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Systematic approaches to ‘raising the bar’ in primary care: what has been done to increase 
Quality overall and specifically in those underperforming 
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Foreword 
The Health Inequalities National Support Team (HINST) has chosen to prioritise this topic 
as one of its Masterclasses for the following reasons: 

• It offers the potential to systematically improve the outcomes from evidence-based 
treatment of patients with potentially killer conditions on a scale that could enable the 
individual patient quality improvements to add up to a population-level change. 

• Specifically within the ‘Christmas tree’ diagnostic it addresses the following 
components: 

– local service effectiveness (2) 

– engaging the public (5) 

– responsive services (9) 

– supported self-management (10) 

– networks, leadership and co-ordination (13). 

• Action in this area of work will help contribute to the Quality and Productivity 
Challenge by: 

– working to ensure that patchiness in the quality of delivery and the standards 
achieved is addressed, so that the optimal benefits of evidence-based practice are 
achieved within the resources available. 

• Successful adoption of processes similar to those outlined here would demonstrate 
good use of World Class Commissioning (WCC) competencies: 

– PCT leads the local NHS (1) 

– patient and public involvement (3) 

– clinical leadership (4) 

– stimulates provision (5) 

– procurement and contracting (9) 

– performance management (10). 
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BACKGroUNd 
HINST has developed an Enhanced Support Programme to assist Spearhead communities 
to hit the Public Service Agreement (PSA) health inequalities target for 2010. Initial 
support will focus on the 13 Spearheads (known as the ‘Baker’s Dozen’) responsible 
for 40% of the national gap in life expectancy. As part of the programme, HINST has 
identified a list of interventions – a Priority Action List – most likely to have an impact on 
short-term mortality targets. 

This Masterclass Report covers systematic approaches that have been taken to ‘raising 
the bar’ on quality standards in primary care. Experience from HINST’s visits to 
Spearhead areas indicated that there was significant variation between the best and 
worst performers in primary care. For patients, many of whom would not be aware 
of these variations in capacity and capability, this can represent significant supply-
led inequalities in the outcomes they can expect. It will also be clear that the level of 
investment required to improve population health outcomes would vary according to 
the baseline levels of infrastructure and quality. HINST has encountered clear examples 
where outcomes were affected as much by the quality of a general practice as by its levels 
of deprivation, although variation appeared to be more marked in Spearhead areas. 

HINST is grateful to those areas that agreed to act as Masters for this event and for their 
willingness to share their approach, both in terms of what has been successful and in 
terms of the challenges that had been/continue to be faced. 

The full presentations from the Masterclass can be found on www.dh.gsi.gov.uk/hinst 

drIvING Up THe qUAlITy oF prImAry CAre 

To AddreSS INeqUAlITIeS
�
Achievement of the health inequalities target for 2010 will, to a significant extent, be 
dependent on effective primary care. Therefore, in order to achieve the 2010 PSA target, 
HINST would regard rapid development of the performance of this sector as critical. 

It is recognised that there is a substantial range of drivers for developing the capacity 
and capability of primary care in the system. However, it is evident that the lead time, 
particularly for some of the infrastructure projects, means that much of this will have an 
impact on health inequalities in the medium and long term, beyond 2010/11. Therefore, 
defining primary care’s contribution to addressing health inequalities and improving life 
expectancy in the short term may require development of a local, transitional plan. 
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The NHS Oldham experience 

NHS Oldham started development of its primary care commissioning strategy in 
2003. In reality, this was a series of strategies recognising that practitioners had 
to be managed in different ways depending on their circumstances and ability to 
develop. Oldham’s vision is to ‘continuously develop and re-focus the strategic 
focus for primary care in NHS Oldham’. 

The following four-step staircase illustrated in Figure 1 was underpinned by 
patient and public engagement and involvement, increasing investment, 
provision of integrated care closer to home and ‘raising the bar’ on quality, and 
formed the basis of the strategy. 

