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Dental Exception Reporting

Contract Monitoring  Procedure

1. Background 

As part of routine contract monitoring of general dental services (both GDS and PDS) the PCT routinely monitor a number of indicators for each contractor in the form of “exception reports”.
2. Purpose

The purpose of this procedure is to: 

· Outline what exception indicators are monitored by the PCT 

· Describe the PCT’s approach to further discussion and investigation should any individual contractor be identified as an outlier on any of the exception reports. 
3.  Exception Reports
There are 17 exception reports that the PCT monitor on a quarterly basis. 
· UDA per patient 
· No / low activity 
· Early delivery 
· Late reporting
· FP17s within 3 months of previous FP17 
· Band 2 or 3 starts and ends on the same day 
· Band 2 or 3 rate per 12 months 
· FP17s within 12 months of previous FP17 
· Free repairs or replacements 
· Continuations of treatment 
· FP17s within 3 to 9 months 
· Adult mix (high exempt / low exempt) 
· UDA per form 
· No clinical data 
· Band 3 to band 2 rate 
· Band 1 urgent treatments 
· Inlay rates
These reports at individual contract level are provided to the PCT by NHS BSA DSD.  The reports provide information on each of the categories detailed above for the preceding 5 quarters.
4. Process for Monitoring Exception Reports

The PCT reviews the exception reports at a practice level on a quarterly basis The PCT reviews all exception reports in context with its local knowledge and individual circumstances of each contractor. This knowledge can sometimes help explain the reasons for unusual pattern of activity. 
· Exception reports are sent to contractors quarterly

· An explanation of the DSD methodology to create the exception is available on the PCT website and has been e mailed to all contractors via nhs net
· Dependent upon the procedure detailed in section 4 either the PCT will know why the exception has occurred or will contact the practice to discuss the matter.  Where exceptions are City wide the matter may be raised at all annual reviews to clarify matters 
Detailed procedures for each exception report follows: 

4.1 UDA per patient 

The average number of UDA claimed for each patient in a quarter is a fundamental measure of the intensity of resource use. Particularly in the case of adults, if a contract has exceptionally high rates of UDA per patient it could indicate that resources are not being managed in the most cost effective way and that patient access is being compromised. 
High rates of UDA per patient can result from a combination of causes. For example, unusually high frequencies of treatments, and therefore, claims (FP17s) per patient would inflate the number of UDA per patient. Also an unusual mix of band 3 treatments compared to other bands would increase the rate. 

These two factors could have a range of underlying causes which need to be identified including an unusual case-mix at the practice. It may be that the practice has an abnormal policy on recall frequency of adults or it could be that the provider has misunderstood the rules relating to ‘splitting’ courses of treatment. Other factors which can influence the number of claims per patient include high failure rates (free replacements of guaranteed items or continuations of treatment).
If a practice is identified through the exception reporting process and the reasons are unknown to the PCT the practice is contacted to ask for an explanation for UDAs per patient during the quarter.  If the practice identifies problems, the PCT aims to work with the practice to resolve the issue. 

4.2
No/Low Activity 

Contractors are required to submit FP17 forms (or electronic equivalent) within two months of the date of completion of a course of treatment. Without this data the PCT cannot credit the contractor with UDAs nor make appropriate patient charge revenue (PCR)  deductions from the contractor’s monthly payments. . This also affects the ability of the PCT to be able to make accurate forecasts of full-year PCR, and understand levels of performance delivery. When the exception reports are received the instances of no/low activity are analysed and where the reasons are unknown to the PCT the practice is contacted to ask for an explanation.  

For low activity - Where activity is significantly below the level that would be expected at the given point in year, the PCT needs to establish the reasons for this as it will effect  the services provided to patients and the contractors ability to achieve the contract target within the 4% tolerance which has a financial impact on contractors. Reasons for no/low activity may include but not be limited to:

· a longer than expected time lag between completing and reporting courses of treatment (late submission)
· the contractor is unable to deliver patient services – through provider or performer problems
· the contractor has software problems preventing data transfer to the DSD 

· a vocational trainee being taken on at the practice and data being unable to be submitted for processing from the practice

If a practice is identified through the exception reporting process and the reasons are unknown to the PCT the practice is contacted to ask for an explanation for no/low activity during the quarter.  If the practice identifies problems, the PCT aims to work with the practice to resolve the issue. 
4.3
Early Delivery

Whilst it is not specifically required under the regulations, it is anticipated that contractors deliver their activity in 12 equal instalments throughout the financial year.  It is important to the PCT because if a contractor delivers the contracted annual activity before the end of the financial year the contractor will be left at the end of the financial year without the resources to deliver NHS dental services which could lead to patient complaints.  Reasons for early delivery could be but not limited to:

· The practice has taken on an additional performer

· The level of band 2 and 3 cases is higher than anticipated  
· The practice continues to accept new NHS patients 
When the exception reports are received the instances of early delivery are analysed and where the reasons are unknown to the PCT the practice is contacted to ask for an explanation.  Where appropriate the PCT works with the practice in resolving the issues identified.  
4.4 Late Reporting

For each contract the number of FP17s received more than 62 days after the latest date of treatment on the FP17 is monitored.  In most cases, the date of completion or date of last visit is used; if this date is missing the date of acceptance is used.  The percentage of all claims received more than 62 days after the latest date of treatment is calculated for each contract.  

Contractors (as part of their terms of the GDS contract – Clause 221) are required to submit claim forms within two months.   The PCT can refuse to pay for activity submitted outside of this time frame. 

Option 1

The PCT will upon receipt of the quarterly exception reports  write to any contractor identified as an outlier using the criteria above informing them of the amount of UDAs that will not be assigned to the contract. The contractor has an opportunity to appeal to the PCT in the form of a written submission of mitigating circumstances within 14 days of the date of the letter sent by the PCT. If the appeal is not successful the UDAs submitted outside the timescale will be deducted at year end

Option 2

1 Warn practitioners in writing of late reporting and need to inform PCT under clause 227 of incident that affects the contractors performance of its obligations under the contract as soon as reasonably practical.

2 -second incidence issue remedial notice

3 -3rd incidence issue breach notice and in accordance with clause 336 deduct monies for quarters late claims

4.5 FP17s within 3 months of previous FP17

Nice guidelines recommend that the recall interval should be appropriate to the level of risk of dental disease for each patient. For adults the recommendations are that the shortest interval (exceptionally) should be 3 months. The longest should be 24 months, where there is no sign or risk of dental disease in the patient. If guidelines were being followed then a relatively small proportion of adult treatments would be expected to be within 3 months of a previous course of treatment. 
There is a theoretical risk dentists could split courses of treatment in order to maximise their UDA. 
The number of forms (EDI records or paper FP17s) submitted within three months of a previous course of treatment can be an indicator of the level of fragmentation of courses of treatment.  NHS funded dentists are expected to identify all of the treatment needs during an assessment and, wherever practical, to provide all of the required interventions within a single course of treatment. This is true even when the individual components need to be spread over a number of months. 
Where dentists are submitting separate claims for assessment visits and individual treatments, the PCT will want to understand why the provider believes this is appropriate. The vast majority of patients would be expected to have no more than one submitted course of treatment in a quarter. 
Relatively high rates of forms per patient within a quarter could be caused by high levels of continuations of treatment or free repairs and replacement. High rates of these may be a reflection of failure in the quality of treatments being provided. A common cause is the separate submission of assessment and treatment claims – which is not generally allowed under national regulations. Very high frequency recalling of patients would also have an upward pressure on this rate as would high levels of unplanned treatments, such as urgent or trauma treatments. 
The PCT will also monitor the number of patients attending within different time periods (refer to the Dental Recall Policy) http://www.brightonandhovepct.nhs.uk/healthprofessionals/dentistry/index.asp   Where a practice is identified as an outlier from the Multiple FP17’s Report in conjunction with a high number of patients re-attending between 3 and 9 months compared to the PCT average, it supports the possibility of splitting courses of treatment.

The PCT will monitor all contracts. Where a practice has been identified as an outlier according to the criteria above it will: 

· Identify courses of treatment for the same patient within the timescale

· Re-evaluate the courses of treatment showing what courses of treatment are appropriate through DPA examination of the data  

· Cost the treatment/UDAs and PCR claimed for against the correct UDAs and PCR applicable to the course of treatment, which will identify the potential inflated costs paid to the contractor

· Write to the contractor requesting patient record cards for, initially any patient visiting the practice 4 times in 3 months for examination by the Dental Practice Advisor

· Assess whether the record cards support the treatment claims

· The DPA and the Primary Care Commissioner will meet to discuss the cases with the Contractor as to whether the correct procedure is understood (meeting is to be documented

· Request that the contractor rectifies the claims processed and inform that if they appear on further exception reports for the same exception the matter will be referred to the NHS BSA DSD Clinical Policy Advisor

· Referral of the case to the PCT Integrated Governance Committee on receipt of the CPA report which may include referral to a potential fraud investigation

