LOCALLY AGREED PMS OBJECTIVES MONITORING FRAMEWORK 2010 - 2013
PMS PRACTICE PERFORMANCE AGAINST OBJECTIVES ARE MEASURED USING THIS FRAMEWORK 


	Aims
	Objectives


	Outcome Measures
	Data source

	To improve access to primary care 


	To participate in the Extended Hours Directed Enhanced Service 
To ensure that patients can get  an appointment with a doctor or appropriate health care professional within 2 working days
To ensure that patients are able to book a GP appointment as a minimum seven working days in advance  

 
	Does the practice participate in the Extended Hours Directed Enhanced Service? 

Are patients able to book an appointment with a GP or appropriate health care professional within 2 working days?
Are patients able to book a GP appointment as a minimum seven working days in advance?  
	PCT
Practice Appointment System and National Patient Survey  
Practice Appointment System and National Patient Survey  


	
	To endeavour to maintain an open list

	Is the practice list open?

Does the practice have an agreed protocol for the acceptance of patients in accordance with the contractual requirements? 

	PCT
Practice Protocol

	
	To recruit and retain additional clinical capacity in line with the level of growth money awarded at the time of entry into PMS

To work towards ensuring that the practice is open during the core hours period 
To endeavour to provide a full range of primary medical services to its registered patients 
 
	Has the practice recruited and retained additional capacity in line with the business plan as agreed with the PCT?
Is the practice closed for any significant part of the core hour period (eg. half day)? 
Does the practice provide essential services?

Has the practice opted out of the provision of any additional services?

Does the practice provide the full range of enhanced services? 

	Practice/PCT
Practice/PCT

Practice/PCT

Practice/PCT

Practice/PCT




	Aims


	Objectives
	Outcome Measures
	Data source

	To focus and address on the local issues of need, health inequalities and deprivation including those of the minority ethnic communities
	To have a protocol for Smoking and Obesity


	Does the practice have a protocol for Smoking and Obesity which incorporates an action plan?


	Practice/Protocol

	
	To make available interpreting services to all patients
Patient notes to record ethnicity, first language and disability status of practice population 
	Does the practice use the services offered by Applied Language Solutions?

Is there a designated member of staff who knows how to utilise the service?
Does the practice record in the patient notes ethnicity, first language and disability status of practice population?

	Practice/PCT

Practice
Practice




	Aims


	Objectives
	Outcome Measures
	Data source

	To support Continued Professional Development of all primary health professionals in Dudley
	For the health care professionals and all employed non clinical practice staff to undertake an annual appraisal


	Do all health care professionals and all employed non clinical practice staff undertake an annual appraisal which includes all educational needs and which is supported Personal Development Plan (or its equivalent) ? 
	PCT 
QOF 


	Aims


	Objectives
	Outcome Measures
	Data source

	To promote early diagnosis of disease in accordance with practice expected prevalence rates

	Practice should be actively case finding in all disease areas in accordance with an approved evidence based protocol

	Is the practice achieving the expected prevalence taking into account demographic differences?
	PCT 
NHS Comparators


Aim: To Deliver NSF and local targets through quality primary care.

	MENTAL HEALTH



	Aims


	Objectives
	Outcome Measures
	Data source

	To meet the QOF standards


	The QOF standards should be achieved


	Are the maximum QOF points achieved?
	QMAS

	To undertake a mental health assessment 


	To undertake on registration of patients a General Practitioner’s Assessment of Cognition (GPCOG) score test for patients over 65 (mini mental health assessment)
	Does the practice undertake on registration of patients a General Practitioner’s Assessment of Cognition (GPCOG) score test for patients over 65 (mini mental health assessment)?
	Practice



	The NSF for mental health sets out seven standards covering health promotion, assessment, treatment and care for mental disorders ranging from common conditions such as anxiety and depression to very severe mental illnesses such as schizophrenia. Practices will have a role to play in showing how the NSF can be implemented in primary care, with standards two and three focusing on primary care in particular.

