accordance with locally agreed plans and this service may often be a LES.

TIMESCALE
Decided by NHS Health Boards

METHOD 
Practice visits – Check of practice register.  Check of appropriate appointment system.  Check of Pharmacy arrangements.  Check of registration procedure against sample of x% of patients on register against patient records. Check on CHI for patient registration in multiple practices.

WHO
NHS Boards or PSD by agreement

REPORTING
Number of practices with Enhanced care of the Homeless contracts.  Numbers of practices visited.  Results of practice visits with numbers of patients cross-referenced from register to registration process in medical records.

Payment Verification For Immediate And First Response Care

DESCRIPTION
This national enhanced service will fund providers to – 

· augment the ambulance service paramedic at the request of the ambulance service in the management of cases (actual or expected) such as:

· extended on-scene time or prolonged transit time to definitive care

· entrapment

· clinical or operational considerations exceeding the paramedic protocol, training, or experience

· provide a trained response to immediate life-threatening illnesses within the accepted response times

· provide rapid, skilled medical triage when there are a number of casualties

· provide trained Medical Incident Officers (MIOs) at the scene of major incidents

· occasionally support the ambulance service during periods of extreme demand in meeting clinically critical target times

· log on or off call with control according to their other workloads

· maintain contemporaneous clinical records including relevant mission times in accordance with the local format of the ambulance service/immediate care scheme report forms. A copy should be kept for the doctor’s own records, audit and revalidation as well as medico-legal purposes. A copy of the record of the patient must travel with the patient at all times, and data shall be entered into the GP patient record. The value of digital photography and physiological parameter recordings is not to be underestimated.

Summarised extract from NHS Supplementary Documents, National Enhanced Service, Immediate and First Response Care

RISK
RISK SCORE:

Cost per Case – 25

Block Contract - 5

Patients claimed for did not receive this service.

VOLUME/SCOPE
In 2003/04 GPs contracted to provide this service will receive an annual retainer of £1200 to £1500, the exact level depending upon whether supplies are provided by the NHS Health Board or funded by the practice, plus £60 to £90 per in-hours call and £120 to £150 per out-of-hours call. These prices will be uprated by 3.225 per cent in 2004/05 and again in 2005/06.

From NHS Supplementary Documents, National Enhanced Service, Immediate and First Response Care

Payments are made in accordance with locally agreed plans

TIMESCALE
Decided by NHS Health Boards

METHOD 
Practice visits - 

Checking a x% sample of patient records

WHO
NHS Boards or PSD by agreement

REPORTING
Report on number of practices contracted to provide this service, annual retainer amount, number of hours claimed, amount paid to each practice, numbers of practices visited, number of patient records checked and results.

Payment Verification For Intra Partum Care

DESCRIPTION
This national enhanced service will fund practices to be able to - 

· develop and maintain a register of pregnant patients to whom they will be providing intra partum care. 
· support the woman and the midwife by providing advice, support, continuity of care and neonatal and maternity resuscitation
· provide a number of practical skills in addition to neonatal and maternal resuscitation which may include one or more of:
(a) induction of labour for post-maturity
(b) interpretation of cardiotocographs
(c) augmentation of labour with Syntocinon
(d) instrumental delivery (ventouse and/or low forceps)
(e) repair of episiotomy or perineum tear

· state where care is expected to be provided, either at home or in hospital

· make and keep appropriate records of care provided

· involve as appropriate and with maternal consent the woman’s midwife, family (or other lay carer), support workers, and other clinicians. 

· ensure that the woman is booked for delivery, and provide labour care

· ensure the provision of appropriate verbal and written information about the woman’s choices, local guidelines, and other relevant material, to allow the woman to be fully informed of progress and of her choices as they occur both before and during labour
· undertake continued professional development (CPD)

· undertake an annual review and audit of their care. 

· Contribute to local guideline development and to the local MSLC or similar representative committee

· work with local midwives who would be the principal carers at delivery and be funded to do so by the local maternity provider in contract with the NHS Health Board

It will also provide the practice with a fee to provide a neonatal check within twenty-four hours of birth.

Summarised extract from NHS Supplementary Documents, National Enhanced Services, Intra Partum care.

RISK
RISK SCORE:

Cost per Case – 5

Block Contract - 1

The service is paid for but the contractor does not provide intra partum care or not to the level specified.

VOLUME/SCOPE
Each practice contracted to provide this service will receive £200 per patient plus £50 per neonatal check. These prices will be uprated by 3.225 per cent in 2004/05 and again in 2005/06.

From NHS Supplementary Documents, National Enhanced Services, Intra Partum care 

Payments are made in accordance with locally agreed plans

TIMESCALE
Decided by NHS Health Boards

METHOD 
Practice visits. 

Check register of pregnant patients to whom they have provided intra partum care.

Checking x% sample from the register to patient records to cross reference for appropriate intra partum care clinical entries and neonatal check.

WHO
NHS Boards or PSD by agreement

REPORTING
Number of practices providing Intra Partum Care. Number of practice visits carried out and results containing check on register and results of checks to medical records.

Payment Verification For IUCD Fitting

DESCRIPTION
This national enhanced service will fund – 

· fitting, monitoring, checking and removal of IUCDs as appropriate
· production of an up-to-date register of patients fitted with an IUCD.
· practices to undertake regular continual professional development (CPD)
· provision of adequate equipment. 

· chlamydia screening before insertion of the IUCD and, if positive, refer for screening for other STIs. 

· the use of condoms to prevent infection
· regular assessment. 
· provision of information. Written information should be provided at the time of counseling and reinforced after fitting with information on follow-up and those symptoms that require urgent assessment

· production of an appropriate GP record
· the use of LNG-IUS for the management of menorrhagia in primary care as part of a care
· pathway agreed and developed with local gynaecology departments. 
· an annual review, which could include an audit of:
(a) the register of patients fitted with an IUCD
(b) continuous usage rates
(c) reasons for removal
(d) complications.
Summarised extract from NHS Supplementary Documents, National Enhanced Services, Intra-uterine contraceptive device fitting.

RISK
RISK SCORE:

Cost per Case - 25

Block Contract - 5

Patients claimed for did not receive this service – either the IUCD fitting or the annual review. 

VOLUME/SCOPE
In 2003/04 each practice contracted to provide this service will receive a £75 insertion fee per patient and a £20 annual review fee per patient. These prices will be uprated by 3.225 per cent in 2004/05 and again in 2005/06.

From NHS Supplementary Documents, National Enhanced Services, Intra-uterine contraceptive device fittings

For April 2004, there was a payment of £15,705 over 84 practices. An average of £186 per practice.

Payments are made in accordance with locally agreed plans. Lanarkshire are paying approximately £30k per quarter.  Health Boards could be paying on claim or by block contract.

TIMESCALE
Decided by NHS Health Boards

METHOD 
Practice visits - 

Check of practice IUCD register.  From this check x% of patients records for appropriate clinical entries covering:

· IUCD fittings

· evidence of the six week and annual review



WHO
NHS Boards or PSD by Agreement

REPORTING
Numbers of practices providing IUCD fitting.  Number of practice visits conducted.  Results of practice visits containing register check and numbers and results of patient medical records check.

3.6.4 Payment Verification For Minor Injury Service

DESCRIPTION
This national enhanced service will fund – 

· initial triage 

· history taking, relevant clinical examination, documentation

· wound assessment 

· appropriate and timely referral and/or follow up arrangements

· adequate facilities 

· registered nurses

· maintenance of infection control standards

· information to patients on the treatment options and the treatment proposed.

· transmission of all tissue removed by minor surgery for histological examination where appropriate

· maintenance of records of all procedures

· audit of minor surgery list work at regular intervals. 

Summarised extract from NHS Supplementary Documents, National Enhanced Service, minor injury service.

RISK
RISK SCORE:

Cost per Case – 25

Block Contract - 5

Patients claimed for did not receive this service.

VOLUME/SCOPE
In 2003/04 each practice contracted to provide this service will receive an annual retainer of £1,000 plus £50 per patient episode. The PCO will agree with the provider the basis on which the NES will be funded in light of the procedures to be carried out and the volume to be carried out, including setting an upper cap. This should be reviewed by the PCO and the practice when the practice is approaching the number of procedures set by the upper cap. The PCO may wish to consider the impact that the practice’s service provision is having on the reduction of demand on other services. These prices will be uprated by 3.225 per cent in 2004/05 and again in 2005/06.

From NHS Supplementary Documents, National Enhanced Service, Minor Injury services

For April 2004, there was a payment of £6610 for 12 practices. An average of £550 per practice.

Payments are made in accordance with locally agreed plans.

TIMESCALE
Decided by NHS Health Boards

METHOD 
Practice visits - 

Checking a sample of patient records for minor injury treatment from practice records.



WHO
NHS Health Boards or PSD by agreement

REPORTING
Report on practices contracted to provide this service, number of minor injury treatments preformed by practice, numbers checked at practice visits and results.

