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Introduction  

Contracts were introduced into the NHS in the early 1990s as part of the internal market 

reforms, albeit that they were not legally binding (Allen, 1995). Initially, there was no 

standard form of contract and the written documents used by commissioners varied 

considerably (Allen, 2002). There is now a detailed form of standard contract made available 

by the DH for use by commissioners (DH, 2009). This form of contract is designed for use 

both with NHS Foundation Trusts and independent providers (in both of which cases it is 

legally binding), as well as with NHS Trusts (in which case it is not currently legally 

binding). The standard contract is evolving over time, and it is envisaged by DH (Dodds, 

2011) that a new form of standard contract incorporating core commercial terms and allowing 

for service specifications to be agreed at local level will be in use by April 2013.  

The policy aim is that one of the uses of contracts in the English NHS is not simply to 

allocate resources to providers, but as an instrument to improve services (DH, 2009). One of 

the relevant types of contractual mechanisms is a variety of clauses aimed at achieving 

specified quality standards and improvements. Currently, these quality standards are a 

mixture of national goals, regionally agreed goals (usually facilitated by the SHA), and more 

localised agreements between commissioners and their providers. The DH introduced in 

2009-10 a quality framework called ‘Commissioning for Quality and Innovation’ (CQUIN), 

which provides financial incentives to achieve specific quality targets (DH, 2008). DH 

guidance states that, in addition to CQUIN, contracting parties can agree to include further 

financial incentives for quality improvements.  

In addition to financial incentives, there are other financial levers (colloquially known as 

‘penalties’) in the standard contract, and since July 2010, commissioners have been able to 

impose negative financial levers for breaches of nationally specified events (including ‘Never 

Events’) and  other aspects of poor quality care. Local commissioners themselves can also 

negotiate additional negative financial levers to include in the contract.  

The Equity and Excellence White Paper (DH, 2010) and subsequent legislation (Health and 

Social Care Act, 2012)  made it clear that contractual relationships between commissioners 

(both PCTs, which are becoming clinical commissioning groups; and the NHS 

commissioning board in its role as commissioner) and a range of providers (both NHS and 

independent) will continue to be essential to the structure of health services in England. 

Quality standards developed by NICE will inform commissioning and payment systems - 

thus contracts will continue to play a key role in improving quality of care. Moreover, as all 

NHS trusts are destined to become Foundation Trusts, all contracts in respect of health 

services will be subject to general contract law (rather than the specific provisions originally 

introduced with the internal market legislation in the early 1990s).  

Although the Payment by Results (PbR) tariff will continue to be developed, it should be 

noted that many procedures are still not covered by the tariff. Thus, pricing and, through it, 

allocation of financial risk between purchasers and providers is an important issue, which can 

influence the capacity of providers to improve the quality of care delivered. Pricing and 
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allocation of financial risk will become increasingly important as the NHS becomes subject 

to greater financial constraints in the next few years. 

 

Despite the clear aims of policies concerning formal contractual mechanisms such as 

incentives and penalties, difficulties related to contracting for health care services have been 

highlighted by researchers since the introduction of the quasi-market reforms in the early 

1990s (e.g. Marini & Street, 2007; Allen, 2002, Allen et al, 2002; Ashton, 1998; McHale, J. 

et al., 1997;  Raftery et al., 1996). Economic and socio-legal theories of contract indicate that 

it will be difficult to specify and measure all aspects of care, and, thus the contract cannot be 

‘complete’ (Williamson, 1985) or entirely ‘discrete’ (Macneil, 1978; Vincent-Jones, 2006). 

Theory indicates that even where aspects of performance could be measured, the form of 

contractual relationship which is likely to evolve will include elements of relationality 

(Williamson, 1985; Macneil, 1978), where the formal aspects of the contract are not always 

adhered to. Research on contracting for healthcare (as mentioned above) has shown that 

indeed, contracts for health care tend to be based on relational norms, as well as varying 

degrees of ‘discreteness’. The former may include trust and flexibility, and may well entail 

changes in the terms of the contractual relationship which are at odds with the written 

document signed by the parties. Recent research on NHS contractual governance which 

investigated the first few years of the standard contract (Petsoulas et al, 2011) shows that, as 

yet, commissioners were not attempting to use contractual mechanisms in addition to the 

nationally mandated ones, and that in the event of a breach, not all of the financial levers 

available were being used. It also indicated that actual allocation of financial risk deviated in 

practice from that set out in the contractual documents. 

The well known problems associated with contracting for healthcare indicate that research is 

required to investigate how the current policies to use contractual mechanisms including 

financial levers to encourage quality improvement and financial risk allocation are working in 

practice. It is quite possible that formal contractual provisions are not being adhered to. It is 

necessary to understand the relationships in order to see how effective the use of such formal 

mechanisms by commissioners can be. Research about contractual relationships as well as 

formal provisions in documents is particularly important in a time of change – PCT 

commissioners are being replaced with clinical commissioning groups and the effect of these 

changes on the personal relationships which facilitate contractual relationships may be 

crucial. 

 

The research project 

Overall aims 

This three year project aims to investigate how commissioners negotiate, specify, monitor 

and manage contractual mechanisms to improve services and allocate financial risk in their 

local health economies, looking at both acute services and community health care.  
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The research questions are: 

 What is the range of formal provisions, including positive and negative 

financial levers in respect of quality of care in contracts across the English 

NHS? This will entail examining both the locally developed service 

specifications and the nationally mandated core contractual terms. 

 How are contractual financial levers negotiated, specified, monitored and 

enforced in practice? 

 How does contracting at local level (by PCTs and later by clinical 

commissioning groups) relate to and dovetail with any national level 

contracting undertaken by the new NHS Commissioning Board? 

 How are prices set? In particular, how are prices for services not included in 

PbR negotiated? 

 What payments are actually made to providers? How do these relate to the 

prices agreed at the outset? 

 What are the effects of the use (or non use) of contractual mechanisms on 

service improvement and allocation of financial risk? 

Research design  

The project consists of two aspects: 

1. National surveys in 2012 and again in 2014 to find out what contractual 

mechanisms, including financial levers are being used in current formal written 

contracts, and how they are implemented or not.  

 

2. A series of three in depth case studies of three local health economies, looking at 

the contractual relationships between commissioning organisations and their 

providers of acute and community healthcare, and how these affect services 

delivered. During the course of the case studies, the identity of the commissioning 

organisations will change from PCTs to Clinical Commissioning Groups (CCG). 

Moreover, a new form of standard contract will be in place by 2013/14.  

Methods 

1. The national surveys will use a telephone survey, starting in the first survey with the 

contracting leads in each SHA. They will provide information themselves, and also 

supply contact information about the current contract lead in each PCT, or shadow 

clinical commissioning group.  

 

2. The case studies will be selected purposively using a range of factors including stage 

of clinical group development; and capacity of the local organisations to participate in 

research.  The case studies will use a mixture of interviews with key informants in 

each PCT/shadow clinical commissioning group and provider. These will include 
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commissioners, contract managers, finance directors, clinical directors and quality 

leads. We will attempt to observe some contract meetings (if possible) and also carry 

out documentary analysis of the contracts themselves and related documents. In order 

to estimate the effectiveness of contractual mechanisms, the performance of providers 

against the actual measures stipulated in the contracts themselves will be investigated.  

 

Progress to date 

NRES approval for the study was obtained from NRES committee London – Wandsworth in 

August 2011 under number 11/LO/0685. LSHTM ethical approval was obtained in October 

2011 under number 6054. 

The actual study began in 2012, rather than 2011 as originally envisaged, due to the policy 

and research ‘pause’ imposed during some phases of the passage of the Health and Social 

Care Bill into law. 

This interim report will provide an analysis of the first national survey, which was undertaken 

between March and August 2012. 

The case study research is due to run from 2012 until late 2014. We are just starting field 

work in two case study sites, and are in discussions with several potential third sites. It has 

proved very time consuming to recruit case study sites in this period of large scale 

organisational change in respect of commissioning. 

 

Report on the first survey of commissioners 

Aims 

The aim of this survey was to find out from those involved in contracting on the 

commissioning side: 

 how non tariff prices were calculated in 2011/2 and 2012/3; 

 how financial risk was allocated in practice in 2011/2 

 what financial levers for quality were being inserted into contracts in the two 

financial years 2011/12 and 2012/3;  

 how those financial levers were used in practice in 2011/2; 

In view of the current changes in commissioning from PCTs to clinical commissioning 

groups led by GPs, we also asked about the involvement of GPs in the contracting process. 
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Methods 

Considerable effort was required to identify appropriate interviewees. Letters were sent by 

email to the four newly established SHA clusters in October 2011. Their help was requested 

in identifying local contracting leads who could be contacted to participate in the first 

telephone survey. Unfortunately, none of the SHA clusters was able to provide any contact 

information. Three main strategies were developed and used simultaneously to recruit 

participants to the survey. 

First, the names and contact details of directors of contracting, directors of commissioning 

and their personal assistants were obtained from PCT websites and by telephoning PCT 

switchboards. There was a propensity for contact details to be provided for individuals 

working at a PCT cluster level, and so invitations were targeted at this level. For each PCT 

cluster, directors of contracting or commissioning were invited to participate in the survey by 

a telephone call to their personal assistant, followed by provision of information about the 

study by email. Thirty four PCT clusters were contacted using this method. 

Second, after reviewing data from the first five interviews it was felt that interviewing 

contracting staff working below director level (e.g. senior contract managers), in addition to 

directors, would provide more detailed information on specific contracts and their 

application. PCT and PCT cluster websites generally did not contain the names of staff 

working at this level. However, it was possible to obtain the names of 17 contracting 

managers, including senior contract managers, from the professional social networking 

website LinkedIn. PCT clusters were then telephoned to confirm if these individuals were 

currently in post, and if so, how they might best be approached with an invitation to the 

study. Following this advice, further telephone calls were made and/or emails were sent to 

invite people to take part. 

Third, participants were asked during telephone interviews if they would be happy to provide 

the names and contact details of contract leads responsible for managing the other contracts 

led by their organisation. Invitations were then sent to these nominated colleagues. 

These efforts enabled us to interview 23 people (out of approximately 100 who were thought 

to be undertaking this role at the time) on the telephone between March and August 2012 

(two early interviews took place in January-February 2012)*. Some of the interviews 

included discussion of more than one contract (e.g. the main acute, community health 

services, mental health and private elective ones locally). The following numbers of contracts 

were discussed: 

Table 1: Numbers of contracts discussed 

Type of contract Number of contracts discussed 

NHS Acute services 16 plus 2 in writing* 

NHS Community health services 5 

NHS Mental health services 4 

For profit elective services 3 

Total number of contracts  30 
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*In addition to the interviews, two PCTs elected to reply to the questionnaire in writing in 

August 2012. 

A copy of the structured interview schedule used is attached at Appendix A. 

Three researchers carried out the telephone interviews (CP, BR and PA), each of which 

lasted approximately one hour. 

 

Relevant provisions in the NHS standard contracts 

The NHS standard contracts for 2011/2 and 2012/3 contained several provisions which were 

pertinent to the survey. 

Pricing and allocation of financial risk 

The rules on how the national tariff prices are set for PbR are, of course, not part of the 

standard contract. Nor does the standard contract set out how any reduced tariff prices and 

non tariff prices are agreed locally. 

a) The 2011/2 acute contract contains several provisions concerning allocation of 

financial risk 

i) It allows the commissioner ‘in its reasonable discretion’ to refuse to pay the 

provider for activity which exceeds the amounts forecast. (Schedule 3, part 1, 

paragraph 6 – Financial adjustments for variations in activity.) 

ii) A marginal rate of 30% of tariff is payable for emergency admissions over the 

agreed thresholds. (Clause 7.2, which refers to the PbR Rules.) 

iii) Avoidable emergency readmissions need not be paid for by commissioners 

(Clause 7.25, which refers to the PbR Rules). 

iv) In the event of specified failures to provide information about activity levels 

commissioners can with hold 1% of the monthly sum due to the provider (clause 

29.12), although these must be reinstated once the information has been provided. 

 

b) The 2012/3 standard contract contains similar provisions to those in the 2011/2 

contract. 

 

i) A marginal rate of 30% of tariff is payable for emergency admissions over the 

agreed thresholds. (Part E, Clause 7.2, which refers to the PbR Rules.) 

ii) Avoidable emergency readmissions need not be paid for by commissioners (Part 

E, Clause 7.33, which refers to the PbR Rules). 

iii) In the event of specified failures to provide information about activity levels 

commissioners can with hold 1% of the monthly sum due to the provider (Part E, 
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clause 39.12), although these must be reinstated once the information has been 

provided. 

(There is no provision in the 2012/3 contract to allow the commissioner to refuse to pay for 

excess activity, as was contained in Schedule 3, part 1, paragraph 6 – Financial adjustments 

for variations in activity – of the 2011/2 contract. This is due to the fact that the Cooperation 

and Competition Panel ruled that commissioners could not place a cap on activity, as it 

restricted patient choice (CCP, 2011).) 

CQUIN 

a) In 2011/2 there were separate standard contracts for acute, community and mental 

health services. 