Standard Two

Patients contacting their primary heath care team with a common mental health problem should have their mental health needs identified and assessed; and be offered effective treatments, including referral to specialist services for further assessment, treatment and care if they require it.

Standard three

Patients with a common mental health problem should be able to make 24 hour contact with the local services necessary to meet their needs, receive adequate care; and be able to use NHS Direct for first-level advice and referral on to specialist help lines or to local services.

	To ensure that all Practitioners and Practice Nurses are trained to assess common mental health problems


	Have the mental health training needs of clinical staff been identified?


	Practice/PCT

	
	To use the Dudley depression care pathway

	Does the practice use the Dudley depression care pathway?

	Practice

	
	To use the Dudley dementia care pathway


	Does the practice use the Dudley dementia care pathway?
	Practice


	
	To work with a graduate primary care mental health worker (or its equivalent) or link worker from the LMHU


	Does your Primary Health Care Team include a graduate worker or link worker from the LMHU?


	Practice




Aim: To Deliver NSF and local targets through quality primary care.
	OLDER PEOPLE



	Aims


	Objectives
	Outcome Measures
	Data source

	Standard One of the NSF: Rooting out age discrimination. The aim of this standard is to ensure that older people are never unfairly discriminated against in accessing NHS or social care services as a result of their age.


	The practice should ensure that there is no discrimination against older people in primary care and work with the PCT in identifying areas where discrimination may exist
	Does the practice have a mission statement in relation to age discrimination which is on display to patients i.e. notice board display, practice leaflet?
Have any areas where discrimination may exist been identified?
	Practice

	Standard Six of NSF: Falls. The aim of this standard is to reduce the number of falls which result in serious injury and ensure effective treatment and rehabilitation for those who have fallen. 


	Once identified and recorded on the computer system, carry out annual falls assessments and to be aware of the criteria for referral
	Does the practice have a protocol for identifying, assessing and referring patients, who are at risk or who have fallen?

Is an annual fall/risk of fall assessment carried out on at risk patients?


	Practice/Protocol


	Standard Eight of the NSF: The promotion of health and active life in older age.  The aim of this standard is to extend the healthy life expectancy of older people.


	Older people should have access to health promotion activities and disease prevention programmes

	Does the practice achieve the coverage levels as specified in the National Programme for Influenza and Pneumococcal Immunisation?
Does the practice refer older people to local health promotion activities i.e. LEAP over 60, Tandrusti Project?

	PCT

Practice

	Components of each of the NSF Standards: To ensure that older people gain the maximum benefit from their medication and to ensure that they do not suffer from unnecessarily from illness caused by excessive, inappropriate, or inadequate consumption of medicines


	To achieve the QOF standards, medicines 11 & 12 (medication reviews)
	Are the maximum QOF points achieved for medicines 11 & 12?
	QMAS


	OLDER PEOPLE (CONTINUED)


	Aims


	Objectives
	Outcome Measures
	Data source

	To ensure contractual compliance with;

Section 4 paragraph 4.8

Patients aged 75 years and over

4.8.1 Where a registered patient who-

I. has attained the age of 75 years; and

II. has not participated in a consultation under this clause within the period of twelve months prior to the date of his request,

requests a consultation, the Contractor shall, in addition and without prejudice to its other obligations in respect of that patient under the Contract, provide such a consultation in the course of which it shall make such inquiries and undertake such examinations as appear to it to be appropriate in all the circumstances.

4.8.2 A consultation under paragraph 4.8.1 shall take place in the home of the patient where, in the reasonable opinion of the Contractor, it would be inappropriate, as a result of the patient’s medical condition, for him to attend at the practice premises.


	If a patient, aged 75 years or older, has not attended surgery in the last 12 months and then requests a consultation the contractor, in addition to the requested consultation should undertake all of the examinations and inquiries that are appropriate
If in the reasonable opinion of the Contractor, it would be inappropriate, as a result of the patient’s medical condition, for him to attend at the practice premises the consultation should take place in the patient’s home

	If a patient, aged 75 years or older, has not attended surgery in the last 12 months and then requests a consultation does the contractor, in addition to the requested consultation undertake all of the examinations and inquiries that are appropriate?

