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Item [ Time Duration | Subject Paper/ For Approval/ | By Whom
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1 14:00 | 10 mins | Apologies for Absence Verbal | Information Chair
2 Declarations of Interest Verbal | Information Chair
3 To approve the minutes | 1-8 Approval Chair
of the last meeting held 4
June 2024
4 Action Log 9-10 Discuss Chair
5 Forward Plan 11-12 | Information Chair
6 14:10 | 10 Mins | General Practice Update | 13-28 | Discuss/Info | JBS/MC
e GPC Action COD
7 14:20 | 10 Mins | Primary Care Quality 29 - 38 | Discuss/Info | JW
8 14:30 | 10 Mins | Primary Care Finance Discuss/Info | JF
9 14:40 | 10 mins | General Practice Risk 39-40 | Discuss/info | JBS/MC
10 14:50 | 10 mins | General Practice | 41 - 46 | Discuss/Info | JBS/JG
Operational Group TOR
11 15:00 | 10 mins | Quality Contract 47 - 74 | Discuss/Info | COD
e Quality Contract
23/24 Report
o 24/25 Quality
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Contract

12 15:10 10 mins

Optometry/Pharmacy/Den
tistry - Update by
Exception

Discuss/Info

13

Any Other Business

Discuss/Info

All
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For help, advice and information about this meeting please contact:

r
E-mail:
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Agenda Iltem 3
NHS'

Greater Manchester

Integrated Care

Minutes

Primary Care Commissioning Committee

Date: Tuesday, 4 June 2024
Time: 2.00 pm
Venue: Teams
Present Apologies

Manish Prasad - Associate Medical Director | Gareth James — Deputy Place Based Lead

(Chair) Cathy O'Driscoll - Associate Director of Delivery &
Julie Flanagan- Finance Lead Transformation
Heather Fairfield - Healthwatch Mark Embling — Lead Intelligence Analyst

Jason Bamford Swift — Head of Primary Care
Vijay Aggrawal — Dentistry Rep

Julie Woolf- Quality Lead

Malcolm  Cunningham -  Delivery &
Transformation Programme Manager

Eve Mannerings — Trafford LMC

In attendance: Jacqueline Dennis —

Governance
Item | Topic Action
No.

1 APOLOGIES FOR ABSENCE

Apologies for absence were noted from Cathy O’Driscoll, James Gray, Gareth
James. In Gareth James absence Manish Prasad took up the Chair position.

RESOLVED: PCCC agreed and looking at the ToR, present on the call where chair,
deputy chair, commissioning, quality, finance, and managers with responsibility for
primary care.

2 DECLARATIONS OF INTEREST

There were no declarations of interest.
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3 TO APPROVE THE MINUTES OF THE MEETING HELD ON 9 APRIL
2024

RESOLVED: the minutes of the meeting held on 5 December were approved as an
accurate record.

4 ACTION LOG

The action log was noted, all actions were complete.

RESOLVED: the action log was noted.

S FORWARD PLAN

MP noted for the next session primary care blueprint.

RESOLVED: the update was noted.

6 TERMS OF REFERENCE

MC pointed out that the terms of reference do not include anything about Part 2, and |
believe it would be beneficial to have some mention of it.

MP agreed that it was necessary to review this matter and to include a section on ACTION
Part 2, and subsequently circulate it for feedback and approval.

RESOLVED: PCCC noted the update and agreed with the action.

7 TRAFFORD LOCALITY PRIMARY CARE UPDATE REPORT

JB-S noted the report summarised the activities and issues across primary care
(Trafford) about the management of Primary Medical Senices. Section 2 provided an
update on the COVID program, currently ranked 4th in GM for percentage uptake.
There had been challenges with clarity and processes between PCNs and community
pharmacies, particularly in care homes. All those homes that were still outstanding
had been visited. Section 3 highlighted the inadequate rating of Partington and
Central practice by CQC, with remedial notices served. Improvement plans were in
place to ensure compliance. Section 4 provided an update to the Committee
regarding the process for the GP quality contract in 24/25. The finance paper on the
agenda already contains more detailed information, but to summarise, the 24/25
capacity and access improvement payments were like the 23/24 process, where 70%
was paid upfront. Following this, there was a self-declaration by the network on
behalf of each practice within that network, confirming compliance with the three
areas of modernising general practice. Once the PCN clinical director estimates that
ewvery practice is compliant in those areas, payment is initiated. Networks have been
provided with a pro forma template to submit, to maintain a light touch approach,
unlike the previous year which inwlved an action plan and progress measurement
against that plan.

Moving on to Section 5, the Committee was updated on an appeal panel held for a
patient who was deregistered from a Trafford practice and placed on the special
allocation senice. The panel conwened on the 15th May to resolve on the appeal,
ultimately rejecting it. The panel determined that the practice had acted appropriately,
and this outcome had been communicated to the patient.
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(Amended section 4) In Section 4, the contract covered areas of CBD diabetes and
antimicrobial prescribing, mandated by the GM group for consistency across GM.
Localities can hawe their contracts but must include these three areas. This year was
a hybrid year, with contracts mirroring Trafford's 3 areas from 23/24. The GM team
produced contracts for Trafford, causing a delay in the process. Contracts were
expected to be issued before the end of June. Section 7 provided an update on the
Trafford quality issue and spirometry senice. A quality standard had been drafted for
the spirometry senice, with funding approval through STAR. Three out of five
networks agreed to provide the senice, with options being explored for the other two
areas.

HF asked what the next steps were after a patient had been deregistered.

JB-S explained when a patient is remowed from the register, they are informed
through Primary Care Support England and transferred to our special allocation
senice provider, which is a GP Practice focusing on delivering General Medical
senices to individuals with complex behaviors. The provider was situated in Salford,
as were unable to secure one in Trafford. However, the patient's care would continue
seamlessly with a different provider specialised in managing patients with challenging
behaviors.

HF asked if their attendance was monitored.

JB-S stated attendance is monitored at the location. The patient was under the
supenision of the SAS (Special Allocation Senice) for a specific duration. It was
believed they would be under the care of the special allocation senice providers for
at least six months, and after that period, they would evaluate the patient's readiness
to be discharged back into GMS care. It was important to communicate with the
provider when transitioning the patient from the senice back to regular GMS care.
The request to register with a different practice within the patient's residential area will
be considered.

EM agreed with JB-S and for context, explained the SAS senices were part of a
national contract with strict criteria for patient deduction. Immediate deduction was
only applicable in cases inwlving police intervention and incident numbers. In the
absence of threatening behavior, patients may opt to join another senice, leading to
potential issues. However, efforts were made to mitigate problems and ensure
patients received appropriate care.

MP mentioned that a document was circulated regarding the SAS and suggested to
HF to review it to gain a better understanding of its contents, HF agreed.

RESOLVED: PCCC noted the content of the report

8 PRIMARY CARE QUALITY CONTRACT REPORT

JW provided a report that included a year-end summary of the SMI/LD Annual Health
checks that were carried out by GP’s in Trafford as well as an update on the work
Public Health has been undertaking to support patients who were at higher risk of
long-term conditions to undertake an annual health check. The report also provided a
summary of some of the work that had taken place during April and May 2024 to
support Quality Improvement in Primary Care (GP Practices) which was part of the
Primary Care Quality Assurance and Improvement Framework.

We addressed health inequalities in the aftermath of COVID by focusing on primary
care recowvery and implementing suggestions to improve health disparities. The plan
was to continue addressing these inequalities through our partnership with Fairer
Health for All and involving PCN colleagues in the discussions.
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Our focus was on preventing long-term conditions and early diagnosis, collaborating
with public health colleagues to enhance NHS health checks for individuals over 40.
Work will continue into next year, particularly in North Trafford, where we are
targeting a younger age group starting from 25 years old. The initiative had been
successful, with 182 calls made between December 23 and March 24, resulting in 63
patients booked for health checks and 31 already completed. This proactive
approach was crucial in promoting health awareness and preventing long-term
conditions among the younger population. Additionally, we had excelled in conducting
annual health checks for individuals with learning disabilities and sewere mental
illnesses, surpassing national targets and ranking among the top in Greater
Manchester. This positive trend will be extended to all GP practices in North in the
coming years.

Regarding the quality framework, the reactive approach, which involved a weekly
MDT meeting to discuss quality issues with GPs practices, and Partington Central,
which is one of the practices under scrutiny from CQC due to an inadequate rating. In
terms of the proactive process, a data meeting had taken place to discuss the new
dashboard that GM were deweloping.

Safeguarding colleagues provided support for safeguarding improvements at the end
of last month. They also collaborated with our meds OPS team to address
medication-related improvements. A tool was created for self-assessment against
new quality statements in preparation for the recent CQC inspection. The NHS
transitioned to a centralised system for recording patient safety events, although it
was not yet mandatory for GP practices. NHS GM urged practices to adopt the new
system.

MP enquired about the training for the patient safety platform, questioning whether
there would be an engagement activity since this would be a new concept for general
practice and understanding the implications it may hawe. JW had hoped for
communication from GM regarding the patient safety incident response framework,
which had been in place for a while in acute. Howewer, this was new for general
practice, and hoped that GM would provide engagement sessions for practices
across GM. Some conflict may occur, but it's encouraged due to the valuable
information that will be available.

MP queried given this is a patient safety exercise, could we anticipate it would be
extended to encompass the wider primary care sector in areas such as dental,
optometry, and pharmacy. JW explained the guidance available on NHS England's
website primarily focuses on acute and independent providers. Currently, only
general practice contracts have been mentioned, with no information yet for other
fields.

EM noted it was important to acknowledge the hard work and contributions of various
parties in achieving positive results. Would it be possible to create a wider report
based on this and promote it extensively? Additionally, does this also apply to other
primary care practices in Trafford?

JW was getting ready to submit a report to the Locality Board, making sure to
incorporate the narrative. The collaborative space will be highlighted more to ensure
the system's efficiency.

HF noted the results are great, especially for individuals with learning disabilities.
During a recent meeting with the Quality group, we discussed the prevalence of
unhealthy weight and pneumonia among this population. It's unclear whether
pneumonia vaccinations were offered during health check-ups, but should be
considered integrating these discussions with primary care health checks to address
these issues. The high mortality rates among individuals with learning disabilities
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were concerning, and we need to explore potential interventions to address these
challenges.

HG clarified whether there is an issue with mortality among people with learning
disabilities in Trafford or if the system is better at notifying when it comes to LeDeR.
This comparison would help us determine if there was a need for a joint needs
assessment or a Health Equity audit for adults with learning disabilities. Primary care
will play a significant role in this work.