The acute contract specified the CQUIN requirements in Schedule 18, part 2. The 

financial incentive amounted to 1.5% of Actual Out Turn Value (i.e. including tariff, non-

tariff and cost per case income, together with the Market Forces Factor). 

Two national goals were included – VTE and patient experience. 

The parties were required to include locally agreed goals, and to state the weighting given 

to each goal in respect of the proportion of the entire CQUIN payment available. 

 

b) In 2012/3 there is a single standard contract for all providers. 

Section B part 9.2 contains the CQUIN requirements. This year, the financial incentive 

has been increased to 2.5% of Actual Out Turn Value. 

In addition to the national goals concerning VTE and patient experience, two additional 

goals in respect of dementia and the use of the NHS Safety Thermometer have been 

included. 

The parties are again required to include locally agreed goals, and to state the weighting 

given to each goal in respect of the proportion of the entire CQUIN payment available. 

 

Sanctions for low quality 

a) The acute contract for 2011/2 set out the quality requirements in Schedule 3, which 

included the ‘financial adjustments’ to be made in the event of failure to attain the 

required standards. 

 

i) In respect of the 18 week pathway from referral to treatment standard, paragraph 8 

of schedule 3 set out the ‘adjustments’, namely the percentage of elective care 

revenue to be deducted depending on the percentage by which the provider 
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underachieved the standard. This amounted to 0.5% deduction for each 1% not 

achieved, up to a maximum deduction of 5%. 

ii) In respect of the standard in relation to the reduction in the number of cases of 

Clostridium difficile, paragraph 9 of schedule 3 set out the ‘adjustments’, namely the 

percentage of total contract year revenue to be deducted depending on the percentage 

by which the provider underachieved the standard. This amounted to 0.2% deduction 

for each 1% not achieved, up to a maximum deduction of 2%. 

iii) In Schedule 3 part 4A, a series of quality requirements are listed for which local 

agreement must be made in respect of the level of sanctions. These include MRSA 

infections, E coli in the bloodstream, waiting times from referral to treatment, waiting 

times in A&E, cancellation of operations, failure to provide sufficient Choose and 

Book slots, delayed transfers of care and poor data quality. 

Parties are invited to add other quality requirements to this list. 

iv) In Schedule 3, part 4B, there is a list of nationally specified events breach of which 

triggers mandated sanctions as percentages of relevant income. These include various 

time limits for waits in respect of cancer referrals and eliminating mixed sleeping 

accommodation. 

v) Clause 32 states that financial sanctions (2% per month to a maximum of 10%) can 

be imposed if the provider fails to agree to a Remedial Action Plan in respect of 

problems raised by commissioners in relation to quality; or if the provider breaches 

any plan which is agreed. 

  

b) The standard contract for 2012/3 contains similar requirements in respect of low 

quality to those for 2011/2. 

 

i) Section B part 8.4 contains similar provisions as 2011/2 in respect of the 18 week 

referral to treatment standard. (Also stated in clause 43 in section E.) In 2012/3 the 

18 week standard applies individually to each specialty, and a penalty can be 

levied for a breach in respect of an individual specialty. 

ii) Section B part 8.5 contains similar provisions as 2011/2 in respect of the reduction 

in cases of Clostridium difficile. (Also stated in clause 44 in section E.) The 

threashold at which a penalty can be levied has been lowered in 2012/13. 

iii) Section B part 8.1 contains the quality requirements for which local agreement 

must be made in respect of sanctions. These now include some mental health 

requirements (e.g. number of new cases of psychosis served by early intervention 

teams, access to psychological therapies), as well as various ambulance response 

times and numbers of health visitors. 
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Parties are invited to add other quality requirements to this list. 

iv) Section B part 8.2 contains nationally specified events similar to those in the 

2011/2 contract. 

v) Section E clause 47 contains the same provisions concerning Remedial Action 

Plans as those in the 2011/2 contract. 

vi) Section B part 8.3 lists 25 Never Events. There are no actual sanctions, instead the 

provider will not be reimbursed for the original procedure nor any corrective care. 

 

 

Findings from the survey 

Pricing and allocation of financial risk 

Mental health and community health services 

During the two contracting years covered by the survey PbR did not apply  to mental health 

or community health services, so other methods had to be found to set prices. All the mental 

health and community services commissioners told us that they were still using block 

contracts, mostly with cost and volume elements over certain levels of activity.  

In 2012/3, the starting point for negotiations was that value of this block contract had to be 

reduced by 1.8% in line with the instructions in the Operating Framework (2012). Some 

commissioners were experimenting with using regional and national reference costs as the 

basis for negotiations. Others were asking their providers to produce activity schedules, and 

even attempt estimating local unit costs. In one mental health contract, the parties were using 

shadow PbR prices along side the actual block contract to see how these would work. In 

addition, many had agreed productivity improvements which translated into reducing the 

block amount payable. Examples of productivity improvements include increasing efficiency 

in provision of corporate services for community health services which were being merged 

with an existing FT (saved £1 million); closing whole inpatient mental health wards; more 

appropriate care for individual patient placements in mental health (risks and savings shared 

with the provider, which was managing this). 

Reporting on the actual allocation of financial risk for the contract year 2011/2, 

commissioners stated that the amounts in the block contracts were actually those paid to 

providers. There was one exception where a mental health provider had been given the 

budget to manage in order to provide more appropriate care for individual patient placements 

(as referred to above under productivity improvement). In this case, the provider overspent 

and the commissioners also reimbursed this amount. 

Acute services – private providers 
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The prices for care from private providers of elective care were set almost entirely using the 

national tariff set out in PbR. In the case of one private hospital, the ultra sound price was an 

historically agreed local cost per case tariff. 

Reporting on the actual allocation of financial risk for the contract year 2011/2, 

commissioners stated that they had simply paid the PbR tariffs according to the activity 

reported to have been carried out by the private provider. One commissioner pointed out that 

there was a problem ensure that the PCT was not paying twice for the same activity. This 

could occur because some work goes directly to private provider, and some is referred to it 

via the local NHS Trust. As the PCT already pays for the latter under its contract with them, 

they monitor carefully to make sure they are not paying the private provider directly for the 

same patients.        

 

Acute services – NHS hospitals 

For the contract year 2012/3, all the commissioners in the survey had agreed local tariff 

prices for services not included in PbR. These comprise a significant proportion of the total 

contract amount (30% in one case). The starting point for setting these prices was usually the 

price from the previous year, reduced in accordance with current national guidance (1.8%). 

Several commissioners also used national and regional reference costs as a starting point for 

negotiation. At least three commissioners had agreed  block amounts for the non PbR 

elements of their acute contracts, basing the amount on last year’s, reduced by the nationally 

mandated deflator. One commissioner had agreed to marginal rates for some non tariff 

activity (e.g. critical care, radiology, direct access pathology), meaning they only pay 30% of 

the full price for any growth in activity. Similar approaches were reported for the contract 

year 2011/2. 

For the contract year 2012/3, some commissioners reported agreeing to variations to the PbR 

tariff at the beginning of the year in the sense that in at least two cases a block contract has 

been agreed instead: 

 ‘Although for this year we have a 'fixed financial value' contract, we are still 

monitoring the contract and going through the processes as if it were a PbR contract. 

But we really have suspended the method of PbR payment for this year. We cannot 

afford spending to continue growing year on year.’  

No commissioners reported having negotiated different tariffs for specific services.  

However, several reported having agreed to apply marginal rates for over performance at the 

end of the year. Moreover, several commissioners were attempting to encourage providers to 

reduce their rates of activity. For example, contract contain provisions stipulating reductions 

in the ratio of new to follow up outpatient visits and/or in the numbers of consultant to 

consultant referrals. 
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In respect of the contract year 2011/2, most of the commissioners reported paying the 

providers the amounts stipulated in the contract in respect of activity (or in accordance with 

the block contract or activity cap agreed instead). However, three of the commissioners 

explained that the contractually specified sums had to be re-negotiated in the light of the 

respective financial positions of the commissioning organisation and the trust at the end of 

the year. In one case, the PbR based out turn would have come to £120m, but the trust was 

only paid £116m. In another, although a cap on elective activity had been agreed in advance, 

the commissioners ended up paying for some of the over performance. In a third case, the 

negotiation was concluded based on the commissioners’ financial position, irrespective of the 

provisions of the contract: 

‘It's calculated based on what we can afford and is agreed between the two Directors 

of Finance in March. And we don't know the difference between that payment and the 

technical outturn of the contract for another six weeks after the deal is done.’  

 

Summary of findings concerning pricing and allocation of financial risk 

Financial risk is still mainly allocated by block contracts for mental health and community 

health services. PbR works well for elective care delivered by private providers. Significant 

amounts of acute activity are not covered by PbR, and the remuneration for these tends to be 

block, with the commissioners trying to use national and regional reference costs to help 

reach agreement. In some areas, it has become increasingly difficult to use PbR and national 

tariff prices as these do not seem to be affordable for commissioners, while in others PbR is 

being used successfully. 

 

Use of financial levers to improve quality 

 CQUIN incentives 

We asked interviewees to send us their CQUIN schedules for 2011/2 and 2012/3, but not all 

of them were able to do so. The following table gives details. Most of these were in respect of 

acute care. 

Table 2: Numbers of CQUIN schedules received 

Type of contract Number of CQUIN 

schedules 2011/2 

Number of CQUIN 

schedules 2012/3 

NHS Acute services 13 19 

NHS Community health 

services 

4 4 

NHS Mental health services 1 1 

For profit elective services 2 2 

Total number of CQUIN 

schedules  

15 26 
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Appendix B sets out the goals used in the schedules, showing how frequent each topic was in 

our data set. The two contracting years are shown separately, as are the types of provider. All 

contracts contained quality measures agreed locally, as well as the national ones. We can see 

that a very wide range of quality measures were chosen, and many only in one contract.  

We asked the commissioners about the operation of the CQUIN requirements in practice. 

They all confirmed that staged payments were available for appropriate measures, so that 

providers would be encouraged to achieve at least some proportion of the relevant 

improvements, even if they were not able to reach the full goal. In respect of the contract for 

2011/2, seven of the commissioners reported that one or more of the local quality 

requirements had not been met, and they withheld a proportion of the money in accordance 

with the contractual provisions. This ranged from withholding 35% of the possible payment 

to 10% depending on the level of achievement by the trust. 

Moreover, eight commissioners reported that they had withheld part of the payment for 

failure to achieve all of the national CQUIN requirements. The sums with held were 

substantial in some cases. In respect of one acute contract totalling approximately £475m, 

£600,000 was withheld in respect of failures in the area of cancer services performance, and 

£1.2m in respect of failures in the area of patient experience.  

 

Sanctions for low quality 

We also asked interviewees to send us their quality schedules to indicate which additional 

low quality issues had been agreed at local level would be subject to financial sanctions. Few 

interviewees were able to do this. The details are set out in the table below: 

Table 3: Lists of local penalty schedules provided 

Type of contract Number of penalty 

schedules 2011/2 

Number of penalty 

schedules 2012/3 

NHS Acute services 5 5 

NHS Community health 

services 

1 1 

NHS Mental health services 1 1 

For profit elective services 2 2 

Total number of penalty 

schedules  

9 9 

 

Appendix C sets out analyses of the types of locally agreed penalties, including the financial 

consequences of breach. Along with our findings from the interviews, these indicate that at 

least two of the commissioners have agreed in advance not to impose penalties in the event of 

breach of a local quality requirement – they plan to insist on remedial action plans if 

necessary and to pay the money to the providers in order to carry these out. 
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We asked the commissioners about the operation of the financial penalties in practice. First 

we asked whether any remedial action plans had been put in place in 2011/2. There was a 

widespread use of remedial action plans in at least 10 contracts, mainly acute, but also 

community and mental health services. These were drawn up in respect of problems 

including for example, those concerning mixed sex accommodation, cancer service standards, 

stroke care, several in respect of the four hour wait in A&E, and several in respect of the 18 

week wait for elective surgery. In nine cases it had been necessary to impose penalties either 

for failure to provide one, or, if provided, to carry it out adequately.  

But not all commissioners thought that imposing penalties was the best way to achieve 

improved performance from their providers. Two commissioners thought that the monetary 

value of some penalties was insignificant to their providers. On the other hand, the 

accountability process (i.e. getting the provider to acknowledge a breach and work on an 

action plan) was still considered to have some effectiveness in improving performance. For 

example: 

“We prefer to have more constructive relationships with the provider.  In terms of 

some of the amounts involved, it’s better to work constructively with them, you see 

what I’m saying. It’s just not worth it if it’s £5,000.” 

and 

“Two grand, five grand, it’s trivial [...] So it’s about the process of embarrassing 

them into having had a performance failure, the money’s not a motivator to an FT, 

certainly at that level.”  

 

One commissioner was aware of the broader nature of his relationship with the providers, as 

well as the time consuming nature of imposing penalties: 

‘Part of contracting is not just about using the contract itself. It's also about the 

relationship building with those providers. You need to think about how we actually 

manage the relationship as well. So in some ways, it needs to be tempered. The best 

way to maybe try and resolve things, depending on how serious the breach is. There 

may be mitigating reasons, [...] But also, with the staffing that we have now, it's 

harder to develop those relationships as much as you would like to, because you 

haven't got the time to do it. If you're doing it for one, you should be doing it for all, 

and it's a lot of staff time." 

