UPDATE ON QOF PREVALENCE CHANGES
You will be aware that part of the recent agreement with NHS Employers embodied a move to true prevalence over a relatively short period of time.  This means that the current prevalence arrangements (used to determine QOF payments) will be amended over two financial years.  On 1 April 2009, the square rooting component of the current arrangements will be discontinued and on 1 April 2010, true prevalence will be used to determine QOF payments, i.e. the current cut off arrangements will be discontinued. 

The overall effects of these changes are broadly cash neutral, as they will largely redistribute QOF resources between GP practices.  However, it is recognised that a small number of practices may experience a significant loss in their current QOF income.  As a consequence, the following guidance will be issued by the four UK Health Departments to their PCOs: 

“PCOs should work with practices which identify themselves as experiencing a significant loss in their income to understand the impact of the changed arrangements on their current service provision. 
PCOs will also wish to use the opportunity to consider the local health needs of populations and, working with LMCs and practices to identify whether new services or improvements in care should be commissioned to address these local needs.” 

The agreed changes are in line with LMC Conference policy.  Since the new contract was negotiated, many GPs have expressed to GPC their dissatisfaction with the square rooting mechanism and its perceived unfairness.  GPC therefore sought a way to remedy this, but as the solution needed to be cost neutral it was inevitable that practices would be affected in different ways – some gaining, and some losing. 

While most practices will welcome the changes, GPC is well aware that there are practices that will lose significant amounts of money as a result of the move.  During the negotiations, it was recognised by both sides that these practices must be supported by PCOs and that different arrangements – possibly involving the negotiation of LESs – would need to be made to ensure that these practices were not compromised.  It was felt that dealing with the relatively small number of big outliers could probably only be done at local level because of the particular nature of the practices concerned.  For this reason, GPC agreed a reasonably strong form of words and it is certainly the intention of all the negotiating parties that action will be taken locally to deal with this. 
  
GPC has asked LMCs to contact the practices that are going to be negatively affected by the change and  to support them in the expected negotiations with PCOs to address the funding issues that will arise from the move to raw prevalence.  Unfortunately, GPC is not yet able to release the practice data supplied by NHS Employers and the Department of Health in the form it is in. The rigidity shown by the DH towards publishing this data was unexpected and, having reached this position, GPC has been considering how best to address the needs of LMCs and practices in the inevitable discussions with PCOs. It has been concluded that the best option is to develop a 'ready reckoner' in the form of a spreadsheet, that can be used to calculate the impact on individual practices. This is being fine tuned as the time of writing, but will be sent to you as soon as we have it from GPC UK.

We will finish by asking you not to get alarmed, because we are told that only four practices in the whole of Wales are badly affected by the forthcoming QOF prevalence changes.
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