Payment Verification For Patients With Multiple Sclerosis

DESCRIPTION
This national enhanced service will fund – 

· production and maintenance of an up-to-date register of all patients with MS 

· establishing a lead contact/co-coordinator

· regular assessment

· training

· carer support

· personal health plans

· liaison with secondary care and social services

· All practices providing the service should perform an annual multi-disciplinary review which could include:

· an audit of the MS patient register, including a check on complications

· a report on the existence of an appropriate care package

· an audit of the effectiveness of symptom control techniques

· feedback from patients on the MS register and their carers using a standardized questionnaire.

Summarised extract from NHS Supplementary Documents, National Enhanced Service ,multiple sclerosis.

RISK
RISK SCORE:

Cost per Case – 25

Block Contract - 5

Patients claimed for did not receive this service.

Service not provided.

VOLUME/SCOPE
In 2003/04 each practice contracted to provide this service will receive £90 - £140 per patient per annum paid quarterly in arrears. These prices will be uprated by 3.225 per cent in 2004/05 and again in 2005/06.

From NHS Supplementary Documents, National Enhanced Service, Minor Injury services

Payments are made in accordance with locally agreed plans.

TIMESCALE
Decided by NHS Health Boards

METHOD 
Practice visits - 

Checking of patient register

Checking a x% sample from the register to patient records to cross reference patients treated for ms.

WHO
NHS Boards or PSD by agreement

REPORTING
Report on number of practices contracted to provide this service, number of ms patients at each practice, number of practices visited, result of register check, number of patient medical records checked and results.

Payment Verification For Near Patient Testing

DESCRIPTION
The treatment of several diseases within the fields of medicine, particularly in rheumatology, is increasingly reliant on drugs that, while clinically effective, need regular blood monitoring. This is due to the potentially serious side-effects that these drugs can occasionally cause. It has been shown that the incidence of side-effects can be reduced significantly if this monitoring is carried out in a well-organised way, close to the patient’s home.
This national enhanced service will fund – 

· a shared care drug monitoring service
· a register
· call and recall
· education and newly diagnosed patients
· continuing information for patients
· individual management plan
· professional links
· referral policies
· record keeping
· training
· annual review. All practices involved in the scheme should perform an annual review which could include:

· brief details as to arrangements for each of the aspects highlighted in the NES
· details as to any computer-assisted decision-making equipment used and arrangements for internal and external quality assurance
· details as to any near-patient testing equipment used and arrangements for internal and external quality assurance
· details of training and education relevant to the drug monitoring service
· details of the standards used for the control of the relevant condition
· assurance that any staff member responsible for prescribing must have developed the necessary skills to prescribe safely.
Summarised extract from NHS Supplementary Documents, National Enhanced Service, Near Patient Testing

RISK
RISK SCORE:

Cost per Case – 25

Block Contract - 5

Patients claimed for did not receive this service.

VOLUME/SCOPE
In 2003/04 each practice contracted to provide this service will receive:

· Level 1 – laboratory outreach sampling, test and dose £6 - £10

· Level 2 – PCO, Trust or other eternally funded phlebotomist or pharmacist etc., practice sample, laboratory test, practice dosing £75 - £100

· Level 3 – Practice-funded phlebotomist or pharmacist etc., practice sample, practice test, practice dosing £80 - £110

· Level 4 – Practice-funded phlebotomist or pharmacist etc., practice sample, laboratory test, practice dosing £85 - £120

In addition to the above fees, where sampling requires a domiciliary visit to a housebound patient on or behalf of the practice, and not by a member of staff employed by an NHS body to provide community health services, an additional fee would be paid for each separate address visited on that day. £3 - £5. 

These prices will be uprated by 3.225 per cent in 2004/05 and again in 2005/06.

From NHS Supplementary Documents, National Enhanced Service, Near Patient Testing

For April 2004, there was a payment of £103,158 over 387 practices.

Payments are made in accordance with locally agreed plans. Lanarkshire are paying this as a block contract.

TIMESCALE
Decided by NHS Health Boards

METHOD 
Practice visits - checking of patient register, cross-checking an x% sample from the register to patient records.

Check of call/re-call in system

WHO
NHS Boards or PSD by agreement

REPORTING
Report on number of practices contracted to provide this service, number of patients at each practice receiving this service.  Number of practices visited, results of register and call re-call check, number of patient medical records checked and results.

Payment Verification For Patients With Depression

DESCRIPTION
For a patient to be entered into this national enhanced service, their depression should be diagnosed using a combination of evidence-based diagnostic tools as well as specialist clinical judgement.

This national enhanced service will fund practices to be able to  – 

· produce and maintain an up-to-date register of depressed patients. 

· apply a multi-disciplinary approach to the treatment of depression involving CPNs, psychologists and psychiatrists where appropriate

· use cognitive behavioural therapy and other non-drug treatments where appropriate

· use screening procedures

· undertake appropriate training

· maintain personal health plans

· make referrals and inquiries as clinically indicated

· review. All practices providing the service should perform an annual review which could include an audit of:

· the register of patients suffering from depression

· anti-depressant medication (i.e. dosage and length of treatment) and its effect on treatment outcomes

· feedback from patients

Summarised extract from NHS Supplementary Documents, National Enhanced Service, Patients with Depression

RISK
RISK SCORE:

Cost per Case - 25

Block Contract - 5

Patients claimed for did not receive this service.

VOLUME/SCOPE
In 2003/04 each practice contracted to provide this service will receive an annual retainer of £1,000 plus an annual payment per patient (in arrears) of £80 to £100. These prices will be uprated by 3.225 per cent in 2004/05 and again in 2005/06.

From NHS Supplementary Documents, National Enhanced Service, Patients with Depression

Payments are made in accordance with locally agreed plans

TIMESCALE
Decided by NHS Health Boards

METHOD 
Practice visits - 

Cross-checking an x% sample from register for appropriate clinical entry. 

WHO
NHS Boards or PSD by agreement

REPORTING
Report on number of practices contracted to provide this service, annual retainer amount, number of patients treated, amount paid to each practice.  Number of practices visited, results of Register & Call/re-call check, number of patient medical records checked and results. 

Payment Verification For Sexual Health

 DESCRIPTION
This national enhanced service will fund – 

· a service for HIV testing, including pre and post test counselling

· STI screening and treatment using the most reliable testing methods available

· the practice to act as a resource to colleagues in sexual health care in primary care
· the training of GPs and GP registrars, practice nurses and other relevant staff
· effective liaison with local sexual health services and cytology and microbiology
· laboratory support and other statutory or non-statutory services where relevant
· additional training and continuing professional development for clinicians
· records kept on the advice, counselling and treatment received by patients. 
· a register of all patients being treated under the enhanced service
· appropriate arrangements for review
· costs of condoms, pregnancy testing kits and other additional resources or referral costs
· treatment of STIs without prescription charge
· effective communication with all young people 
· a holistic approach to assessment of risk of STI, HIV and/or unplanned pregnancy
· the provision of information on, testing and treatment for all STIs 
· the assurance of partner notification of relevant infections by adherence to agreed guidance
· a sound understanding of the role of different professional groups in the shared care of HIV positive patients, and those at risk of HIV
· suitable training for all staff involved with patients seen for sexual health and HIV-related conditions
· review. All practices undertaking this service will be subject to an annual review which could include an audit of:

· the number of patients seen for specific interventions
· the number of people screened and treated effectively
· attendance rates for each service offered
· gestation at abortion and follow-up contraception rates
· the number of at-risk individuals tested and immunised according to local guidance for blood-borne viruses
· age, gender, sexuality and ethnicity of patients to ensure that those most at risk from unplanned pregnancy and poor sexual health are accessing the practice.
Summarised extract from NHS Supplementary Documents, National Enhanced Service, Sexual Health.

RISK
RISK SCORE:

Cost per Case - 25

Block Contract - 5

Patients claimed for did not receive this service.

VOLUME/SCOPE
In 2003/04 each practice contracted to provide this service will receive an annual retainer of £2,000 plus an annual payment of £200 per HIV positive patient (paid quarterly in arrears) and £100 per other patient (paid quarterly in arrears.) These prices will be uprated by 3.225 per cent in 2004/05 and again in 2005/06.

From NHS Supplementary Documents, National Enhanced Service, sexual health

Payments are made in accordance with locally agreed plans

TIMESCALE
Decided by NHS Health Boards

METHOD 
Practice visits - Checking of patient register

· Checking a x% sample from the register to patient records to cross reference patients treated for sexual health

WHO
NHS Boards or PSD by agreement

REPORTING
Report on number of practices contracted to provide this service, number of patients at each practice receiving this service.  Numbers of practices visited, results of register check, number of patient medical records checked and results.

3.7 GP Practice System Security

GP Practices use of computer clinical systems to manage and record their activity is increasing, as is the use of the resultant data provided by these systems for payment purposes.  This is most notably found in the use of their GP systems to directly provide much of the data used by the QMAS system to calculate payments due as part of the Quality and Outcomes Framework.  A growing number of practices are paperless or ‘paperlite’ and as such the information used to calculate payments, or evidence service provision, will come solely from their GP computer systems.  

As a result, it is important that there should be some verification that basic system security and good operational procedures are in place at the practice to ensure the resilience of the system, the security, and therefore the accuracy, of the data held.