And it should be noted (as already mentioned and set out in the relevant appendix) that some 

of the commissioners had agreed in advance that money would be reinvested in improvement 

plans. 

Some of the commissioners raised an issue about timing of payment and information receipt. 

Although the final payment in respect of the contractual year was due to be made at the end 

of the financial year (i.e in April of the following year), not all of the performance data were 
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available at that point, so the full extent of provider performance was not known. Some data 

were not available until late May in the following year, in fact.  

The answers of the commissioners to questions about the extent to which contractual 

financial levers in respect of quality were used in practice should be understood in 

conjunction with their answers to questions about how financial risk was allocated overall, as 

reported in the previous section of this report. There are several cases where, although the 

commissioner reported imposing financial penalties or with holding CQUIN payments, the 

manner in which the total payment to the provider was finally agreed was based on a general 

negotiation. The best that can be said in those cases is that the quality performance of the 

provider was one of the factors taken into account in that negotiation. 

 

Contractual disputes 

We also asked commissioners a more general question about contractual disputes to find out 

how any problems in respect of activity and/or quality were dealt with. Two commissioners 

reported formal disputes, and several commented that they were discouraged from letting 

disputes get this far. In the case of one formal dispute, the SHA was asked to adjudicate on 

differences over coding and counting non PbR activity. The SHA made a series of decisions, 

some of which were in favour of each party, and some ‘split the difference’. Another dispute 

about A& E admission rates went to independent arbitration, and the arbitrator found in 

favour of the commissioner. This meant that there was a reduction of approximately £2m (on 

a total contract value of £85m) in costs to be borne by the commissioner. 

Summary of findings concerning financial levers 

All contracts contained locally agreed financial penalties and incentives. In many cases, there 

were deficiencies in quality which led to penalties having to be imposed, or to some of the 

financial incentives being withheld. Not all commissioners used the financial levers available 

to them, however. 

 

Involvement of GPs in contracting 

In view of the ongoing development of CCGs, we took the opportunity to ask commissioners 

who were not GPs about the current extent of GP involvement in contracting. 

All of the commissioners reported that GPs were keen to be involved in contracting, Current 

involvement varied. Some GPs attend contracting negotiation and monitoring meetings, while 

some wish to discuss the major issues in contracts separately with the commissioners, rather 

than attend the actual meetings with the providers. 

At one extreme, a commissioner commented: 
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‘They have attended meetings but they find them tedious and very little value. But they 

are still finding their feet. Agreeing the financial value and affordability was led by 

the Directors of Finance.’ 

A more common response is that GPs are particularly interested in quality issues, and some 

are prepared to look at the monitoring data to check on activity levels as well. GPs are 

starting to take the lead on general strategy and commissioning intentions. In a small number 

of contracts, the GPs were taking an active role in finance, but this is expected to increase 

over time. 

‘We would report to them on the monitoring but they were very involved in the 

negotiation of the contract. But they were not as involved when it came to the 

conversations about money. Those two at least now have a very good understanding 

of the process and the difficulties of it etc. Their clinical input adds a lot of weight at 

the negotiation process. But at the end of the day the final deal comes down to the 

directors of finance or the chief executives talking.’ 

And some GPs are already picking up the financial aspects of contracting: 

‘CCGs are certainly involved in contract monitoring. They take an active interest in 

the financial elements of the contract as well as the clinical. For example, they pick 

up on things such as if the trust is referring patients for diagnostic tests, and they're 

being billed as outpatients.’ 

 

Conclusion 

Commissioners are using formal contractual provisions to improve quality and allocate 

financial risk, where possible. 

Our first survey of contracting staff shows that widespread use is being made of contractual 

provisions in respect of financial incentives to improve quality, and that there are certainly 

deficiencies in quality which require to be remedied. Many commissioners used performance 

management processes (i.e. performance notices and remedial action plans). There seems to 

be a general enthusiasm among commissioners to use financial penalties, but, in practice, 

some do not find it possible to with hold money from providers, as this is likely to exacerbate 

the performance problems. Others did not think it was constructive to impose financial 

penalties. 

On the other hand, some commissioners are experiencing difficulties in using contractual 

provisions to allocate financial risk overall. This appears to be because some commissioners 

do not have large enough budgets to pay for the total amount of PbR activity being carried 

out by providers. The parties are starting to agree ways of dealing with this problem, 

including using block contracts and limits on activity levels paid at full tariff. As budgets 

become constrained, it is likely that these practices will increase. 
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Our ongoing case study field work and second survey in 2014 will enable us to find out how 

these issues are being dealt with as financial stringency bites across the NHS. 
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Appendix A – Structured interview schedule 

Contract year 2012/13 

1. Which PCTs are in the Cluster? 

2. Who is doing the contracting (i.e. do you have separate contract managers for each 

provider)? 

3. Which are your main providers?  

4. Do you have any private providers? 

5. Which ones? (i.e. name of private provider and what type of care?)  

6. Who does the contracting for the private provider? Is it you? (if yes, repeat questions 

separately) 

7. How many CCGs relate to your Cluster? 

8. Are they involved in contracting (e.g. do GPs attend negotiation and monitoring 

meetings)?  

9. Are they involved in all aspects of contracting or mainly in clinical and quality issues? 

10. What is the value of the 2012/13 contract (For the NHS and private sector trusts)? 

11. How did you calculate non-tariff prices? 

12. Did you agree any ‘reduced tariff prices’ in relation to PbR? 

13. If yes, how did you calculate them?  

14. Did you include any productivity improvements in the contract i.e. have you changed 

prices for services?  

15. If yes, what exactly? 

16. Did you agree any local quality requirements (i.e. in addition to the national ones)?  

17. If yes, do you remember one or two examples? 

18. Are specified penalties attached for possible breaches of such local requirements? 

19. If yes, can you give me an idea what they are? 

20. Can you give me one or two examples of local CQUINS if you agreed any? 

21. What happens if the providers achieve the CQUINS partly rather than completely? 

(i.e. do they get paid in full or partly?) 

22. Could we have a copy of your quality schedule including the CQUIN document? If 

possible can we have a copy of Section B (‘The Services’) of the contract?   
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Contract year 2011/12 

The contract 

1. What was the value of your 2011/12 contract? 

2. How did you calculate non-tariff prices? 

3. Did you include any productivity improvements in the contract i.e. have you changed 

prices for services?  

4. If yes, what exactly? 

5. What was the financial position of your organisation in 2011/12? 

6. What was the financial position of your providers? 

7. Did you agree any local quality requirements beyond the national ones? 

8. If yes could you give me one or two examples?  

9. Did you agree any local quality incentives beyond CQUIN with your main provider? 

10. If yes, could you give me any examples? 

11. Could we have a copy of your quality schedule including CQUINS? 

 

Behavioural 

Now I am going to ask you some questions about actual application of the contract in 11-12, 

focusing on your main acute care provider (and the private provider if any): 

 

12. Did you agree any remedial action plans with your provider following a performance 

notice? 

13. Did you withhold any money for failure by the provider to achieve the remedial action 

plan? 

14. If yes, was it the amount specified in the contract?  

15. Have you had any disputes with your provider? 

16. If yes, over what? 

17. If yes, how formal did they get? (E.g. were they resolved through mediation, 

arbitration, or adjudication)? 

 

Various clauses in the contract lead to penalties for breaches or incentive payments for 

achieving specified indicators. I am going to ask you questions relating to that now:  
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18. Did your provider breach any national quality targets? (e.g. 18 weeks, C Difficile)? 

19. If yes, did you withhold any money for non-achievement by the provider of any of the 

national (e.g. 18 weeks, CDiff) quality targets? 

20. If yes, was it what was specified in the contract? 

21. Did the provider breach any of the nationally specified events thresholds? 

22. If yes, could you give me any examples? 

23. If yes, did you withhold any money for it? 

24. If yes, was it the amount specified in the contract? 

25. Did the provider breach any ‘never events’? 

26. If yes, could you give me any examples? 

27. If yes, what were the consequences? 

28. Did the provider breach any local quality requirements? 

29. If yes, could you give me any examples? 

30. If yes, did you withhold any money for breaches? 

31. If yes, was it the amount specified in the contract? 

32. Did your provider fail to achieve any of the national CQUIN indicators?  

33. If yes, examples? 

34. If yes, did you withhold any money for it? 

35. If yes, was it the amount specified in the contract? 

36. Did your provider fail to achieve any local CQUIN indicators? 

37. If yes, examples? 

38. If yes, did you withhold any money? 

39. If yes, was it what was specified in the contract? 

40. Did you make payments for activity in accordance with the contract you agreed at the 

beginning of the year? (i.e. did you pay the agreed rate – PbR or otherwise-  for each 

episode of care the provider delivered?) 

41. If not, how did the payments you made differ from what the contract stipulated? How 

did this change come about? 
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Appendix B – Analyses of CQUIN schedules in contracts  

Acute providers (incl. private providers) - 2011-12 CQUINs 

CQUIN topics Total NHS FT NHS Trust NHS Trust NHS FT NHS FT NHS FT NHS FT NHS FT NHS Trust NHS FT NHS FT NHS Trust NHS FT Private provider 
Private 

provider 

VTE prevention 
(national 
CQUIN) 

15 VTE prevention VTE 
prevention 

Venous 
Thromboembolism 
(VTE) - 
Appropriate 
prophylaxis 

VTE prevention Reduce avoidable 
death, disability 
and chronic ill 
health from 
Venous-
thromboembolism 
(VTE) 

VTE VTE VTE Prevention VTE Risk 
Assessment 

VTE prevention VTE 
Assessment 

VTE prevention Reduce avoidable 
death, disability 
and chronic ill 
health from 
Venous-
thromboembolism 
(VTE) 

Reduce avoidable 
death, disability 
and chronic ill 
health from 
Venous-
thromboembolism 
(VTE) 

VTE Prevention 

Patient 
experience 
(national 
CQUIN) 

15 Patient 
experience - 
personal needs 

Patient 
experience - 
personal needs 

Patient experience 
- personal needs 

Patient 
experience - 
personal needs 

Patient 
experience 

Patient 
experience 

Patient 
experience - 
personal 
needs 

Patient 
experience - 
personal needs 

Composite 
Indicator on 
responsiveness 
to personal 
needs 

Patient 
experience - 
personal needs 

Patient 
Experience 

Patient 
experience - 
personal needs 

Improve 
responsiveness to 
personal needs of 
patients 

Improve patient 
experience 

Patient 
experience 

Discharge 
communication 

3 Quality of 
clinical 
correspondance: 
Assessment of 
the quality of 
clinical 
correspondance 
relating to 
discharges of 
non-elective 
patients 

        Discharge 
Planning: 
Communications 

      Discharge 
Communication 

          

Responsiveness 
of GP Direct 

1 Responsiveness 
of GP Direct 

                            

Neonatal 
readmissions 

1 Neonatal 
readmissions 

                            

End of life 6 End of Life care       End of Life care     End of Life End of Life Care End of Life   End of Life       

Enhanced 
recovery 

3 Enhanced 
recovery 

                  Enhanced 
Recovery 

Enhanced 
Recovery 

      

Pressure ulcers 7 Pressure ulcers Pressure 
Ulcers 

    Pressure sores High Impact 
Actions: 
Pressure Ulcers 

  Pressure ulcers Reduction in 
hospital 
acquired 
pressure ulcers 

  Safe care – 
Hospital 
Acquired 
Pressure 
ulcers 
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CQUIN topics Total NHS FT NHS Trust NHS Trust NHS FT NHS FT NHS FT NHS FT NHS FT NHS Trust NHS FT NHS FT NHS Trust NHS FT Private provider 
Private 

provider 

Acute 
myocardial 
infarction 

4 Advancing 
Quality: AQ AMI 

            Acute 
Myocardial 
Infarction best 
practice 
bundle 

  Advancing 
Quality: AMI 

    To promote 
Clinical 
Effectiveness, 
Safety & Patient 
Experience 
through 
Advancing Quality 
(AQ): Acute 
Myocardial 
Infarction 

    

Heart Failure 4 Advancing 
Quality: AQ 
Heart Failure 

Heart Failure               Advancing 
Quality: Heart 
Failure 

    To promote 
Clinical 
Effectiveness, 
Safety & Patient 
Experience 
through 
Advancing Quality 
(AQ): Heart 
Failure 

    

Advancing 
Quality: Hip & 
Knee 

3 Advancing 
Quality: AQ Hip 
& Knee 

                Advancing 
Quality: Hip & 
Knee 

    To promote 
Clinical 
Effectiveness, 
Safety & Patient 
Experience 
through 
Advancing Quality 
(AQ): Hip & Knee 
Replacement 

    