JW mentioned there had been discussions regarding the need for the right people to
be inwlved in health action plans deweloped by GPs after a patient's health check.
Howewer, we do not validate these action plans or review referrals to senices like
weight management and healthy living. This was discussed at the recent LQG, with
plans to address it in the Fairer Health for All Partnership, where it had been
identified as a priority.

HF noted HG point was valid. It's unclear why we don't have a partnership group for
learning disability and believed it should also include autism. The autism issues were
not being discussed in detail. HF was in favor of supporting HG and establishing a
partnership group for people with learning disabilities and incorporating autism into it.

RESOLVED: that PCCC noted the content of the report and would support work
being undertaken to establish a partnership group for LD.

9 PRIMARY CARE FINANCE

KC provided an update on finance in section 2, detailing the final position as of march
2024. the report indicated an underspend of £380k at year-end, mostly due to
uncommitted funding for planned schemes. this aligns with previous committee
reports, showing consistency in our financial position and deficits for 2024/25. with
significant pressures across gm, we are facing a challenging year with a reported
pressure of approximately £103m, requiring strong savings to be made.

in section 3, the primary care savings target of 241,000 has been identified based on
our budget. we are currently focusing on targeting a few Icss to achieve these
savings. despite historically meeting our sit targets, this year's delegated budget is
showing a 5.2 million overspend. we are now required to support sip programmes
against our delegated budgets, which include core senices defined under gp
contracts. the outlined methodologies for savings plans include making savings in line
with deficits against allocations and finding a £1.47 million saving for trafford. the
allocation methodology this year differs from previous years, moving towards a fair
share approach. The budget allocation methodology for this year differs slightly from
the previous one, with a focus on fair share and deficit reduction. The recommended
option is to collaborate with delegated commissioners to identify areas of spending
influence and dewvelop savings plans. We urge the committee to consider our current
position and support Option 3 for achieving savings.

JF stated that, owverall, the general opinion across all areas was in favour of option
three. Therefore, we were currently mowving forward with option three and seeking the
committee's endorsement. It was important to provide the context that option three
was the preferred choice across all areas in terms of the best way forward for the
£5.2 million.

RESOLVED: that PCCC were happy to support option three, but take into account
any comments that may come in afterward.
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10 PRIMARY CARE RISK

JB-S provided an update on the risk register for the group. PC 002 designates JB-S
as the risk owner for the lack of an effective estate strategy, raising questions about
suitability for the role. Other risks listed are PC 008 and 009, both related to practice
closure. Are these risks similar? Also, a new risk, PC 010, focuses on potential GPS
coordination issues affecting the delivery of primary medical senices.

JW added regarding PC 008 and PC 009 in the respective compliance plan, PC 008
was approved by JW and MP during the Partington Central report publication,
indicating its relevance to CQC standards. Failure to meet CQC standards could
result in deregistration. The need for a separate risk register for the termination of
contracts with GM, as raised before adding PC 009 to the risk register, remains a
question. Should PC 009 be a separate risk related to the compliance plan and
contract termination by GM, or should it fall under PC 0087?

The issue highlighted by MC is the potential risk of closures, regardless of how it is
presented, and this is the risk that the practice may ultimately shut down.

RESOLVED: MP stated to reuvsit the risk register offine and hawe a separate
discussion on how to capture and identify the risk owners. Then further discuss how
to articulate it and determine the risks owners.

11 CAPACITY ACCESS AND IMPROVEMENT PLAN

MC highlighted as part of the capacity access plans, networks received 70% upfront.
This signifies the formal approval of the plans submitted by practices, showing
progress made. Networks submitted revised plans, demonstrating improvement
against the original plans. MC reviewed all plans ensuring they met the required
criteria for the 30% payment. Each practice met the criteria in their own way. This
formal sign-off confirmed that networks had fulfilled the plans and could receive
payment. The paper will then be sent to GM for final approval.

RESOLVED: that PCCC were happy to give their approval.

12 DISPERSAL FRAMEWORK

JB-S noted following the closure of Grove Medical Practice, SLT enquired about the
process the primary care team followed when deciding whether to acquire or disperse
a practice under GP contract clauses. This framework consolidates all the actions
taken by the Primary Care team, including the dispersal of the registered list and
detailed action plans, communication strategies, and policies. The framework had
been reviewed by SLT, supported, and is now up for approval by the committee to be
shared at a GM lewel for consistent management of general practice closures across
GM.

EM requested clarification on the dispersal policy, which had remained consistent
and unchanged. JB-S stated currently, the dispersal policies were part of the
decision-making process, which included affordability as a key factor. The team goes
through an affordability test to determine if the policy can be implemented. Some
parts of GM do not have this policy in place, reflecting the current position in the
framework for Trafford.

EM added the document needed information on the decision-making process for
choosing between procurement care, direct award, or list dispersal. It is crucial to
clarify the rationale behind selecting the most appropriate option. This could
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potentially impact the a GM piece and may require a separate review.

JB-S noted the paper discussed various areas to consider and engage with, followed
by a gowernance process that examined the evidence and made decisions on
procurement or dispersal. The appendices provided details on potential tools for
dispersal, and there were also procurement tools available if that option was chosen.
The framework does not make the decision but rather pulls together information for
consideration and guides it through a governance process to determine an outcome.

EM noted the governance process was omitted and the focus should be on proposing
a solution, although it may not be Trafford's responsibility. Currently, the emphasis is
on list distribution rather than other aspects. | am uncertain about the next steps, as
the decision-making process inwlwes evaluating key areas and factors before
seeking approval.

HF referred to section 3.1, where one of the key considerations was how to
effectively communicate with patients and understand their perspectives, particularly
in terms of practice closure and patient dispersal. HF stated it was crucial to address
potential distress caused by social media speculation and ensure ongoing patient
care. Establishing criteria for decision-making was important to awid misuse, but
ultimately, the focus should be on patient well-being and continuity of care. This was
a complex task, but prioritising patient needs was essential.

RESOLVED: MP acknowledged the need to make the necessary changes, after
which the document would be redistributed for review before seeking approval.

15 ANY OTHER BUSINESS

There was no other urgent business.
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Agenda Item 4

Primary Care Commissioning Committee Part 1 - Action Log

09/04/24 37 |General Practice Update MC to provide update on Capacity and Access sign off. 04/06/24|MC Paper on June Agenda
09/04/24 38 |Primary Care Estates EMY/GF to be invited to estates group 04/06/24 1D

It was noted there was nothing about 'part 2' mentioned in
04/06/24 39 |ToR ToR 06/08/24|MP/MC In Progress
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Agenda ltem 5

Date & Time of Meeting

6 August 2pm

1 October 2pm

3 December 2pm

4 February 2pm

Agenda and Papers
Sent out

30-Jul

24-Sep

26-Nov

28-Jan

Part 1 — Held in Public

Governance and Admin

Governance and Admin

Governance and Admin

Governance and Admin

Minutes - Gov

Minutes - Gov

Minutes - Gov

Minutes - Gov

Action Log - Gov

Action Log - Gov

Action Log - Gov

Action Log - Gov

Forward Plan - Gov

Forward Plan - Gov

Forward Plan - Gov

Forward Plan - Gov

Standing ltems

Standing ltems

Standing ltems

Standing Iltems

Primary Care Update - JBS

Primary Care Update - JBS

Primary Care Update - JBS

Primary Care Update - JBS

Primary Care Quality - JW

Primary Care Quality - JW

Primary Care Quality - JW

Primary Care Quality - JW

Primary Care Finance - JF

Primary Care Finance - JF

Primary Care Finance - JF

Primary Care Finance - JF

Primary Care Risk - JBS

Primary Care Risk - JBS

Primary Care Risk - JBS

Primary Care Risk - JBS

Other

Other

Other

Other

Primary Care Ops Group ToR

Primary Care Blueprint

Quality Contract - JBS

BeCCoR Update - JG/JBS

Partner Updates

Partner Updates

Partner Updates

Partner Updates

Optomotry/Pharmacy/Dentistry Update by
Exception

Optomotry/Pharmacy/Dentistry Update by
Exception

Optomotry/Pharmacy/Dentistry Update by
Exception

Optomotry/Pharmacy/Dentistry Update by
Exception

GM PCCC

GM PCCC

GM PCCC

GM PCCC

GM Highlight Report - MC tbc

GM Highlight Report - MC tbc

GM Highlight Report - MC tbc

GM Highlight Report - MC tbc

Part 2 (Held in Private)
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Agenda Item 6

Name of Committee / Board

Primary Care Commissioning Committee

Date of Meeting

6.8.2024

Report Title

General Practice Update

Report Author & Job Title

Malcolm Cunningham

Organisation Exec Lead Cathy O’Driscoll

OUTCOME Approval Assurance Discussion Information
REQUIRED

(please highlight)

EXECUTIVE SUMMARY

This paper provides the committee with an update of General Practice

RECOMMENDATIONS

1. The committee is asked to note the contents of the report

CONSIDERATIONS - these must be completed before submission to the Board —
Reports with incomplete coversheet information will not be accepted and shared

with the board

Risk implications

(Please provide a high-level
description of any risksrelating to
this paper, including referenceto
appropriate organisational risk
register)

None

Financial implications and

comment/approval

(Please detail which organisation(s)
will be impacted, and if not required,
please briefly detail why)

Name/Designation:

Comment / Approval (Delete appropriately):

What is the impact on

inequalities? (Please provide a
high-level description of any known
impacts)

None

Equality Impact Assessment
/ Quality Impact Assessment

Outcome

(If not appropriate at this stage please
stateif an EIA or QIA is necessary)

None

People and Communities:
Communications &

Engagement

(Please detail relevant patient/public
engagement completed and/or
planned, and if not required please
briefly detail why)

None

Trafford’s Carbon Footprint
(Please provide a high-level
description of any known positive
and/or negative impacts — consider
the following topics: energy usage;

None
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staff or public transport; waste or
materials used. Include steps that
could be takento reduce carbon
within relevant plans)

Links to Measurement /

Outcomes
(Please detail if this is included within
the report)

None

Enabler implications

Legal implications: none

Workforce implications: none

Digital implications: none

Estates implications: none

Sub-Board Sign-Off /

Comments

(i.e. Trafford Provider
Collaborative Board, H&SC
Delivery Steering Group)

Organisation Exec Lead
Sign off
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GP Patient Survey

| wanted to start my report congratulating the Trafford PCNs who have
performed well in the national GP patient survey with all PCNs on or above
the GM average. A more detailed report will follow in the quality report.

