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Muddy
The rocky road leading to the 
new GP contract has hampered 
forward planning and created 
financial uncertainty, says 
AISMA vice-chairman 
Debbie Wood 

‘So, what is happening in the year ahead?’ 
It is the big question GPs and managers are ask-

ing their accountants right now. Usually they would 
be asking: ‘How did we do last year?’

But the breakdown in the GMS contract negotia-
tion process in England and the feared imposition 
of the Government proposals in the run up to 
1 April 2013 has caused uncertainty and prevented 
many practices from planning ahead well in ad-
vance, as they would have liked to.

Following the contract consultation paper pub-
lished last December there were many weeks of 
lobbying on behalf of GPs and practices about the 
likely impact. Now, after the imposition, there is a 
good deal of anger and frustration.
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We have of course seen a more collaborative 
approach being achieved in Scotland at an earlier 
stage which has meant our colleagues north of the 
border are a little further on with preparing for 2013-
14.

The contract changes herald a period intended to 
secure equitable funding in GMS and the passing of 
contracts to the NHS Commissioning Board nation-
ally is likely to mean that over time PMS will also fall 
into the equitable funding requirements.

This fairer funding will initially be reflected through 
contractual arrangements from 2014-15 to be 
phased in over a seven year period to remove the 
Minimum Practice Income Guarantee (MPIG) along 
with the redistribution of correction factor payments 
between contractors. 

The Doctors’ and Dentists’ Review Body (DDRB) 
estimates that around 61% of GP practices cur-
rently receive an MPIG payment alongside their 
core funding. It has been estimated that 36% of 
practices are highly dependent on MPIG and that 
on average MPIG accounts for 10% of core GMS 
funding.

In some cases practices may even find them-
selves with core funding below pre-2004 GMS 
contract levels.

Some adjustment is anticipated through changes 
to the Carr-Hill formula to recognise the effect of 
deprivation and management of long term condi-
tions. Will this be a return to the old ward-based 
system of the Red Book days or will a more effec-
tive locally-based method be found?

We have already seen that the Government has 
not adopted the DDRB’s recommendations for a 
2.29% increase in core funding. 

Instead it has built in only 1.32%, even less than 
the 1.5% previously indicated, to allow 1% for 
staff and GP pay, with the remainder to ‘more than 
cover’ overhead costs. 

Practices will be well aware that underlying costs 
are increasing by something in the order of 3% a 
year and, in addition, GPs are also seeing their out-
goings in respect of superannuation contributions 
jump up from April 2013 and again from April 2014 
as the tiered rates climb up.

So, what is happening in the year ahead? Well, 
looking at an average three-partner practice with 
a list size of 6,500 patients the core funding will 
increase by about £6,000. But it is very likely that 
the practice will see its costs increase by £15,000 
- leaving many GPs having to fund the difference 
personally.

It will be difficult for practices to limit their staff 
pay award to only 1% when workload in all areas 
is increasing. There is also demand for backfill as 

partners and practice managers become more 
involved in their CCG commitments. Retention of 
good staff who can deliver a quality service is even 
more important with all this upheaval.

Much of the immediate impact on practices will 
be the Quality and Outcomes Framework (QOF) 
changes. The big challenge is to implement in full 
all NICE’s recommendations and  raise the upper 
thresholds for a raft of indicators from April 2013 
- and more from April 2014 -  to reflect the current 
achievement of top performing practices in line with 
the 75th centile of achievement. Thresholds will 
change on an annual basis from 2015-16 in relation 
to practice achievement. 

Workload will inevitably increase, especially as a 
result of removing the current end-year overlap for 
most indicators by changing the indicator time-
frame from 15 to 12 months. This includes chang-
ing the time period for general exceptions within the 
QOF business rules. 

As a national working document QOF needs to 
apply across the UK with all practices equally able 
to participate and benefit from the funding offered 
by each of the indicators, if they want to. 

But there may not be such a level playing field. 
Certain services are not yet available in every local-
ity so what happens if the QOF points simply can-
not be achieved at all?

This may also be the case for some of the pro-
posed new DESs. Preferred provider status is fine if 
the practices have the structure and referral oppor-
tunities available and can do the work cost-effec-
tively for the fee paid.

But if they cannot, will funds fall back into the lo-
cal CCGs to commission in another way? Will the 
practices that are in a position to provide via AQP 
actually gain here?

Indeed, the clinical benefits and the evidence base 
of some of the new proposals can be called into 
question. 

GPs now have to make choices for the benefit of 
their patients’ health and wellbeing, not for practice 
profits.

Practice managers will be heavily involved in how 
these changes are managed and in particular with 
handling the cash flow effects. 

But if practices have already started to see the 
impact of downward changes to enhanced services 
and other NHS income, without the ability to also 
reduce core costs, then GPs will continue to feel 
the pinch in their drawings.