To gain assurance that the proper procedures are in place, the following checklist should be completed during a practice visit, by the visiting team, for any practices operating a computer clinical system.  Once the extent of the level of compliance has been ascertained, a judgement can be formed as to the degree of reliance that can be placed on the integrity of the data produced by the Practice's IT system.
The checklist should be completed through a combination of:

· reference to appropriate documentation maintained by the practice, 

· visual check of the premises

· questions to appropriate Practice Staff (or, if appropriate, Health Board IT staff outwith the practice visit)

Check
Compliance

 GP Practices should have comprehensive backup procedures.

Clear instructions of how the backups are performed.


Tapes clearly marked for each day.


Instructions of how the backup is initiated.


Instructions of how to access and read the system's backup log.


A record of the success or failure of a backup run.


Instructions of how to recover from a backup failure.


Instructions of where to keep backups - a fire safe on-site for daily backups.


Instructions on where the Friday copy is to be stored (somewhere safe off-site) and a mechanism to retrieve the tape in the event of the system administrator (or whoever deposits the tape) not being available.


Spare backup media should be held.




System Security Policy

There should be a comprehensive System Security Policy.


A process should exist on all computers to provide up to date anti-virus protection, this should be run at least daily.


A process should exist on all computers to provide up to date anti-spyware protection, this should be run at least daily.


Systems should be regularly patched to ensure that known security weaknesses are removed promptly  (security patching).


Job evaluations should have been performed and the job descriptions should be converted into 'Roles' within the Practice's systems. These roles should give the minimum authority to users, that is compatible with their job descriptions.


Every user should have a unique userid and password.


Passwords should be kept confidential.


The Policy should reference the Backup Procedure.





A user agreement should be signed.

This should include reference to all appropriate parts of the System Security Policy.


The introduction of software onto systems without prior authorisation should be banned.


The removal of information from the premises should be banned. Exceptions should be made only in documented situations. (E-mail is a common way of sending data outwith the premises).


The use of removable media (diskette, CD, USB Flash drives) should be restricted.





Computer Display Screens should not be visible to the public.


Unless a wireless network is installed in the practice then all wireless enabled machines should have the wireless feature switched off.


Any wireless networks should be secured – the SSID suppressed and the data encrypted (not WEP).


Printers should be in secure areas (printouts may contain information to help a hacker and the IP range may be visible on the printer).


Network equipment should be physically and logically secured.





Servers should be secured (physically and logically)


They should be kept in locked rooms with limited access – the room should not allow the viewing of the computer(s) or it's (their) screen(s).


They should have UPS support and software installed to enable a controlled shutdown in the event of an extended power loss.


The administrator account should be logged off at all times when the administrator is not present. 


Firewalls should comply with the NHSIA stipulations.


At least two people should have both administrator privileges on the servers and the skills to administer user accounts.





PCs


Screen saver passwords should be set on all machines with an appropriate idle time.


The terms of the NHS Code of Connection should be complied with, the signed copy of the CoC should be readily available.

1. No modems

2. All users must authenticate onto the network


No User data should be stored on PCs, but on the server(s). This is especially true of Patient Identifiable Data – this could be in the form of letters. 


PCs should be afforded the best practical physical security and where possible should be kept out of sight of the public. Cables should be kept away from passageways. 


Systems should be set to enforce a password change at regular intervals – not less than every 90 days, every 30 days would be more effective. The password length should be a minimum of six characters and have a mixed alpha and numeric content.


Stationary should be kept physically secure (such as prescriptions – both computer and written forms).


3.8 Quality and Outcomes Framework 

Introduction

The review of a Practice’s achievement under the QOF involves an annual qualitative/supportive QOF review visit intended to promote progression towards achievement of quality within practices for the current financial year.  The qualitative/supportive review process is explained in detail in the report of the Winter Working Group.

This paper sets out the payment verification requirement intended to provide assurance in respect of the validity of a practice’s QOF achievements for the preceding financial year.  This will also require visits to GP Practices for payment verification purposes, but these will be on a sample basis, which can be either random (five percent of practices/minimum of two, per year), or targeted.

There is clear separation between the two processes and the qualitative/support visit should not be regarded as part of the payment verification process.  However, given the fact that the qualitative/supportive visit takes place and is a documented process, a level of assurance on the appropriateness of payments made may be obtained.  In order to avoid both an unnecessary duplication of tasks and a burden on GP Practices, in some QOF areas (see Non-Clinical Indicators 4.15.8), appropriate assurance may be gained if the qualitative/support process has been undertaken in full, dependent on the outcome thereof.

The details of how a payment verification assessment will be undertaken are outlined in the following sections.

Clinical Indicators

3.8.1 Disease Register Integrity – 58 points

The integrity of the disease registers a practice holds is essential, as the points attributed to each indicator within in the category is based on a “% achieved” from the register’s total pool of patients.

On an ongoing basis, practices should be monitored to ascertain how their reported prevalence for each disease category compares to national and local prevalence levels, taking account of local demography.  

In addition, the integrity of each disease register should be verified during a practice visit via a “systems & processes” discussion, which should consider the following areas:

· How has each register been created?

· Why is there a difference from national and/or local prevalence, taking account of local demography?

· How is data for indicators collected?

· Do you run call/recall systems?

· How is data recorded?

Diabetes, COPD, Epilepsy, Hypothyroidism, and Asthma  - should the registers for these disease areas require further investigation, the integrity of the register should be checked by running a drug search on the practice’s system.  This search will identify patients on a particular drug/set of drugs, the prescribing of which indicates that a patient should be on the register.  The output of this search would be compared to the number of patients on the disease register, and consideration given as to the level of variance between the drug search and the disease register.  Where further investigation is deemed necessary, the clinical record will be examined to ascertain a valid reason for the identified differences between the drug search and the disease register.   

CHD, LVD, Stroke/TIA, Hypertension, Cancer and Mental Health - a method of system interrogation to provide further assurance on the integrity of registers for these disease areas still requires to be determined.

3.8.2 Exception Coding

Practices can exclude patients from the performance target within each disease category by “exception coding” them.  This means that an accepted read code has been entered into the patient’s record to reflect a valid reason for exclusion.

On an ongoing basis, practices should be monitored to ascertain how their reported levels of exception coding for each disease category compares to national exception levels.

During a visit, a “systems & processes” discussion should take place to ascertain how the practice has carried out exception coding.  This discussion should also focus on how the practice’s reported level of exception coding compares to national and local exception levels, taking account of local demography and what the reasons for any this variances are.

It should be noted that national comparisons may not always be valid, as not all practices may choose to record all exceptions i.e. if a practice has already reached the top percentage achievement level, then there would be no necessity to continue to record exceptions.  This information should be ascertained as part of the “systems and processes” discussion.

Additionally, the clinical records (paper or electronic) of a sample of exception-coded patients should be examined during a practice visit to ensure that the code has been recorded for a valid reason.  Data would be required in advance from the practice of their exception-coded patients in order that a sample can be identified for examination during the visit.

3.8.3 Data Validation – 224 points

There are 15 indicators within 9 disease categories that can be verified by the process of Data Validation.  An appropriate sample of patients for whom the indicator has been recorded should be selected, and reference should be made to either paper or electronic records for source evidence.  If reference is being made to electronic records, then this would involve the selection of several patients who have had the indicator recorded and cross reference of the entry to evidence within the appointments book and system generated audit trail.  

The indicators in question are as follows:


CHD
Stroke and TIA
Hypertension
Diabetes
COPD
Epilepsy
Cancer
Mental Health
Asthma
TOTAL POINTS

1.  Percentage of patients with X whose notes record smoking status in past 15 months (except those who have never smoked where smoking status need be recorded only once)
At 90%

7 points
At 90%

3 points
At 90%

10 points
At 90%

3 points
At 90%

6 points
N/a
N/a
N/a
At 70%

12 points
41

points

2.  Percentage of patients with X who smoke, whose notes contain a record that smoking cessation advice has been offered in last 15 months
At 90%

4 points
At 70%

2 points
At 90%

10 points
At 90%

5 points
At 90%

6 points
N/a
N/a
N/a
At 70%

6 points
33 points

3.  Percentage of patients with X in whose notes have a record of blood pressure in the previous 15 months
At 90%

7 points
At 90%

2 points
At 90%

20 points
At 90%

3 points
N/a
N/a
N/a
N/a
N/a
32 points

4.  Percentage of patients with X who have a record of influenza vaccination in the preceding 1 September to 31 March (16 years and over for Asthma) 
At 85%

7 points
At 85%

2 points
N/a
At 85%

3 points
At 85%

6 points
N/a
N/a


N/a
At 70%

12 points
30

points

5.  Percentage of patients with diabetes whose notes record BMI in the previous 15 months
N/a
N/a
N/a
At 90%

3 points
N/a
N/a
N/a
N/a
N/a
3 

points

6.  Percentage of patients where diagnosis has been confirmed by spirometry including reversibility testing for newly diagnosed patients w.e.f. 01/04/03
N/a
N/a
N/a
N/a
At 90%