How many of the cohort group have received an over 75 year check?
Does the practice provide this consultation in the patient’s home if appropriate?
	Practice
Practice audit
Practice



Aim: To Deliver NSF and local targets through quality primary care.
	CHILDREN        


	Aims


	Objectives
	Outcome Measures
	Data source

	Standard One of the NSF: Promoting health and well-being, identifying needs and intervening early.


	To provide child health surveillance in line with national protocols

To meet the higher 90% target for childhood immunisations and pre school boosters
	Is child health surveillance provided in line with national protocols?
Is the 90% target achieved for both childhood immunisations and pre school boosters

	Practice
PCT



	Standard five of the NSF: Safeguarding and promoting the welfare of children and young people.

	To work towards achieving the 13 steps within the self audit tool. (see appendix 1)
The practice should have an identified lead for child protection


	Has the practice achieved the 13 steps within the self-audit tool?

If all 13 have not been achieved, how many of the steps have?

Does the practice have an identified lead for child protection?

	Practice/ PCT
Practice – name of lead



	Standard six of the NSF: Children and young people who are ill.

Standard eight of the NSF: Disabled children and young people and those with complex health needs.


	To have systems in place to ensure that children and young people who find it hard to wait, e.g. those with autistic spectrum disorder or with learning disabilities

	Does the practice have a system in place to fast track those children who have difficulty waiting?
	Practice protocol


Aim: To Deliver NSF and local targets through quality primary care.
	CARDIOVASCULAR DISEASE



	Aims


	Objectives
	Outcome Measures
	Data source

	Standard three of the NSF: Preventing CHD in high risk patients


	To have a CVD register for high risk patients
	The number of patients on the register who have received an annual review

The number of patients who have had new events or diagnosis in the last 12 months
	Read code search via 
MIQUEST 

	
	Patients with a CVD diagnosis


	The number of patients who have had a primary CVD event or diagnosis in the last 12 months


	MIQUEST queries.

	Standard eleven of the NSF: Heart Failure
	To have a Heart Failure register

	The number of Heart Failure patients on the register

Predictive Targets
Year 1 = 1.0% of the practice population

Year 2 = 1.5% of the practice population

Year 3  = 2.0% of the practice population

Results of search audit for heart failure using the PCT search tool
	Read code search via 
MIQUEST 
Practice

	
	To refer patients to the Heart Failure Team according to local guidelines
	The number of patients referred to the Heart Failure Team


	Read code search via 
MIQUEST 




	CARDIOVASCULAR DISEASE (continued)



	Aims


	Objectives
	Outcome Measures
	Data source

	Standard four of the NSF: Preventing CHD in high risk patients


	Patients at risk of CVD
	For patients who have been on the register for 12 months or more the % number who have had an annual review


	 MIQUEST queries

	Standards three & four of the NSF: Preventing CHD in high risk patients


	The practice should have a protocol for the provision of systematic care for patients with CVD


	Does the practice have a protocol for the provision of systematic care for patients with CVD?

Is a PCT or practice based protocol used?


	Practice/Protocol

	
	The practice should have a protocol for the identification and  provision care for patients with high risk of CVD


	Does the practice have a protocol for the identification and provision of care for patients with high risk of CVD?

Is a PCT or practice based protocol used and does the protocol identify the follow up of patients    


	Practice/Protocol

	Standard four of the NSF: Preventing CHD in high risk patients


	To have a Hypertension register
	The number of patients on the HT register who have had a CVD risk assessment

Targets

Year 1 = 10% of patients on the register
Year 2 = 20% of patients on the register
Year 3 = 30% of patients on the register

	Read code search via 
MIQUEST 




Aim: To Deliver NSF and local targets through quality primary care.
	DIABETES



	Aims


	Objectives
	Outcome Measures
	Data source

	To meet the QOF standards


	The QOF standards should be achieved


	Are the maximum QOF points achieved?
	QMAS

	To work to the level 2 diabetes enhanced service scheme


	The practice should work to the level 2 diabetes enhanced service scheme
	Does the practice work to the level 2 diabetes enhanced service scheme?