The fittest will survive. We hope Your Contract 
Survival Pack – this bumper edition of AISMA  
Doctor Newsline - will play an important part in 
helping you secure your practice’s future.
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As with all management requirements, there is an art to 
ensuring that any cutbacks you make in your practice 
do more good than harm. 

Knee-jerk responses to organisational problems are 
risky because they are unlikely to be based on informed 
decisions. 

Running any business requires considered decision 
making and a long-term view. Short-term problems 
may be pressing but turning them into long-term ones 
through precipitous action will only worsen the overall 
situation.

Staff costs
Staffing is usually the immediate area of focus. But it is 
easily the most complicated. Viewed in strictly financial 
terms, staff members are expensive to recruit, train and 
retain. And they are risky to employ or remove. 

Using cost-cutting measures to ‘lose’ underperform-
ers is not necessarily wrong but first you need to under-
stand why they underperform (to prevent a recurrence) 
and also exactly what they do because they will need 
to be backfilled. 

It is very risky to make the assumption that other staff 
will simply take on an additional workload in order to 
keep their jobs. 

Even if they feel desperate enough to do so (and this 
hardly makes for a willing, motivated, effective work-
force), they may become inefficient or unwell through 
the extra pressure which will, in time, create new costs 
for the practice1.

A longer term plan would be to review the workload 
and efficiency of individuals and invest in improving 
both with a view to improved income generation (for 
example, supporting the maximisation of QOF and 
enhanced services).

Or, alternatively, a redundancy programme could be 
based on evidence that demonstrates that some un-
necessary tasks could be dropped (such as keeping 
manual registers that duplicate computer records). 

Facilities
Facilities management2 encompasses the management 
of the infrastructure of the practice. It enables and sup-
ports the provision of primary care.  

The financial threats of the new contract are prompting serious cost-
cutting planning in general practice. Kathie Applebee has some 
timely advice

The art of cost 
cutting
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People are the most important asset in any GP partnership. 
Without your staff you cannot function. But they are also a 
practice’s biggest cost. And when the finances are facing 
mounting pressure it is natural to consider how the staff bill 
can be curbed in some way.

A well-run practice will already be using its staff to their 
maximum skill set. So what do you do when you decide 
you must reduce the cost to face the challenges to your 
income in the months ahead? 

The staff won’t appreciate a pay reduction, you do not 
want to make anyone redundant, and they are already 
working hard enough. Aren’t they?

This is potentially an easier area than staffing for 
quick economies (equipment tends not to get upset 
when feeling threatened) but, once again, there are the 
risks of additional long-term costs resulting from hasty 
economies.

For example, you could save on heating costs by 
cutting boiler maintenance but this increases the risk of 
costly breakdowns which tend to be more expensive 
than preventive care. 

A longer-term view might be to invest in measures to 
combat heating costs – for example, better insulation, 
solar panels, or a more fuel-efficient boiler. This could 
be combined with short term economies such as re-
ducing the temperature levels slightly and checking that 
team members understand how to regulate the heat in 
their immediate environments.

Detailed analyses of areas of expenditure can turn up 
possibilities for economies, such as:

 using non-brand printer cartridges
 controlling stationery ordering, and
 renegotiating contracts prior to renewal. 

And it can also be effective to involve the team in ideas 
for simple economies. In one surgery it was decided to 

use electricity usage meters to show the costs of leav-
ing equipment running unnecessarily. 

Such small economies may not help initially with ma-
jor financial problems. But they will serve two important 
purposes. 

They will introduce the concept of frugality to team 
members who may give no thought to casual wastage. 
And they will prepare the ground for deeper but care-
fully thought out plans for larger economies. 

Larger cutbacks will come as less of a shock if the 
smaller ones not only pave the way but also demon-
strate that the management is planning - rather than 
simply panicking.

© Kathie Applebee 2013
Kathie Applebee, organisation psychologist for primary 
care, and strategic management partner at Tamar Valley 
Health Group Practice

1. When Do Cost Savings Become Liabilities?
http://tinyurl.com/cfyglyl

2. http://tinyurl.com/ccpwl7s

As soon as GPs see an 
income drop is on the 
horizon they inevitably 
look closely at their most 
expensive - and most 
valuable - resource. Nick 
Holmes* considers the 
options

How you can reduce 
your staff costs and 
create more efficiency
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Understand your past
Firstly, to make a change for the future you need to 
understand the past. You may feel that you know it 
already - but I am talking all about the numbers. What 
is the total staff cost for the practice, by department 
and split between admin, clinical and employed GPs? 

Separate out the core costs from the overtime - how 
has that changed over the past five years and why?  A 
simple review of the annual wage summaries should 
start you off and from that you can see where you 
stand.
Then ask your AISMA accountant for the averages 

for your region or more locally so that you can see if 
there is a trend in what has happened. This will not 
give you answers but it gives you the information you 
need to present your findings to the partnership.

Gather information by talking to your staff
Get them each to complete a brief survey. The survey 
should include a table with days of the week and your 
opening hours with boxes to tick.