5 points
N/a


N/a
N/a
N/a
5

points

7.  Percentage of all patients with COPD where diagnosis has been confirmed by spirometry including reversibility testing


N/a
N/a
N/a
N/a
At 90%

5 points
N/a
N/a
N/a
N/a
5

points

8.  Percentage of patients with COPD with a record of FeV1 in the previous 27 months
N/a
N/a
N/a
N/a
At 70%

6 points
N/a
N/a
N/a
N/a
6

points

9.  Percentage of patients with COPD receiving inhaled treatment in whom there is a record that inhaler technique has been checked in the preceding 2 years
N/a
N/a
N/a
N/a
At 90%

6 points
N/a
N/a
N/a
N/a
6

points

10.  Percentage of patients age 16 and over on drug treatment for epilepsy who have a record of seizure frequency in the previous 15 months
N/a
N/a
N/a
N/a
N/a
At 90%

4 points
N/a
N/a
N/a
4 

points

11.  Percentage of patients age 16 and over on drug treatment for epilepsy who have been convulsion-free for last 12 months recorded in last 15 months
N/a
N/a
N/a
N/a
N/a
At 70%

6 points
N/a
N/a
N/a
6

points

12.  Percentage of patients with cancer diagnosed from 1 April 2003 with a review by the practice, recorded within six months of confirmed diagnosis.  This should include an assessment of support needs, if any, and a review of co-ordination arrangements with secondary care.
N/a
N/a
N/a
N/a
N/a
N/a
At 90%

6 points
N/a
N/a
6

points

13.  Percentage of patients with severe long-term MH problems whose notes record a review in the preceding 15 months.  This review to include a check on the accuracy of prescribed medication, a review of physical health and a review of co-ordination arrangements with secondary care
N/a
N/a


N/a
N/a
N/a
N/a
N/a
At 90%

12 points
N/a
12

points



14.  Percentage of patients age 8 and over diagnosed as having asthma from 1 April 2003 where the diagnosis has been confirmed by spirometry or peak flow measurement
N/a
N/a
N/a
N/a
N/a
N/a
N/a
N/a
At 70%

15 point


15

points

15.  Percentage of patients with asthma who have had and asthma review in the last 15 months
N/a
N/a
N/a
N/a
N/a
N/a
N/a
N/a
At 70%

20 points
20 

points

TOTAL POSSIBLE QUALITY POINTS
25 points
9

points
40 points
17

points
40 

points
10

points
6 

points
12

points
65

points
224

points

3.8.4 Trend Analysis – 97 points

There is one indicator within 4 disease categories whose verification is possible via the analysis of the data values held within the practice system.  A query will be run to produce a distribution of BP readings for the practice population, which will then be compared to a nationally produced distribution.  Significant variances should be investigated via the cross referencing of a sample of entries to evidence within the appointments book and system generated audit trail.  

The indicator in question is as follows:


CHD
Stroke and TIA
Hypertension


Diabetes
TOTAL POINTS

4.  Percentage of patients with X whose last bp is 150/90 or less (145/85 or less for Diabetes)


At 70%

19 points


At 70%

5 points


At 70%

56 points


At 55%

17 points

(145/85)
97 

points

TOTAL POSSIBLE QUALITY POINTS
19 

points
5 

points
56 

points
17 

points
97 

points

Repeat Prescribing – 53 points

There are eight indicators within 5 disease categories that relate to the repeat prescribing of various drugs.

During a visit, a “systems & processes” discussion should take place covering the following areas:

· How are repeat prescribing records established for patients?

· How are repeat prescribing records updated?

· Who within the practice has authority to issue scripts?

In examining any given indicator, within any given disease category, in order to obtain further assurances as to the integrity of the system, the inclusion of the individual patient in the relevant disease register should be confirmed.

Additionally, reference should be made to electronic records to support the answers given by the practice during this discussion.  This would involve the selection of several patients who have had the indicator recorded, with the prescribing being cross referenced to evidence within the appointments book and system generated audit trail.  It should be noted however that the primary source of repeat prescribing is not the GP/patient consultation, and reference to the appointments book may therefore be of limited value.  This should be established by the answers to the “systems & processes” discussions.

The indicators in question are as follows:


CHD & LVD
Stroke and TIA
Diabetes
Epilepsy
Mental Health
TOTAL POINTS

1.  Percentage of patients with CHD whose notes record that aspirin, an alternative anti-platelet therapy, or anti-coagulant is being taken (unless a contraindication or side effects are recorded)
At 90%

7 points
N/a
N/a
N/a
N/a
7

points

2.  Percentage of patients with a stroke shown to be non-haemorrhagic, or a history of TIA, whose notes record that aspirin, an alternative anti-platelet therapy, or anti-coagulant is being taken (unless a contraindication or side effects are recorded)


N/a
At 90%

4 points
N/a
N/a
N/a
4

points


CHD & LVD
Stroke and TIA
Diabetes
Epilepsy
Mental Health
TOTAL POINTS

3.  Percentage of patients with CHD who are currently treated with a beta blocker (unless a contraindication or side effects are recorded)
At 50%

7 points
N/a
N/a
N/a
N/a
7

points

4.  Percentage of patients with myocardial infarction (diagnosed after 1/4/03) who are currently treated with an ACE inhibitor
At 70%

7 points
N/a
N/a
N/a
N/a
7

points

5.  Percentage of patients with LVD who are currently treated with an ACE inhibitor (or A2 antagonists)
At 70%

10 points
N/a
N/a
N/a
N/a
10

points

6.  Percentage of patients with diabetes with proteinuria or micro-albuminuria who are treated with an ACE inhibitor
N/a
N/a
At 70%

3 points
N/a
N/a
3

points

7.  Percentage of patients age 16 and over on drug treatment for epilepsy whose notes show a record of medication review in the previous 15 months
N/a
N/a
N/a
At 90%

4 points
N/a
4

points

8.  Percentage of patients with severe long-term MH problems whose notes record a review in the preceding 15 months.  This review to include a check on the accuracy of prescribed medication, a review of physical health and a review of co-ordination arrangements with secondary care 
N/a
N/a
N/a
N/a
90%

11 points
11

points

TOTAL POSSIBLE QUALITY POINTS
31 

points
4

points
3   

points
4

points
11

points
53

points

3.8.5 Lab Tests – 92 points

There are 11 indicators within 5 disease categories that relate to the carrying out and recording of results of lab tests.

During a visit, a “systems & processes” discussion should take place covering the following areas:

· How are lab results obtained?

· How is lab results input into the patient’s record?

· Who within the practice has responsibility for ensuring that lab results have been received and entered into the practice system?

If lab results are automatically downloaded into the practice’s system, then further verification is not required in respect of these indicators.  For practices that do not receive results in this manner, then verification would involve the selection of several patients who have had the indicator recorded making reference to either paper or electronic records for source evidence.  In paper-light practices, this is likely to involve cross-reference with scanned images of the test results.

The indicators in question are as follows:


CHD
Stroke and TIA
Diabetes
Thyroid


Mental Health
TOTAL POINTS

1.  Percentage of patients with diabetes who have a record of HbA1c or equivalent in the previous 15 months.  
N/a
N/a
At 90%

3 points
N/a
N/a
3 

points

2.  Percentage of patients with diabetes for whom the last HbA1c is 7.4 or less (or equivalent test/reference range depending on local laboratory) in the previous 15 months.  
N/a
N/a
At 50%

16 points
N/a
N/a
16 points

3.  Percentage of patients with diabetes for whom the last HbA1c is 10 or less (or equivalent test/reference range depending on local laboratory) in the previous 15 months.


N/a
N/a
At 85%

11 points
N/a
N/a
11 points


CHD
Stroke and TIA
Diabetes
Thyroid


Mental Health
TOTAL POINTS

4.  Percentage of patients with diabetes who have a record of micro-albuminuria testing in the previous 15 months (exception reporting for patients with proteinuria)
N/a
N/a
At 90%

3 points
N/a
N/a
3 

points

5.  Percentage of patients with diabetes who have a record of serum creatinine testing in the previous 15 months.
N/a
N/a
At 90%

3 points
N/a
N/a
3 

points

6.  Percentage of patients with hypothyroidism with thyroid function tests recorded in the previous 15 months.  
N/a
N/a
N/a
At 90%

6 points
N/a
6 

points

7.  Percentage of patients with X whose notes have a record of total cholesterol in the last 15 months
At 90%

7 points
At 90% 

2 points
At 90% 

3 points
N/a
N/a
12

points

8.   Percentage of patients with X whose last measured cholesterol (measured in the last 15 months) is 5mmol/l or less
At 60%

16 points
At 60%

5 points
At 60%

6 points
N/a
N/a
27 points

9.  Percentage of patients on lithium therapy with a record of lithium levels checked within the previous 6 months.  
N/a
N/a
N/a
N/a
AT 90%

3 points
3 

points

10.  Percentage of patients on lithium therapy with a record of serum creatinine and TSH in the preceding 15 months.
N/a
N/a
N/a
N/a
90%

3 points
3 

points

11.  Percentage of patients on lithium therapy with a record of lithium levels in the therapeutic range within the previous 6 months
N/a
N/a
N/a
N/a
90%

5 points
5 

points

TOTAL POSSIBLE QUALITY POINTS
23

points
7 

points
45 points
6

points
11

points
92

points

Referrals – 26 points

There are 5 indicators within 3 disease categories that relate to referring of a patient for a specific procedure to be carried out.