Advancing 
Quality: 
Pneumonia 

3 Advancing 
Quality: AQ 
Pneumonia 

                Advancing 
Quality: 
Pneumonia 

    To promote 
Clinical 
Effectiveness, 
Safety & Patient 
Experience 
through 
Advancing Quality 
(AQ): Pneumonia 
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CQUIN topics Total NHS FT NHS Trust NHS Trust NHS FT NHS FT NHS FT NHS FT NHS FT NHS Trust NHS FT NHS FT NHS Trust NHS FT Private provider 
Private 

provider 

Stroke care 6 Advancing 
Quality: AQ 
Stroke 

      Stroke Stroke     Stroke Care Advancing 
Quality: Stroke 

    To promote 
Clinical 
Effectiveness, 
Safety & Patient 
Experience 
through 
Advancing Quality 
(AQ): Stroke 

    

Stroke 
discharge 

2     Early supported 
discharge (stroke) 

                Stroke 
Discharge 

      

Advancing 
Quality: Patient 
experience 

3 Advancing 
Quality: AQ 
Patient 
Experience 
Measure 

                Advancing 
Quality: Patient 
Experience 

    To promote 
Clinical 
Effectiveness, 
Safety & Patient 
Experience 
through 
Advancing Quality 
(AQ): PEMS 

    

Trauma Audit 
and Research 
Network 
(TARN) 

3 TARN                 TARN     Improved trauma 
care for patients 
with better 
outcomes: TARN 

    

Increasing 
normal births 

2   Maternity - 
increasing 
normal births: 
Caesarean 
section rate 

          Caesarean 
Section: To 
increase the 
normal birth 
rate and 
eliminate 
unnecessary 
caesarean 
sections 

              

Enhanced VTE 1   Enhanced VTE                           

Reduction in 
Non Elective 
Excess Bed 
Days (NELXBDs) 

1   Reduction in 
Non Elective 
Excess Bed 
Days 
(NELXBDs) 

                          

Reduction in 
A&E 
attendances 

1   Reduction in 
A&E 
attendances 
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CQUIN topics Total NHS FT NHS Trust NHS Trust NHS FT NHS FT NHS FT NHS FT NHS FT NHS Trust NHS FT NHS FT NHS Trust NHS FT Private provider 
Private 

provider 

Reducing non 
elective 
admissions 

2   Reduction in 
Non Elective 
(NEL & NELST) 
admissions 

  Reducing 
unnecessary 
non elective 
hospital 
admissions 

                      

Discharge audit 1     Discharge: 
Discharge audit 

                        

Discharge 
complaints 
review 

1     Discharge: 
Discharge 
complaints review 

                        

Reducing out 
patient 
cancellations 

1       Out-patient 
Cancellations 

                      

GP Diagnostic 
turnaround 

1       GP Diagnostic 
Turnaround 

                      

Discharge 
planning 

4       Improving 
Discharge: 
Discharge 
Planning 

  Discharge 
Planning 

      Discharge 
Planning 

Discharge 
planning 

        

Discharge 
patient 
checklist 

1                 Improvement in 
Patient 
Discharge: 
Proportion of 
discharged 
patients from 
medical and 
elderly wards 
(defined 
cohort) who 
have a 
discharge 
checklist 
completed 

            

Dementia 2     Dementia         Dementia Care               

Admission 
avoidance 

1     Admission 
avoidance 

                        

Smoking 3     Smoking Cessation   Smoking 
prevention 

            Smoking 
Cessation 

      

Achievement of 
national 
indicators 
(gateway) 

1     Achievement of 
national indicators 
(gateway) 

                        

Improving 
Cancer Care 

1       Improving 
Cancer Care 

                      

Identifying LD 
and ensuring 
adherence to 
care pathway 

1        Identifying LD and 
ensuring 
adherence to care 
pathway 
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CQUIN topics Total NHS FT NHS Trust NHS Trust NHS FT NHS FT NHS FT NHS FT NHS FT NHS Trust NHS FT NHS FT NHS Trust NHS FT Private provider 
Private 

provider 

Alcohol 2         Alcohol             Alcohol 
Screening 

      

Nutrition 4         Nutrition 
screening 

    Nutrition Improving 
nutritional 
Assessment 

    Nutrition       

Self-harm – 
Improve 
services for 
individuals who 
self harm by 
ensuring 
effective 
recognition, 
assessment and 
onward referral 

1         Self-harm – 
Improve services 
for individuals 
who self harm by 
ensuring effective 
recognition, 
assessment and 
onward referral 

                    

Reducing DNA 
rates in 
Outpatient 
Clinics 

1         Reducing DNA 
rates in 
Outpatient Clinics 

                    

Length of Stay 
(LOS) 

1         Length of Stay 
(LOS) 

                    

New Outpatient 
Models of 
Delivery 

1         New Outpatient 
Models of 
Delivery 

                    

Falls 6           High Impact 
Actions: Falls 
Risk Assessment 

Reduction of 
Harm from 
Falls 

Falls Falls   Safe care – 
Falls 

      Fall prevention 

Catheter care 2           High Impact 
Actions: 
Catheter Care 

  Urinary 
Cathether Care 
Bundle 

              

Development 
of pathway for 
frail elderly 
patients 

2           Frail Elderly 
Pathway: 
Development 
and 
implementation 

      Unscheduled 
care: Develop 
pathway for 
frail elderly 
patients 

          

Urgent care 1           Urgent care                   

Planned Care: 
Follow Ups 
reduction 

1           Planned Care: 
Follow Ups 
reduction 

                  

Improving 
Inpatient 
Diabetic Care 

1             Improving 
Inpatient 
Diabetic Care 
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CQUIN topics Total NHS FT NHS Trust NHS Trust NHS FT NHS FT NHS FT NHS FT NHS FT NHS Trust NHS FT NHS FT NHS Trust NHS FT Private provider 
Private 

provider 

Safeguarding 2               Common 
Assessment 
Framework: To 
improve the 
safeguarding 
of vulnerable 
children 

  Safeguarding: 
Children and 
adults 

          

Patient 
Experience: 
Using Real Time 
Patient 
Monitoring 

1               Patient 
Experience: 
Using Real 
Time Patient 
Monitoring 

              

COPD 1               COPD               

Implementation 
of Modified 
Early Warning 
Score (MEWS) 

1                 Implementation 
of Modified 
Early Warning 
Score (MEWS) 

            

Improvement in 
Fractured Neck 
of Femur 
Operating 
Times 

1                 Improvement in 
Fractured Neck 
of Femur 
Operating 
Times 

            

Advancing 
Quality: CABG 

1                   Advancing 
Quality: CABG 

          

Long term 
conditions 

1                     Long term 
conditions 

        

Care closer to 
home 

1                     Care closer to 
home 

        

Medicines 
Management 

2                       Medicines 
Management 

Improved 
Prescribing both 
as inpatients and 
post-discharge: 
Medicines 
Management 

    

Mortality 
Review 

1                       Mortality 
Review 
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CQUIN topics Total NHS FT NHS Trust NHS Trust NHS FT NHS FT NHS FT NHS FT NHS FT NHS Trust NHS FT NHS FT NHS Trust NHS FT Private provider 
Private 

provider 

To promote 
clinical patient 
experience 
through 
improved 
monitoring and 
performance 
improvement: 
Patient 
Experience 
Strategy 

1                         To promote 
clinical patient 
experience 
through improved 
monitoring and 
performance 
improvement: 
Patient 
Experience 
Strategy 

    

To promote 
clinical 
effectiveness, 
safety and 
patient 
experience 
through 
improved 
health 
economy 
management of 
patients with 
‘senility and 
organic 
disorder’ 

1                         To promote 
clinical 
effectiveness, 
safety and patient 
experience 
through improved 
health economy 
management of 
patients with 
‘senility and 
organic disorder’ 

    

Implementation 
of WHO safer 
surgery 
checklist 

1                           Implementation 
of WHO safer 
surgery checklist 

  

Pain 
management 

1                             Pain 
management 
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Acute providers (incl. private providers) - 2012-13 CQUINs 

CQUIN topics Total NHS Trust NHS FT NHS FT NHS Trust NHS Trust NHS FT NHS Trust NHS Trust NHS Trust NHS FT NHS Trust NHS FT NHS FT NHS FT NHS FT NHS Trust NHS FT NHS FT NHS FT 
Private 

provider 
Private 

provider 

VTE 
prevention 
(national 
CQUIN) 

21 VTE 
prevention 

VTE 
prevention 

VTE 
prevention 

VTE 
prevention 

VTE 
prevention 

VTE 
prevention 

VTE 
prevention 

VTE 
prevention 

Venous 
Thromboembolis
m (VTE) - 
Appropriate 
prophylaxis 

VTE VTE Risk 
Assessment 

Reduce 
avoidable 
death, 
disability and 
chronic ill 
health from 
VTE 

VTE VTE VTE 
prevention 

VTE Risk 
Assessment 

VTE 
Prevention 

VTE 
prevention 

VTE Reduce 
avoidable 
death, 
disability and 
chronic ill 
health from 
VTE 

National - 
VTE 
Prevention 

Patient 
experience 
(national 
CQUIN) 

21 Patient 
experience 

Patient 
experience 

Patient 
experience 

Patient 
experience 

Patient 
experience 

Patient 
experience 

Patient 
experience 

Patient 
experience - 
personal 
needs 

Patient 
experience 

Patient 
experience – 
personal needs 

Patient 
Experience 

Patient 
experience -
Improving 
responsivenes
s to personal 
needs 

Patient 
experience 

Patient 
Experience 

Patient 
experience - 
personal 
needs 

Composite 
Indicator on 
Responsivenes
s to Personal 
Needs 

Patient 
experience - 
personal 
needs 

Patient 
experience 

Patient 
Experience 

Patient 
experience -
Improving 
responsivenes
s to personal 
needs 

National - 
Patient 
Experience 

Diagnosis of 
dementia 
(national 
CQUIN) 

19 Diagnosis of 
dementia 

Diagnosis of 
dementia 

Diagnosis of 
dementia 

Diagnosis of 
dementia 

Diagnosis of 
dementia 

Diagnosis of 
dementia 

Diagnosis of 
dementia 

Dementia Dementia Dementia Assessment 
for 
Dementia 

Improving 
awareness 
and diagnosis 
of Dementia 

Dementia Improving 
Dementia 
Diagnosis 

Dementia Dementia Dementia Diagnosis of 
dementia 

Dementia     

NHS Safety 
Thermomete
r (national 
CQUIN) 

21 Safety 
thermomete
r 

Safety 
thermometer 

Safety 
thermomete
r 

Safety 
thermomete
r 

Safety 
thermomete
r 

Safety 
thermomete
r 

Safety 
thermomete
r 

NHS Safety 
Thermometer 

Patient Safety - 
NHS Safety 
Thermometer 

NHS Safety 
Thermometer 

Patient 
Safety 
Thermomete
r 

Incentivise 
the use of the 
NHS Safety 
Thermometer 

NHS Safety 
Thermomete
r 

NHS Safety 
Thermometer 

NHS Safety 
Thermomete
r 

Safety 
Thermometer 

Safety 
Thermomete
r 

Safety 
thermomete
r 

NHS Safety 
Thermomete
r 

Incentivise 
the use of the 
NHS Safety 
Thermometer 

National - 
NHS Safety 
Thermomete
r 

Improving 
communicati
on with GPs 

10 GP real-time 
information 

GP real-time 
information 

GP real-time 
information 

GP real-time 
information 

GP real-time 
information 

GP real-time 
information 

GP real-time 
information 

          Clinical 
Information - 
Improving 
patient level 
clinical 
information 

GP 
Communications 

          Improved 
discharge 
information 

  

Compliance 
with 
integrated 
formulary 

7 Compliance 
with 
integrated 
formulary 

Compliance 
with 
integrated 
formulary 

Compliance 
with 
integrated 
formulary 

Compliance 
with 
integrated 
formulary 

Compliance 
with 
integrated 
formulary 

Compliance 
with 
integrated 
formulary 

Compliance 
with 
integrated 
formulary 

                            

COPD 
discharge 
bundle 

4 COPD 
discharge 
bundle 

  COPD 
discharge 
bundle 

                COPD (incl. 
Joint 
discharge 
planning) 

        Transfer of 
care (incl. 
COPD) 

        

Enhanced 
recovery 

1 Enhanced 
recovery 

                                        

Anti-
coagulation 

1 Anti-
coagulation 

                                        

12 hours 
consultant 
assessment 

4   12 hours 
consultant 
assessment 

  12 hours 
consultant 
assessment 

12 hours 
consultant 
assessment 

12 hours 
consultant 
assessment 

                              

End of life / 
palliative 
care 

9   End of life 
care 

End of life 
care 

End of life 
care 

    End of life 
care 

Development 
and rollout of 
palliative care 
support tool 

      To improve 
End of Life 
care 

  End of Life Care End of Life EOL care           

Neonates/BC
G 

1   Neonates/BC
G 
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CQUIN topics Total NHS Trust NHS FT NHS FT NHS Trust NHS Trust NHS FT NHS Trust NHS Trust NHS Trust NHS FT NHS Trust NHS FT NHS FT NHS FT NHS FT NHS Trust NHS FT NHS FT NHS FT 
Private 

provider 
Private 

provider 

Integrated 
care 

1       Integrated 
care 

                                  

Nutrition 3         Nutrition             Nutrition 
screening 

      Nutrition and 
weight 
management 

          

Case 
management 

1         Case 
managemen
t 

                                

Patient 
discharge / 
Delayed 
Transfers of 
Care 

4         Discharge 
planning 

    Delayed 
Transfers of 
Care 

    Patient 
Discharge 

      Transfer of 
Care 

            

Diabetes care 
standards 

1           Diabetes 
care 
standards 

                              

Reducing 
duplication 
of tests etc. 