Questions can include:

1  What are your busiest times of the week?
2  What are your quietest times of the week?
3  Are you willing to help other staff in other depart-

ments if the need arises?
4  Can you contribute more hours if required?
5  Do you have any need to or are you willing to re-

duce your hours?
6  Are you open to the suggestion of more flexible 

time?
7  Would you be happy for us to reduce the hours of 

the working week to, say, 36?
8  We are looking to make the practice more efficient – 

do you have any suggestions?
Then conduct individual interviews to discuss their 

answers with them, collate the information and use 
this in conjunction with your reviews of each depart-
ment. 

Certain staff will be willing to accept change, others 
less so. Address the ‘problem staff’ individually and 
try to ensure they do not lead others.

Assess and control overtime
Reinforce that all overtime must be authorised before 
the work commences otherwise it won’t be paid. Un-
derstand what each person does and how long their 
work should take each day. 

Some people pace themselves during the day to 
obtain the overtime. Is it really necessary? Will the 
staff paid during this time generate more income to 
cover their costs? You could encourage flexible hours 
to reduce overtime requirements.

Understand all the staff roles
How many part time and full time staff do you have? 
What are your busiest and quietest times each day 
and each week? The only way to really find out is to 
spend time monitoring each department.

If you have surplus staff either train them to assist 
other staff who are busy or consider changing their 
hours. If you do not have enough people at particular 
times of the day consider training existing staff to as-
sist as a cheaper alternative to bringing in someone 
new.

It is quite common to find GP partners or higher 
grade clinical staff completing certain administration 
and secretarial duties. Is that really the best use of 
their time? What are they doing that they could pass 
down to someone cheaper? This would free them up 
to bring in income or reduce the backlog of patients.

Sacrifice pay and improve benefits
You could allow staff to purchase extra annual leave 
instead of having them at work during quieter periods. 
Alternatively would a salary sacrifice to get benefits in 
return be well received? 

Make sure they understand that everyone is work-
ing harder to achieve the same or less income – pay 
rises are not automatic and should be based on 
performance during the year. A cut in hours or pay is a 
contractual change and must be clearly documented.

Consider outsourcing certain tasks
or roles
Historically this is where you replace employed staff or 
work they perform with an outside contractor. 

Not only do you have control over the work per-
formed but you can negotiate the prices you are 
charged more easily than you can reduce your staff 
pay for different types of work.

However, as income is being squeezed some prac-
tices are considering offering their services to other 
smaller GP partnerships where economies of scale do 
not exist. Talk to an AISMA accountant before taking 
action, however, as there are VAT implications. Cen-
tralised management companies in partnership with 
a number of GP practices can offer a great degree of 
flexibility and tax planning for all involved.

Do you need to motivate your staff?
What motivates your staff? There are financial and 
non financial factors to consider. 

If money encourages them then give lump sum 
bonuses instead of increasing their pay. Although this 
does cost less in the long run just be aware that staff 
may compare bonuses. If a number of staff receive 
bonuses they may need to reflect different levels of 
pay.

Your Contract Survival Pack  AISMA Doctor Newsline
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But if it is not money – is it praise or promotion? 
Recognising people’s worth in this way will often en-
courage others to follow suit. A happier team is more 
efficient, readily gives you feedback, and does not 
mind the occasional extra work for the same pay.

Can technology help?
Any technology will come as a cost to you. If it is free 
the cost will be training. If it requires little training then 
the cost is likely to be high. 

You could have online appointment bookings or 
repeat prescription ordering, push screen booking 
next to your reception or even just voice recognition 
software to assist with notes or letters. 

The right system will save time and money in the 
long run and should be considered. With more paper-
work than ever before can you afford not to automate 
at every opportunity?

Redundancy
If after everything else you are looking to make some-
one redundant then understand if it is the loss of the 
role or the cost saving that attracts you to this.

Consider asking if there is anyone who would 
choose to become redundant – you may be surprised! 
Think about the effect on staff morale and the loss to 
the team first. 

But do seek advice from a human resources or legal 
specialist to ensure that you satisfy the criteria before 
you make what could be a very costly decision. Get it 
wrong and you could find yourself at the expensive end 
of a tribunal.

Managing the staff cost is not an easy task. It is never 
ending and requires constant attention. 

Once you have identified any weak areas and ad-
dressed them they should be monitored monthly 
against ABCD. Annual Budgeted Cashflow 
and Drawings. 

Changes in the GP contract and new arrangements 
for enhanced services are likely to put GP practices 
under added financial pressure. 

So practices are faced with a stark choice - they 
can either increase income by taking on more work, 
or cut costs. 

Due to increased competition from commercial 
organisations for NHS contracts, it is more important 
than ever that practices can demonstrate they are in 
good enough shape to provide any additional work 
on offer. 

Since commissioners will also consider the organi-
sational stability of potential providers, it is essential 
that practices give proper thought to their business 
models. 