During a visit, a “systems & processes” discussion should take place covering the following areas:

· How are referrals made?

· How is a referral entered into the patient’s record?

· Who within the practice has responsibility for ensuring that the results of a specific referral are entered into the practice system?

Additionally, reference should be made to electronic records to support the answers given by the practice during this discussion.  This would involve the selection of several patients who have had the indicator recorded, with the referral being cross-referenced to either the paper or electronic records for source evidence.  In paper-light practices, this is likely to involve cross-reference with scanned images of the referral letter and results.

The indicators in question are as follows:


CHD
Stroke and TIA
Diabetes
TOTAL POINTS

1.  Percentage of newly diagnosed angina (diagnosed after 01/04/03) who are referred for exercise testing and/or specialist assessment
At 90%

7 points
N/a
N/a
7 

points

2.  Percentage of patients with a diagnosis of CHD and left ventricular dysfunction (diagnosed after 01/04/03) which has been confirmed by echocardiogram
At 90%

6 points


6 

points

3.  Percentage of patients with presumptive stroke (presenting after 01/04/03) who have been referred to confirmation of the diagnosis by CT or MRI scan
N/a
Ay 80%

2 points
N/a
2

points

4.  Percentage of patients with diabetes who have a record of retinal screening in the previous 15 months
N/a
N/a
At 90%

5 points
5

points


CHD
Stroke and TIA
Diabetes
TOTAL POINTS

5.  Percentage of patients with diabetes with a record of presence or absence of peripheral pulses in the previous 15 months
N/a
N/a
At 90%

3 points
3

points

6.  Percentage of patients with diabetes with a record of neuropathy testing in the previous 15 months
N/a
N/a
At 90%

3 points
3

points

TOTAL POSSIBLE QUALITY POINTS
13

points
2

points
11

points
26

points

Non-Clinical Indicators – 500 points
3.8.6 The Qualitative/Supportive Visit – 209 points

The qualitative/supportive visit detailed in the report of the Winter Working Group has been reviewed to ascertain the extent to which it can provide assurance in respect of the validity of a practice’s QOF achievements for non-clinical indicators.  

Each of the Organisational indicators and the Additional Services indicators within the QOF requires to have written evidence which a practice would be expected to produce for a qualitative/supportive visit.

The evidence is categorised as follows:

· Grade A – to be submitted to the NHS Board in advance of a visit

· Grade B – to be available in the practice at the visit

· Grade C – optional or used in the event of an appeal

The nGMS Contract details exactly which level of evidence relates to which specific indicator.

During the annual qualitative/supportive visit, the extent to which the written evidence is assessed will depend on the type of accreditation already held by the practice to be visited:


PAS v1a/QPA v7 (Current)
PAS/QPA In Date (Current)
No Accreditation

Grade A Evidence
Not required
Partially exempt – review appropriate documentation prior to supportive visit
All Grade A Evidence required – review all documentation prior to supportive visit

Grade B Evidence
Not required
Review Grade B evidence for the 2 domains selected during supportive visit
Review Grade B evidence for the 2 domains selected during supportive visit

NHS Boards will therefore require to be fully aware of the type of accreditation their practices hold, and ensure the visiting team is furnished with this information.

Provided that NHS Boards conduct their qualitative/supportive visits in the manner described above, this process will provide an appropriate level of assurance for the Organisational indicators (184 Points) and the Additional Services indicators (25 points).  In order therefore to avoid duplication, no further work will be undertaken during a QOF payment verification visit in respect of these indicators.  

It should be noted that in addition to the review of written evidence, the qualitative/supportive visit will assess three clinical domains, two of which are chosen by the visiting team and one by the practice.  As this assessment is in keeping with the qualitative/supportive nature of the visit, it will not be sufficient to meet the standard required for the purposes of payment verification. 

Any areas of concern identified during the qualitative/supportive process may be subject to further review.  It should be noted that if a qualitative/supportive visit is halted due to issues of concern, the verification of organisational indicators that it provides must be completed at a later date.  NHS Boards should also consider any areas of unsubstantiated or unsatisfactory outcomes in relation to the payment verification process.

3.8.7 Additional Services CS1 - 11 points

Payment for the CS1 indicator is actioned by PSD via the manual input of achievement data from the screening systems utilised by the NHS Boards.  The achievement data held on screening systems is the subject of routine review by NHS Boards, with further independent verification being provided via the laboratory assessment of samples.  In addition, this indicator is also subject to review as part of the qualitative/supportive visit.  No further verification is therefore required in respect of this indicator.

3.8.8 Patient Experience – 100 points

Under the PE4 indicator, the practice must discuss the annual patient survey together as a team and then with either a Non-Executive Director from the NHS Board or with a patient group.  The documentation from this review process should be obtained as evidence of the achievement of this indicator.

3.8.9 Holistic Care – 100 points

This category will be generated from the system, based on the breadth of achievement across the various clinical domains.  

Providing that assurances have been obtained as to the integrity of QMAS, no further verification will be required.

3.8.10 Quality Practice – 30 points

This category will also be generated from the system, based on the breadth of achievement across the organisational, patient experience and additional services domains.

Providing that assurances have been obtained as to the integrity of QMAS, no further verification will be required.

3.8.11 Access Bonus – 50 points

A method of validation, which will commence in the 2005/6 financial year, is currently under development in conjunction with SEHD.  
QOF – Payment Verification Methodologies

3.8.12 Implementation

The QOF payment verification visit should take place in 5%, or a minimum of two, randomly selected practices each financial year.  Targeted visits may also take place, but as an addition to random visits.

The QOF payment verification visit may be carried out on its own, or at the same time as either the annual qualitative/supportive QOF review visit or the Additional/Enhanced Services payment verification visit.  It is for PSD and Boards to agree this locally, however it is recommended that the visit be made as close to the payment date as is possible.  The principles detailed in Appendix A – Clinical Inspection of Medical Records/Practice Visits are applicable to this visit.

The sample size for the practice visit would not normally exceed that which it is practical to review in a 2-3 hour session.  However the following testing categories must be covered during a visit:

· Disease Register Integrity (58 points)

· Exception Coding

· Trend Analysis (97 points)

· Lab Tests (92 points) – if lab results are automatically downloaded into the practice’s system, then further verification is not required in respect of this category.

The remaining testing categories (Data Validation, Repeat Prescribing, and Referrals) carry a total of 330 points.  There are a total of 28 tests within these categories which could be carried out, however in keeping with the spirit of risk assessment, the practice’s achievement in respect of the relevant indicators should be assessed in QMAS, and a sample of tests chosen accordingly.  Where possible, this selection should endeavour to cover as many of the disease categories as possible.

There are two elements of QOF verification that do not take place during a visit, namely the monitoring of disease prevalence and exception coding.  Both of these tasks should be added to the Payment Verification Task List, which facilitates the discussion between Practitioner Services and NHS Boards as to who carries out the verification tasks in respect of each payment element of the nGMS contract.

3.9 GMS Payments – Liaison between NHS Boards, PSD and CFS

4.16.1
For all categories of GMS payments, it is important that any matters of concern arising from the work undertaken by PSD or NHS Boards are acted upon quickly and appropriately.

4.16.2
The content for the reporting of payment verification is specified in the payment verification tables.  This should be compiled as documentation to provide information on the level of checking carried out in each NHS Board area, highlighting any specific issues of interest.  Due to the fact that the new guidance covers work carried out collaboratively by both NHS Boards and Practitioner Services, local agreement will be required as to how best to address the reporting mechanism, to minimise duplication and effort, but ensure the principles contained in the guidance are adhered to.  

4.16.3
If this work highlights any areas of concern, as with the former GMS contract, this will immediately be notified to CFS.  Consultation will then take place between appropriate parties, and a decision made as to how the matter will be taken forward, in line with the CFS/NHS Board Partnership Agreement.

4 Ophthalmic Payments

Since 1st July 2001, Practitioner Services (Ophthalmic) has been operating a computerised payment system (Optix) as well as an optical character recognition system, which combine to undertake extensive pre-payment validation on 100% of ophthalmic claims.  This is now a national system and since the move to a single payment date (July 2002) the system has provided extensive comparable data for Payment Verification.  

Payment Verification is undertaken by a monitoring team based in Edinburgh and includes the Scottish Optometric Reference Service (SORS), which is undertaken by a professionally qualified ophthalmic officer. The team works in co-operation with NHS Boards (NHSB), Counter Fraud Services (CFS) and the ISD as sources of specialist advice.    