Figure 1 

The development of health economy 
wide benchmarking 

The development and implementation of 
strategically focused enhanced services 

Establishment of new practices across 
primary care 

Building on existing capacity 

3 



Figure 2 

3 

2 

1 

Number 
of GPs 

Quality 

Key 
1. Decommissioning very poorly performing practitioners who are not able to improve 
2. Targeting underperforming practices for intensive support and development 
3. ’Raising the bar’ for everyone, driving up average attainment on behalf of patients 

Systematic approaches to ‘raising the bar’ in primary care: what has been done to increase 
quality overall and specifically in those underperforming 

HINST uses the following bell curve (Figure 2) to demonstrate the positioning of general 
practices’ quality of primary care. This Masterclass Report will use examples from the 
Masters about actions, which facilitates a move of level 1 GPs to level 2 and, over time, 
a move of all GPs to level 3. 

The narrative below gives readers suggestions of what can be done to improve the 
performance of GPs at each level, and examples of Masters’ experiences provide 
practical examples of action. 

level 1: FoCUS oN oUTlIerS 
The focus for the whole quality improvement plan in primary care should be 
on addressing serious shortfalls in patient access and outcomes. 

HINST encourages PCTs to adopt a sustained and systematically strong stance in challenging 
GPs whose performance has been persistently unacceptable. This can be done by: 

• implementation of national recommendations on the establishment of decision-making 
and performance advisory groups 

• maximising the use of contractual sanctions where supportive mechanisms fail to 
produce significant improvement 

• strengthening performance reporting to the PCT and other relevant partner committees 

• considering options for re-commissioning (for consistent underperformance) 
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The NHS Doncaster experience 

PCTs have two frameworks they can use to manage poor performance: the 
contract and the Performers List Regulations. These should be used alongside 
the supporting and developmental processes and provide levers to encourage 
improvements but also ultimately can be used to remove poorly performing 
individuals and contractors. 

Many PCTs believe the current GP contract is too vague for this purpose. 
However, greater and earlier use of contract breach notices can encourage 
quality improvements and should be part of an incremental performance 
management approach that can ultimately support the termination of contracts 
where there are continued poor performance and quality issues. 

NHS Doncaster recommended that PCTs familiarise themselves with the detail 
of key contract clauses and involve relevant experts, such as data protection and 
health and safety teams, from an early stage. This allows not only identification 
of breaches but effective planning and support of remedial actions. Clauses they 
felt to be important were: 46, 27: 27.1 & 27.2, 40: 40.1 & 40.2, 41, 25, 427: 
427.1 & 427.2, 488, 499, 344, 356: 356.1 & 356.2 (see Appendix 1). 

It is recommended that evidence of poor performance be built up from a variety 
of sources such as complaints, appraisal and reviews and there also needs to be 
clear evidence of the steps taken to address the issues and support offered by 
the PCT and others at earlier stages. PCTs also need rigorous documentation 
systems. 

Systems that review organisations may not identify poorly performing 
individuals, particularly in larger multi-handed practices. The PCT’s procedure 
for managing poor performance needs to be transparent and robust and should 
be managed in partnership with the local medical committee and have links to 
the deanery and occupational health to allow effective support arrangements for 
individuals. Support is available, and should be accessed early, from NCAS which 
also have a range of tools available such as the NPSA decision tree. Again, 
the PCTs need to be familiar with the Performers List Regulations regarding 
efficiency and suitability and the standards set in Good Medical Practice for 
General Practitioners, available at: www.bma.org.uk/employmentandcontracts/ 
doctors_performance/goodpracticegps.jsp. Clear communication is also needed 
between the PCT and GMC. 

www.bma.org.uk/employmentandcontracts/doctors_performance/goodpracticegps.jsp
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The incident decision tree is based on a flowchart, and works through: 

• deliberate harm test 

• physical/mental health test 

• foresight test 

• substitution test. 

In the majority of cases, system failure turns out to be the cause of the incident. 

Doncaster found the following supports helpful: 

• PCT managing poor performance structure 

• NCAS support (ring early for advice) 

• good relationships with representative bodies 

• NPSA decision tree 

• robust administrative processes. 

level 2: Improve perFormANCe 
Improving performance is likely to require systematic application of 
interventions from a PCT, in conjunction with practice-based commissioners. 