Practice partnership arrangements
Most GP practices are of course operated through 
partnerships. But an alarming number of GP partner-
ships still operate without an up-to-date partnership 
agreement. This is worrying for a number of reasons. 

A partnership that is not governed by an agreement 
between the partners is a partnership ‘at will’ which 
is subject to the provisions of the Partnership Act 
1890 and related case law. Any partner can dissolve 
a partnership at will on notice to the other partners, 
an event that triggers the winding up of the business. 

Practices often fail to realise that, under the Part-
nership Act, it is not possible to expel a partner. 

If any partner’s conduct or performance is causing 
difficulties, or even if a partner becomes ineligible to 
practice or hold an NHS contract, the other partners 
can only remove him from the partnership against his 
will if there is an agreement in place permitting them 

Get in
good shape!
Alison Oliver has some timely advice on business models for 
general practice in the new NHS environment

AISMA Doctor Newsline Your Contract Survival Pack
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to do this. 
Without this agreement, the only way to remove a 

partner is to dissolve the partnership and reform it. If 
the dissolution is acrimonious there is a very real risk 
that the practice contract will be terminated. 

A good partnership agreement will set out circum-
stances in which a partner may be expelled, what 
terms apply when a partner leaves or dies, and a 
host of other terms applicable to the partnership’s 
conduct. 

It means that all the partners understand how 
profits are to be shared, what leave entitlements they 
have, how important decisions will be made about 
the practice, and what they are and are not permitted 
to do.

Importantly, it is a tool to enable the partnership to 
resolve differences before they blow out of propor-
tion. 

Crucially, commissioners will want to know that the 
partnership has an effective partnership agreement in 
place so that they can be confident that services are 
being provided by a stable and robust organisation. 

It is wise to check the practice partnership agree-
ment from time to time to ensure that it is still up-to-
date and fit for purpose.  

Read it through and check that the terms still make 
sense. Some agreements use terminology from the 
pre-2004 ‘new’ GMS contract which renders some of 
the provisions ambiguous or unclear. 

It is important that the agreement can accommo-
date the conduct of the practice in light of recent 
regulatory changes such as the requirement for CQC 
registration and representation on a Clinical Commis-
sioning Group. 

All the current partners must have agreed to be 
bound by the terms or it may not be effective, so it is 
important to ensure that the agreement is reviewed 
and updated whenever there is a partnership change. 

Practice mergers
Small may often be beautiful, but there may also be 
safety in numbers. Smaller practices can struggle 
with the workload and level of bureaucracy that now 
comes with providing general medical services. More 
and more practices, even larger ones, are seeing the 
benefit of joining forces with another nearby practice. 

A greater number of partners means that the bur-
den of providing a broader range of services, partici-
pating in the CCG and managing the practice, can be 
shared. It may also be possible to reduce spending 
on premises, staff and in other areas. 

PCTs have been sometimes willing to issue a single 
merged contract where they are supportive of a 
merger. There will need to be a consultation with pa-
tients about the proposals. The NHS Commissioning 

Board may now expect to see some savings and may 
use this as an opportunity to renegotiate the contract 
price. 

If the commissioner is not willing to issue a merged 
contract, it may still be possible to merge at an 
organisational level, and for the merged partnership 
to continue to operate the separate practice-based 
contracts. 

If a commissioner is not supportive of a merger 
involving one or more PMS practices, it may be worth 
considering exercising the right to replace the PMS 
agreement with a GMS contract as consent is not 
required for partnership changes in a GMS practice. 
An AISMA accountant’s advice should be sought on 
the financial implications of doing this. 

Once a prospective merger partner has been identi-
fied, broad terms should be discussed. There needs 
to be a common vision in terms of the direction of the 
merged practice, as well as agreement on detailed 
matters such as:

 profit shares
 leave entitlement
 capital contributions
 premises and staffing requirements, and
 harmonisation of practice policies and procedures. 

If the practices are unable to agree on these mat-
ters, it is unlikely that the merger will work. If terms 
are agreed, documentation will be needed to govern 
the merger process and the conduct of the merged 
partnership. 

Legal and accountancy advice should be sought 
well in advance to ensure that all the necessary for-
malities are attended to at the relevant time. 

Federations 
Many GP practices see the value of working together 
for certain purposes but want to retain their indepen-
dence as individual practices. In many areas prac-
tices have come together to form ‘federations’ for the 

Your Contract Survival Pack  AISMA Doctor Newsline
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purposes of providing services collectively. 
Groups of practices considering forming a federa-

tion should consider their objectives and ensure that 
they have common goals. See the box (right) for 
some of the key issues to consider.

Once these issues have been agreed, the correct 
organisational structure should be put in place. It is 
important to get the right structure set up early. 

We have come across situations where groups of 
practices have submitted tenders for contracts and 
won them before setting up the organisational struc-
ture that they intend to perform the contract. This 
creates problems as the contract is awarded to the 
wrong person or organisation. 