4.1 Level 1

The payments system will automatically carry out 100% Level 1 checks including:

· Validation of prescription details and change in prescription as defined by ISO8980 1 & 2;

· Validation of claim form, including fees claimed/allowed and time limits for form submission;

· Frequency of testing and re-test codes;

· Duplication of claims;

· Practitioner details and identification stamp;

· Existence of practitioner signatures;

· Existence of patient’s or patient’s representative signatures;  

· Patient details check and patient matching with patient history;

· Link of GOS 3 to GOS 1 and GOS 4 to GOS 3 where available; 

· Patient exemption type – evidence produced;

· Age/entitlement.

· PCO prior approval received where required.

Where claims fail the validation within the Optix system, they are returned to the practitioner unpaid and seeking clarification.

Where these checks highlight that a patient has visited more than 1 optometrist/ophthalmic medical practitioner within a short period of time and been issued with vouchers on each occasion without an apparent clinical reason, the case will be passed immediately to the patient fraud manager of the CFS. 

4.2 Level 2

Payment verification at Level 2 consists of the production and analysis of statistical information.

Patterns of Prescribing. Practices with high or unusual prescribing patterns are highlighted from the claims received within the relevant quarter.  Each of the following are assessed for their level of prescribing in each NHS Board area:

· Number of sight tests

· Number of sight tests compared to number of vouchers issued. 

· Domiciliary visits and the number of sight tests undertaken in a single day

· Tints;

· Prisms;

· Supply of 2 pairs rather than bifocals 

· Complex lenses;

· Small frame supplements;

· Small frame replacements;

· Repairs and replacements;

· Earnings

· Cost per case.

Other ad hoc reports will also be produced to provide NHSB’s with general prescribing information e.g. the use of early retest codes.

Where concerns are highlighted from the level 2 checks, and following discussion with the NHSB’s (including input from them on local factors), further investigations will be undertaken at Level 3.

4.3 Level 3

Level 3 validation will be undertaken on high or unusual prescribing patterns (identified at level 2) or where the level 4 sampling process proves unsatisfactory or inconclusive.  Level 3 checking may include:

· Further analysis of claims and prescribing patterns;

· Asking the practitioner for their observations;

· Requesting record cards;

· Sending letters to specific patients;

· Cases passed to the SORS for examination of patients, targeted at those practices where the monitoring system indicates a potential area of concern.

Where the outcome of level 3 checking is inconclusive or raises concern, cases will be discussed with the NHSB and CFS.

4.4 Level 4

Random Sampling.  The ophthalmic monitoring team will carry out sampling of claims received on a 0.5% (6000) sample. The sample size will be assessed annually and adjusted depending on the overall level of misclaiming uncovered. Sampling uses the following methods:


- Random requests for record cards

- Random letters to patients e.g. to confirm that glasses or contact lenses were supplied where a voucher was claimed.
A Risk Assessment matrix will be used to quantify the number of claims to be assessed for each item and the overall sample size. 

Any concerns or issues raised at this level will be referred to Level 3 for further investigation.

4.5 The Scottish Optometric Reference Service (SORS)

The SORS will undertake targeted examination of patients based on concerns raised at level 3 and may undertake random testing as part of level 4.  Verification of glasses/contact lenses issued will be undertaken.  The testing of sight will also be taken in exceptional cases.
The checks undertaken by the SORS will include:

· Existence of patient;

· Confirmation of signature and exemption status check (evidence will not be requested);

· Confirmation that, where a voucher payment was claimed, glasses or contact lenses were supplied;

· Confirmation that, where 2 vouchers were claimed, 2 pairs or glasses or contact lenses were dispensed;

· Confirmation that, where tints or prisms were claimed, these were supplied; 

· Confirmation that, where a small frame supplement was claimed, this was supplied;

· Confirmation that, where a small frames supplement was claimed, this was for a child aged under 7 years;  

· Confirmation that the prescription matches the voucher and/or supplement issued and claimed.

4.6 Issues Other Than Payment Verification

Unlike its dental equivalent, the sole focus of the Scottish Optometric Reference Service is on payment verification/probity issues and reports to NHS Boards will concentrate on these. Since testing of sight will not be the norm, issues other than payment verification should arise rarely.  However, if the optometric reference officer discovers a condition in a patient which in his opinion requires treatment in the course of sight testing, he should refer the case back to an ophthalmic contractor who in almost every case will be the original prescriber, with a brief explanation.  In ocular emergencies only, referral will be to a GP or hospital.

4.7 Liaison with NHS Boards and CFS

For all Ophthalmic payments, it is important that any matters of concern arising from the PV work are acted upon quickly and appropriately.

The PV (Ophthalmic) team at PSD will therefore supply quarterly reports to the NHS Boards detailing the verification work they have undertaken. 

If this work highlights areas of concern regarding probity, then the NHS Board and the CFS will be notified.  Consultation will then take place between the parties and a decision made on how to proceed, in line with the CFS/NHS Board Partnership Agreement.    

5 Pharmaceutical Payments

5.1 Primary Care Information Group

6.1.1
The Primary Care Information Group (PCIG) produces monthly monitoring Performance Indicator Reports in respect of:

· Percentage of prescriptions for which patient charges collected - 

(mean + highest & lowest %age collected – top ten);

· Average gross value of prescriptions - 

(mean + highest & lowest value reimbursed – top ten);

· Urgent fees paid - 

(mean + highest & lowest value claimed – top ten);

· No. of instalment dispensing fees/100 scripts – 

(mean + highest & lowest no. claimed – top ten);

· %age of scripts with a GIC less than xxx – 

(mean + highest & lowest %age collected – top ten);

· no. of controlled drug fees/100 scripts – 

(mean + highest & lowest no. claimed – top ten);

· out of pocket expenses – 

(mean + highest & lowest value claimed – top ten);

· % age change in total no. of scripts since last month;

· %age change in the average gross value of scripts since last month;

· oxygen mileage claims by pharmacy contractors – top ten;

· total mileage claimed for oxygen delivery by pharmacy contractors – top ten.



6.1.2
Whilst these Performance Indicator Reports will continue to be sent to Health Boards, PV staff will be responsible for undertaking a monthly review of the reports, in conjunction with the Health Board Pharmacy Advisers, which will ensure that appropriate outliers are investigated.



5.2 Level 1

6.2.1
The payments system will automatically carry out a 100% Level 1 check on various fees including: 

· Foreign Prescriptions

· Urgent Prescriptions

· Unknown Items

· Minimum Gross Ingredient Cost (Less than £0.01)

· Out of Pocket Expenses

· High Gross Ingredient Cost (Greater than £200.00)

· Rejected Items

· Unusual Fees

· Pay and Report Prescriptions

This is detailed in the Confirmation Reporting Departmental Report (CBR002) and is available on request from Payment Verification (Pharmacy).

A 100% manual check will be made for professional advice claims by PSD Payments Staff.


5.3 Level 2

6.3.1
PV staff will undertake a Level 2 check on a 1% random sample of claims of the Top Ten Outliers as identified in the PCIG monthly outlier report in respect of:

· instalment dispensing fees;

· individual oxygen mileage claims;

· controlled drugs;

· out of pocket expenses.

PV staff will undertake a Level 2 check on a 100% sample of claims as identified in the PCIG monthly outlier report in respect of:

· urgent fees.

PV staff will undertake a Level 2 check on a 1% random sample of claims in respect of:

· supervised methadone dispensing fees

where this is paid by DCVP.

PV staff will undertake a Level 2 check on a 1% random sample of claims in respect of:

· cross border flow (formerly: out of area scripts).

These checks will include;

· verification of the payment information from the centralised pharmaceutical data warehouse with the individual claims;

· scrutiny of invoices; 

· checking relevant details with Health Board e.g. Pharmacy opening hours;

· checking mileages between Pharmacy premises and patients’ addresses;

· contacting the patient to confirm that the service was provided;

· ensuring prescriber and dispenser codes are correct in respect of cross border flow 

· ensure prescribing/dispensing complies with regulations 



6.3.2
PV staff will also undertake a Level 2 random sample check on: -

· drugs dispensed – high volume;

· drugs dispensed – pack size;

These checks will include;
· undertaking a statistical analysis of the information from the centralised pharmaceutical data warehouse;

· contacting the patient to confirm that the service was provided.

The number of contacts with patients will be determined, inter alia, by staffing resources.

5.4 Level 3

6.4.1
Where the outcome of the above checking proves unsatisfactory or inconclusive, this will be reported to the Health Board on a quarterly basis.  PV staff will undertake a Level 3 check on direction from the Health Board  i.e.

· extended sample of patient letters

and/or

· undertaking a clinical inspection of patient medication records.



5.5 Level 4

6.5.1
PV Staff will undertake a Level 4 check on Pharmacies chosen at random

These checks will include;

· selecting a random sample of claims and checking these claims against the patient medication records from the pharmacy

The level of this check will result in a minimum of 1% of all pharmacies having records inspected annually, and will involve the confirmation of a sample of claims across all payment categories. 



5.6 Minor Ailments Scheme

6.6.1
PV staff will undertake a Level 2 check on registered patients.

This check will include;

· contacting the patient to confirm that the patient registered for this scheme.

Where the outcome of the above checking proves unsatisfactory or inconclusive, this will be reported to the Health Board on a quarterly basis.  PV staff will undertake a Level 3 check on direction from the Health Board  i.e.