GP Collective Action

The BMA have rejected NHS England’s contract offer and (at the time of
writing) are in the process of balloting GPs (end 29t July) on taking collective
action. The proposed actions are set out below.

e proposed period of Limit daily patient contacts per clinician to
the UEMO recommended safe maximum of 25. Divert patients to
local urgent care settings once daily maximum capacity has been
reached.

e Stop engaging with the e-Referral Advice & Guidance pathway -
unless itis a timely and clinically helpful process for you in your
professional role.

e Stop supporting the system at the expense of your business and
staff - serve notice on any voluntary services currently undertaken
that plug local commissioning gaps.

e Stop rationing referrals, investigations, and admissions.

¢ Switch off GPConnect Update Record functionality to permit the
entry of coding into the GP clinical record by third-party providers.

e Withdraw permission for data sharing agreements which
exclusively use data for secondary purposes (i.e. notdirect care).

e Freeze sign-up to any new data sharing agreements or local
system data sharing platforms.

e Switch off Medicines Optimisation Software embedded by the
local ICB for the purposes of system financial savings and/or
rationing, rather than the clinical benefit of yourpatients.

e Practices should defer signing declarations of completion for “better
digital telephony” and “simpler online requests” until further GPC
England guidance.

e Defer making any decisions to accept local or national NHSE
Pilot programmes during the action.
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Trafford

Integrated Care Partnership

Initial assessment (25" July) suggests that only one PCN have discussed
action so far but have not made any definitive decisions as to what
action(s) to take.

Further updates will be provided when there is a clearer picture as to
what actions practices/PCNs intend to take.

Autumn Covid Vaccination Programme

The GM vaccination team called for expressions of interest from providers
for the autumn covid vaccination programme. Thirty-four providers have
expressed an interest, which include 2 PCNs (North and Sale). There are
14 new providers and 20 existing providers, the map below shows the
sites that have expressed an interest.
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Quality Contract & Locally Commissioned Services (LCS) update

¢ Review of all LCSs under taken as part of the CIP programme with further
work ongoing for the LCS Care Home service and the LCS Primary Care
Phlebotomy service.

e Engagement with PCNs and the SST LMC regarding the care home
service to understand additionality offered and impact and associated risks
regarding any changes to current funding levels has been completed. An
options appraisal is underway regarding future commissioning intentions
for this service.

e NHS GM tare issuing contracts for 24/25 with existing suite of LCS
services along with GM Primary Care Quality Contract. Two Webinar’s to
practices started at the beginning of July and over 600 participants for the
quality contract.

Special Allocation Service (SAS) Appeal Panel decision

Trafford provides a SAS for the registered population of Trafford. The service
is utilised where a patient has been removed from a general practice list
following challenging behaviour and following being reported to the police.
Patients have a right to appeal the decision to be placed on the scheme, and
as such the locality has in place arrangements to review the decisions and
process made by general practice in this regard. The SAS panel met on the
27" June 2024 following a request from a registered patient who had been
removed from a Trafford practice. In line with national guidance, the appeal
panel considered the evidence provided by both the patient and the practice,
along with evidence from primary care support England (PCSE). The panel
rejected the patient’'s appeal and found that the decision to remove the patient
and place them onto the SAS was appropriate. The patient and the practice
were informed of the outcome on 5™ July 2024.

Spirometry

There were some concerns raised about the model of spirometry accreditation
specified in the specification, which limited the number of accreditation
providers, which would have limited the number of General Practice providers
in Trafford. Clarification has been sought with the GM respiratory lead; we are
awaiting guidance as to the use of additional accreditation providers, which can
then be added to the specification.

Recommendations

The committee is asked to not the contents of the report
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NHSE GP Contract Arrangements 2024/25 — planning
for potential action
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GP Collective Action e ——

Timeline m

England

@ Sep 23 - Feb 24 @ 7 —27 Mar 24 @ 17 Apr 24 @ 16 May 24 @ 1 Aug 24

GP Contract 24-25 BMA hold referendum on The BMA’s GPCE formally Consensus at the GP Potential GP collective
consultation period changes asking members: declare a dispute with NHS Committee England (GPCE) action to commence
‘Do you accept the 2024/25 England in relation to the meeting for BMA to ballot pending majority ballot
GMS contract for general 2024/25 GMS contract GP Partners on ‘collective vote

practice from Government changes action’
and NHS England?’

GP Contract- for 24-25
announced by NHS England,
but strong opposition to
proposed changes by GPCE

L L
1 1
Referendum results | |
announced. Out of 19,000 ! BMA chair writes to ICBs to !
: :
1 1
1 1
1 1
1 1
1 1

g
-3
D
N
=

GPs (61.2% turnout), 99.2% alert systems of ‘significant
voted ‘no’ . GPC England risks” which may arise from
(General Practice Committee contract referendum result potential industrial action by Non-statutory ballot for
England) message from BMA Chair GPs collective action period

28 Feb 24 @ 28 Mar 24 @ 18 Apr 24 @ 17 June — 29 July 24



https://www.england.nhs.uk/gp/investment/gp-contract/#network-contract-des
https://www.bma.org.uk/bma-media-centre/bma-opens-gp-referendum-on-202425-contract-changes
https://www.bma.org.uk/bma-media-centre/gps-vote-overwhelmingly-to-reject-contract-changes-in-bma-referendum
https://www.youtube.com/watch?v=-KtCgQv4I4w
https://www.bma.org.uk/media/e0vdnin4/dr-bramall-stainer-to-dr-amanda-doyle-170424.pdf
https://www.bma.org.uk/media/5rtdrigs/letter-dr-bramall-stainer-to-all-icbs.pdf
https://www.bma.org.uk/bma-media-centre/gps-leaders-in-england-vote-to-launch-a-ballot-for-collective-action
https://www.bma.org.uk/our-campaigns/gp-campaigns/contracts/making-your-decision-about-the-202425-gp-england-contract-ballot

Areas for potential action by General Practice NHS

Greater Manchester
GP practice survival toolkit issued by BMA. List of potential actions for practices to consider including:

1.Limit daily patient contacts per clinician to the UEMO recommended safe maximum of 25.Divert patients to local urgent care settings
once daily maximum capacity has been reached.

2.Stop engaging with the e-Referral Advice & Guidance pathway - unless it is a timely and clinically helpful process for you in your
professional role.

3.Stop supporting the system at the expense of your business and staff - serve notice on any voluntary services currently undertaken that
plug local commissioning gaps.

4.3op rationing referrals, investigations, and admissions
efer, investigate or admit your patient for specialist care when it is clinically appropriate to do so.
]‘\szefer via eRS for two week wait (2WW) appointments, but outside of that write a professional referral letter where this is preferable. It
o not contractual to use a local referral form/proforma

5.Switch off GPConnect functionality to permit the entry of coding into the GP clinical record by third-party providers.
6.Withdraw permission for data sharing agreements which exclusively use data for secondary purposes (i.e. not direct care).
7.Freeze sign-up to any new data sharing agreements or local system data sharing platforms.

8.Switch off Medicines Optimisation Software embedded by the local ICB for the purposes of system financial savings and/or rationing,
rather than the clinical benefit of your patients.

9.Practices should defer signing declarations of completion for “better digital telephony” and “simpler online requests” until further GPC
England guidance.
- Defer signing off "Better digital telephony” do not agree yet to share your call volume data metrics with NHS England.
- Defer signing off “Simpler online requests” do not agree yet to keep your online triage tools on throughout core practice opening hours,

even when iou have reached iour maximum safe capacity.


https://www.bma.org.uk/advice-and-support/gp-practices/managing-workload/safe-working-in-general-practice

NHS

_ _ Greater Manchester
Scenario planning

* Operationally, this could impact upon delivery of:
* LCSs / Locality Quality Schemes (inc. BeCCoR)
« Shared Care arrangements
* ‘Non-funded’ work:
* phlebotomy

é’ * Spirometry

® « ECGs

w » Other diagnostics
* Risks:

* Increased urgent care attends / admissions

 Increased referrals to providers

* Increasing HI's / variation amongst most vulnerable / complex patients
« Patient safety

» Staff safety



NHS

Greater Manchester

Impact

« Mapping / data to be added — to include examples such as...
« Shared care — Mental Health, other
» Diagnostics e.g. Spirometry, Phlebotomy, ECGs undertaken in General Practice
 Limiting number of appts delivered in General Practice
* Increasing referrals
« Cancer

{72 obed




NHS

Greater Manchester

Roles / res pon sibil |ty — further detail to be added as work progresses

« Contract holders
« LMC
 Localities

- ICB

« National

Gz abed

« Patients




NHS

Greater Manchester

GP Collective Action Governance - DRAFT

Board

Primary Care
Provider

A

A

9z abed

Group

PC Blueprint
Implementation

NW Regional Collective

Action Group

GM Clinical Cell

A

A

GP Collective Action
Oversight Group

Primary
Care
Pressures
Group

___________________

GM

LMCs

LMC
AMDs

Locality
DMOG

----------- For information
— > Reporting and escalation

Communication and Feedback



NHS

Greater Manchester

Considerations

Include but are not limited to:

« Commencement of action — potential from August 2024
* Timescales / length of action unknown

« Patient safety / safe system paramount

/¢ abed

« Staff safety

« Medico legal implications

 Prioritisation of key areas / risks

 Variation in approach and how to mitigate

» Impact on General Practice, localities, ICB, patients

« Longer term implications (permanency of actions, relationships, future investment, Blueprint
delivery...)



Actions NHS

Greater Manchester

e N

ICB planning: Clinical Cell / GP Collective Action On-going
Working Group (GPCAWG) / DMOG

Mapping of potential impact / scenario Janna / Caroline / Matt Agreed:
mgpping * Clinical Cell - 24/06
@ e GPCAWG - 10/07
N
|d&htify / outline risks Janna Rigby Agreed GPCAWG - 10/07
Commence EIA Janna Rigby / Kate Provan Agreed GPCAWG — 10/07

Liaison with LMCs

1. GM LMCs 1. Manisha Kumar 1. Date?
2. Locality LMCs 2. Locality AMDs 2. On-going
Communication and Engagement Plan Lindsay Kirby TBC
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Name of Committee / Board Primary Care Commissioning Committee (PCCC)

Date of Meeting 6" August 2024

Report Title Primary Care Quality Update

Report Author & Job Title Julie Woolf, Quality Lead

Organisation Exec Lead Sarah Owen, Associate Director of Nursing and Quality (interim)
OUTCOME REQUIRED Approval Assurance Discussion Information

(please highlight)

EXECUTIVE SUMMARY

The report provides a summary of some of the work that has taken place during June and July 2024 to
support Quality Improvement in Primary Care (GP Practices) which is part of our Primary Care Quality
Assurance and Improvement Framework. Highlights include an update on some of the quality elements of
the GM Primary Care Blueprint and the results of the Annual GP Patient Survey 23/24.