• Best practice has used a multi-disciplinary approach to performance improvement, with 
a co-ordinated approach using clinical governance; medicines management; primary 
care commissioning; prescribing support; and lay/patient input. Many PCTs pool 
intelligence in a ‘case conference’ around each underperforming practice, and 
co-ordinate development resources to support a recovery plan run by the practice itself. 
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The NHS Stoke experience 

NHS Stoke has set up a Primary Care Development Unit (PCDU) to run the 
programme. The role of the unit is to: 

• identify practices that do not fulfil their core contract and support such 
practices to improve 

• provide individualised support to practices on general and specific issues 

• recommend evidence-based practice protocols for clinical management 

• commission training and resources to support practices 

• evaluate whether the investment in the PCDU and Quality Improvement 
Framework (QIF) has reduced inequalities and improved health. 

The initial focus had been on the poorest performers, but is now moving to 
improving care for the vast majority of practices by working on defining some 
of the exemplary standards that have been agreed in more detail. The unit, 
including academic and clinical members, has dedicated full-time staffing of: 

• 1 WTE at Agenda for Change Band 8b 

• 1 WTE at Agenda for Change Band 6 

• 1 WTE at Agenda for Change Band 4 

• 1 day per week of a GP clinical champion. 

(This is funded separately from the overall investment fund set up for primary 
care improvement.) 

The unit also works closely with other relevant PCT officers so that work 
is harnessed and value maximised (e.g. practice nursing lead, data quality 
facilitators, GP clinical champions, GP tutor, public health leads, etc.). 

There is also a budget for commissioning particular pieces of work. 

• Support packages may be needed to address specific areas of weakness, e.g. 

nursing support and practice management support. PCT provider services could be 
commissioned to provide these ‘wraparound’ supports. 

• Such plans are often better brokered by the clinical leadership through peer support. 
The recruitment of GPs to assist in Quality and Outcomes Framework (QOF) validation is 
important, as is the provision of developmental training and support to these practitioners. 

• Reviews of the resource base from which some practices are working, which needs 
to include practice management capacity and practice nurse manpower, have been 
particularly important in some PCTs. In the cases where this is a substantial issue, some 
PCTs have adopted a business planning support model, working with target practices 
to help them consider viable options for the future. 
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The NHS Oldham experience 

Capacity development was crucial in NHS Oldham. For example a lot of work 
has taken place to ensure all those involved were ready to move into PMS 
contracts. Development of pharmacy-enhanced services had enabled a range of 
services, e.g. emergency contraception, to be mainly taken out of GP surgeries, 
thereby allowing GPs to concentrate on core business, which in Oldham 
includes health inequalities issues. 

Competency development had taken place alongside this. Oldham’s experience 
highlighted the need to take time to work to get practices on board to reduce 
variation in standards. The PCT had provided a structured education programme 
making use of the half day a week protected learning time. Oldham’s 
competency development includes: 

• performance management and improvement 

• quality improvement 

• benchmarking developmental toolkits implemented across general medical 
practice/dentistry/pharmacy 

• locally enhanced services (including one specifically for quality improvement) 

• triangulation of metrics and local soft intelligence 

• partnership working within NHS Oldham and local authority/other providers 

• support for the establishment of a cohort of training practices across general 
practice and dentistry 

• provision of training and education programmes available to all independent 
contractors. 

A comprehensive audit strategy was developed involving both contractor-
specific and health economy wide issues. An example of this approach was 
auditing the competencies of the primary care workforce around safeguarding 
children. It was believed to be the first in the country and is being written up 
for dissemination. 

NHS Oldham had moved from major recruitment problems and very poor-
quality premises to a surfeit of applicants and substantial estate improvements 
with an on-going building programme. Recruitment was based largely on 
‘growing our own’, with many Oldham-born practitioners choosing to return 
to the area once qualified. 

• Where appropriate, the focus for recovery might best be outcome focused, e.g. using 
QOF clinical outcomes for diabetes such as blood sugar or cholesterol management. 
The emphasis might appropriately be shifted to clinical governance where outcomes 
are particularly poor, rather than delivery on contract and incentivisation. 

8 
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• Presentation of practice-based benchmarking information is often found to aid change 
management. This needs to be in formats that are easy to interpret, and accessible to 
practices themselves, as well as performance development teams. 

The NHS Greenwich experience 

In 2008, NHS Greenwich’s performance was poor on a number of key 
indicators. It subsequently developed a new goal in its commissioning strategy 
plan, goal 2: develop a systematic approach to prevention across primary and 
community care. 