For longer-term or higher risk collaborations it is 
usually advisable to form a corporate body to operate 
the federation in order to limit the liability of the indi-
vidual practices and to keep the federation’s assets 
and activities separate from those of the practices. 

The most common types of corporate body for 
these purposes are limited liability partnerships 
(LLPs) and private limited companies. It is important 
to take specialist legal and financial advice on the 
choice of structure to ensure that it is suitable for the 
activities that the federation intends to carry out. 

There are particular structural requirements if the 
federation wants to be an employing authority for the 
purposes of the NHS Pension Scheme. 

‘Spin-off’ companies
Some practices set up separate companies in order 
to run private services that are not subject to the pro-
hibitions on selling goodwill which otherwise apply to 
NHS GP practices. Again, it is important to take legal 
and financial advice on the choice of vehicle for these 
activities. 

Care should be taken to ensure that the NHS 
regulations on charging patients are not breached. If 
the practice premises are used for private services, 
entitlement to funding under the Premises Directions 
may be abated if income from these services ex-
ceeds 10% of the practice’s total income. 

It is important that there is agreement in writing 
regarding the respective obligations and entitlements 
of the partners in respect of the private company. 

Conflicts of interest
GPs must observe the GMC guidance on conflicts of 
interest at all times, and need to be particularly aware 
of the potential for conflicts of interest when they be-
come involved in profit-making ventures outside their 
core NHS practice. 

It is also important to bear in mind the strain that 
external activities may place on the practice partner-
ship. 

Federation Checklist
Issues to consider include:

 What is the purpose of the federation? 
What will it do? Is it time limited?

 What start-up funding is required and how 
will this be raised? How will the federation 
be funded in the long-term?

 What are the criteria for membership of 
the federation? What rules and regulations 
will apply to member practices?

 In what circumstances may practices 
choose or be forced to leave? What proce-
dures will apply in these circumstances?

 How will the management board be com-
posed? What are the procedures for election 
or selection?

 How often will the member practices and 
the management board meet? 

 How will voting rights be decided? Is it 
‘one practice one vote’ or will bigger prac-
tices have more rights than smaller prac-
tices? 

 If the member practices are to share 
profits (rather than re-investing them in the 
federation’s activities), how will these profit 
shares be decided?

 How will conflicts of interest be man-
aged?

 How will the federation be staffed? 
 Where will the federation’s ‘head office’ 

be? Where will it carry out its activities?

The practice partnership agreement should contain 
provisions which spell out the practice’s policy and 
procedures for partners engaging in external activi-
ties, whether individual partners are permitted to 
retain income from external sources, and the circum-
stances where a partner may be required to cease an 
external activity if this is having a detrimental impact 
on the practice.

Why getting in shape matters
The rapidly changing healthcare landscape means 
that the nature and shape of GP practices matters 
more now than it ever has.

Investing time in assessing your practice structure 
and partnership agreement now could really pay divi-
dends for years to come.

Alison Oliver, an associate in Ward Hadaway’s health-
care practices team, specialises in GP partnership 
and contractual matters

AISMA Doctor Newsline Your Contract Survival Pack



ways to cut tax
GPs have understandably been asking accountants for advice 
on how they can reduce their tax bills in the financial year ahead. 
Anthony Nuttall** offers 10 suggestions to consider

1 ISAs 
The maximum a person can invest in 2013-14 

is £11,520 including a cash maximum of £5,760.  
Some years ago the Government introduced a 

junior ISA with an annual investment limit of £3,000 
which can be invested in stocks and shares or in 
cash deposits.  
The invested funds will be locked in until the child 

reaches the age of 18 but both parents and other 
relatives can pay funds into these ISAs. The limit on 
these and Child Trust Funds for 2013-14 is £3,720. 

2 Capital allowances 
A 100% annual investment allowance (AIA) is 

now available on the first £250,000 of capital expen-
diture. 

This new limit applies from 1 January 2013. But as 
the previous rates of allowance were £100,000 up to 
31 March 2012, and £25,000 between then and 31 
December 2012, depending on your year-end you 
need to pro rata each rate of allowance to work out 
the maximum you can claim in your year.  

3 Cars
The AIA (see 2) does not include cars. How-

ever, on low emission cars there is a similar 100% 
first year allowance.  For 2013-14 this is in relation 
to cars with up to 95 grams per km which is down 
from 110 g per km in the previous year.  

4 Personal tax allowance
The net income limit for benefitting from full 

personal tax allowances is £100,000. There is a 
band of income above that which is effectively taxed 
at 60%. 

Personal allowances are reduced by £1 for each £2 
of income above £100,000. Once income reaches 
£118,880 in 2013-14 personal allowances are extin-
guished completely. So it is therefore an advantage 
to avoid having income in this narrow band if pos-
sible.
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5 High Earners
The upper threshold for the 40% rate of tax is 

£150,000.  On income above that figure for 2013-14 
the rate is 45% (this has been reduced from 50% in 
2012-13) so if income can be delayed until the new 
tax year then a 5% tax saving can be achieved.