RECOMMENDATIONS

The Committee are asked to note the content of the report and where applicable support work being
undertaken to improve the quality of GP services commissioned for the population of Trafford.

CONSIDERATIONS —-these must be completed before submission to the Board — Reports with
incomplete coversheet information will not be accepted and shared with the board

Risk implications There is a current risk on the General Medicine Risk Register that
(Please provide a high-level relates to Partington Central Practice. The risk in relation to the de-
description of any risks registration of the practice should they not make the necessary

relating to this paper, including | improvements that are required by CQC in the timeframes given.
reference to appropriate
organisational risk register)

Financial implications and Name/Designation:
comment/approval

(Please detail which Approval
organisation(s) will be N/a

impacted, and if not required,
please briefly detail why)

Comment by Trafford Clinical Not required. Clinical Quality Lead is a member of this committee as
and Practitioner Senate well as TCAPS.

(TCAPS) and/or Clinical Lead
(If not required, please briefly
detail why)

What Is the impact on
inequalities? (Please provide a
high-level description of any
known impacts)

Equality Impact Assessment / | No changes to the previous PQI Framework EIA undertaken by the
Quality Impact Assessment Performance and Quality Improvement Team in place prior to

Outcome _ _ October 2023. This will need reviewing from October 2024.
(If not appropriate at this stage

please state if an EIA or QIA is
necessary)

People and Communities:
Communications &
Engagement
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(Please detail relevant
patient/public engagement
completed and/or planned, and
if not required please briefly
detail why)

Trafford’s Carbon Footprint
(Please provide a high-level
description of any known
positive and/or negative
impacts — consider the
following topics: energy
usage; staff or public
transport; waste or materials
used. Include steps that could
be taken to reduce carbon
within relevant plans)

Links to Measurement/
Outcomes

(Please detail if this is included
within the report)

Enabler implications

Legal implications:

Workforce implications:

Digital implications:

Estate’s implications:

Sub-Board Sign-Off/
Comments

(i.e. Trafford Provider
Collaborative Board, H&SC
Delivery Steering Group)

Organisation Exec Lead Sign
off

1.0 Quality Monitoring and Support
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11

1.2

1.3

We continue to support our GP practices in Trafford to maintain and improve quality
and Trafford’s Primary Care Quality Assurance and Improvement Framework supports
this work. The re-active approach helps us to pick up and resolve any immediate GP
quality issues as they arise, and our MDT meetings take place each week to support
this. This process also helps to manage any negative outcomes from CQC
assessments, and we offer support around any improvement plans.

Recent issues have included prescribing concerns, practice dispersal processes and
our ongoing support to Partington Central GP Practice around their CQC inspection
outcome.

In terms of a pro-active process, to update on the last report, the GM GP Practice
Quiality Dashboard is still being worked through at GM. This dashboard brings together
several metrics taken from various areas such as core contract measures, national
performance indicators and any local quality measures that the ICB wish to include.
As a locality we want to be able to share this data with our practices and work
collaboratively in a supportive way to improve any areas of concern. We will be looking
at themes as well as providing some comms to practices offering guidance. We will
also signpost to other support mechanisms such as GP Excellence, LMC etc.

2.0 Current Practice CQC Ratings

CQC Rating Number of GP%
practices

Outstanding 2 8%

Good 23 88%

Total 26 100%

3.0 Partington Central Health Centre — CQC Inspection

3.1

Partington Central were rated “Inadequate” overall at their latest CQC inspection
undertaken on 28/29™" November 2023 and are currently in “Special Measures” with
the CQC. We continue to work closely with the Practice Manager, to offer support and
guidance with their various action plans to meet their regulatory compliance. Updates
on progress are provided at the weekly Primary Care Quality MDT meetings.

4.0 NHS GM Primary Care Blueprint - Quality updates

4.1

4.2

4.3

Medical Examiners

The nationally mandated Medical Examiner (ME) process for all non-coronial deaths
in the community goes live on September 9™ 2024. Draft secondary legislation was
published in December 2023 providing clarity on the national requirements. The draft
legislation was shared to enable systems to understand the national requirements as
soon as possible, ahead of parliamentary process.

The system will be statutory from September 9" 2024 as of this date attending
practitioners will have a legal duty to provide information and the Medical Certificate of
Cause of death (MCCD) to the ME for scrutiny unless the death is reportable to HM
Coroner.

Deaths will not be able to be registered until the Registrar receives notification of the
cause of death from the Medical Examiner or HM Coroner.

pg. 3
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4.4

4.5

4.6

4.7

As previously reported, in preparation for the rollout, the GM ME task and finish group
has been leading the implementation through a number of key workstreams including,
a digital referral process, a GM process for urgent release out of hours and
communications to stakeholders.

The draft legislation was shared to enable systems to understand the national
requirements as soon as possible, ahead of parliamentary process. Please see link
below for further information. Greater scrutiny of causes of death to help protect the
public - GOV.UK (www.gov.uk)

To help prepare our GP’s in Trafford there have been a series of communications, as
well as training webinars that have been delivered last year and more recently in Feb
2024. These were well attended, and work is ongoing with our ME office to support our
practices in the process.

Our Local Medical Committee (LMC) and GP board have been engaged with during
the roll out process. There are currently 21 Medical Examiners and 5 Medical Examiner
Officers who cover both Trafford and Manchester across 3 offices.

Patient Safety Incident Response Framework (PSIRF)—update

4.8

Following on from the previous update in relation to PSIRF and the Learning from
Patient Safety Events service (LFPSE) A presentation was provided by NHS GM
Associate Director of Patient Safety to the Trafford’s Locality Quality Group on 1s* July
2024. Part of this was to update on the ongoing work to implement the framework and
the reporting service in Primary Care. Highlights of the presentation included: -

e Resource pack in development that GP’s can use to understand what the NHS
Patient Safety Strategy is and PSIRF.

e An introduction to Learning from Patient Safety Events service (LFPSE)

e Practical steps on how to register for an LFPSE account.

e How to use the new reporting system to report patient safety events occurring in
general practice.

e A List of useful links for practices to understand PSIRF/LFPSE further.

How PSIRF/LFPSE can support practices with CQC regulations and inspections.

4.9

4.10

411

When CQC inspect practices, they look at a processes and systems to monitor patient
safety, this includes how the practice responds to patient safety events. They also look
at how they: -

e Identify and assess risks and safety issues.
e Follow all relevant patient safety and medicines safety alerts.
e Record patient safety events and concerns.

e Report, respond, communicate, review, and analyse these internally and externally
(where appropriate).

By recording patient safety events, both positive and negative, indicates a positive
safety culture, thus encouraging staff to be open and honest when things go wrong.
Recording patient safety events can proactively improve safety.

PSIRF is currently not mandated for GP’s in the contract, however a draft strategy for
Primary Care is in development nationally and being piloted with some early
adopters. Meanwhile NHS GM are encouraging practices to register and use the

pg. 4
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412

4.13

LFPSE service to record and manage the practices own patient safety/ significant
events and to report patient safety events about other providers.

There is Level 1 & 2 Patient Safety training available that has been standardised for
all sectors and is available at elearningforhealthcare (e-Ifh.org.uk)

This work is being led by NHS GMand they will be sharing the resources with practices
to support them with registration and use of the system. Engagement with Trafford
LMC has commenced, and a session will be developed for practices with involvement
of LMC to discuss any queries and support requirements.

5.0 National GP Patient Survey Results 23/24

5.1

5.2

5.3

54

5.5

5.6

5.7

5.8

The GP Annual Patient Survey (GPPS) is an England-wide survey of patients 16+,
providing practice level data about patient experiences of their GP practice. In total
2.56 million questionnaires were sent out nationally with a response rate of 27.3%.

The 2023/24 survey was carried out between January 2024 - April 2024 and the results
were published in July 2024. The survey asks 63 questions in total and includes
information on patients’ overall experience of primary care services, and their overall
experience of accessing those services as well as general demographical information
about the patient.

The questionnaire was redeveloped ahead of fieldwork in 2024 to make sure it
continues to reflect how primary care services are delivered and how patients
experience them. Some changes were made to this year’s questionnaire to ensure that
it continued to reflect how Primary Care Services are delivered and how patients
experience them. The publication of the 2024 survey results is the start of a new time
series for GPPS. This means that trend data for previous years of the survey is not
presented alongside the 2024 results, as it would normally be due to the changes made
to the survey.

To view the survey results in more detail, these can be found here, GP Patient Survey
(gp-patient.co.uk)

Our results are published to align with the new ICS arrangements, so we can review
and compare against GMICS PCN'’s and we can also review data at Practice level for
each question.

For the Greater Manchester Integrated Care Service, 201,745 gquestionnaires were
sent, with 45,494 returned representing a 23% response rate, this is lower than the
national average (27.3%).

In Trafford a total of 9705 (10,241 in 2023) questionnaires were sent with 2964 (3188

in 2023) returned representing a 30% (31.1% in 2023) response rate which is higher
than the national and GM level.

National Overall Experience of GP Practice
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I Q32. Overall, how would you describe your experience of your GP practice?

mGood' mPoor?

5.4%
7_3% Very poor
Fairly poor ‘ 73.9(%

13.3%
Neither good 42 .4%

nor poor Very good

12.7%

31.5%

Fairly good

"Good = ‘very good' and fairly good'. *Poor = ‘very poor and ‘fairly poor. Base: asked of all patients: 2024 (693,982).

5.9 Nationally 7 in 10 patients reported they had a good experience with their GP practice
(73.9%). This has increased from the 2023 position (71.3%) by 2.6%.

5.10 GMICS Overall Experience of GP Practice

Q32. Overall, how would you describe your experience of your GP practice?