The programme for goal 2 – to develop a systematic approach to prevention in 
primary care – addressed the five themes of clinical programme leadership and 
cross-cutting advice; model and modelling; monitoring; training and staffing; 
and infrastructure. These were applied across the main disease groups of 
CVD, diabetes, mental health well-being, cancer and COPD, on the basis that 
applying an intervention in one area will reap benefits in others (see Figure 3). 
Steps have included: 

• the development of a new PMS contract supported by a new dashboard. 
The subsequent basket of indicators (some of which were proxies) covered 
prescribing, prevalence ratios, QOF data, admission rates, deprivation and 
exception reporting. T-scores (similar to Z-scores) had been compiled for 
all practices. All these factors had been used to inform a formal assessment 
procedure for practices that was due to be introduced from 1 April 2010. 

See the ‘How to’ guide, ‘How to develop an ongoing programme of GP chronic 
disease management audits using a z-score based ‘dashboard’’. 

• agreement to appoint a chief medical advisor with responsibilities for 
addressing GP poor performance 

• the introduction of performance feedback, which includes performance on 
single areas and top tips for improvement and integrated goal 2 performance 
management – a basket of indictors 

• development of a PCT model for the systematic application of primary 
and secondary interventions. 

The PCT had also modelled what could be achieved over the next five years, 
including cost savings that would accrue if the current number of CVD events 
could be avoided. It was estimated that there were 632 CVD events at £15,000 
per event and therefore a total cost saving of £9,480,000. These calculations 
were useful when seeking support from general management colleagues. 
At present, the ‘savings’ were anticipated rather than actual. Contracts with the 
acute trust could not be adjusted on the basis of modelling, but would need to 
await actual reductions in admissions. 



Figure 3: The goal 2 programme 
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The NHS Stoke experience 

In Stoke most practices were keen to improve when shown their performance 
against their peers and they used ‘league tables’ which appeared to be a more 
powerful motivator than money. Some found it more difficult to rise to the 
challenge and would require close scrutiny of their core contracts as well as 
being excluded from the development programme. However, it was felt that 
it is important not to set lower standards in difficult areas, but to introduce 
incremental milestones within realistic timescales. The comparative data for 
practices in Stoke is not available to the public as yet. Over time, they feel that 
internet sites such as NHS Choices might be a useful forum for publication. 

10 
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The NHS Doncaster experience 

The PCT has developed a balanced scorecard to manage organisational 
performance. This is updated quarterly and reported to the PEC and PCT Board. 
Their key learning points include: 

• Use accessible data. 

• Keep it simple. 

• Data used should be timely and accurate and validated by practices. 

• Use practice-identifiable information. 

• Share with all openly. 

• Involve representative committee in its development and implementation. 

See the ‘How to’ guide, ‘How to develop and implement a Balanced 
Scorecard to support primary care development’. 

The PCT is also working closely with pharmacists and dentists. A similar 
scorecard is being developed for pharmacists and both groups have had a QOF 
that included patient experience and a variety of indicators similar to that for 
GPs. Pharmacists are very keen to develop enhanced services. 

• HINST supports PCTs in developing a more exacting exemptions strategy, 

with clearly established local guidance on interpretation of criteria, and a very strong 
monitoring and validation approach. Often the most vulnerable patients, some in the 
poorest health, may form the majority of the exempted. 

The NHS Doncaster experience 

The QOF Year End Public Health Intelligence Team undertake detailed analysis 
of QOF exemption and exception rates and produce funnel plots which help 
identify outlier performance against expectation. A QOF Assessor Team meet to 
discuss outliers who are then revisited by GP assessors and advised how to apply 
exemptions accurately and appropriately. 
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The NHS Greenwich experience 

NHS Greenwich recognised that quick wins were important to implementing 
their overall quality improvement approach and therefore created a dashboard 
of exception reporting which raised its profile and enabled practitioners to know 
where they ranked alongside their peers. Using the data available in this way 
had led to a major improvement in performance. 

Figures 4 and 5 describe the picture of DM12 outcomes in a ward in NHS 
Greenwich. Figure 4 has analysed the QOF points achieved and not achieved 
and excluded and excepted patients. Figure 5 has included the patients who are 
estimated to be undiagnosed and therefore untreated in the practice. 