1           Reducing 
duplication 
of tests etc. 

                              

Reducing 
outpatient 
cancellations 
by hospital 

1           Reducing 
outpatient 
cancellation
s by hospital 

                              

Dementia 
training 

1             Dementia 
training 

                            

GP access to 
consultant 
advice 

1             GP access to 
consultant 
advice 

                            

Local goal 
regarding 
patient 
experience 

6               Patient 
experience - 
local 
enhancement 

  Patient 
Experience 
Escalator 

    Patient 
Revolution - 
maintain and 
build on 
improvement
s from 
National 
Patient 
Survey 

Net Promoter 
Score/Patient 
Experience/Patie
nt Revolution 

 Net Promotor 
- Patient 
experience 

Real Time 
Patient 
Monitoring 

        

Assistive 
technologies 

2               Assistive 
technologies 

        High Impact 
Innovations - 
Use of 
assistive 
technologies 

                

Oesophogeal 
Doppler 
Monitoring 

4               Oesophogeal 
Doppler 
Monitoring 

Trajectory for six 
high impact 
innovations - 
Oesophageal 
Doppler 
monitoring 

Oesophageal 
Doppler/Cardia
c Flow 
Monitoring 

    High Impact 
Innovations - 
Oesophageal 
Doppler 
Monitoring 

                

Child in a 
Chair in a Day 

3               Child in a Chair 
in a Day 

Trajectory for six 
high impact 
innovations - 
Child in a chair in 
a day 

      High Impact 
Innovations - 
Child in a 
Chair in a Day 
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CQUIN topics Total NHS Trust NHS FT NHS FT NHS Trust NHS Trust NHS FT NHS Trust NHS Trust NHS Trust NHS FT NHS Trust NHS FT NHS FT NHS FT NHS FT NHS Trust NHS FT NHS FT NHS FT 
Private 

provider 
Private 

provider 

Digital by 
Default 

3               Digital by 
Default (incl. 
digital support 
in 
dermatologica
l diagnoses) 

Trajectory for six 
high impact 
innovations - 
Telederm 

      High Impact 
Innovations - 
Digital by 
Default 

                

Improved 
medical 
support for 
surgical 
patients with 
long term 
conditions 

1               Improved 
medical 
support for 
surgical 
patients with 
long term 
conditions 

                          

Introduction 
of care 
bundles for 
high volume 
medical 
conditions 
(incl. COPD) 

3               Introduction 
of care 
bundles for 
high volume 
medical 
conditions 
(incl. COPD) 

    Respiratory 
Care Bundles 
(incl. COPD) 

          COPD Care 
Bundle 

        

Liaison 
psychiatry for 
the elderly 

1               Liaison 
psychiatry for 
the elderly 

                          

Compassiona
te excellence 
in nursing 
care 

1               Compassionat
e excellence in 
nursing care 

                          

Standardisati
on of 
pathway for 
spinal 
surgery 

1               Standardisatio
n of pathway 
for spinal 
surgery 

                          

Medicines 
reconciliation 
for inpatients 
- 7 
days/week 

1               Medicines 
reconciliation 
for inpatients - 
7 days/week 

                          

Capacity 1                 Capacity                         

Sepsis 2                 Infection control 
(Sepsis) 

Sepsis 6 
implementatio
n 

                      

Community 
Services (incl. 
productivity) 

2                 Community 
Services (incl. 
productivity) 

              Productive 
Community 
Programme 

        

Trajectory for 
six high 
impact 
innovations - 
Increase 
digital 
outpatient 
appointment
s 

1                 Trajectory for six 
high impact 
innovations - 
Increase digital 
outpatient 
appointments 
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CQUIN topics Total NHS Trust NHS FT NHS FT NHS Trust NHS Trust NHS FT NHS Trust NHS Trust NHS Trust NHS FT NHS Trust NHS FT NHS FT NHS FT NHS FT NHS Trust NHS FT NHS FT NHS FT 
Private 

provider 
Private 

provider 

Acute Kidney 
Injury 

2                   Acute Kidney 
Injury 

      Acute Kidney 
Injury 

              

Supporting 
Clinical 
Change 
programmes 

1                   Supporting 
Clinical Change 
programmes 

                      

Pressure 
Ulcers 

6                     Pressure 
Ulcers 

Pressure 
sores 

Safe Care 
(incl. 
pressure 
ulcers) 

    Reducing 
avoidable 
pressure 
ulcers 

  Harm free 
care: 
Pressure 
ulcers 

    Harm free 
care: 
Pressure 
ulcers 

Falls 4                     Falls   Safe Care 
(incl. falls) 

        Harm free 
care: Falls 

    Harm free 
care: Falls 

Learning 
Disabilities 

2                     Learning 
Disabilities 

Identifying LD 
and ensuring 
adherence to 
care pathway 

                  

Fractured 
Neck of 
Femur 

2                     Fractured 
Neck of 
Femur 

      #NOF 
Managemen
t 

            

Clinical 
pathways 

1                     Clinical 
pathways 

                    

Alcohol 4                       To improve 
the health of 
the 
population by 
reducing 
alcohol-
related harm.  

      Every contact 
counts - 
Alcohol 

  Public 
health: 
Alcohol 
abuse 
identificatio
n and advice 

    Public 
health: 
Alcohol 
abuse 
identificatio
n and advice 

Smoking 4                       Smoking 
prevention 

      Every contact 
counts - 
smoking in 
pregnancy 

  Public 
health: 
Smoking 
status and 
smoking 
cessation 
support 

    Public 
health: 
Smoking 
status and 
smoking 
cessation 
support 

Self-harm – 
Ensuring 
effective 
recognition, 
assessment 
and onward 
referral 

1                       Self-harm – 
Ensuring 
effective 
recognition, 
assessment 
and onward 
referral 

                  

Stroke 4                       Stroke     Stroke Stroke     AQ: Stroke     

Performance 
on Trauma 
Audit and 
Research 
Network 

1                       Performance 
on Trauma 
Audit and 
Research 
Network 

                  

Local 
Productivity 

1                       Local 
Productivity 
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CQUIN topics Total NHS Trust NHS FT NHS FT NHS Trust NHS Trust NHS FT NHS Trust NHS Trust NHS Trust NHS FT NHS Trust NHS FT NHS FT NHS FT NHS FT NHS Trust NHS FT NHS FT NHS FT 
Private 

provider 
Private 

provider 

High Impact 
Innovations - 
National and 
International 
Health Care 
activity 

1                         High Impact 
Innovations - 
National and 
International 
Health Care 
activity 

                

High Impact 
Innovations - 
Carers for 
People with 
Dementia 

1                         High Impact 
Innovations - 
Carers for 
People with 
Dementia 

                

Follow ups 1                         Follow ups                 

Non-Elective 
Activity 

1                         Non-Elective 
Activity 

                

Outpatient 1                         Outpatient                 

Making Every 
Contact 
Count - 
Maternity 

1                           Making Every 
Contact Count - 
Maternity 

              

Older & 
Vulnerable 
People 

2                           Older & 
Vulnerable 
People 

Elderly Care             

Advancing 
Quality: AMI 

2                             Advancing 
Quality: AMI 

      AQ: AMI     

Advancing 
Quality: 
CABG 

1                             Advancing 
Quality: 
CABG 

            

Advancing 
Quality: 
Heart failure 

2                             Advancing 
Quality: 
Heart failure 

      AQ: Heart 
Failure 

    

Advancing 
Quality: Hip 
& Knee 

2                             Advancing 
Quality: Hip 
& Knee 

      AQ: Hip & 
Knee 

    

Advancing 
Quality: 
Pneumonia 

2                             Advancing 
Quality: 
Pneumonia 

      AQ: 
Pneumonia 

    

Advancing 
Quality: 
Patient 
Experience 

2                             Advancing 
Quality: 
Patient 
Experience 

      AQ: PEMS     

Dementia - 
To improve 
inpatient 
care 

3                             Dementia - 
To improve 
inpatient 
care 

  Dementia - 
Local 
indicator 

Dementia - 
Improve 
care for 
patients with 
dementia 

      

Safeguarding 1                             Safeguarding             

Appropriate 
use of 
warfarin 

1                               Appropriate 
use of 
warfarin 
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CQUIN topics Total NHS Trust NHS FT NHS FT NHS Trust NHS Trust NHS FT NHS Trust NHS Trust NHS Trust NHS FT NHS Trust NHS FT NHS FT NHS FT NHS FT NHS Trust NHS FT NHS FT NHS FT 
Private 

provider 
Private 

provider 

Use of 
antibiotics - 
Antimicrobial 
Stewardship 

1                               Use of 
antibiotics - 
Antimicrobial 
Stewardship 

          

Mortality 
review 

1                               Mortality 
review 

          

Safe surgery 1                               Safe surgery           

Harm free 
care: Tissue 
viability 

2                                   Harm free 
care: Tissue 
viability 

    Harm free 
care: Tissue 
viability risk 
assessment 

Harm free 
care: 
Catheter care 

2                                   Harm free 
care: 
Catheter 
care 

    Harm free 
care: 
Catheter 
care 

Harm free 
care: 
Leadership 
for harm free 
care 

2                                   Harm free 
care: 
Leadership 
for harm 
free care 

    Harm free 
care: 
Leadership 
for harm 
free care 

Harm free 
care: Patient 
stories 

2                                   Harm free 
care: Patient 
stories 

    Harm free 
care: Patient 
stories 

Public health: 
Health 
inequalities 
training 

2                                   Public 
health: 
Health 
inequalities 
training 

    Public 
health: 
Health 
inequalities 
training 

Public health: 
Breastfeedin
g initiation 
and 
maintenance 

1                                   Public 
health: 
Breastfeedin
g initiation 
and 
maintenance 

      

Public health: 
Fuel poverty 

2                                   Public 
health: Fuel 
poverty 

    Public 
health: Fuel 
poverty 

Making Every 
Contact 
Count: 
Establish 
Baseline 

1                                     Making 
Every 
Contact 
Count: 
Establish 
Baseline 

    

Making Every 
Contact 
Count: Train 
the Trainer 

1                                     Making 
Every 
Contact 
Count: Train 
the Trainer 

    

Making Every 
Contact 
Count: 
Cascade 
Training 

1                                     Making 
Every 
Contact 
Count: 
Cascade 
Training 
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CQUIN topics Total NHS Trust NHS FT NHS FT NHS Trust NHS Trust NHS FT NHS Trust NHS Trust NHS Trust NHS FT NHS Trust NHS FT NHS FT NHS FT NHS FT NHS Trust NHS FT NHS FT NHS FT 
Private 

provider 
Private 

provider 

Making Every 
Contact 
Count: Year 1 
Training 

1                                     Making 
Every 
Contact 
Count: Year 
1 Training 
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Community providers - 2011-12 CQUINs 

CQUIN topics Total NHS FT NHS FT NHS Trust Social enterprise 

Patient experience (national 
CQUIN) 

4 Improving Patient Experience Patient experience Patient experience - personal 
needs 

Service User experience 

VTE prevention (national 
CQUIN) 

2     VTE prevention VTE 

Patient Safety: Safe and 
effective medicines 
management 

1 Patient Safety: Safe and 
effective medicines 
management 

      

Rehabilitation service analysis 1 Rehabilitation service analysis       

Advanced care plans - To 
ensure that an advanced care 
plan is offered to all palliative 
care patients in the 
community and is in place for 
all of those who wish to have 
one 

1   Advanced care plans - To 
ensure that an advanced care 
plan is offered to all palliative 
care patients in the 
community and is in place for 
all of those who wish to have 
one 

    

To improve End of Life care 3   To improve End of Life care End of Life Care Demonstrate Community 
Nurse effectiveness in 
supporting people to die in 
their place of choice 

Emergency admission rates 
for community service 
caseloads  

1   Emergency admission rates 
for community service 
caseloads  

    

Nutrition screening 1   Nutrition screening     

Self-harm 1   Self-harm     

Dementia 1   Dementia     

Pressure sores 1   Pressure sores     

Reduce incidence of falls 1   Reduce incidence of falls     

Reduce DNA rates for Therapy 
Services 

1   Reduce DNA rates for Therapy 
Services 

    

Urinary catheter care 1     Urinary catheter care   

Unscheduled care services 1     Unscheduled care services   

Support for carers 1     Support for carers   
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CQUIN topics Total NHS FT NHS FT NHS Trust Social enterprise 

Reduce emergency 
admissions for very high 
intensive users 

1       Reduce emergency 
admissions for very high 
intensive users 

Reduce acute hospital bed 
days 

1       Reduce acute hospital bed 
days 

Increase community 
productivity to reduce urgent 
care activity in line with QIPP 
plans 

1       Increase community 
productivity to reduce urgent 
care activity in line with QIPP 
plans 
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Community providers - 2012-13 CQUINs 

CQUIN topics Total NHS FT NHS FT NHS Trust Social enterprise 

Patient experience (national 
CQUIN) 