ICS result ICS result over time Comparison of results
(2024 results are the start of a new time series)
- % Good —% Poor
ics
5% 100
% 90
‘ = Very good : 75 —
= Fairly good 60
50
44%, = Neither good nor poor 40
30
= Fairly poor 2 75% 12% T4% 13%
— 12
= Very poor 1:; |
2024 2025 2026
PCN range within ICS — % Good

Lowest Highest
0, 0, %Good = %Very good + %F;_xirly good
Base: Asked of all patients. National (683,982). ICS 2024 57% 91% “Poor = %Very poor' + %Fairly poor
451221 PCN bases ranae from 219 1o 1.364

5.11 At a GMICS level the overall patient experience was slightly higher than the national
figures with 75% saying they were satisfied overall with their GP practice. This has
increased from the 2023 position (71%) by 4%.

5.12 Trafford Overall Experience

Trafford is made up of 5 PCNs (North, South, Central, West and Altrincham Health
Alliance). The chart below breaks down overall performance by PCN. 79.2% of people
in Trafford said they had an overall positive experience with their GP. This has
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Good

5.13

5.14

increased from the 2023 position (78.1%) by 1.1%, however is above both the national
and ICS results.

Overall Experience of GP Practice
100%

80%
60%
40%
20%

0%

North Trafford Central AHA South West
PCN
W PCN  ====National ===ICS

Four of the networks are above the National average of 74% and 3 are above the GM
average of 75%. North Trafford PCN'’s overall experience at 65% which has increased
from 2023 position (57%).

Benchmarking our PCN’s position in GM

There are a total of 65 PCN'’s within NHS GM and the results allow us to benchmark
our PCN's against others in our ICB. The tables below are in relation to the overall
experience question and rank Oldham as the lowest performing at 57% and Stockport

East and South at the highest point at 91%. Trafford’s PCN positions are highlighted
in Orange.

Percentage of patients saying their overall experience of their GP practice was
‘good’ | . PCN —|CS  eeee National |

100%

80%

6

=
R

4

Q
X

2

Q
xR

AHA

JOor g =
o

oo ||| ||| ||| '|| ||| '|| ||| “\ “\ “\ “\ “' “\ “' l‘\ “\ l‘\ “\ “\ “\ “' “\ “'

0%

12 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 32 33 34 35 36 37 38 39 40 41 42 43 44 45

Primary Care Network
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s PCN

<«==-- National

100%
West
80%
60%
40%

20%

0%

46 47 48 49 50 51 52 53 54 55 56 57 58 59 60 61 62 63 64 65

South
Central

Primary Care Network

5.15 ltis really positive that Central and South Trafford are ranked amongst the highest in
NHS GM for overall experience.

5.16 Highlights from PCN summaries

The ICB results provide a PCN Dashboard summary which includes some key
questions (as well as overall experience). The table below demonstrates our PCN
results against a sample of these. The results are compared to National and GMresults
as well as the PCN position against the 65 PCN'’s in GM, this is shown in brackets. (65
being the highest ranking)

Page 36

Question National GM South North Central West AHA
Ease of contacting 50% 53% 65% 44% 70% 57% 45%
GP practice on the (65) (15) (43) (51) 19)
phone
Generally, how easy 45% 46% 58% 31% 56% 46% 40%
was it to contact your (61) (5) (58) (37) (20)
GP practice using the
NHS APP.
Knew next steps in 83% 82% 93% 78% 89% 81% 81%
dealing with request (64) (20) (59) (30) (30)
after contacting GP
Practice
How do you feel 66% 66% 84% 49% 80% 71% 76%
about how long you (63) 2) (61) 47 (58)
waited for your
appointment (about
right)
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5.17

5.18

6.0

Summary

Patients overall experience of their GP practices in Trafford was at 79.2% which can
be deemed as a positive outcome compared against both national and ICS figures.
When we compare our PCN’s against the others in GM we have several areas where
some of our PCNs are significantly higher ranking than others which should be
celebrated.

In the case of North PCN, we have seen an increase in overall satisfaction rates in this
year’s survey, and whilst there is still some work to do this shouldn’t be overlooked.
During 23/24 we engaged with the PCN Manager to help improve patient satisfaction
rates. Part of this was to undertake local practice level surveys, and the response rate
and results have been much more positive.

Areas for improvement and next steps

Trafford as a locality has performed positively against both national and GM ICS
results. However, there are some areas where further improvements can be made,
steps to support this will include:

Further support to lower performing PCNs and practices, particularly North PCN
Encouraging practices to review their individual practice surveys

Review and analyse access further to ensure inequity gaps are reduced.

e Discuss results individually as a practice and as a PCN

The survey results will be shared via internal communications to all practices and
uploaded onto the Tableau dashboard/practice profiles for practices to review.

Recommendation

The Committee is asked to note the update and support the actions being undertaken
to improve the quality and of General Practice services commissioned for the
population of Trafford.
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Date Added

Risk Owner

Risk Description

2
K
o
~
D
4
K]

Current Controls

Gaps in Control

Current Risk Rating

Action Plans

Progress against Actions

Assurance

Gaps in Assurance

Target Risk Rating

Last Reviewed Date

Estimated Closure Date

Status

There is a risk that patient care may Networks established to support all practices. Daily|No current plans for merger. re-establish Practice visits to prioritise single |The situation continues to be monitored via |[GP Excellence Programme  |none identified
-‘é be disrupted due to limited sit rep reports Lack of testing of continuity plans. handed practices to provide an initial link managers of respective networks for  |LMC support
9 |resilience in the smaller or single assessment and develop action plans if support. Primary Care Ops
S | B [handed practices required Primary Care Quality P 9
PCO01 § E 312 3 | 9 |Update on ARRS to form basis of refreshed [All practices competing the SITREP report |Assurance 3 g g Active
g K workforce return for Trafford. to escalate. Senior Leadership Team o g
©
K
There is a risk that the NHS GMIC *4 of the 5 Primary Care Networks engaged with |+ only 4 of 5 networks engaged. 1.1 Operational review of estates plan being |1.1 Ongoing. An operational group has Primary Care Commissioning |none identified
(Trafford) may be unable to create CHP to produce a network clinical and estates * Network plans not fully developed and signed undertaken by PCNs as part of the CHP work |been established which sit under SEG and [Committee
or deliver an effective Estates requirements strategy. CHP has been off until CHP work is completed. will meets every 2 weeks to review primary |Place Shaping Board
Strategy due to lack of capacity, commissioned by GM to undertake a strategic * Uncertainly around prioritise bids now part of 1.2 Input into NHS GM process for care estates asks. Discussion at SLT
-‘é long-term contractual liabilities, the piece to identify clinical and workforce strategy to |NHS GM ICB process. prioritisation 1.2 Continued engagement of network with
@ |ongoing impact of the COVID-19 enable an overarching estates strategy and VCHP to define strategies.
N g pandemic and new models of care priorities for capital investment. N w0
PC002 S | £ |igital first services) as well as 3|12 ) 3 B I |Active
) & |additional roles creating space Strategic estates group in place underpinned by B =]
e S |pressures. This could result in the local estates meetings. - ®
@ [failure to deliver an Integrated
™ |Health and Social Care Community
Model based around
neighbourhoods
With expanding numbers of primary » Working from home and remote working * Lack of estates capital investment. 1.1 Estates toolkits being undertaken by The GM system needs to deliver and Primary Care Commissioning |none identified
care staff being recruited under the solutions have negated the full impact » Working from home is not a long term primary care networks to define develop a GM wide infrastructure. No Committee
-U Additional Roles Reimbursement « Strategic Estate Group meetings have been solution with further staff being recruited across requirements. guidance has been received yet but data is |Strategic Estate Group
Scheme, the primary care estate commenced Trafford practices. 1.2 Development of a prioritisation matrix to |being collected in different ways, core flex
Q.. has not increased to enable the * NHS GM has been successful in securing « Still have quite a bit of void and unutilised determine which schemes will get priority, and tail is the assessment of the wider
(e buildings capacity to house all the national funding to support an estate strategy space in the NHS, 1.3 Maximisation of already existing space health estate. It will incorporate the
@ new staff which may result in the which is being pulled together for the primary care [+ Very limited capital available at ICB level to 1.4 Understanding what is needed, what the |assessments from NHS providers who
w & |inability to deliver the core and network. support lots of new schemes baseline currently is, what is needed for the |have almost finished theirs NHS PS, have
PCOOSQ § g additional services required. « CHP is the key partner supporting the piece of future and where those gaps and priorities completed their assessment and have g g
N <_If 4 work 4 are. submitted together with CHP. Once all the 4 5 S |Active
g o « Successful in securing some Section 106 funding information is gathered, SEG will discuss ﬁ g
z for health facilities in the South of the borough, and review the details. A discussion was
had with localities about how to prioritise
the PCN estates toolkit information, as
there might be proposals around individual
estates.
Primary Care and general practice Non recurrent investment in surge and other Reduced levels of planned and routine hospital GM support initiatives. Ongoing monitoring of resilience via Primary Care Commissioning |none identified
in particular is seeing demand for schemes are putting additional capacity in the care and long waiting times are still impacting ICB Population engagement and SITREP and link manager engagement Committee
-‘é services exceed the capacity in the system to support primary care. on general practice. Long waiting times for communications and support activities.
? |system. This may result in Weekend and evening appointments now planned care are seeing patients being System wide meetings around capacity and
S 'g practices reducing planned levels of available under enhanced access schemes managed in primary care. demand in place. N 9
PC004 § ‘E |routine care to focus on the urgent 4 Practice level SITREP and early warning Lack of community services is impacting on 3112 4 g g Active
g & |care needs resulting in poorer processes in place primary care. § g
S health outcomes for the population. Industrial action is impacting.
2
£ |Risk to the delivery of the primary Prioritisation process and meeting to manage Critical panel approval for recruitment secured Job advert ready for advertisement however |Approval to recruit given Assistant Director post not all meetings
< U;) care work programme due to lack of workload however TRAC authorisation process is still TRAC process is awaiting approval supporting primary care. covered, there are
S 8 capacity. outstanding Team are covering essential |communication with S S
PC007 § E 4 3|12 GM meetings practices not always 2 B S | Active (
=} fos] seen by primary care ) =
& s team = ©
1%
K

6 W9}l epualdy



There is a risk of closure of
Partington Central GP Practice if
they are unable to sucessfully meet
the requirements of their latest
CQC inspection outcome. The
practice was inspected by CQC on
9th November 2023 with an overall
rating outcome of Inadequate.
There have been 2 warning notices
served as part of this that relate to
Regulation 12 Safe Care and
Treatment nad Regulation 17 Good

The Primary Care Quality Assurance and
Improvement Framework is in place which
includes a mechanism to react to CQC outcomes
in a timely manner. There is a weekly Primary
Care MDT meeting where this will be discussed
on a regular basis until this is resolved. Members
include Quality, Primary Care, Safeguarding,
Medicines Management and it is chaired by the
locality Associate Medical Director.