Figure 4: dm12: percentage of patients with diabetes with last Bp of 145/85 or less by 
practice in a ward in Greenwich [qmAS data: march–June 2008] 
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Figure 5: dm12: percentage of patients with diabetes with last Bp of 145/85 or less by 
practice in a ward in Greenwich [qmAS data: march–June 2008] 
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level 3: ‘rAISe THe BAr’ 
‘Raise the bar’ for everyone: 70% achievement (e.g. QOF maximum 
incentive payment, breast cancer screen uptake) means 30% failure, 
often leaving behind the most vulnerable. 

The best PCTs are seen to be ambitious, and explore mechanisms to incentivise delivery 
of high-quality care to people previously excluded, or excluding themselves. 

The NHS Stoke experience 

NHS Stoke used the central role played by primary care as the focus for their 
programme to tackle the low life expectancy and poor health of many residents. 
The challenge was to define what good-quality primary care would look like. 
Working with Dr Ruth Chambers, a local GP, Dr Iqbal (Acting Director of Public 
Health) developed a programme to improve health outcomes in general practice 
in Stoke. Its vision is ‘We have some of the most disadvantaged and sickest 
patients, so they need the best primary care possible’.  

13 



Systematic approaches to ‘raising the bar’ in primary care: what has been done to increase 
quality overall and specifically in those underperforming 

Practices are required to meet a number of prerequisites before they have 
access to the benefits and incentives of a supplementary quality contract. This 
includes a set of ‘exemplary standards’ which are not covered by QOF (called 
the Quality Improvement Framework ‘or QIF’, which defines the best possible 
standards of care for chronic disease management and public health issues) and 
targets which are over and above the QOF requirements (QOF Plus) as a means 
of achieving best possible, rather than average, practice. 

The programme is running over three years with the aim that all practices would 
meet the exemplary standards within that overall timescale. The practices were 
first externally accredited against a set of baseline standards, which they had 
to meet before being allowed access to the supplementary contract. Individual 
practices set their own year-on-year milestones depending on their starting 
point. In the first year 8% missed out. These practices were given support to 
reach the baseline, and now all 55 practices are signed up for the development 
programme. 

A three-year practice development plan is agreed by each practice covering 
85 standards. 

Stoke’s programme allows a more localised approach with more rigorous 
standards but remaining within the current national framework. 

For COPD: 

• training 

• diagnosis 

• investigations 

• self-care 

• smoking 

• referrals to pulmonary rehab 

• annual review time e.g. 30 min uncomplicated 

• resources: DVDs, info. 

14 
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For smoking: 

• senior-level commitment 

• incentives 

• protocol 

• teamwork 

• training 

• environment 

• resources 

• therapies 

• NHS stop smoking information 

• reinforcing feedback. 

(In time, Stoke hope to expand the programme to cover social inequalities.) 

About £1 million has been allocated to support the programme. Around 
two-thirds had been used to support initiatives associated with QOF Plus 
outcomes, with the remainder used by practices to implement the exemplary 
standards (QIF). This equated to around £20,000 per practice/£4 per patient. 
HINST’s view was that this should be regarded as mainstream funding with 
World Class Commissioning being used as a driver towards world-class provision. 

• Some PCTs have used local incentives effectively to raise the ceiling of achievement 
on targets. In a number of cases they have combined an ‘exponential’ scale of extra 
payments, together with removal of the facility to exempt patients to drive progress 
beyond national incentive ceilings. This is a more inclusive system, encouraging 
engagement of more complex and compromised patients. 

• The existing systematised production of good-quality, well-presented information at 
practice level on important delivery areas, e.g. CVD and diabetes, is seen to be central 
to improving performance. This builds on the concept to improve poorer performers 
to the levels of effectiveness and cost effectiveness of the best, whose performance 
should be celebrated. 
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The NHS Greenwich experience 

The Greenwich CVD Prevention Programme included: 

• NHS health checks: reducing CVD risk 

• identifying and managing those at high risk of CVD 

• identifying and managing those with undiagnosed disease 

• improving the management of those already known to have disease. 