4 Patient Experience Service User experience Service User experience Improve responsiveness to 
personal needs of patients 
(Adult Inpatient Survey) 

NHS Safety Thermometer 
(national CQUIN) 

4 NHS Safety Thermometer NHS Safety Thermometer NHS Safety Thermometer NHS Safety Thermometer 

VTE prevention (national 
CQUIN) 

3   VTE VTE Reduce avoidable death, 
disability and chronic ill health 
from Venous-
thromboembolism (VTE) 

Diagnosis of dementia 
(national CQUIN) 

3   Dementia: Improve 
awareness and diagnosis 

Dementia: Improve 
awareness and diagnosis 

Improve awareness and 
diagnosis of dementia 

Assistive technologies 2 Assistive technologies   Innovations: Assistive 
Technologies 

  

Digital by default 2 Digital by default   Innovations: Digital by Default   

End of life / palliative care 3 Palliative care End of Life care   End of life: Supporting patient 
choice regarding their desired 
place of death 

Introduction of care bundles 
for high volume medical 
conditions: Cellulitis care 
bundle 

1 Introduction of care bundles 
for high volume medical 
conditions: Cellulitis care 
bundle 

      

2 - 2.5 year health checks 1 2 - 2.5 year health checks       

Breastfeeding 1 Breastfeeding       

Delayed Transfers of Care 1 Delayed Transfers of Care       

Patient safety: Pressure sores 1   Patient safety: Pressure sores     

Patient safety: Falls 1   Patient safety: Falls     

Reducing A&E attendances 3   Reducing emergency 
admission rates 

Frequent Attenders Appropriate use of urgent 
care services 

Nutrition screening 1   Nutrition screening     

Self-harm 1   Self-harm     

Stroke: Improving post 
discharge interventions 

1   Stroke: Improving post 
discharge interventions 

    

Adult Learning Disabilities: 
Identification 

1   Adult Learning Disabilities: 
Identification 
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CQUIN topics Total NHS FT NHS FT NHS Trust Social enterprise 

Long Term Conditions 1   Long Term Conditions     

Community IV therapies 1   Community IV therapies     

Watch & Wait: Admission 
avoidance – paediatrics in 
urgent care 

1   Watch & Wait: Admission 
avoidance – paediatrics in 
urgent care 

    

New to review ratios 1   New to review ratios     

Innovations: Child in a Chair in 
a Day 

1     Innovations: Child in a Chair in 
a Day 

  

Innovations: Carers for People 
with Dementia 

1     Innovations: Carers for People 
with Dementia 

  

Non elective admissions (NEL) 
Scheme 

1     Non elective admissions (NEL) 
Scheme 

  

Health Promotion: Smoking 1     Health Promotion: Smoking   

Health Promotion: Healthy 
weight 

1     Health Promotion: Healthy 
weight 

  

Health Promotion: Alcohol 
consumption 

1     Health Promotion: Alcohol 
consumption 

  

Introduction of live PANDA 
data flows: GP 
communication 

1       Introduction of live PANDA 
data flows: GP 
communication 

Improved Discharges 7 days 
per week 

1       Improved Discharges 7 days 
per week 

Promotion of collaboration to 
support and manage impact 
associated with delivery of 
healthcare to Very High 
Intensity Users 

1       Promotion of collaboration to 
support and manage impact 
associated with delivery of 
healthcare to Very High 
Intensity Users 
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Mental health provider - 2011-12 CQUINs 

NHS FT 

Achievement of national 
targets 

Dementia Awareness 

Outcomes/recovery 

 

Mental health provider - 2012-13 CQUINs 

NHS FT 

Achievement of national 
targets 

NHS Safety Thermometer 

Patient Experience Survey 

Psychiatric Liaison 

Mental Health PbR 
Development 

Dementia Diagnosis 

Placements Review 

Health Improvement 
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Appendix C – Analyses of penalty schedules in contracts 

Local quality requirements have been summarised in the tables below according to their 

consequences. The tables have been compiled with the aim of showing the different types of 

financial and non-financial penalties for breaches of local quality requirements, rather than 

the range of local quality requirements specified in contracts. Therefore, a large number of 

diverse local quality requirements may be compressed into one row in a table if the 

consequences seemed to be identical for all of them. 

Acute providers (incl. private providers) – 2011-12 examples of local penalties 

NHS FT 

Local clinical quality performance indicators Consequence of breach 

3 indicators related to timeliness of discharge 

summaries or clinic letters sent to GPs 

Financial penalty maximum £500k to be applied 

across the 3 indicators. 

For 2 of these indicators, there are no financial 

penalties during Q1 and Q2 because they are set 

aside for producing and rolling out an action plan. 

Instead, the consequence of a breach is in line 

with clause 32/33 of the contract. 

Readmission rates-Elective Funding already withdrawn as part of £2m 

savings 

Readmission rates-Non-Elective No reimbursement for breaches but value of 

financial penalties will be returned for 

reinvestment in improvements in urgent care 

34 indicators covering a wide range of issues 

including HSMRs, reporting of PROMs, 

maternity care, screening, health promotion, 

health of staff and staff training 

In line with clause 32/33 of the contract 

 

NHS FT 

Local quality requirement Consequence of breach 

4 hour maximum wait at A&E from arrival to 

transfer, discharge or admission 

Weekly assessment of performance at site level: 

<95% but >93% = £500;  

<93% but >90% = £1k; 

<90% = £1500 

Avoidable MRSA bacteraemia Recovery of cost of patient spell for any 

avoidable infections per month. 

However, if action plan is not delivered against or 

there is a further case for the same reason penalty 

of £20k will be applied and not reinvested. 

Breastfeeding initiation within 48 hours (as per 

VSMr guidance) 

Failure to achieve target for Q4 (Jan-Mar 2011) 

at a host PCT (Trust) level will result in penalty 

of: 

(1) Until maternity service specification agreed: 

<60% but >58% = £4k; <58% = £7k 

Or  

(2) When maternity service specification is 

agreed, a more challenging target will be required 

with sliding scale for penalty to be agreed. 
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Maternity 12 week bookings Failure to achieve target at a host PCT (Trust) 

level will result in penalty of £5k 

Chlamydia screening Penalty of £10k applied if target not achieved for 

2011/12, applied at PCT level 

No patients waiting over 6 weeks for the 15 key 

diagnostic tests 

Penalty of £2k applied per test line on a monthly 

basis. 

Quality Stroke Care: 

People with stroke spending at least 90% of their 

time on a stroke unit   

Higher risk TIA cases are treated within 24 hours 

Penalty of £10k applied per target not achieved 

for 2011/12, applied at PCT level 

Discharge summaries arriving within 24 hours Penalty of £50k for each quarter where 

performance is not met 

Submission of Trajectories to support Operating 

Framework  and DH returns 

£2,000 per return which misses a deadline set by / 

agreed with DH 

Falls: patients assessed within six hours of 

admission to identify those that are at high risk of 

falling 

Penalty applied on quarterly basis at trust level: 

<98% but >95% = £2k;  

<95% but >90% = £4k; 

<90% = £6k 

Falls: for patients that are identified as being at 

high risk of falling, a falls protocol (action plan) 

to be instigated within 12 hours of admission. 

Penalty applied on quarterly basis at trust level: 

<100% but >95% = £2k;  

<95% but >90% = £4k; 

<90% = £6k 

Choose and Book – Consultant led teams Penalty of £5k for any month where 95% not 

achieved 

Action plan to be agreed 

 

N.B. The commissioner in this case applied a reinvestment policy to all of its providers, 

including private providers. Here is an excerpt from the policy: 

“The coordinating commissioner will follow clause 32 of the contract (Performance 

Management) in the management of performance against the agreed penalty scheme.  In the 

event that it is necessary to penalise the provider due to poor performance, the coordinating 

commissioner will reinvest the financial sum attached to the penalty back into the provider’s 

services with the re-investment linked to a clear action plan for improvement that will be 

monitored via the monthly clinical quality review group.  This approach is consistent with the 

spirit of partnership working between the commissioner and provider and demonstrates the 

commissioner’s commitment to improving performance and quality of services.   

The exception to this approach will be where there is gross and/or continued poor 

performance on the part of the provider.  To provide additional clarity to the LSA, the likely 

scenario for an exception to this rule is where an action plan is not implemented successfully 

and poor performance continues into the following months.  In such circumstances the PCT 

may choose to instigate the penalty and not reinvest the associated funding.” 
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NHS FT 

Locally defined indicators Consequence of breach 

Commissioner policies on medicines 

management and low clinical priorities 

Non-payment for activity where there is non-

compliance; recovery of cost of any proven 

shortfall in discharged or outpatients medication 

Procedures not carried out as defined by Health 

Resource Group (“HRG”) WA14Z. 

The commissioner will not accept charges for any 

WA14Z HRGs unless a case for exceptionality is 

presented within the agreed ‘ non- mandatory’ 

reconciliation process and timescales. 

Approved exception cases only to be paid by 

commissioner 

New to follow up ratios, and conversion rates 

from A&E attendances 

Non-payment by Commissioner for activity over 

threshold 

36 indicators covering a wide range of issues 

including infection prevention and control, WHO 

surgical safety checklist, HSMRs, Choose and 

Book, screening, timeliness of diagnostic results, 

reporting of PROMs, maternity, cancer, stroke, 

management of discharges, excess bed days, 

consultant to consultant referrals 

Exception report under clauses 32 and 33 

 

NHS FT 

Local performance and activity KPIs, local 

quality KPIs and service specification KPIs 

Consequence of breach 

Several activity KPIs such as A&E / Emergency 

admission conversion ratios and spells with 

complications 

Activity management plan 

Pre-procedure Bed Days (Elective & NEL) No payment for pre-procedure bed days where 

excess bed days have been incurred - above the 

agreed threshold 

Timeliness of discharge letters to GPs Letter received within 2 days – £0 

Letter received after 2 days £50. 

A cap of £100k per quarter. 

Emergency readmissions of post elective and post 

non-elective cases 

There appears to be a reinvestment policy: “The 

amounts accruing under readmissions penalties 

will be recycled within the Trust in the 

expectation that sustainable improvements will be 

made in the Trust’s readmission rates” 

A few other local performance and activity KPIs No financial consequences of breach. One of 

them will be used to inform activity planning and 

commissioning intentions for 2012-13 and one is 

a KPI under development.  

2 indicators related to serious untoward incidents 

policy 

Failure to provide reports within agreed 

timeframe will result in withholding of 1% of the 

monthly contract value until a remedial plan to 

ensure future timely reporting is agreed and 

actioned. 

Timeliness in resolution of complaints Reasons reported by Trust, Remedial action plan 

to ensure prompt resolution of patient complaints 

where necessary 

CQUIN indicators from the previous year (2010- The Trust’s performance will be monitored over 
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11) the course of 2011/12 to ensure that the quality 

improvements attained and remunerated via 

CQUIN in 2010/11 are sustained. 

If Commissioners determine that there is 

insufficient evidence in this respect, the Trust 

will repay up to the 2010/11 investment to 

Commissioners, in line with the relevant 

weightings and financial values assigned to each 

CQUIN target for that year. 

4 service specification KPIs related to maternity 

services 

Cluster tariff top up of £110 per birth withheld 

 

NHS FT 

Local quality requirements Consequence of breach 

Risk Assessment of the compliance with NICE 

quality standards, NICE guidance & technology 

appraisals within 3 months of publication 

Effective from end of quarter 1. £2,000 for each 

month that breached 

% of SUIs reported on STEIS within 72 hours of 

being agreed as a SUI. 

£5,000 for each month the threshold is breached 

% of SUIs where full reports were completed 

within 45 working days of date agreed as a SUI 

£10,250 for each month the threshold is breached 

3 quality requirements covering occurrence of 

serious incidents, severe falls and grade 3 & 4 

pressure ulcers 

Breach of annual target £12500 per case over the 

annual threshold 

% of patients with a discharge summary within 

24 hours (including TTO) 

If summary is not received within 24 hours a £50 

charge is levied and if no summary received 

within 7 days then the treatment pertaining to the 

missing summary is not paid for 

2 quality requirements covering the number of 

cardiac arrests and end of life care 

Quality aspiration for high impact change 

Action plan to be provided if threshold is 

breached 

10 indicators covering urinary tract infections, 

unplanned hospital admissions, length of stay, 

waiting times, readmissions for patients over 65 

years of age and implementation of the Maternity 

Dashboard 

No penalty 

Planned Procedures not carried out (HRG 

WA14Z) 

Recovery of the cost of the number of procedures 

above threshold limit at year end 

Percentage of COPD; Asthma & Diabetes 

patients with care plan (by service) 

The Trust will explore the feasibility of providing 

care plan information to the GP’s 

Percentage of COPD; Asthma & Diabetes 

patients feeling supported whilst in hospital to 

manage their condition (as part of patient 

satisfaction reporting) 

The Trust will explore the feasibility of collating 

this information with other data collections. 

Percentage of patients seen within 48 hours of 

contacting the genito-urinary medicine service. 