Potential lack of engagmenet from the
practice with ICB to support CQC
improvements, this would mean we have no
knowledge of the improvements made and
the impact on patients

Meetings with Trafford CQC Inspector no
longer take place due to new CQC strategy.
We only have a central email address
meaning any communication necessary with
CQC could be less responsive.

28.03.24 Associate Medical Director
provided a briefing to Senior Leadership
Team and also contacted Ben Squires,
Director of Primary Care at GM to make him
aware of the issue and actions taken so far.
Our link to the GM Comms team has been
briefed and has adivsed on media responses
including an offer to the practice to help
draft a practice response.

Quality Lead has contacted the Practice
Manager today and offered support to help

25.07.24 Quality Lead continues to hold
weekly meetings with Practice Manager to
offer support with any action plans where
appropriate. Action plans are in place and
and improvements are being made the
regualtory breaches, CQC evidence tables
and quality statements in preperation for
CQC re-inspection (expected around Sept
24).

The practice have had support from the
Safeguarding Team in Trafford who have

Primary Care Quality MDT

Senior Leadership Team
meetings

Primary Care Commissioning
Committee

Locality Quality Group

System Quality Group (in
flash reports which identify

Non Idenfified

o
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As a consequence of this, the forseeable future. Updates are provided via the Primary Care
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Associate Medical Director. Weekly
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GENERAL PRACTICE OPERATIONAL GROUP
TERMS OF REFERENCE 2024/25

Introduction

1. The General Practice Operational Group was established as a formal sub group to the
Trafford Place-Based Primary Care Commissioning Committee. The General Practice
Operational Group is tasked with overseeing and managing the operational requirements of
the Medical and Task Functions (MTF) as outlined by NHS Greater Manchester Integrated
Care and the management of General Practice commissioned services.

2 The General Practice Operational Group will be required to:

e act as an operational forum to determine appropriate actions

o follow due process

e seek expert advice from internal and external groups as necessary

¢ make decisions within the authority and financial limits of individual members of the
group

¢ make recommendations to the Trafford Primary Care Commissioning Committee for
decisions above the levels of authorisation of individual members of the group

3 It is a General Practice Operational Group comprising representatives of the following
organisations:

e NHS Greater Manchester Integrated Care — Trafford Locality;
e NHS Greater Manchester Integrated Care — Central Team
e Trafford Local Medical Committee

Role and responsibilities

The General Practice Operational Group has been established to provide a forum to discuss, make
operational decisions about routine matters, and make recommendations to the Place Based
Primary Care Commissioning Committee, including actions and/or decisions needed, as required.

In performing its role the General Practice Operational Group will support the Trafford Primary Care
Commissioning Committee by providing expertise and recommendations on all Trafford Locality
General Practice commissioning business to include, but not be restricted to, the following:

a) General Practice collaborative organisations (e.g. Trafford Primary Care Networks)
b) Directed Enhanced Services (DES)
c) Local Commissioned Services (LCS)

The General Practice Operational Group will work in line with the Place Based Primary Care

Commissioning Committee obligations to carry out the functions relating to the commissioning of
primary medical services under section 83 of the NHS Act.
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7 The General Practice Operational Group are required to agree and oversee corrective action plans
where performance deviates from the specified standards as per the GP Contract.

8 The General Practice Operational Group are required to support other localities when required or
agreed,
9 The General Practice Operational Group are required to work in partnership with other

commissioners of health and social care services, including the Local Authority e.g. Public Health
and Social Care departments.

10 The General Practice Operational Group are required to ensure there is effective and transparent
communication between NHS Greater Manchester Integrated Care locality and central teams and
ensure collaborative decision making on all aspects of routine delegated commissioning
arrangements.

11 The General Practice Operational Group will actively work with the Communications and
Engagement teams of both organisations and utilise relevant patient groups, networks, virtual
groups and other links as appropriate.

12 The General Practice Operational Group will work to support/monitor/develop and manage the
Trafford general medical services (GMS) and personal medical services (PMS) contacts and issues
aligned to the requirements of the primary care policy guidance manual.

Population Coverage

13 The General Practice Operational Group’s responsibilities will cover the same registered patient
population as those of the Trafford Locality. Where appropriate, the group will also be responsible
for people who are usually resident within the area and are not registered with a GP practice within
the Trafford Locality.

Membership

14 The core membership of the group shall consist of:

NHS GM Trafford Locality

Head of Service Transformation (Primary Care) (or their nominee) (Chair)
Assistant Director of Delivery, Performance and Transformation (Deputy Chair)
Associate Medical Director, Trafford (Primar Care) or Clinical Lead

Senior Finance representative/Finance Business Partner

Delivery and Transformation Programme Manager/s (Primary Care)

Primary Care Contracts Officer (Primary Care)

Senior Data Quality Analyst/Manager (Primary Care)

Quality Team representative

Project Support Officer (Primary Care) — Agenda/actions
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Partners

NHS Greater Manchester Integrated Care — Central Team
Trafford Local Medical Committee representative (non-voting)

15 Other attendees will be co-opted as necessary on an ad-hoc basis to inform discussions on specific
agenda items. Co-opted members could include but not limited to representatives from:
e Trafford Locality Medicines Optimisation Team
o Estates (Trafford Locality or NHS Property Services)
e Local Authority commissioning
e Greater Manchester Integrated Care Finance
e GM Integrated Care Central Contracting Team Workforce

e Local Authority Public Health representatives

Governance

16 The decision-making process will be influenced by the funding source related to the topic under
discussion:

e For locally funded matters, decisions will be handled by the Place Based Primary Care
Commissioning Committee or Trafford Locality Board (name change pending) as
appropriate.

e For centrally funded items, the Greater Manchester Primary Care Commissioning
Committee will oversee the decision-making.

e In cases where there is a proposal to allocate funds from a Greater Manchester or local
budget amounting to £10,000 or more, the System for Thorough Assessment of Resources
(STAR) process should also be followed.

e Updates will be provided to the PCCC of the actions and any outcomes of the GPOG on a
regular basis.

Voting

16. This group will make routine operational primary care commissioning decisions that are
reported to Place Based Primary Care Commissioning Committee on a bi-monthly basis.
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The group shall reach decisions by a simple majority vote, but with the Chair being the deciding
vote, if necessary. However, the aim of the group will be to achieve consensus decision-making
wherever possible.

The group will comply with the Greater Manchester Integrated Care conflict of interest
arrangements.

Meeting arrangements

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

The main contact at Trafford Locality will be the Project Support Officer will act as administrator
for the group and will be responsible for giving notice of meetings. This will be accompanied by
an agenda and supporting papers.

The group will operate in accordance with Greater Manchester Integrated Care’s Standing
Orders.

The group will meet on a monthly basis by prior agreement of date/time.

Ad-hoc additional meetings can be executed in the period between the scheduled meetings, in
agreement with the Chair. This may include virtual meetings.

Members of the General Practice Operational Group have a collective responsibility for the
operation of the meeting. They will participate in discussion, review evidence and provide
objective expert input to the best of their knowledge and ability, and endeavour to reach a
collective view.

The group may delegate tasks to such individuals, sub-committees or individual members as it
shall see fit, provided that any such delegations are consistent with the parties’ relevant
governance arrangements, are recorded in a scheme of delegation, are governed by terms of
reference as appropriate and reflect appropriate arrangements for the management of conflicts
of interest.

All members of the General Practice Operational Group shall respect confidentiality
requirements as set out in the Standing Orders.

Reports will be provided to the Place Based Primary Care Commissioning Committee in
accordance with their requirements. Nominated group members will attend the Place Based
Primary Care Commissioning Committee as appropriate and relevant to the work area.

Deputies will be permitted however note will be taken of the effect on individual agenda items.

There will be a standardised standing item focussed on Quality within the Group agenda with
regular updates from the Locality Quality Lead within the ICB.
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30. The group will formally record its actions and decisions . This function will be undertaken by the
designated officer support, alongside the management of paperwork and version control.
Minutes of the meeting will not be required unless specifically requested by the Chair within the
meeting.

31. A Forward Plan will be developed and agreed by the Group and that forward plan will outline
the areas for discussion within the group over the course of the year. The subjects outlined on
the Forward Plan will be agreed in advance by the group and added to where necessary.

32. Depending upon the topic under discussion and the nature of the conflict of interest, the
member may be:
¢ Allowed to remain in the meeting and contribute to the discussion;

¢ Allowed to remain in the meeting and contribute to the discussion but leave the meeting at
the point of decision; or

o Asked to leave the meeting for the duration of the item under consideration.

Where items are deemed to be privileged or particularly sensitive in nature, these should be
identified and agreed by the Chair. Such items should not be disclosed until such time as it has
been agreed that this information can be released.

Accountability of the group
33. The General Practice Operational Group will make decisions within the bounds of its remit.

34. The General Practice Operational Group will be accountable to the Place Based Primary Care
Commissioning Committee and report recommendations as appropriate.

Sub groups

35. The General Practice Operational Group can form sub groups to undertake specific
work/projects on its behalf.

Review

36. These terms of reference will be reviewed annually (following agreement) , or sooner should
this be required due to operational learning or system changes.
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Name of Committee / Board | Primary Care Commissioning Committee (PCCC)

Date of Meeting 6!h August 2024
Report Title Trafford Primary Care Quality Contract End Report
March 24.

Report Author & Job Title Jason Bamford-Swift, Head of Delivery and
Transformation.

Organisation Exec Lead Cathy O’Driscoll, Associate Director, Delivery and
Transformation

OUTCOME Approval Assurance Discussion Information

REQUIRED

(please highlight)

EXECUTIVE SUMMARY

The purpose of the paper is to update Primary Care Commissioning Committee on the
final performance position against the deliverables within the Trafford Primary Care
Quality Contract 23/24.

Diabetes 8 Care Processes

Data indicates that as of the end of March 2024, 63% of eligible patients were in receipt of
diabetes 8 care processes. Performance has increased month on month since inception
of the 23/24 quality scheme from 17% in August 23. The improvement in the numbers of
diabetic patients receiving the 8 care processes shows a near 20% increase from the
previous years baseline position of 43.73% to 63%.