It was recognised that reducing CVD risk was not just a matter of providing 
health checks but needed the development of a programme that targeted 
‘seldom seen, seldom heard’ groups. A pilot with GPs going into supermarkets 
had been very successful. PBC was working with practices on five new pilot 
projects to develop this approach. 

As health checks were not included in QOF, GPs were being incentivised to 
identify and manage those at high risk of CVD etc. through the Health Check 
Plus Programme. 

• Many PCTs are using contracts with new entrants, e.g. ‘Darzi’ practices, to stimulate 
greater expectation of higher standards from patients. 

• Use of medicines management to improve poorer performers to levels of effectiveness 
and cost effectiveness of the best, whose performance should be celebrated, has been 
an effective intervention for many PCTs. 

See the ‘How to’ guide, ‘Achieving population health impact, by systematically 
addressing the quality and cost effectiveness of prescribing as part of the management 
of major killer chronic diseases in primary care’. 

• HINST has also highlighted the beneficial use of a taxonomy system which clusters 
practices with similar populations to enable like-with-like comparisons, for example 
when using the primary care dashboard. 

See the ‘How to’ guide, ‘How to develop an ongoing programme of GP chronic 

disease management audits using a z-score based “dashboard’’’.
�

See the ‘How to’ guide, ‘How to develop a taxonomy of General Medical Practices to 
support and encourage performance development’. 

16 
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Key meSSAGeS From THe ‘mASTerS’ TowArdS 
ACHIevING THe pSA 2010 TArGeT By ImprovING 
prImAry CAre qUAlITy 
Establish PCT leadership 

• There is a need for sustained management and clinical leadership. 

• Use an economic argument to gain PCT Board support. 

Be systematic 

• Raising the bar applies to all, not just to the poorest performers – don’t forget the large 
group of practices in the middle (those in level 2). 

• Use best practices as exemplars. 

• Have a comprehensive primary care strategy. Any poor performance regime needs to 
be set within an agreed overarching primary care strategy. 

• Establish a baseline; set minimum quality standards. 

• Review LESs and PMS contracts to ensure they achieve real change. 

• Include dentists and pharmacies in QOF. 

Consider funding/incentives 

• Consider the use of financial incentives, but ensure these reward those who do the 
most to reach, and improve outcomes for, hard-to-reach groups. 

• Funds can be redistributed once behaviours change. 

• Link prescribing to prevalence and registers and allocate funds to drive up case finding. 

• Stretch targets in PMS contracts without extra costs. 

Get practitioners/clinicians on board 

• Create constructive dialogue with all key clinical stakeholders including involvement of 
the LMC and PEC at an early stage. 

• Taxonomy of practices shows practices where they stand against their peers. 

• Educate all practices to aspire to be the best. 

• PBC groups can help to bring in hard-to-reach practices. 

Get the public on board 

• Empower patients to want the best – not the status quo. 
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Improve the quality of health outcomes 

• Review the prevalence of exceptions and incentivise GPs not to exempt patients. 

• League tables can help. 

• Consider publishing relevant data. 

• Create a public health and primary care partnership. 

Tackle poor performance 

• It is essential to take an aggressive approach to tackling poor performance. 

• Know the detail of the contract and clauses that can be used to address poor 
performance. 

• Competency development and learning opportunities through existing protective 
learning opportunities are important. 

Data 

• Use data to get information and information to get action. 
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AppeNdIx 1 
General Medical Services contract – dated 1st April 2004 (‘the Contract’) 

The Breach Notice 
This is a notice on behalf of the PCT to yourself, as the Contractor under the Contract, 
requiring you to remedy breaches of the Contract. This Remedial Notice sets out the 
details of the breach, the steps to be taken to remedy the breach and the period during 
which those steps must be taken. If following the notice period, you have failed to 
remedy the breaches or taken reasonable steps to do so, the PCT may consider whether 
to impose contract sanctions or terminate the Contract as it considers appropriate. 
You may challenge this Notice through the dispute resolution procedure, full particulars 
of which are available from the PCT on request. 

relevant clauses of the Contract are: 

• 46. The Contractor must provide the services described in clause 28 (essential services) 
at such times, within core hours, as are appropriate to meet the reasonable needs of 
its patients, and to have in place arrangements for its patients to access such services 
throughout the core hours in case of emergency. 