6 Capital gains tax 
The capital gains tax rules are often over-

looked.  Each individual has an annual exempt limit 
of £10,900 for 2013-14.

Gains exceeding that limit are taxed at either a 
lower rate of 18% or a higher rate of 28%. The 
higher rate applies where if the gain was added to 
total income it would be subject to income tax at the 
higher tax band of 40%. 

Many people also overlook entrepreneur’s relief 
which has an applicable rate of 10% in relation to 
the gain arising on the disposal of a business or 
qualifying shares in a trading company up to a ceil-
ing of £10m during a lifetime.

7 Personal expenses 
This is a subject that causes quite a lot of 

confusion and controversy but it is important to 
consider carefully the expenses which have been 
incurred privately and are being claimed against 
the net practice income and the recording of those 
expenses. 

Firstly, you need to know the kind of expenses you 
can legitimately claim and for motor expenses what 
is the correct basis, ie a proportion of total expenses 
or on a mileage basis.  

There are more and more instances of HMRC 
challenging these expenses and their legitimacy and 
quite often with some success. You should therefore 
seek advice from your accountant on this particular 
issue.  

However, it is important to mention that you should 
record the correct details during the course of the 
year to substantiate the claim.

8 Annual allowance for pension contri-
butions 

One matter which has been receiving much publicity 
in recent months has been the anticipated reduction 
of the annual allowance for pension contributions 
from £50,000 to £40,000 effective from 6 April 2014.  

For GPs this is not just a simple matter of adding 
up the superannuation contributions paid over in 
the year.  Were it that simple then any excess over 
£40,000 would simply not attract tax relief.  

However, the nature of the GP pension scheme 
means that a formula is used to calculate the in-

crease in benefits from one year to the next. There is 
not space here to go into great detail on the nature 
of the formula but your AISMA accountant is well 
versed in the nature of the formula and its effects.  

If you have not already done so you should have 
a dialogue with your accountant to ensure that you 
are not running the risk of incurring a tax charge. 
They can do the necessary calculations and get the 
necessary information.  

With the limit now being reduced to £40,000 a year 
more and more GPs are going to get caught out by 
this one.  

9 Wills
What might seem a fairly simple question is 

whether you and your spouse have made a Will, 
which is up-to-date and takes account of your cur-
rent circumstances.  

The current tax free limit before inheritance tax 
is incurred at 40% is £325,000 or £650,000 for a 
married couple. While these may seem quite large 
amounts, these days it is quite easy to exceed 
them when considering the values of properties and 
especially so if GPs also have interests in surgery 
properties.  

The remit here is not to get involved in the legal 
issues regarding Wills but merely to point out an 
up-to-date Will is advisable and there are possibili-
ties in planning for potential inheritance tax liabilities 
utilising reliefs available.  

For example, you can make a gift of £3,000 and 
any number of small gifts up to £250 can be made 
in addition to gifts in relation to marriage, gifts out of 
income and also utilising the seven year rule for gifts 
to eliminate assets completely from your Estate. 

10 How are assets held? 
Have you distributed your assets wisely?

Without getting heavily involved in the desirability 
of transferring assets to spouses, from a protective 
point of view have you considered the correct distri-
bution of assets between yourself and your spouse 
to make best use of the tax regime both from an 
inheritance tax and a capital gains tax point of view?  

If you are in receipt of income from property or 
other assets on a personal basis have you consid-
ered whether these assets are owned by the correct 
spouse?  Could the situation be improved?  The 
individual circumstances would dictate the solution.

Please note these are brief comments. You should 
take expert advice tailored to your own circum-
stances before taking any action.
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QOF
Get your QOF off to a 
flying start by following 
Kathie Applebee’s 
seven essential 
management tasks

I have written about QOF since its inception but 
this year’s introductory article focuses more on the 
practice’s response to the changes than on the small 
print, much of which has still to be published at the 
time of writing.

The extraordinarily late imposition of the QOF and 
other contract changes on 18 March 2013 gave 
practices (and the GP computer suppliers) ridicu-
lously short notice for the implementation of a wide 
range of changes by 1 April. The provoked respons-
es of fury, confusion, panic and self-pity are quite 
understandable. 

So the first task for the QOF lead is to calm and 
reassure the troops. If the revised QOF can be seen 
as a challenge rather than a disaster, practice mem-
bers will be better equipped psychologically to deal 
with it constructively.

Timescales
The most significant change is that of the timescales. 
Until now, QOF has recognised that not every patient 
can and will attend when offered reviews. This has 
enabled work for many existing indicators to be done 
over 15 months rather than 12. 

But the revised timescales in many existing areas 
effectively cut the points-earning year down from 12 
months to 11 months at most, leaving the last month 
for dealing with arrears. Indeed, the BMA suggests 
that all QOF reviews be scheduled between April and 
mid-February. 

The second task is therefore to ban all non-essen-
tial leave for March to ensure that the practice is fully 
staffed to sort out arrears in any areas.