4.6 Band 2 or 3 starts and ends on the same day

Band 2 and 3 claims are submitted after a course involving dental treatment is completed. More often than not, these treatments will have an associated assessment or check-up which would have taken place at an earlier date and one or more treatment visits all of which would generally be regarded as part of a single course of treatment. 
If the course appears to start and end on the same day, this could indicate that a contractor is submitting separate claims for the assessment and treatment visits. The remuneration for assessment is included in the allocation of UDA for band 2 and 3 treatments so the dentist will be over-compensated for the treatments provided. 
The PCT will monitor all contracts. Where a practice has been identified as an outlier according to the criteria above it will: 

· Identify courses of treatment for the same patient within the timescale

· Re-evaluate the courses of treatment showing what courses of treatment are appropriate through DPA examination of the data  

· Cost the treatment/UDAs and PCR claimed for against the correct UDAs and PCR applicable to the course of treatment, which will identify the potential inflated costs paid to the contractor

· Write to the contractor requesting patient record cards for, initially any patient visiting the practice 4 times in 3 months for examination by the Dental Practice Advisor

· Assess whether the record cards support the treatment claims

· The DPA and the Primary Care Commissioner will meet to discuss the cases with the Contractor as to whether the correct procedure is understood (meeting is to be documented

· Request that the contractor rectifies the claims processed and inform that if they appear on further exception reports for the same exception the matter will be referred to the NHS BSA DSD Clinical Policy Advisor

· Referral of the case to the PCT Integrated Governance Committee on receipt of the CPA report which may include referral to a potential fraud investigation

4.7 Band 2 or 3 rate per 12 months

Attention tends to focus on fragmentation of treatments as a cause of excess UDA per patient. A completely different reason for high UDA rates is the mix of band 3 to band 2 treatments. Band 3 treatments carry four times the UDA of a band 2. The PCT will want to understand the justification for exceptionally high ratios of band 3 to band 2 treatments. An example which has been found to be a significant factor in some contracts is high rates of inlays compared with fillings.
· Identify courses of treatment for the same patient within the timescale

· Re-evaluate the courses of treatment showing what courses of treatment are appropriate through DPA examination of the data  

· Cost the treatment/UDAs and PCR claimed for against the correct UDAs and PCR applicable to the course of treatment, which will identify the potential inflated costs paid to the contractor

· Write to the contractor requesting patient record cards for, initially any patient visiting the practice 4 times in 3 months for examination by the Dental Practice Advisor

· Assess whether the record cards support the treatment claims

· The DPA and the Primary Care Commissioner will meet to discuss the cases with the Contractor as to whether the correct procedure is understood (meeting is to be documented

· Request that the contractor rectifies the claims processed and inform that if they appear on further exception reports for the same exception the matter will be referred to the NHS BSA DSD Clinical Policy Advisor

· Referral of the case to the PCT Integrated Governance Committee on receipt of the CPA report which may include referral to a potential fraud investigation

4.8 FP17s within 12 months of previous FP17

Nice guidelines recommend that the recall interval should be appropriate to the level of risk of dental disease for each patient. For adults the recommendations are that the shortest interval (exceptionally) should be 3 months. The longest should be 24 months, where there is no sign or risk of dental disease in the patient. Evidence from the dental FP17s is that some dentists default to a 12 month recall interval. Where there are high proportions of patients without oral problems this could represent a less than optimal use of resources. 
This indicator could result from a practice policy to maximise UDA within the contract. Exceptionally high rates are likely to be associated with practices with a recall policy not in line with NICE guidelines, for example a default maximum recall period of 12 months for adults 
The PCT will monitor all contracts. Where a practice has been identified as an outlier according to the criteria above it will: 

· Identify courses of treatment for the same patient within the timescale

· Re-evaluate the courses of treatment showing what courses of treatment are appropriate through DPA examination of the data  

· Cost the treatment/UDAs and PCR claimed for against the correct UDAs and PCR applicable to the course of treatment, which will identify the potential inflated costs paid to the contractor

· Write to the contractor requesting patient record cards for, initially any patient visiting the practice 4 times in 3 months for examination by the Dental Practice Advisor

· Assess whether the record cards support the treatment claims

· The DPA and the Primary Care Commissioner will meet to discuss the cases with the Contractor as to whether the correct procedure is understood (meeting is to be documented

· Request that the contractor rectifies the claims processed and inform that if they appear on further exception reports for the same exception the matter will be referred to the NHS BSA DSD Clinical Policy Advisor

· Referral of the case to the PCT Integrated Governance Committee on receipt of the CPA report which may include referral to a potential fraud investigation

4.9 Free Repairs or Replacements
When the exception reports are received instances of contracts indicating high incidence of free repairs and replacements are examined and where the reasons are unknown to the PCT the practice is contacted to ask for an explanation for the incidence during the quarter.  High incidence in this area could indicate concerns on the quality of the clinical services being provided by a performer resulting in replacement.