	Monitored by PCT commissioning manager


	RENAL



	Aims


	Objectives
	Outcome Measures
	Data source

	Part 2 of the NSF, Quality Requirement 1: Prevention and early detection of chronic kidney disease


	To use the Dudley wide protocol for the management of diabetes and renal disease.


	Does the practice use the Dudley protocol for the management of diabetes and renal disease?


	Practice

	Part 2 of the NSF, Quality Requirement 2: Minimising the progression and consequences of chronic kidney disease; 
	All people diagnosed with chronic kidney disease should have access to care which is underpinned by individual care plans

To use the best available evidence to inform the management of blood pressure, cardiovascular disease and cardiovascular risk, and urinary tract obstructions and infections in people with chronic kidney disease
	Do all patients diagnosed with chronic kidney disease have individual care plans?


	Practice


	To meet the QOF standards


	The QOF standards should be achieved


	Are the maximum QOF points achieved?
	QMAS


Aim: To Deliver NSF and local targets through quality primary care.
	LONG TERM CONDITIONS



	Aims


	Objectives
	Outcome Measures
	Data source

	Quality requirements 1 to 11 of the NSF;

	To work collaboratively with members of the Primary Health Care Team to support patients to live with long term conditions, improving their quality of life and providing services to support independent living reducing the length of hospital stay
To promote the expert patient programme

	Does the practice work in conjunction with case managers, rapid key workers, thunderburds and any new initiatives that are being developed across the PCT?

Do you promote the expert patient programme?  e.g. leaflets, posters

	PCT, case managers, thunderburds etc
Practice/observation


	CANCER



	Aims


	Objectives
	Outcome Measures
	Data source

	All eligible women should be included in the NHS breast screening call and recall programme


	The practice should ensure that all eligible women are included in the breast screening call and recall programme
	How does the practice actively promote the services of the breast screening department?
	Practice

	All smear takers should be fully trained


	The practice should ensure that all smear takers have received training within the last 3 years as a minimum

	Has training been undertaken by all smear takers within the last 3 years? 
	Practice to provide certificates

	All patients who require palliative care should be able to access Community Palliative Care Services


	All patients should be able to access Community Palliative Care Services 
	How do you ensure that all referrals are received by the Community Palliative Care Services i.e. Macmillan Nursing Team?

Are the standard referral forms used?
Is the receipt of any fax/communication confirmed?


	Practice

	GP’s and primary care teams need to work closely with PCT’s and NHS Trusts to support hospital teams in meeting the two week outpatient waiting time standard.  If a GP decides that in line with cancer referral guidelines, the GP must reflect that urgency by making sure that the hospital receives the referral within 24 hours of making that decision by using the telephone, fax or electronic media and by ensuring that the referral is clearly annotated that the two week standard applies


	The practice should have a protocol to ensure that the rapid access service receives the referral within 24 hours
The letters or forms used should clearly indicate that the 2 weeks standard applies
	Does the practice have a protocol to ensure that the rapid access service receives the referral within 24 hours of the decision to refer?

Do the letters or forms used clearly indicate that the 2 weeks standard applies?


	Practice/Protocol
Practice 


	CANCER (continued)



	Aims


	Objectives
	Outcome Measures
	Data source

	To deliver high quality, managed care for cancer patients


	The practice should deliver high quality, managed care for cancer patients


	Does the practice have designated staff available to ensure that an immediate follow up is made with the patient once diagnosis has been made?


	Practice


	CHRONIC OBSTRUCTIVE PULMONARY DISEASE



	Aims


	Objectives
	Outcome Measures
	Data source

	To meet the QOF standards


	The QOF standards should be achieved


	Are the maximum QOF points achieved?
	QMAS

	To follow NICE guidelines


	To have a clinical lead
	Does the practice have a clinical lead?