Baseline | Aug Sept Oct Nov | Dec | Jan | Feb | Mar
22-23
Trafford % 43.73% 17% 21% 27% | 36% | 41% | 49% | 57% | 63%

Treatment to Target

Trafford general practice displays continuous improvement in the delivery of the 3
elements under the Treatment to Target scheme. The following table details the
percentage improvement against BP, HbAlc, Cholesterol and all 3 elements combined
each month. The year end position shows an improvement against patients treated to
target for HbAlc and cholesterol and a slight decrease in BP target. The 3 elements
combined saw an improvement from a baseline of 29.18 to 30%. The outturn
achievement for all 3 together highlights the difficulty in this target for patients, which was
highlighted by clinicians at the outset of the contract.

BP HbAlc Cholesterol Al 3

Baseline(%) 57.52 59.91 64.21 29.18
August 32% 36% 35% 12%
September 36% 42% 41% 15%
October 40% 48% 47% 18%
November 44% 52% 53% 21%
December 46% 55% 56% 23%
January 50% 57% 60% 25%
February 53% 59% 64% 28%
March 55% 62% 66% 30%
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CVD High Risk Reviews
As of end of March 2024, Trafford general practice had carried out 1557 CVD High Risk
Reviews on eligible patients. This is a significant improvement to the 17 carried out in

August 23, and highlights the improvement in proactive care for patients secured by the
invest in the contract.

Aug Sept | Oct Nov Dec Jan Feb Mar
Trafford 17 58 149 415 571 986 1390 | 1557

Antimicrobial Prescribing

The latest data taken from openprescribing.net demonstrates that, as of March 24,
Trafford was in position 80 for national ICB rates of broad-spectrum antibiotic prescribing.
A 26 place improvement from 106 at the start of this quality scheme in August 23.

Baseline | Aug | Sept | Oct | Nov Dec Jan Feb | Mar
position | 23 23 23 23 23 24 24 24

Position national 106 97 97 - 88 73 - 80
ICB table

The EMIS data extraction provides an insight into local level data as of the end of March
24. The following graph demonstrates that Trafford is currently at 10.66% with the
national target for achievement being 10%. Although the contract marginally missed
delivery against the national target of 10%, the culture change secured will hopefully see
continued improvement to the national target.

% of broad spectrum antibiotics prescribed out of all
antibacterial scripts (LOCALITY LEVEL DATA)

12.50%

11.97% 11.94%
12.00% 11.80%

11.50%

11.00% 10.63% 10.66%

10.50%

10.00%

9.50%
Aug-23 Sep-23 Oct-23 Nov-23 Dec-23 Jan-24 Feb-24 Mar-24

% of broad spectrum prescribed out of all
antibacterial meds

Reporting month
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Out of all the practices only 1 practice saw an increase in prescribing rates of broad
spectrum antibiotics, all other practices delivered an improved position.

RECOMMENDATIONS

1. Primary Care Commissioning Committee is asked to note the final position of general
practice under the 2023/24 GP quality contract.

CONSIDERATIONS - these must be completed before submission to the Board —
Reports with incomplete coversheet information will not be accepted and shared

with the board

Risk implications

(Please provide a high-level
description of any risksrelating to
this paper, including referenceto
appropriate organisational risk
register)

N/A

Financial implications and

comment/approval

(Please detail which organisation(s)
will be impacted, and if not required,
please briefly detail why)

The quality contract was valued at £1.024m for 2023/24.
Following review of the final achievement data, the total
payment due to practices is £669,609. This gives an

underachievement against the quality contract of £355k.

We had anticipated an underspend on delivery at the
end of 2023/24 and so reduced accruals by £100k. This
means the underspend that will fall into 2024/25 will be
£255k.

Karen Clynes, Finance Business Partner

Comment by Trafford
Clinical and Practitioner
Senate (TCAPS) and/or

Clinical Lead (if not required,
please briefly detail why)

What is the impact on

inequalities? (Please provide a
high-level description of any known
impacts)

All practices have committed to partaking ensuring an
equitable service across Trafford

‘Poorer performing’ practices are being monitored by the
Primary Care Team and support made available as and
when required.

Equality Impact Assessment
/ Quality Impact Assessment

Outcome
(If not appropriate at this stage please
state if an EIA or QIA is necessary)

N/A

People and Communities:
Communications &
Engagement

N/A

Page 49




Trafford

Integrated Care Partnership

(Please detail relevant patient/public
engagement completed and/or
planned, and if not required please
briefly detail why)

Trafford’s Carbon Footprint
(Please provide a high-level
description of any known positive
and/or negative impacts — consider
the following topics: energy usage;
staff or public transport; waste or
materials used. Include steps that
could be takento reduce carbon
within relevant plans)

N/A

Links to Measurement/

Outcomes
(Please detail if this is included within
the report)

N/A

Enabler implications

Legal implications:

Workforce implications:

Digital implications:

Estates implications:

Sub-Board Sign-Off /
Comments

(i.e. Trafford Provider
Collaborative Board, H&SC
Delivery Steering Group)

Organisation Exec Lead
Sign off
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23/24 Trafford Primary Care Network Quality Contract Scheme

Year End Report
Reporting Period: March 24

Report Authors: Jason Bamford-Swift, Head of Delivery and Transformation & Heather Lukeman, Senior Data Quality Analyst (Primary
Care)

1. Introduction
This year-end report intends to provide an update on the outcomes of the Trafford General Practice Quality Contract 23/24.

The following data and narrative updates on the activity undertaken to March 2024, utilising data extractions from EMIS.

2. Performance

2.1 DIABETES —8 CARE PROCESSES

Summary of Scheme | Based on the requirements set out in the GM Diabetes Strategy 2022, and the requirement that localities focus on
restoring the identification, monitoring and management of patients with diabetes back to pre-pandemic levels.

NICE recommended 8 care processes

o HbAlc Blood test measurement for glucose control, with a suggested target of 59 mmol/mol.
Blood pressure (BP) measurement, with a suggested target of 140/80 mm Hg.*
Cholesterol level measurement, with a suggested target for total cholesterol (TC) of 5
mmol/L.*

Foot checks, Examination for foot ulcer risk

Urinary albumin testing, Urine test for kidney disease

Serum creatinine testing, Blood test for kidney function.

Body Mass Index Weight check.*

O O

O O O O O

Smoking status check.*
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Practices will work to thresholds of 35%, 55% and 70%

Baseline Baseline data taken from 22/23 - 43% of Trafford diabetic type 2 patients had undergone the 8 Care Processes.

See Appendix A of the 23/24 Trafford Primary Care Network Quality Contract Scheme Monitoring Framework

Trafford’s overall position

The overall position in March 2024, 57% of Trafford patients have been in receipt of all the 8 care processes set outin the GM Diabetes

Strategy 22. Table 1 and Graph 1 show activity across the months August — February, clearly demonstrating an upward trajectory and
an improvement in the delivery of the 8 care processes and exceeding the baseline taken at year end of 22/23.

Table 1

Baseline | Aug 23| Sept Oct Nov | Dec | Jan | Feb | Mar
22-23 23 23 23 23 24 24 24
Trafford % 43.73% 17% 21% 27% | 36% | 41% | 49% | 57% | 63%

Graph 1
% of diabetics with all 8 care processes recorded 23-24 (LOCALITY LEVEL DATA)

100%
X 0 57% 63%
s ) 36% 1% 49%
X 50% 17% 21% 20%
a
2 0%
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Reporting Month
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PCN Level breakdown

Graph 2
Graph 2 demonstrates a consistentimprovement in the average
Average uptake by PCN b T ) P 9
uptake of diabetics in receipt of all 8 care processes recorded
80% across all PCNs since inception.
60%
o I| III III II|| II|
20%
o | 1AL
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Practice Level Breakdown

€g abed

% of diabetics with all 8 care

processes recorded 23-24

Graph 3 provides data at practice level.

Graph 3

% of diabetics had all 8 care processes 23-24 (PRACTICE LEVEL
DATA)
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Graph 4 provides the direction of travel of the 5 practices with the lowest percentage of eligible diabetics with all 8 care processes recorded.

Graph 4

Direction of travel for lowest performing practices in Diabetes 8 care indicator
45%
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Each practice continues to demonstrate an improvement in activity month on month. The following table highlights the % improvement in
the number of patients in receipt of diabetes 8 care processes from inception of scheme in August 2023 to end of March 2024 for the 5

lowest performing practices.

Practice Aug 23 Mar 24
Bodmin Road 10% 29%
Delamere 9% 35%
Family Surgery 4% 30%
Park Medical 15% 39%
Partington Central 1% 36%

2.2 DIABETES = TREAT TO TARGET

Summary of Scheme

Based on the requirements set out in the GM Diabetes Strategy 2022, and the requirement that localities focus on
restoring the identification, monitoring and management of patients with diabetes back to pre-pandemic levels.

For those patients with type 2 diabetes that are not frail, practices are incentivised to treat to target the following;

o Blood pressure — 140/80 or less
o HbAL1C -58 orless
o Cholesterol — 5 or less
5
There is an additional incentive for practices treating to target across all 3 areas

Baseline

Baseline data taken from 22/23
o 58% of patients treated to target in terms of Blood Pressure
o 64% of patients treated to target in terms of Cholesterol
o 60% of patients treated to target in terms of HbAlc
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o 29% of patients treated to target across all 3 areas

See Appendix A of the 23/24 Trafford Primary Care Network Quality Contract Scheme Monitoring Framework.

Trafford Locality overall position

The percentage of Trafford patients treated to target for BP, Cholesterol, HbAlc are detailed in Table 3 and the following data set .

Table 3

BP HbAlc Cholesterol All 3

Baseline(%) 57.52 59.91 64.21 29.18
August 32% 36% 35% 12%
September 36% 42% 41% 15%
October 40% 48% 47% 18%
November 44% 52% 53% 21%
December 46% 55% 56% 23%
January 50% 57% 60% 25%
February 53% 59% 64% 28%
March 55% 62% 66% 30%

The dataset demonstrates a steady and positive improvement in activity month on month in terms of BP, Cholesterol and HbAlc within

target at a locality level.
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Graph 5 demonstrates consistent improvement within all 3 areas being treated to target.

Graph 5
% of eligible diabetics treated to all 3 targets MAR24 (LOCALITY LEVEL
DATA)
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PCN Level breakdown

Graph 6 breaks down the percentage of eligible patients treated to all 3 targets by PCN Level. South PCN continue to treat the highest
proportion of eligible patients to all 3 targets at 36%. All PCNs have and continue to demonstrate continuous improvement since
inception of the scheme.
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Graph 6

Average % of eligible diabetics treated to all 3 targets (PCN LEVEL DATA
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Graph 7

This highlights the percentage of eligible diabetes treated to all 3 targets by practice at scheme close.