If the practice identifies problems, where appropriate the PCT works with the practice in their resolution which could include the attendance of the indicated performer on training courses.

4.10 Continuation of Treatment

If NICE recall guidance is not being implemented appropriately then there may be implications for the effectiveness and quality of care being delivered to patients. In addition the impact both in terms of loss of access and efficiency may potentially be significant.  Additionally, where patients are recalled within two months for a further course of treatment within the same or lower charge band no patient charge is incurred but UDAs are accrued by the contractor

When the exception reports are received instances of continuations are examined and where the reasons are unknown to the PCT the practice is contacted to ask for an explanation during the quarter.  Historically there has been some confusion in the application of the continuation claim, however the PCT has done considerable work clarifying the instances where such a claim should be made and there has been an improvement in this area.

4.11 FP17s within 3 to 9 months

Whilst splitting of treatment may be indicated by the number of claims submitted per patient within 3 months, multiple claims per patient between 3 and 9 months may be a better indicator of unnecessarily frequent re-attendances. NICE guidelines suggest that a range of re-attendance intervals would be appropriate for different levels of prevention and maintenance depending on the level of risk observed with the patients’ management of dental health. Where there are exceptional rates of multiple claims per adult between 3 and 9 months the PCT will want to understand the providers recall policy, to ensure it is not being used to maximise UDA and that it is consistent with agreed standards for oral health maintenance. A default recall policy with a relatively short interval, for example, would not be seen as an appropriate use of resources. 
The PCT will monitor all contracts. Where a practice has been identified as an outlier according to the criteria above it will: 

· Identify courses of treatment for the same patient within the timescale

· Re-evaluate the courses of treatment showing what courses of treatment are appropriate through DPA examination of the data  

· Cost the treatment/UDAs and PCR claimed for against the correct UDAs and PCR applicable to the course of treatment, which will identify the potential inflated costs paid to the contractor

· Write to the contractor requesting patient record cards for, initially any patient visiting the practice 4 times in 3 months for examination by the Dental Practice Advisor

· Assess whether the record cards support the treatment claims

· The DPA and the Primary Care Commissioner will meet to discuss the cases with the Contractor as to whether the correct procedure is understood (meeting is to be documented

· Request that the contractor rectifies the claims processed and inform that if they appear on further exception reports for the same exception the matter will be referred to the NHS BSA DSD Clinical Policy Advisor

· Referral of the case to the PCT Integrated Governance Committee on receipt of the CPA report which may include referral to a potential fraud investigation

4.12 Adult mix

In some cases, PCTs and contract holders may have agreed (when contracts were first agreed in 2006), that the practice may restrict services to children or more generally to exempt patients. However, if there is no agreement of this kind in the contract, there is a contractual requirement to accept patients for treatment without discrimination between charge-payers and those patients exempt from paying for treatment. If there has been a significant reduction in the proportion of courses of treatment given to charge-paying patients, this could reflect fewer charge-paying patients coming forward and/or being accepted for treatment; and/or little change in the underlying mix of patients, but a change in the relative frequency with which charge-paying and exempt patients receive courses of treatment. There may be an expected reason for changes in the underlying patient mix, e.g. an expansion in the service provided by the practice and a deliberate attempt to target increased capacity at areas of greater deprivation. If, however, there is a significant and unexpected reduction in the underlying patient mix, the PCT needs to establish the reasons for this with the contract holder.  

The PCT will upon receipt of the quarterly exception reports where adult patient mix is reported,  write to any contractor identified as an outlier using the criteria above seeking an explanation.  Where the contractor identifies problems, where appropriate, the PCT works with the practice in their resolution.