Ensuring that all patients due for review in the 12 
months from 1 April–31 March are managed cor-
rectly assumes that all team members will be up to 

speed and all computer systems updated ready for 1 
April. As this won’t have happened, practices will ef-
fectively be starting to address some of the changes 
some weeks (if not months) into the new QOF year. 

While an undesirable state of affairs, it should ide-
ally be viewed as a logistical challenge. You will have 
a large number of patients with an even larger num-
ber of associated checks needing to be dealt with by 
a team of a certain size and spread of skills. 

The complicating factor in general practice is that 
the team’s workload is inflated by non-QOF clini-
cal demands. Understandably, many clinicians are 
reluctant to mix QOF box ticking into normal con-
sultations but failure to do this means bringing the 
patients back for additional consultations. 

The third task is therefore to look up how many 
patients each disease area contains and calculate 
the numbers and type of appointments needed 
before the end of the year. Even a rough estimate will 
show whether you are likely to have sufficient capac-
ity. 

If not (as is likely to be the case), a second calcula-
tion will give you an idea as to whether you would be 
better off employing additional staff (such as health-
care assistants) or letting certain areas or indicators 
go. If the latter, focus on recalling the high value 
indicator patients first, where appropriate. 

Understanding the requirements
QOF is complicated, and simply giving team mem-
bers lists of indicator requirements to read is unlikely 
to be universally successful. Many are likely to need 
individual tutorials, direction on how to look out for 
computer reminders and regular refreshers. 

The fourth task is to set up a schedule for the year 
of QOF training sessions and to request that a pro-
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portion of all clinician study leave is spent on QOF-
related learning.

If you are not already familiar with the Business 
Rules (which provide the fine detail needed for com-
puter data entry), include learning about these1  and 
keeping up with the inevitable in-year changes2.

Beware the changes
New indicators are easier than changes because the 
latter can cause confusion. Task five involves moni-
toring adherence to the changes to ensure that new 
timescales are not missed. (The numbers in brackets 
are the NICE identifiers, for example NM62.)

Significant changes include:
Cancer diagnosis reviews to be done within three 
rather than six months (NM62). As this is based on 
diagnoses within the preceding 15 months (i.e. back 
from 31 March 2014 to 1 January 2013), any patient 
diagnosed during January 2013 will need a review by 
the same date in April to meet the new target period.  

Depression screening is changing, with the assess-
ment tools changing to bio-psychosocial assess-
ments (NM49). These will take longer to do but it 
may be possible to do them over the phone, perhaps 
by a member of the nursing team. Such reviews are 
due within 10-35 days of diagnosis (NM50), requir-
ing all patients diagnosed in early April to be done 
before mid-May (assuming the new assessment tool 
is available by then). 

Hypertension is also changing, with BPs within the 
last nine months of the QOF year of 150/90 maxi-
mum being reduced to 140/90 maximum for patients 
aged less than 80 (NM53). Patients aged 80+, as 
at 31 March 2014, will remain at the 150/90 target 
(NM54).

Note also that Records 11 and 17 (recording BP for 
patients aged 45+ every five years) is changing to 
patients aged 40+ so the younger cohort will need 
recording in addition to those last done four years 
ago.

New indicators
Task 6 involves getting to grips with the new indica-
tors and disseminating this information. 

COPD: patients with COPD and MRC Dyspnoea 
Scale >3  between 1 January 2013 and 31 March 
2014 will also require oxygen saturation levels within 
the same time period (NM63).
Diabetes: male patients must be asked about erec-
tile dysfunction (NM51) and those needing associat-
ed assessments and advice receiving these (NM52), 
all between 1 January 2013 and 31 March 2014.
Rheumatoid arthritis: Read Code all patients 
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The funding from the defunct Organisational 
Domain is being rerouted into four new “service 
specifications”: 

1 Improving the management of seriously ill 
patients or patients at risk of unplanned  

        hospital admissions.

2 Proactive identification of patients who may 
be at risk of dementia.

3 Offering on-line appointments’ booking and 
repeat prescription ordering.

4 Establishing remote monitoring of patients 
with long term conditions.

Further details were due as we went to press.

aged 16 and over with this diagnosis (note, 16 on 
31 March so include 15 year-olds) – NM55. These 
patients will need face-to-face reviews, and fracture-
risk assessments for those 50-90 (NM57), between 1 
January 2013 and 31 March 2014 (NM58); and CVD 
risk assessments for those 30-84 every 27 months 
(NM56). RA patients will need all these assessments 
before 31 March if not already recorded within the 
required timescales.

Details of these and less significant changes, and 
also the retired indicators, can be found at http://
tinyurl.com/3pulmau

Higher standards
Finally, task 7 requires that, when all the small print 
is published, you understand the higher targets and 
shorter timescales for existing indicators and that 
you publish monthly achievement lists for all indica-
tors. 