	Practice

	
	To have a protocol
	Does the practice follow the PCT COPD pathway? 


	Practice

	
	To have a register which records patients with mild, moderate or severe COPD


	Does the COPD register include patients with mild, moderate or severe COPD?


	Practice


	ASTHMA



	Aims


	Objectives
	Outcome Measures
	Data source

	To meet the QOF standards


	The QOF standards should be achieved


	Are the maximum QOF points achieved?
	QMAS

	To improve the care and management of patients with asthma


	To have a clinical lead with a recognised asthma qualification

	Does the clinical lead have a qualification in asthma care?    
e.g. NRTC Asthma Diploma or equivalent   

	Practice

	
	To have a protocol for the provision of full asthma care

	Does the practice have a protocol to ensure that structured care is provided for the patient?


	Practice/Protocol

	
	To provide self management plans


	Does the practice provide self management plans?


	Practice


	ALCOHOL



	Aims


	Objectives
	Outcome Measures
	Data source

	To improve the care of and management of patients 

	All new patients aged over 16 years to have a AUDIT-C Screening on registration 
	Do all new patients aged over 16 years receive a AUDIT-C Screening on registration in accordance with the DES arrangements?
	Practice


13 step self-audit improvement tool for child protection for practices

The tool requires practices to achieve the baseline as a starter, and then to show improvement by working their way through the 13 steps to evidence improvement over an agreed period of time.

The 13 steps are:

Base Line

Our lead doctor/nurse/other professional for child protection in this practice is…………….     and will be the main contact point for the practice in relation to child protection.   Responsibility for coordinating and disseminating information and training in the practice will also be a core part of this role.

 

At this practice we have a child protection policy.   We accept that child protection is every body’s concern; we support one another when we have concerns about a child or family; child protection is incorporated in the clinical governance structures of the practice. 

The 13 steps:
In this practice:


1.  Everyone has had child protection education and we have a system for updating this regularly and for the induction of new, incoming staff. All staff have received training within the last ………….   months/years and needs updating within the next  ……..  months year.

 

2 If any of us come across a child protection concern, then everyone in the practice knows whom to contact about this.  This is.............. and we contact them by.......…..

 

3 We have systems in the practice for recording child protection concerns in the notes; we record concerns that are early and relatively minor, as well as recording formal child protection process. Our system is...........  and ………… is responsible for ensuring this is carried out.

 

4. We have systems in the practice that will alert us when someone else in the family has problems that may affect a child in that family, for example, where a parent is a substance misuser or has a severe mental health problems or where there is domestic violence. Our system is.........

and …………  is responsible for ensuring this is carried out 

5 We have systems for requesting a child’s notes urgently when this is needed.  We have a system for checking when a child leaves the practice to make sure that there are no unmet health needs that need to be passed on to the next GP We do this by……………….  

 

6. We have systems for the safe storage and retrieval of case conference notes. Where a child has been subject to a case conference, this information is clear in the notes of the parent(s) and siblings. This system is…….. ……. 

7. We have a clear way of contacting, communicating with and sharing information with other attached health staff, such as health visitors, school nurse and district nurses. We do this when children join and leave the practice and when we have concerns about a child or family member. How we do this is......…………..

 

8. We know who to contact if we need 'expert' advice, such as from a designated or named doctor or nurse. Their contact details are...………..contact method out of hours is......…….

 

9. We know who to contact if we want to make a referral about a child/family and have easy access to any referral forms that may be needed. Their contact details are...........contact method out of hours is.................referral forms are stored…….

 

10. We have a system in the practice for dealing with requests for information about a child or family from social services/police.  Health professionals in the practice know about the circumstances in which we can share information with other agencies, and how to seek parent/child consent to do this. Our system is.............my part is...............

 

11. We have a system for recording information from others dealing with the children and families we care for, such as schoolteachers and play group leaders. This system is……………

 

12. Child protection and other vulnerable children issues are reviewed as part of our critical incident mechanisms. 

13.  There is a protocol in place for children/young people who attend the practice unaccompanied to ensure their needs are met
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