· extended sample of patient letters

The number of contacts with patients will be determined, inter alia, by staffing resources.



Dispensing Doctors

6.7.1
The Primary Care Information Group (PCIG) produces monthly monitoring performance indicator reports in respect of;

· average value of drugs (excluding part 7 items) – Top 10

· average value of part 7 items – Top 10

· %age generic dispensing – Top & Bottom 10

· part 7 GIC as a %age of total GIC – Bottom 10

· average value of appliances – Top 10

· GIC by pay type - Scotland



6.7.2
Whilst these Performance Indicator Reports will continue to be sent to Health Boards, PV staff will be responsible for undertaking a monthly review of the reports, in conjunction with the Health Board Pharmacy Advisers, which will ensure that appropriate outliers are investigated.



6.7.3
The payment system will automatically carry out a 100% Level 1 check on:

· Unknown Items

· Minimum Gross Ingredient Cost (Less than £0.01)

· High Gross Ingredient Cost (Greater than £200.00)

· Rejected Items

· Unusual Fees

· Pay & Report



6.7.4
Level 2 Checks – 100%

· PV staff will analyse patient charges remitted against those identified by the payment system.  



6.7.5
PV staff will inform the NHSBs of the areas of concern resulting from the Level 2 checks.  PV staff will then undertake a Level 3 check on direction from the trust.  These checks will include

· contacting the patient to confirm the service was provided

· checking x% sample of prescriptions for charge status



6.7.6
PV staff will undertake a Level 4 check on 1% of dispensing doctors chosen at random.  These checks will include;

· contacting the patient to confirm the service was provided

· passing of information to the NHSB Medical Advisor to conduct a practice visit to confirm medication in patient notes – where patient letters prove unsatisfactory or inconclusive



5.7 Appliance Suppliers

6.8.1
The payment system will automatically carry out a 100% Level 1 check on various elements of appliance suppliers prescription claims.



6.8.2
Level 2 checks

· PV staff will analyse patient charges from the centralised pharmaceutical data warehouse

· PV staff will analyse the following elements and provide a breakdown to the trust by appliance supplier

· GIC of measured and fitted appliance items

· GIC of non measured and fitted appliance items

· Average gross value of prescriptions



6.8.3
PV staff will undertake a Level 3 check on direction from the trust.  These checks will include;

· contacting the patient to confirm the service was provided



6.8.4
PV staff will undertake a Level 4 check on one appliance supplier chosen at random per annum due to the low volume of appliance suppliers 

(currently 13 contractors).  These checks will include;

· contacting the patient to confirm the service was provided



5.8 Pharmaceutical Payments – Clinical Inspection of Patient Records

6.9.1
As detailed at Para 3.1 above, it is intended that PV teams will arrange for the inspection of patient medication records in the following two circumstances:

Level 3 PV Checks:

· in order to pursue the outcome of any claims identified at Level 2 as  requiring further investigation; or

· where the formal assessment of the level of risk associated with a particular payment category indicates that such inspection would be beneficial.

Level 4 PV Checks:

· PV Teams will undertake examination of records on a 1% sample of pharmacies chosen at random.



6.9.2
With respect to Level 4 examination of records, a minimum of 1% of all pharmacies will have records inspected annually; the examination to involve the confirmation of a sample of claims across all payment categories.

Again, the size of the sample of claims to be checked will require to be statistically valid.  This will be influenced by the number of claims submitted by individual pharmacies, and the types and frequency of errors detected.



6.9.3
PV teams will always consult with NHSBs when patient records are to be examined with a view to working jointly whenever possible.



5.9 Pharmaceutical Payments – Liaison with NHS Boards and CFS

6.10.1
For all categories of pharmaceutical payments, it is important that any matters of concern arising from the work undertaken by the PV Teams are acted upon quickly and appropriately.



6.10.2


The PV team at PSD (Pharmacy) will therefore supply quarterly reports to the NHSBs, detailing the verification work that they have undertaken.



6.10.3
If this work highlights any areas for concern, this will immediately be notified to both NHSB and the CFS.  Consultation will the take place between all three parties, and a decision made as to how the matter will be taken forward, in line with the CFS/NHSB Partnership Agreement. 



6 Dental Payments

6.1 Introduction

7.1.1
Practitioner Services (Dental) operates under the aegis of the Scottish Dental Practice Board (SDPB) whose powers are set out in statutory regulations.  These powers are summarised in - Guide to the Functions of the SDPB.



7.1.2
Practitioner Services (Dental) operates a computerised payments system (MIDAS) as well as an optical character recognition system (Pro-Form), both of which undertake extensive pre-payment validation on dental payment claims.  Electronic Data Interchange (EDI) is now accepted by MIDAS and the checks noted below apply equally to scanned paper claim input and data fed through EDI.



7.1.3
The PV team in Dental is known as the monitoring team and includes five professionally qualified dental advisers.  The team works in close co-operation with Healthcare Information Group (within the Information Services Division) as the source of statistical advice.

6.2 Level 1

7.2.1
The payments system.
This will automatically carry out Level 1 checks for 100% of claims including:

· each item of service claimed is code validated and scrutinised against the Statement of Dental Remuneration in respect of the fee, and any provisos or time-limits that apply to it;

· checking that the total value is below the prior approval limit;

· the completion of mandatory fields;

· duplication of claims;

· existence of dentist signatures and authorised identification stamp;

· existence of patient signature;

· matching the patient details with the national database;

· checking the patients registration with the dentist;

· checking the patients date of birth for age - exemption



7.2.2

7.2.3
Prior Approval.

All claims above the Prior Approval limit require to be submitted for checking before treatment is carried out. These are assessed for both clinical and financial appropriateness. 

This Level 1 check is equivalent to over 1% of all claims made for the GDS in Scotland, annually. 

It should be noted that Dental are currently working on a link between MIDAS and CHI which will further improve checking in respect of capitation payments.  It is planned to introduce these Level 1.



6.3 Level 2

7.3.1
The Dental monitoring team will carry out a Level 2 check on a minimum 1% sample of contractors, in respect of:

· items of service (risk assessed);

· patient registration and list size;

· level of earnings;

· cost per claim and throughput.

These checks will be based on the findings of trend analysis provided by the MIDAS system and Business Objects.



6.4 Level 3

7.4.1


Where the outcome of the above checking proves unsatisfactory or inconclusive the monitoring team will undertake Level 3 checking as appropriate including:

· trapping all claims from an identified practitioner, prior to payment, for further assessment;

· applying the ‘prior approval by targeting’ regulation;

· applying the ‘special prior approval’ process;

· sampling patient record cards;

· detailed assessment of the dentists prescribing pattern in conjunction with patient histories and record cards;

· referral of the patient for clinical examination by the Scottish Dental Reference Service to confirm that the treatment was provided.



6.5 Level 4

7.5.1
Practitioner Services (Dental) does not carry out practice visits and currently has no powers to do so.  However, it does, through the Scottish Dental Reference Service (SDRS), undertake random and targeted examinations of patients. There are approximately 10,000 referrals made to the SDRS annually which equates to 0.3% of all claims for treatment for the GDS in Scotland.

The checks undertaken by the SDRS include:

· existence of patient;

· confirmation of registration with dentist;

· confirmation of signature and exemption status check;

· requirement for items of service (as applicable);

· provision of items of service;

· standard of treatment.

Any practitioner who receives an unsatisfactory report from the SDRS, in relation to the validity or standard of treatment provided to his/her patient, is automatically referred back for assessment at Level 3 and will have further cases selected and referred to the SDRS.

6.6 Dental Payments – Liaison with NHS Boards and CFS

7.6.1
For all categories of dental payments, it is important that any matters of concern arising from the work undertaken by the monitoring team are acted upon quickly and appropriately.



7.6.2
The monitoring team will supply quarterly reports to the NHS Boards, detailing the verification work that they have undertaken.



7.6.3
If this work highlights any areas for concern, this will immediately be notified to both the NHS Board and the CFS.  Consultation will then take place between all three parties, and a decision made as to how the matter will be taken forward, in line with the CFS/NHS Board Partnership Agreement.



Appendix A – Clinical Inspection of Medical Records/Practice Visits

1. Background

1.1
As detailed in the circular, one of the methods of verifying payments under the nGMS contract is to carry out a practice visit.  During such a visit, certain payments made to the practice will be verified to source details i.e. patient’s clinical records.  These clinical records may be paper based or electronically held.

1.2
At present, the verification process will require manual access to named patient data.  However, work is currently underway to develop electronic methods of interrogation which may allow the anonymity of patients to be preserved.

1.3
These visits may be carried out as a result of random selection, or for targeted purposes.

1.4
Particular attention has been paid to minimising the use of identifiable personal data in the payment verification process.  

Practices should try to ensure that all patients receive fair processing information explaining about these visits briefly – this can be done when the patient registers or visits the surgery. 

2
Selection of Practices

2.1
Practitioner Services and NHS Boards will make the selection of practices jointly.  

2.2
For random visits, 3% of practices are required to be visited in regard of a number of GMS payments (as indicated in this guidance) and 5% in regard of Quality and Outcomes payments, each financial year.  Targeted visits may be carried out where either Practitioner Services or the NHS Board have identified a need for such a visit to be carried out.