4.13 UDA rate per form

A high UDA rate per form is a fundamental indicator of the profile of bands of treatment at the provider. Exceptional rates need to be investigated to ensure that the range of treatments being provided covers the full range of services expected of NHS contracts, and is not intended to maximise the UDA rate. For example, the proportion of inlays among tooth restorations can have a dramatic effect on the UDA rate per form in some contracts 
The PCT will monitor all contracts. Where a practice has been identified as an outlier according to the criteria above it will: 

· Identify courses of treatment for the same patient within the timescale

· Re-evaluate the courses of treatment showing what courses of treatment are appropriate through DPA examination of the data  

· Cost the treatment/UDAs and PCR claimed for against the correct UDAs and PCR applicable to the course of treatment, which will identify the potential inflated costs paid to the contractor

· Write to the contractor requesting patient record cards for, initially any patient visiting the practice 4 times in 3 months for examination by the Dental Practice Advisor

· Assess whether the record cards support the treatment claims

· The DPA and the Primary Care Commissioner will meet to discuss the cases with the Contractor as to whether the correct procedure is understood (meeting is to be documented

· Request that the contractor rectifies the claims processed and inform that if they appear on further exception reports for the same exception the matter will be referred to the NHS BSA DSD Clinical Policy Advisor

· Referral of the case to the PCT Integrated Governance Committee on receipt of the CPA report which may include referral to a potential fraud investigation

4.14 No clinical data

All treatment FP17s would be expected to provide information about the treatment in the form of clinical data. The treatments are chosen from about 20 categories which includes an option for ‘other treatment’. Band 2 and 3 FP17s should not be submitted without any clinical data. 
The PCT will upon receipt of the quarterly exception reports where adult patient mix is reported,  write to any contractor identified as an outlier using the criteria above seeking an explanation.  Where the contractor identifies problems, where appropriate, the PCT works with the practice in their resolution.

4.15 Band 3 to band 2 rate

Attention tends to focus on fragmentation of treatments as a cause of excess UDA per patient. A completely different reason for high UDA rates is the mix of band 3 to band 2 treatments. Band 3 treatments carry four times the UDA of a band 2. Commissioners will want to understand the justification for exceptionally high ratios of band 3 to band 2 treatments. An example which has been found to be a significant factor in some contracts is high rates of inlays compared with fillings 
The PCT will monitor all contracts. Where a practice has been identified as an outlier according to the criteria above it will: 

· Identify courses of treatment for the same patient within the timescale

· Re-evaluate the courses of treatment showing what courses of treatment are appropriate through DPA examination of the data  

· Cost the treatment/UDAs and PCR claimed for against the correct UDAs and PCR applicable to the course of treatment, which will identify the potential inflated costs paid to the contractor

· Write to the contractor requesting patient record cards for, initially any patient visiting the practice 4 times in 3 months for examination by the Dental Practice Advisor

· Assess whether the record cards support the treatment claims

· The DPA and the Primary Care Commissioner will meet to discuss the cases with the Contractor as to whether the correct procedure is understood (meeting is to be documented

· Request that the contractor rectifies the claims processed and inform that if they appear on further exception reports for the same exception the matter will be referred to the NHS BSA DSD Clinical Policy Advisor

· Referral of the case to the PCT Integrated Governance Committee on receipt of the CPA report which may include referral to a potential fraud investigation

4.16 Band 1 Urgent treatment

Urgent treatments are allowed for within the nGDS regulations in what should be limited circumstances where a dentist judges that immediate treatment is needed to relieve  severe pain or to prevent significant deterioration in the patient’s oral health. Where there is a high proportion of urgent treatment (10.52% during the quarter) this may indicate that dentists are treating new patients on the basis of an initial ‘urgent treatment’. This would be a clear misapplication of the regulations

The PCT will upon receipt of the quarterly exception reports write to any contractor identified as an outlier using the criteria above seeking an explanation.
4.17 Inlay rates
The inlay rate is based on the proportion of surface restorations (teeth with inlays and teeth with permanent fillings) done as inlays. This proportion should not be affected that much by the underlying level of caries in the catchment population, because one would expect both interventions to vary with the level of caries. Inlays are a form of indirect restoration of tooth loss, ranging from a small cavity to partial tooth loss. A clinical judgement is required to determine the appropriate restoration for each situation – but there is some evidence that inlays are being used for inappropriately small cavities where a direct restoration would be more appropriate. 
There is also evidence that the appropriate materials are not always used, sacrificing the permanence of the restoration, for cost. 
Inlays attract a Band 3 reimbursement, compared with band 2 for fillings. Where low cost materials are used inlays are the cheapest band 3 intervention available, which could present perverse incentives to dentists keen to maximise their UDA. 
It is also known that exempt adults are significantly more likely to be given inlays, than charge payers. Charge payers may be discouraged by the higher patient charge for band 3 treatments, opting for direct fillings instead. 
Where the inlay rates are exceptionally high, the PCT will want to understand the clinical justification from the dentist and also whether patients are being asked to choose between different restorations on cost grounds.
June 2011


[image: image1.jpg][image: image2.jpg]