Action Plan to review if below the threshold 

Consultant to Consultant Referrals – Catchment 

(All PCTs) 

No payment for referrals that do not meet agreed 

criteria within C2C Policy 

Quarter 2 onwards 

Consultant First to Follow-up attendance ratio for 

Gynaecology, General Surgery (including sub-

specialties), Ophthalmology 

If rates do not reduce to the threshold levels by 

the quarter 3 and 4 position 
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2 indicators covering emergency readmissions Total block adjustment for readmissions agreed 

as part of contract settlement. Annual sum by 

main PCT commissioner: 

- PCT 1 £305,743 

- PCT 2 £183,916 

- Other £16,481 

7 indicators covering maternal health and 

breastfeeding 

Action Plan 

Reduction of Caesarean Section Rates Trust to repay the difference between a Normal 

Delivery tariff (HRG NZ01B) and a Caesarean 

Section tariff (HRG NZ03A) for the number of 

spells breaching the threshold 

Declaration of Compliance with Care Quality 

Commission Standards. To maintain registration 

with the Care Quality Commission and to 

respond to and report any in year alerts or 

concerns. 

If threshold is breached £100,000 for each month 

until corrected 

Hospital Mortality Rates If threshold breach - Action plan/ /audit required 

plus assurance via Trust Board 

4 quality requirements on medicines management Any cost implications for primary care of Trust 

not complying to be recharged by commissioner 

to acute Trust 

 

Private provider 

Local clinical quality performance indicators Consequence of breach 

1 indicator related to timeliness of discharge 

summaries sent to GPs and 1 indicator related to 

timeliness of clinic letters sent to GPs 

For every 5% below quarterly threshold, 0.1% of 

quarterly value of the elective elements of the 

contract to be withdrawn, up to a maximum of 

0.5% 

Readmission rates-Elective No reimbursement for breaches 

16 indicators covering a wide range of issues 

including reporting of PROMs, nutritional 

assessment of patients, MRSA screening, 

reduction in DNA rates and health of staff 

In line with clause 32/33 of the contract 

 

Private provider 

Local quality requirement Consequence of breach 

Avoidable MRSA bacteraemia Recovery of cost of patient spell for any 

avoidable infections per month. 

However, if action plan is not delivered against or 

there is a further case for the same reason penalty 

of £20k will be applied and not reinvested. 

No patients waiting over 6 weeks for the 15 key 

diagnostic tests 

Penalty of £2k applied per test line on a monthly 

basis. 

Discharge summaries arriving within 24 hours Penalty of £10k for each quarter where 

performance is not met 

Choose and Book – Consultant led teams Penalty of £2k for any month where 95% not 

achieved 

Action plan to be agreed 
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N.B. The commissioner in this case applied a reinvestment policy to all of its providers, 

including private providers. Here is an excerpt from the policy: 

“The coordinating commissioner will follow clause 32 of the contract (Performance 

Management) in the management of performance against the agreed penalty scheme.  In the 

event that it is necessary to penalise the provider due to poor performance, the coordinating 

commissioner will reinvest the financial sum attached to the penalty back into the provider’s 

services with the re-investment linked to a clear action plan for improvement that will be 

monitored via the monthly clinical quality review group.  This approach is consistent with the 

spirit of partnership working between the commissioner and provider and demonstrates the 

commissioner’s commitment to improving performance and quality of services.   

The exception to this approach will be where there is gross and/or continued poor 

performance on the part of the provider.  To provide additional clarity to the LSA, the likely 

scenario for an exception to this rule is where an action plan is not implemented successfully 

and poor performance continues into the following months.  In such circumstances the PCT 

may choose to instigate the penalty and not reinvest the associated funding.” 

 

Acute providers (incl. private providers) – 2012-13 examples of local penalties 

NHS FT 

Local clinical quality performance indicators Consequence of breach 

2 indicators on the quality of stroke care (patients 

spending at least 90% of stay on stroke unit, and 

patients arriving in designated stroke bed within 

4 hours of arrival) 

£100 financial penalty per breach below 

threshold. Applied quarterly 

1 indicator on the quality of stroke care 

(proportion of high risk TIA cases investigated 

and treated within 24 hours) 

£50 financial penalty per breach below threshold. 

Applied quarterly 

Emergency Readmissions As per PBR rules for 2012/13. Non-

reimbursement for emergency readmissions 

within 30 days of discharge 

25 indicators covering a wide range of issues 

including VTE, discharge summaries, maternity, 

Equality Delivery System, choice of consultant 

led team, serious incidents, nutrition and staff 

training 

Clause 47 Remedial Action Plan or Immediate 

Action Plan as appropriate 

Provider cancellation of new and follow up 

outpatient appointments 

Clause 47 Remedial Action Plan or Immediate 

Action Plan as appropriate- no payment for first 

or follow up appointments cancelled at tariff 

Pre-op days deducted from excess bed days for 

Electives. 

Ensure commissioners do not pay for excess bed 

days equivalent to number of pre procedure bed 

days. 

Financial Adjustment 

Issue Discharge Summary ( as defined in section 

E of the national contract) to service users GP 

within 24 hours of all patients discharge from 

Financial consequence 
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Provider premises. As per section C part 6A 

paragraph 4. 

Suggested delivery methods include electronic 

discharge direct to GP clinical systems where 

compatible; via PDF file to an NHS.net email 

address, or secure fax 

 

NHS FT 

Local quality requirement Consequence of breach 

Avoidable MRSA bacteraemia Recovery of cost of patient spell for any initial 

avoidable infections per month. 

However, if action plan is not delivered against or 

there is a further case for the same reason penalty 

of £20k will be applied and not reinvested. 

Breastfeeding within 48 hours (as per IPMr 

guidance) 

Failure to achieve target for Q4 (Jan-Mar 2013) 

at a host PCT (Trust) level will result in penalty 

of: 

<60% but >58% = £4k; 

<58% = £7k 

Maternity 12 week bookings Failure to achieve target at a host PCT (Trust) 

level will result in penalty of £5k 

Chlamydia screening Threshold TBA by end Apr-12; implemented 

from May-12 

Stroke: People with stroke spending at least 90% 

of their time on a stroke unit 

Penalty of £10k applied per target not achieved 

for 2012/13, applied at PCT level 

Stroke: Higher risk TIA cases are treated within 

24 hours 

Penalty of £10k applied per target not achieved 

for 2012/13, applied at PCT level 

Discharge summaries arriving within 24hrs Penalty of £100k for each quarter where 

performance is not met at trust level 

Discharge summaries: medication errors £50k penalty if reduction of at least 20% not 

achieved 

Failure to notify GP of death within 24hrs From Q2, penalty of £20k for each quarter where 

performance is not met 

Falls: patients assessed within six hours of 

admission to identify those that are at high risk of 

falling 

Penalty applied on quarterly basis at trust level: 

<98% but >95% = £2k;  

<95% but >90% = £4k; 

<90% = £6k 

Falls: for patients that are identified as being at 

high risk of falling, a falls protocol (action plan) 

to be instigated within 12 hours of admission 

Penalty applied on quarterly basis at trust level: 

<100% but >95% = £2k;  

<95% but >90% = £4k; 

<90% = £6k 

Choose and Book – Consultant led teams Penalty of £5k for any month where 95% not 

achieved 

Action plan to be agreed 

18 weeks RTT - incomplete pathways Monitored on quarterly basis at PCT level, by 

specialty 

£500 per specialty breach; cap of £1500 per PCT, 

per quarter 

Percentage of patients seen within 18 weeks in 

respect of Consultant-led Services to which the 

18 Weeks Referral-To-Treatment Standard 

applies 

Penalty of £10k where performance is not met, 

applied on a quarterly basis at PCT and specialty 

level 
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Percentage of A & E attendances where the 

patient spent four hours or less in A & E from 

arrival to transfer, admission or discharge 

Weekly assessment of performance at site level: 

<95% but >93% = £500;  

<93% but >90% = £1k; 

<90% = £1500 

Proportion of patients receiving first definitive 

treatment for cancer within 62 days of 

-  an urgent GP referral for suspected cancer 

-  referral from an NHS Cancer Screening Service 

-  following a consultant’s decision to upgrade 

the Patient priority 

Penalty of £10k where combined performance 

target of 85% is not met, applied on a quarterly 

basis at PCT level 

Percentage of patients receiving first definitive 

treatment within one month of a cancer diagnosis 

Penalty of £10k where performance is not met, 

applied on a quarterly basis at PCT level 

Proportion of patients waiting no more than 31 

days for second or subsequent cancer treatment  - 

surgery 

Penalty of £10k where performance is not met, 

applied on a quarterly basis at PCT level 

Proportion of patients waiting no more than 31 

days for second or subsequent cancer treatment - 

drug treatments 

Penalty of £10k where performance is not met, 

applied on a quarterly basis at PCT level 

Percentage of patients seen within two weeks of 

an urgent GP referral for suspected cancer 

Penalty of £10k where performance is not met, 

applied on a quarterly basis at PCT level 

Percentage of patients with breast symptoms 

where cancer not initially suspected referred to a 

specialist who are seen within two weeks of 

referral   

Penalty of £10k where performance is not met, 

applied on a quarterly basis at PCT level 

 

N.B. The commissioner in this case applies a reinvestment policy to all of its providers, 

including private providers. In the event of a breach, the provider incurs a penalty, and then 

the provider draws up a corrective action plan, and after agreement of this plan with the PCT, 

the penalty money is 'reinvested' back into the provider to improve performance with regard 

to the quality requirement that was breached. 

 

 

 

 

 

NHS FT 

Regionally and locally defined quality 

requirements 

Consequence of breach 

Availability of Services on Choose & Book 

All 2 Week Wait services delivered by the 

Provider shall be available via Choose & Book as 

a Directly Bookable Service 

a) For any breach as at 1 June 2012, contract 

management actions in accordance with Clause 

47, where the period for any remedial actions 

shall not exceed 28 days from the commencement 

date of the plan. 

b) For any subsequent breach (after the expiry of 

the period for any remedial action agreed in (a) 
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above), the Provider must pay the Co-ordinating 

Commissioner £5,000 per service not available. 

Directories of Service 

Provider shall minimise the number of ‘Do Not 

Use’ or ‘Test’ services on their Directory of 

Services 

Provider shall pay the Co-ordinating 

Commissioner £500 for each ‘Do Not Use’ or 

‘Test’ service (or any equivalent wording) in 

excess of 5. 

Availability of Appointment Slots 

Provider failure to ensure that “sufficient 

appointment slots” are made available on the 

Choose & Book system. 

a) The Co-ordinating Commissioner shall 

ascertain on a monthly basis  

a. the ASI rate; 

b. the number of actual slot issues (as per 

Department of Health/Connecting for Health 

published figures) 

b) The Co-ordinating Commissioner shall 

ascertain the number of actual slot issues which 

exceeded the ASI rate of 0.03 in the relevant 

month. 

e.g. ASI rate = 0.12 and number of actual slot 

issues 120.  ASI rate of 0.03 = 30 actual slot 

issues.  Number of actual slot issues exceeding 

ASI rate of 0.03 = 90. 

c) The following consequences shall apply: 

ASI Rate: Provider shall pay the Co-ordinating 

Commissioner per actual slot issue exceeding the 

rate of 0.03: 

0.04-0.05 £75 

0.06 – 0.09 £150 

0.10 and above £250 

Provision of Advice and Guidance 

Provider shall provide an Advice & Guidance 

service for all specialities (excluding those 

services appearing in the “Excluded Services” list 

approved by SHA) published within its Directory 

of Service, in accordance with the provisions of 

Clause 10 "Service User Booking Choice and 

Referrals" 

a) For any breach as at 1 June 2012, contract 

management actions in accordance with Clause 

47, where the period for any remedial actions 

shall not exceed 60 days from the commencement 

date of the plan, and shall not extend past 1 

October 2012. 

b) For any subsequent breach (after the expiry of 

the period for any remedial action agreed in (a) 

above), the following consequences apply: 

Services providing Advice & Guidance: Provider 

shall pay the Co-ordinating Commissioner: 

90-95% £1,000 

80-89% £5,000 

70-79% £7,500 

<70% £10,000 

c) For each request not responded to within 3 

working days (urgent) or 5 working days 

(routine) of the request being made via Choose & 

Book, the Provider shall pay the Co-ordinating 

Commissioner  £50. 

Satisfaction of the Provider’s obligations under 

each Ambulance Services Handover Plan 

As per Clause 47 of the Core Legal Clauses 

Where the Provider fails to achieve the threshold 

in any month the Commissioner shall: 

(i). Subtract from the total time ambulances were 

waiting beyond 30 minutes of arrival a proportion 

that is equal to the percentage of delayed 

handovers which were not completed within 15 
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minutes of recorded time of arrival at A&E where 

it was agreed that any delay was not the fault of 

the Provider; 

(ii).  Using the figure obtained in (i) calculate the 

cost of waiting time by multiplying the time 

(rounded down to the nearest 15 minutes) by 

£70.00 (the average hourly cost of an A&E 

ambulance). 

(iii)The Provider shall pay 100% of the sum 

calculated in (ii) above. 