2.3
Practices will be advised of when the visit will take place, and whether they have been selected on a random or targeted basis.

3.
Selection of Records

3.1
In advance of the visit, a number of patient’s clinical records will be identified for examination.  

3.2
For payments where data is held centrally, this will be possible via access to the Community Health Index, or on the various screening systems used throughout the country.   

3.3

For payments where information is not held centrally, the practice will be asked to identify patients to whom they have provided the services selected for payment verification.  

3.4
This information should be submitted to PSD via secure e-mail, or on disc or paper format through the normal delivery service used for medical records.  

3.5
The information will require to cover a minimum time period, to give a reasonable reflection of activity, but also minimise the number of patients involved.  This information should be specific to the service concerned, but should only detail the CHI number and date of service for the patients concerned.

3.6
From the above sources, a sample will be identified for examination during the visit.  The visiting team will require to ascertain the identity of only the patients selected for audit during the visit.  This is necessary to facilitate a quick retrieval of records by the practice and a quick audit of notes by the visiting team.  

3.7
Once the practice visit is completed, outcome agreed and no further audit is required, the entire list, from which the sample was taken, will be destroyed.

3.8
The total number of patient records identified for examination would not normally exceed that which it is practical to review in a 2-3 hour session.  The numbers of records selected in each payment area will be determined by a risk methodology consistent with that applied to the payment tables in the circular, thus ensuring that a minimum number of records are accessed for the purposes of verification.

3.9
On arrival, the practice will be advised which clinical records will be examined and will require to make these available to the visiting team.

4
Visiting Team

4.1
The team visiting the practice will comprise representatives from both Practitioner Services and the Health Board.  A GP who is independent to the practice should also attend.  In order to ensure independence, it may be appropriate to utilise a GP from a neighbouring NHS Board area. 

4.2
As all members of the visiting team are NHS staff/contractors, they are contractually obliged to respect patient confidentiality and are bound by the NHS code of practice.

4.3
Only the GP advisor will be required to access the clinical records.  They may also be required to provide guidance in discussions with the practice.

4.4
The team members conducting the visit will be appropriately familiar with the nGMS contract.

5.
Examining the Clinical Records

5.1
The visiting team should be afforded sufficient space and time to examine the clinical records to ascertain whether evidence exists to verify that the payment made to the practice was appropriate.  Only the parts of the record relevant to the verification process will be inspected.

5.2
The audit should be carried out in a private, non-public area of the practice where patient confidentiality can be observed, and clinical details can be discussed where necessary out-with the earshot of patients.

5.3
A member of the practice staff should be available to assist with the location of evidence, should it prove problematic.  

5.4
The visiting team should provide the GP practice with an annotated list of all the records examined during the visit, signed by the visiting GP.  The practice will be advised to securely retain this list for a period of not less than seven years, in order to maintain an audit trail of the patient records accessed by non GP practice staff.

5.5
It is recommended good practice that where electronic records are being accessed by the GP from the visiting team, the GP practices grants access to the computer system via a ‘read only’ account.

6.
Concluding the Visit

6.1
Once the examination of the clinical records is complete, the visiting team should discuss their findings with the practice.  The practice should be advised of the following:

· Which payments were verified, and which payments were not

· Whether an extended sample of clinical records require to be examined/further investigation carried out

· What actions the practice are required to take as a result of the visit

· Whether recoveries require to be made as a result of the visit, and the terms according to which they will be made.

These discussions, and the agreements reached, should form the basis of the Practice Visit Report.

7.
Practice Visit Report

7.1
The report should be drafted as soon as possible following the visit, and sent to both the practice and NHS Board for comment.  

7.2
Every attempt should be made to minimise the use of patient identifiable data in the visit report.  In particular, the identity of patients should be withheld in the copy of the report sent to the NHS Board. 

7.3
The conclusions resulting from a visit, and any further action required, will be clearly and consistently shown in the report to facilitate equitable assessment of practices.  

7.4
Once agreed, a copy of the report will be held by the practice, the Health Board and Practitioner Services. 

Appendix B

GMS Summary Payment Verification Matrix

SERVICE
Pre-authorisation probity check (100%)
Check of Payment Authorisation (100%)
Data Quality Checks (CHI)
Monitoring
Documentary
Review Patient Records-Visit to practices (3%)

 
 
 
 
 
 
 

Global Sum (Capitation Used)
PSD
PSD
PSD
PSD
 
NHS Boards/PSD

Temporary Patients
PSD
PSD
 
PSD
 
 

Seniority
PSD
PSD
 
 
PSD
 

PMS/17C
NHS Boards
PSD
 
 
 
 

Payments for Specific Purposes
NHS Boards
PSD
 
 
 
 

Global Sum Opt Outs
NHS Boards
PSD
 
 
 
NHS Boards/PSD

 
 
 
 
 
 
 

DES - Minor Surgery
NHS Boards
 
 
 
 
NHS Boards/PSD

DES - Quality Info Prep
NHS Boards
PSD
 
 
 
NHS Boards/PSD

DES - Violent Patients
NHS Boards
PSD
 
 
 
NHS Boards/PSD

DES - TYOIP & FYOIP
NHS Boards
PSD
 
 
 
NHS Boards/PSD

DES - Flu and Pneumo
NHS Boards
PSD
 
 
 
NHS Boards/PSD

 
 
 
 
 
 
 

NES - Alcohol Misusers
NHS Boards
PSD
 
 
 
NHS Boards/PSD

NES - Anti Coagulant
NHS Boards
PSD
 
 
 
NHS Boards/PSD

NES - Drug Misuse
NHS Boards
PSD
 
 
 
NHS Boards/PSD

SERVICE
Pre-authorisation probity check (100%)
Check of Payment Authorisation (100%)
Data Quality Checks (CHI)
Monitoring
Documentary
Review Patient Records-Visit to practices (3%)

NES - Homeless
NHS Boards
PSD
 
 
 
NHS Boards/PSD

NES - Immediate/First Response Care
NHS Boards
PSD
 
 
 
NHS Boards/PSD

NES - Intra Partum
NHS Boards
PSD
 
 
 
NHS Boards/PSD

NES - IUCD Fitting 
NHS Boards
PSD
 
 
 
NHS Boards/PSD

NES - Minor Injury
NHS Boards
PSD
 
 
 
NHS Boards/PSD

NES - MS
NHS Boards
PSD
 
 
 
NHS Boards/PSD

NES - Near Patient Testing
NHS Boards
PSD
 
 
 
NHS Boards/PSD

NES - Patients with Depression
NHS Boards
PSD
 
 
 
NHS Boards/PSD

NES - Sexual Health
NHS Boards
PSD
 
 
 
NHS Boards/PSD

 
 
 
 
 
 
 

LOCAL ENHANCED SERVICES
NHS Boards
PSD
 
 
 
NHS Boards/PSD

Appendix C – GMS Glossary

Term
Acronym
Definition

Community Health Index
CHI
A central computerised list of patients summarised details and the practice they are registered at.

Contractor Population Index
CPI


Contractor Registered Population
CRP


Direct Enhanced Services
DES


Five Year Old Immunisation Payment
FYOIP
Payment for immunisation of five year olds.

General Medical Council
GMC


Global Sum
GS
Paid to practices for the delivery of essential and additional services, staff costs, and locum reimbursement including for appraisal, career development, and protected time. It does not include money for various other items including: premises, IT, doctor-based payments, the equivalent of target payments, more advanced minor surgery and others.

Global Sum Comparator
GSC
Initial Global Sum minus TPA minus Historic Opt Outs Adjustment minus Global Sum Superannuation Adjustment

Global Sum Equivalent
GSE
A one year aggregate of the historic revenue of a contractor’s GPs. These protected income amounts are the contractor’s Initial Global Sum Equivalent.

GMS Statement of Financial Entitlements
SFE
The document that defines the practice payments as part of the new GMS contract. 

Local Enhanced Service
LES
Those services which the individual NHS Board are providing as part of their budget. 

National Enhanced Service
NES


New GMS Contract Payment Verification Implementation Group
nGMS PVIG
Chaired by Lorna Jackson, Head of Operations, this Group reports to the Accountability and Probity Sub Group – chair Scott Haldane.

Out of Hours 
OOH


Partners

Electronic link between practice systems and Practitioner Services for patient registration.

Payment Verification
PV


Practice Information Comparison Test
PiCT
A computer application which enables reconciliation of patient registration data between GP systems and CHI.

Practitioner Services Division
PSD


Quality Outcomes Framework
QOF
New quality framework that will reward practices for delivering quality care with extra incentives to encourage high standards.

Quality Information Preparation Scheme 
QuIPS


Scottish Executive
SE


Temporary Patient Adjustment
TPA
Adjustment to the Global Sum in recognition of GPs obligation to provide emergency treatment to people who are not registered with their practice and to provide treatment to temporary residents.

Two Year Old Immunisation Payment
TYOIP
Payment for immunisation of two year olds. 
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