• 27. Subject to any plan which is included in the Contract pursuant to clause 28, 
the Contractor shall ensure that premises used for the provision of services under 
the Contract are: 

– 27.1 suitable for the delivery of those services; and 

– 27.2 sufficient to meet the reasonable needs of the Contractor’s patients. 

• 40. The Contractor shall ensure that: 

– 40.1 all vaccines are stored in accordance with the manufacturer’s instructions; and 

– 40.2 all refrigerators in which vaccines are stored have a maximum/minimum 
thermometer and that readings are taken on all working days. 

• 41. The Contractor shall ensure that it has appropriate arrangements for infection 
control and decontamination. 

• 25. The Contractor shall carry out its obligations under the Contract in a timely manner 
and with reasonable care and skill. 

• 427. The Contractor shall keep adequate records of its attendance on and treatment of 
its patients and shall do so: 

– 427.1 on forms supplied to it for the purpose by the PCT; or 

– 427.2 with the written consent of the PCT, by way of computerised records, or in a 
combination of these two ways. 

• 488. The Contractor shall have an effective system of clinical governance. The 
Contractor shall nominate a person who will have responsibility for ensuring the 
effective operation of the system of clinical governance.  The person nominated 
shall be a person who performs or manages services under the Contract. 
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• 499. The Contractor shall comply with all relevant legislation and have regard to all 
relevant guidance issued by the PCT, the relevant Strategic Health Authority or the 
Secretary of State. 

• 344. No health care professional shall perform any clinical services unless he has such 
clinical experience and training as are necessary to enable him properly to perform 
such services. 

• 356. The Contractor shall ensure that for any health care professional who is: 

– 356.1 performing clinical services under the Contract; or 

– 356.2 employed or engaged to assist in the performance of such services 

there are in place arrangements for the purpose of maintaining and updating 

his skills and knowledge in relation to the services which he is performing or 

assisting in performing.
�
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AppeNdIx 2 
NHS (Performers List) Regulations (2004) 

Suspension – regulation 13(1) of the NHS (performers list) regulations 

(1) If a Primary Care Trust is satisfied that it is necessary to do so for the protection 
of members of the public or is otherwise in the public interest, it may suspend a 
performer from its performers list, in accordance with the provisions of this regulation – 
while it decides whether or not to exercise its powers to remove him under 
regulation 10 or contingently remove him under regulation 12; and 

(2)(1)(a), the Primary Care Trust must specify a period, not exceeding six months, as 
the period of suspension. 

(11) Where a Primary Care Trust is considering suspending a performer or varying the 
period of suspension under this regulation, it shall give him (a) notice of any allegation 
against him; (b) notice of what action it is considering and on what grounds; and 
(c) the opportunity to put his case at an oral hearing before it, on a specified day, 
provided that at least 24 hours’ notice of the hearing is given. 

Contingent removal – regulation 12 

(1) In an efficiency case or a fraud case the Primary Care Trust may, instead of deciding 
to remove a performer from its performers list, decide to remove him contingently. 

(2) If it so decides, it must impose such conditions as it may decide on his inclusion in 
its performers list with a view to – 
(a) removing any prejudice to the efficiency of the services in question (in an efficiency 
case); or 
(b) preventing further acts or omissions (in a fraud case). 

(3) If the Primary Care Trust determines that the performer has failed to comply with a 
condition, it may decide to – 
(a) vary the conditions imposed; 
(b) impose new conditions; or 
(c) remove him from its performers list. 

removal – regulation 10(3) and 10(4)(a) which states that: 
10(3) The Primary Care Trust may remove a performer from its performers list where any 
of the conditions set out in paragraph (4) is satisfied. 

10(4) The conditions mentioned in para (3) are that – 
(a) his continued inclusion in its performers list would be prejudicial to the efficiency 
of the services which those included in the relevant performers list perform (“an 
efficiency case”)… 

Under regulation 10(3) and 10(4)(a), the Reference Committee will consider whether 
allowing you to continue to remain on the performers list would be likely to cause serious 
disruption to the efficient delivery of primary care services. 
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If you want more information on the examples contained in this guide please contact 
HINST on 0207 972 3377 or email hinst@dh.gsi.gov.uk 
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