Ambition One a) Eliminating avoidable Grade 

Three and Four pressure ulcers: 

Reduce category 3 and 4 ‘avoidable’ pressure 

ulcers. 100% reduction from agreed baseline in 

incidence in acute care by March 2012 

(a) £500 reduction per case over threshold at 

quarter end; 

(b) monthly monitoring of the agreed action plan 

and achievement of agreed milestones within that 

action plan; 

(c) Quality Improvement Visits (QIV) by the Co-

ordinating Commissioner.  The Co-ordinating 

Commissioner may request a revision of the 

action plan following the outcome of any QIV. 

Ambition One b) Eliminating avoidable Grade 

Two pressure ulcers: 

Reduce category 2 ‘avoidable’ pressure ulcers. 

100% reduction from agreed baseline in 

incidence in acute care by March 2013 

(a) £250 reduction per case over threshold at 

quarter end; 

(b) monthly monitoring of the agreed action plan 

and achievement of agreed milestones within that 

action plan; 

(c) Quality Improvement Visits (QIV) by the Co-

ordinating Commissioner.  The Co-ordinating 

Commissioner may request a revision of the 

action plan following the outcome of any QIV. 

12 indicators covering a range of issues including 

availability of services on Choose & Book, 

Directories of Service, pressure ulcers, infection 

control and prevention, breastfeeding, medicines 

management, trolley waits, summary hospital-

level mortality rates and clinical audit plans 

As per Clause 47 of the Core Legal Clauses 

 

NHS FT 

Local quality KPIs Consequence of breach 

% of patients with a data of discharge on or 

before Estimated Date of Discharge 

Action Plan 

Percentage of adults receiving a senior doctor 

review within 24 hours of admission 

Action Plan 

Discharge Letters are to be received by the 

patients GP within 24 hours of discharge for 

patients with an episode of care in A&E, 

Inpatient or Daycase. 

Letter received within 2 days – £0 

Letter received after 2 days £50. 

A cap of £100k per quarter. 

2 indicators on discharge summaries Clause 32 action plan/ or Financial consequence 

(to be determined locally) 

2 indicators on Choose & Book bookings £20,000 per quarter should the performance be 

below target in any one quarter.  This will be split 

equally across these indicators 

Sleeping Accommodation Breach Retention of £250 per day affected as may be 

pursuant to guidance 
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Emergency re-admission following elective As per PBR rules for 2012/13.  Non 

reimbursement for emergency readmissions 

within 30 days of discharge following an elective 

admission. 

Emergency re-admission following non elective Needs further PBR guidance 

2 indicators on the quality of stroke care (patients 

spending at least 90% of stay on stroke unit, and 

patients arriving in designated stroke bed within 

4 hours of arrival) 

£100 financial penalty per breach below 

threshold. Applied quarterly. 

Can only financially penalise for 1 KPI at a time 

if failing either of these KPIs at any one time. 

1 indicator on the quality of stroke care 

(proportion of high risk TIA cases investigated 

and treated within 24 hours) 

£50 financial penalty per breach below threshold. 

Applied quarterly 

% of complaints responded to within timescale 

agreed at the outset upon receipt of the complaint 

with the complainant 

Action Plan to include how identified issues will 

be resolved. To be submitted within the quarter 

where breach occurs. Failure to provide 

resolution within quarter will invoke financial 

penalty equivalent to the cost of the relevant case 

Patients discharged on sip feeds should have been 

assessed by a Dietician in secondary care and 

their continued requirement for sip feeds on 

discharge approved by the Dietician 

PCT recharge of patient sip feed cost where 

found that dietician not approved in writing and 

plan set out 

Pre-procedure Bed Days (Elective & NEL)  

The commissioner will not fund excess bed-days 

above the agreed threshold.  The adjustment 

calculated at Trust level and the co-ordinating 

Commissioner will determine how this will be 

applied across themselves and the Associate 

PCT. 

No payment for pre-procedure bed days where 

excess bed days have been incurred - above the 

agreed threshold 

15 indicators covering a wide range of issues 

including staff training, dementia, stroke, serious 

incidents, maternity, nutrition, and Equality 

Delivery System 

Clause 32 Remedial Action Plan 

2 indicators on medicines management Clause 47 / 32 Remedial Action Plan or 

Immediate Action Plan as appropriate 

 

NHS FT 

Local quality requirements Consequence of breach 

Risk Assessment of the compliance with NICE 

quality standards, NICE guidance & technology 

appraisals within 3 months of publication 

£2,000 for each month that breached 

8 quality requirements covering E. coli 

infections, complaints, reporting of incidents, 

waiting times and implementation of the 

Maternity Dashboard 

No penalty 

% of SUIs reported on STEIS within 72 hours of 

being agreed as a SUI. 

£5,000 for each month the threshold is breached 

% of SUIs where full reports were completed 

within 45 working days of date agreed as a SUI 

£10,250 for each month the threshold is breached 

Reduction in occurrence of (SUI’s) similar- 

severe harm and death incidents 

Breach of annual target £12,500 per case over the 

annual threshold 

% of patients with a fully contractual compliant 

Discharge Summary within 24 hours 

No penalty when discharge summary receipt is 

between 90% and 95%. Penalty applies when 
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90% is not achieved. 

If summary is not received within 24 hours a £50 

charge to be levied for all discharges that breach 

the threshold in month. In addition if no summary 

received within 7 days then the treatment 

pertaining to the missing Discharge 

Summary/Summaries will not be paid for. 

2 quality requirements covering severe falls and 

grade 3 & 4 pressure ulcers 

Breach of annual target £12500 per case over the 

annual threshold 

Reduction in the number of cardiac arrests in 

hospital wards, outside A&E, Theatres, CCU and 

ICU' 

Quality aspiration for high impact change 

Action plan to be provided if threshold is 

breached. 

Consultant to Consultant Referrals – Catchment 

(All PCTs) 

No payment for referrals that do not meet agreed 

criteria within C2C Policy 

3 indicators covering readmissions Work together with Partners to address health 

economy performance 

7 indicators covering maternal health and 

breastfeeding 

Action Plan 

Reduction of Caesarean Section Rates Trust to repay the difference between a Normal 

Delivery tariff (HRG NZ01B) and a Caesarean 

Section tariff (HRG NZ03A) for the number of 

spells breaching the threshold 

Declaration of Compliance with Care Quality 

Commission Standards. To maintain registration 

with the Care Quality Commission for all sites 

where services are provided and to respond to 

and report any in year alerts or concerns. 

If threshold is breached £100,000 for each month 

until corrected 

Hospital Mortality Rates If threshold breach - Action plan/ /audit required 

plus assurance via Trust Board 

4 quality requirements on medicines management Any cost implications for primary care of Trust 

not complying to be recharged by commissioner 

to acute Trust 

 

Private provider 

Local clinical quality performance indicators Consequence of breach 

Emergency Readmission Following Elective As per PBR rules for 2012/13. Non-

reimbursement for emergency readmissions 

within 30 days of discharge following an elective 

admission. 

23 indicators covering a wide range of issues 

including VTE, discharge summaries, choice of 

consultant led team, serious incidents and staff 

training 

Clause 47 Remedial Action Plan or Immediate 

Action Plan as appropriate 

Provider cancellation of new and follow up 

outpatient appointments 

Clause 47 Remedial Action Plan or Immediate 

Action Plan as appropriate- no payment for first 

or follow up appointments cancelled at tariff 

Follow up Ratios 

Maintain rates at 11/12 outturn level (11/12 

defined as the period November 2010-October 

2011) 

Clause 47 Remedial Action Plan or Immediate 

Action Plan as appropriate or non payment once 

thresholds breached 

Pre-op days deducted from excess bed days for 

Electives. 

Financial Adjustment 
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Ensure commissioners do not pay for excess bed 

days equivalent to number of pre procedure bed 

days. 

Discharge summary to include all of the relevant 

clinical communication required as per agreed 

local spec from 1/4/2012 to 30/9/2012 

Clause 47 action plan/ or Financial consequence 

(to be determined locally) 

 

 

 

 

 

Private provider 

Local quality requirement Consequence of breach 

Avoidable MRSA bacteraemia Recovery of cost of patient spell for any 

avoidable infections per month. 

However, if action plan is not delivered against or 

there is a further case for the same reason penalty 

of £10k will be applied and not reinvested. 

18 weeks RTT - incomplete pathways Monitored on quarterly basis at PCT level, by 

specialty 

£500 per specialty breach; cap of £1500 per PCT 

per quarter 

Percentage of patients seen within 18 weeks in 

respect of Consultant-led Services to which the 

18 Weeks Referral-To-Treatment Standard 

applies 

Penalty of £3k where performance is not met, 

applied on a quarterly basis at PCT and specialty 

level 

Discharge summaries arriving within 24hrs Penalty of £10k for each quarter where 

performance is not met 

Choose and Book – Consultant led teams Penalty of £2k for any month where 95% not 

achieved 

Action plan to be agreed 

 

N.B. The commissioner in this case applies a reinvestment policy to all of its providers, 

including private providers. In the event of a breach, the provider incurs a penalty, and then 

the provider draws up a corrective action plan, and after agreement of this plan with the PCT, 

the penalty money is 'reinvested' back into the provider to improve performance with regard 

to the quality requirement that was breached. 

 

 

Community provider – 2011-12 examples of local penalties 

NHS Trust 
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Local performance indicator Consequence of breach 

16 indicators covering a wide range of issues 

including MRSA screening, PEAT inspections, 

wound care, falls, insulin prescribing, lithium 

prescribing, end of life, staff survey, patient 

experience, VTE and discharge 

Clause 32 

Pressure ulcers: 

Continued reduction of hospital acquired pressure 

ulcers 

Subject to Clause 32 (Performance Management) 

0% retention/       withholding clause pursuant to 

Clause 32.12 

PCT Cluster to decide penalty 

 

 

 

Community provider – 2012-13 examples of local penalties 

NHS Trust 

Locally agreed quality requirement Consequence of breach 

15 quality requirements covering a wide range of 

issues including reducing fractures, care for 

vulnerable patients, patient reported experience 

outcomes, complaints, experience of carers, end 

of life, safeguarding, patient incidents, harm free 

care, dementia, HCAIs and health promotion 

Clause 32 

Discharge summaries: 

Improve timeliness, content and legibility of 

Discharge Summaries for In Patients 

Q2 will hold a Fixed Penalty of £15,000 if not 

compliant  

Q4 will hold a Fixed Penalty of £15,000 if not 

compliant 

Clause 32 

 

N.B. 6 other quality requirements were also tabulated in the locally agreed quality 

requirements section of the contract, but the ‘Consequence of Breach’ column was left blank 

for them. These concerned depression/dementia, leg ulcers, warfarin, medicine 

reconciliations, NSAIDs and insulin. 

 

 

Mental health provider – 2011-12 examples of local penalties 

NHS FT 

Local quality requirements Consequence of breach 

PRESSURE ULCERS: 

Pressure Ulcers acquired within a provider care 

setting.  

The provider will implement best practice to 

continue to work to reduce the number and 

Subject to Clause 32 (Performance Management) 

0% retention/       withholding clause pursuant to 

Clause 32.12 PCT Cluster to decide penalty 
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severity of hospital acquired pressure ulcers. 

2 quality requirements covering falls and 

medication errors 

Subject to Clause 32 

Subject to Clause 33 (Joint Clinical Investigation 

followed by Remedial Clinical Action Plan and 

Exception Report – escalated as appropriate) 

3 quality requirements covering clinical audit for 

mental health and learning disability services, end 

of life care, and preventing suicide 

Clause 32 

2 quality requirements regarding safeguarding 

children and vulnerable adults 

Remedial action plan within 5 working days of 

being requested by commissioner (Clause 32) 

DISCHARGE SUMMARIES:  

The Provider will complete audits of Discharge 

Summaries against the standards set out in Clause 

18 (in main body of contract) and Schedule 7 Part 

3 as per Commissioners Audit Tool. 

Penalty against core discharge area: 

£50 penalty per discharge summary incomplete 

discharge summary.  This is to be calculated 

across all discharges for that audit period.  (e.g. if 

10% of the core areas are not at 100% there 

would be a £50 fine for 10% of all discharges for 

that time period e.g. 6 months). 

The value of the penalty shall be periodically 

identified and reinvested into the areas that 

resulted in the penalty, as agreed at the CQRM 

meeting. 

Other areas of audit: 

Clause 32 (Performance Management). 

 

 

Mental health provider – 2012-13 examples of local penalties 

NHS FT 

Local quality requirements Consequence of breach 

25 quality requirements covering a wide range of 

issues including mortality, depression/dementia, 

promoting recovery, essential standards of care, 

long term conditions, re-admissions, substance 

misuse, complaints, end of life care, 

safeguarding, harm free care, suicide, lithium 

prescribing and smoking 

Clause 47 

DISCHARGE SUMMARIES: 

Improve timeliness, content and legibility of 

Discharge Summaries for inpatient services. 

Q2 will hold a Fixed Penalty of £15,000 if not 

compliant  

Q4 will hold a Fixed Penalty of £15,000 if not 

compliant 

Clause 47 

 

N.B. 3 other quality requirements were also tabulated in the locally agreed quality 

requirements section of the contract, but the ‘Consequence of Breach’ column was left blank 

for them. These concerned warfarin, medicine reconciliations and insulin. 

 