March 2013 was the last year where cramming 
may have succeeded in helping the practice earn a 
significant part of its income. 

Have an informed and well-paced year, and you will 
do well from the new QOF come 31 March 2014.

 1.Guide to the Business Rules, http://tinyurl.com/cl5kow5

 2.Business rules at http://tinyurl.com/bphal6t

Disclaimer: All information correct as at 23 March 2013. 
Subsequent changes may have been published and read-
ers are advised to check the following websites:
BMA: http://tinyurl.com/ch46jdg 
DH: http://tinyurl.com/c8cqtdj 
NHS Employers: http://tinyurl.com/cdqvcur 
NICE: http://tinyurl.com/cto5t4

© Kathie Applebee, organisation psychologist for primary 
care, and strategic management partner at Tamar Valley 
Health Group Practice



Every week, there seems to be another proposal to 
reform employment law from the Government. With 
so many changes in the pipeline it can be confus-
ing to work out what is and is not law and which 
changes will be most relevant to you. 

Shared parental leave
The Government is consulting on how to implement 
a system of shared parental leave. 

Currently, it is presumed that an employee on 
maternity leave will be away for up to 52 weeks but 
she can return to work early on notice. 

The Government proposes that if a woman takes 
less than her full entitlement, her partner should be 
able to use the untaken element either while the 
mother is still on maternity leave or after she has 
returned. 

Leave may be taken immediately or at a future 
date. It can be taken in a single block, or several, 
which is likely to present practices with consider-
able difficulties in relation to cover. 

In theory, there should be no overall increase in 
costs to you as the right is to share leave, to which 
there is an existing right. 

However there could be an increase or decrease 
in costs if you have a workforce which is more 
predominantly male or female. Cost aside, there are 
many issues that could cause problems for your 
practice when this change comes in.

Flexible working
Currently, the statutory right to request flexible 
working is restricted to those with caring responsi-
bilities for children under the age of 17 (or 18 if the 
child is disabled) or for an adult in need of care. 

An employer who receives a request must con-
sider it properly in accordance with a statutory 
procedure and can only refuse a request based on 
a limited number of grounds.

The Government proposes to extend the right to 
request flexible working to all employees with 26 
weeks’ service. The current statutory procedure 
will be repealed and ACAS will produce a statutory 
Code of Practice and non statutory guidance to 
help you manage requests. 

Although, on the face of it, this is an added burden 
for employers, there is currently nothing to stop an 
employee who does not qualify for the statutory 

   Spring 2013    AISMA Doctor Newsline   13

On top of that new 
contract there is 
a whole new raft 
of employment 
law reform for GP 
employers and their 
managers to grapple 
with. Matt Smith 
reports

Employment law: 
What you need to know 
if you are a boss
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right from making a flexible working request, and it 
would probably be ill advised to act unreasonably in 
response to that request. 

More employees may be encouraged to make a 
request but you may still reject requests based on 
the statutory grounds such as the additional burden 
of costs. 

The removal of the strict statutory procedure will 
be welcomed by most employers, especially those 
with limited personnel.

Tribunal claims
A number of recent and upcoming changes will 
have an impact on the potential for, and cost of, 
employment tribunal claims:

 Anyone employed on or after 6 April 2012 must 
have two years’ service before they are eligible to 
claim unfair dismissal compared with one year’s 
service for those employed prior to that date

 Fees in the employment tribunal will be imple-
mented this summer. A range of fees will apply but 
the most common claims such as unfair dismissal 
will attract a £250 issue fee and £950 hearing fee 
payable by the claimant  

 The maximum awards payable in unfair dismissal 
claims have been increased from a basic award of 
£12,900  and a compensatory award of £72,300 to 
£13,500  and £74,200  respectively. However, the 
Government plans to introduce a cap on the com-
pensatory award this summer of 12 months’ wages 
(or the existing statutory cap if lower). 
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Transfer of Undertakings (Protection of 
Employment) Regulations (TUPE)
The Government intends to reduce the burden 
on anyone involved in service provision changes 
(SPCs). Currently, subject to certain conditions, 
TUPE applies to transfer employees on their exist-
ing terms from the client to the new service provider 
when outsourcing, from the provider to the client 
when bringing services back in-house, or from one 
service provider to another when changing service 
providers.

The Government intends to repeal the SPC as-
pects of TUPE. However, this does not mean that 
TUPE will not apply to SPCs at all. Instead there will 
be a reversion to the multi-factorial test that was 
applied prior to the 2006 TUPE regulations. 

Overall, the impact might be that TUPE applies 
to fewer SPCs which may reduce the burden on 
employers currently forced to take on employees 
on existing terms. 

However, working out whether or not TUPE ap-
plies is likely to be a more uncertain process, so 
there may be little net overall gain for employers.

There is a lot for employers to grapple with and 
this is just a selection of the changes afoot, but 
hopefully you now have a few ideas about to what 
to look for. 

Matt Smith is a solicitor in the employment team at 
national law firm Weightmans LLP
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