% of eligible diabetics treated to all 3 targets MAR24 (LOCALITY LEVEL
DATA)
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Graph 8 provides the direction of travel of the 5 practices with the lowest percentage of eligible patients who have been treated to target
against all 3 measures. Most practices continue to demonstrate a positive direction of travel.

Graph 8

Direction of travel for lowest performing practices in Diabetes TTT care indicator
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2.3 CVD = HIGH RISK REVIEWS

Summary of Scheme

This scheme is based on the requirements set out in the GM CVD Prevention Plans, where the focus needs to be on
AF, hypertension and cholesterol. The GM plan requires localities to monitor and target unwarranted variation and
improve local delivery and management of key high-risk conditions within the GMCVDPP. These are:

a. Atrial Fibrillation
b. Hypertension
C. Hyperlipidaemia

Practices are incentivised to follow up and carry out High Risk Reviews on patients with a risk score of 20% or higher.

Baseline

Baseline taken from EMIS search for eligible patients — end of 22-23 data
Eligible patients who have not had a CVD risk review — 98%

See Appendix A

Trafford Locality overall position

For this element of the scheme, practices are incentivised to follow up and carry out High Risk Reviews on patients with a score of 20%
or higher. Baseline data identifies that as of 22/23 end, 98% of eligible patients were in need of a high-risk review and therefore, come
the end of the quality scheme, final data should demonstrate a decrease in percentage of eligible patients requiring a review.

For this scheme it has been decided that raw data will be reported as opposed to percentage. This is due to the denominator being so
big that percentages of activity do not reflect the level of actual activity practices are undertaking.

Table 4 demonstrates the actual number of CVD High Risk Reviews carried out by Trafford practices in total to March 24 under the

contract
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Table 4
Aug Sept | Oct Nov Dec Jan Feb Mar
23 23 23 23 23 24 24 24
Trafford 17 58 149 415 571 986 1390 | 1557

Graph 9 provides a visual of the progress being undertaken in this aspect of the scheme.

Graph 9
Number of CVD high risk reviews delivered (LOCALITY LEVEL DATA)
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PCN and Practice Level breakdown

Graph 10 Highlights reviews undertaken by PCN

Graph 10

Number of CVD highrisk reviews delivered by PCN (PCN LEVELDATA)
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Graph 11 demonstrates number of CVD High Risk Reviews being undertaken at practice level.

Graph 11

Number of CVD high risk reviews delivered by practice (PRACTICE LEVEL
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2.3 ANTIMICROBRIAL PRESCRIBING -=ANTIBIOTIC STEWARDSHIP SCHEME

Summary of This scheme has been introduced following Trafford's position of 106 out 106 for national ICB rates of broad-
Scheme spectrum antibiotic prescribing. The scheme aims to reduce the prescribing of broad-spectrum antibiotics

across Trafford primary care practices and improve on the number of practices achieving the national target.
Baseline Baseline data is based on the national ICB prescribing table and the GM Bl Toolkit.

Trafford is 106 out of 106 for national ICB rates of broad-spectrum antibiotic prescribing

See Appendix A

Supporting information

As a requirement of signing up to the contract, for this scheme, practices were required to provide the ICB with a nominated prescribing
lead and an improvement plan demonstrating how practices will work towards achieving the requirements set out in the contract

specification.

All practices have identified the prescribing lead and submitted a plan to the ICB.

Trafford Locality position

For this element of the scheme, practices are incentivised to reduce the prescribing of Board Spectrum antibiotics and so therefore a
decrease in activity should be demonstrated throughout the course of the overall scheme.

Baseline data indicated that Trafford was ranked 106 out of 106 in the national ICB ranking table for broad spectrum antibiotic
prescribing. The aim of this element of the scheme is to reduce the rates of broad-spectrum antibiotics which in turn will improve the

localities position of 106.
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This national data is currently approximately 2 months lagging and at the point of writing this report, December data was available and
indicates that Trafford is now in position 80. An improvement of 26 positions.

Table 5
Baseline | Aug Sept | Oct Nov Dec Jan Feb Mar
position
Position national ICB table 106 97 97 - 88 73 80

Data to March 2024 from openprescribing.net shows that Trafford now places 80/106 sub ICB locations (was 106/106 in March 2023).
Although Trafford is still the 10" in GM for broad spectrum antibiotic prescribing, Trafford has shown the greatest reduction in GM
between March 2023 and March 2024 with a score of 9.6% which equates to a 13.6% reduction in broad spectrum antibiotic prescribing
from the March 2023 baseline. Although Trafford has now achieved the National target of <10%, we continue to employ a
multidisciplinary approach to antibiotic stewardship and will continue to provide focused education and support to practices. We have
gathered best practice tips from our highest performing practices to share more widely and have developed a clinical guide for care

home staff to reduce inappropriate antibiotic prescribing for UTIs. We also are developing a 2 page antibiotic prescribing quick guide for
GPs.
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The following data is taken from local EMIS extracts. Graph 12 demonstrates the percentage of broad-spectrum antibiotics prescribed
out of all antibacterial medications across Trafford for from August 23 — March 24.

Graph 12

% of broad spectrum antibiotics prescribed out of all antibacterial scripts (LOCALITY

LEVEL DATA)
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PCN Level breakdown

The below graph 13 demonstrates the percentage of broad-spectrum antibiotics prescribed out of all antibacterial scripts at a PCN level.

Graph 13
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Practice Level breakdown

The following graph 14 demonstrates, at practice level, the percentage of broad-spectrum
antibiotics prescribed in March 24.

Graph 14

% of broad spectrum antibiotics prescribed out of all antibacterial scripts MAR24 (PRACTICE
LEVEL DATA)
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The following graph 15 demonstrates the direction of travel for practices with the highest prescribing rates. Only 1 practice
has increased its prescribing rate since inception and this practices is currently receiving support from Medicines
Management Team.

Graph 15

Direction of travel for lowest performing practicesin Antibioticindicator
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3. Support and interventions
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Primary Care and Medicines Optimisations Teams have endeavoured to support practices to drive uptake against the

schemes.

Table 6

Quality Scheme element

Support Offer

Diabetes 8 Care processes

The data quality team have pulled together a support document outlining a suite
of searches and guidance to support practice achievement with the diabetes 8
care processes indicator. The document is designed to identify patients who are
missing just one of the required elements of the review, which by collecting the
final element, will drive practices uptake in this scheme and generate further
income to the practice. This document has been circulated to all practices.

Treatment to Target

Primary Care Data Analyst is supporting practices with data runs for TTT

CVD High Risk Reviews

Coding has been recirculated to prompt appropriate coding

Antimicrobial Prescribing

Identified practices have been engaged by the Medicine Optimisation Team and
have requested to run prescribing audits compared against NICE guidance.

The sharing of useful materials and tips from the Antimicrobial Stewardship
‘train the trainer’ relayed and shared with identified practices
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4. Finance update
The following table provides a final position for the financial costs, by practice, for the Trafford GP Quality scheme 2023/24.

Summary of final achievement payments for the Quality scheme 2023/24

Diabetes CVD Prescribing
i TTT - Treated to all Prescribing

Practice 8 Care Upfront TTT - BP TTT- HbAlc |cholesterol 3 targets Upfront Prescribing Practice total
Code Practice Name processes payment CVD Payment Target payment ||earnings

P91003  [PARK MEDICAL PRACTICE £ 1,024 | £ 3,807 | £ 810 | £ 820 | £ 900 | £ - £ 3,438 [ £ 6,010 [ £ - £ 16,809
P91019 [PARTINGTON CENTRAL SURGERY £ 856 | £ 1,940 | £ 225 [ £ 390 | £ 430 | £ - £ 938 [ £ 2,759 [ £ - £ 7538
P91006 |Urmston Group Practice £ 6,288 | £ 8276 |£ 1705|£ 1870[f£ 1,725[f£ 1,594 [ £ 4513 | £ 9,985 | £ - £ 35955
P91018 |DELAMERE MEDICAL PRACTICE £ - [£ 8350 £ 1145|f£ 1340[f£ 1570]f - [£ 2538 | £ 11,007 | £ - £ 25949
P91629 [North Trafford Group Practice £ 13512 |£ 11,495 |£ 2070 |£ 2240[£ 2690 | £ - £ 5625 £ 11,418 | £ 5,785 || £ 54,836
P91617 |Family Surgery £ - £ 956 | £ 305 | £ 150 | £ 235 [ £ - £ 363 | £ 2,023 [ £ 1,349 |[£ 5379
P91016 |West Timperley Medical Centre £ 5244 | £ 5733 | £ 1,010 | £ 1,320 | £ 1,400 | £ - £ 1,475 | £ 7,167 | £ 2,389 || £ 25,738
P91007 |TIMPERLEY HEALTH CENTRE (WESTWOOD) | £ 1,108 | £ 3572 | £ 630 | £ 785 | £ 690 | £ - £ 1,450 | £ 4,943 [ £ 1,648 || £ 14,825
P91631 |RIDDINGS FAMILY HEALTH CENTRE £ 1,716 | £ 1,676 | £ 475 | £ 475 | £ 470 | £ 416 | £ 1,125 | £ 2,489 | £ 1,261 || £ 10,102
P91004 |ALTRINCHAM MEDICAL PRACTICE £ 2,072 | £ 2,646 | £ 590 | £ 635 | £ 625 | £ 585 | £ 1,550 | £ 6,214 | £ 4,143 |[ £ 19,059
P91017 |BODMIN ROAD HEALTH CENTRE £ - £ 3,366 | £ 500 | £ 595 | £ 650 | £ - £ 4,663 | £ 6,719 [ £ 2,240 || £ 18,733
P91627 [LOSTOCK MEDICAL CENTRE £ 1,896 | £ 5174 |£ 1055 |£ 1070[£ 1,020 £ - £ 2,688 | £ 6,479 | £ - £ 19,382
P91012 |PRIMROSE SURGERY £ 3376 | £ 4822 |£ 1235|£ 1,120 |£ 1,195 | £ - [£ 3,825 | £ 5,477 | £ 1,826 || £ 22,876
P91008 [Shay Lane Medical Centre (Kelman) £ 3,636 | £ 2,558 | £ 490 [ £ 645 | £ 625 | £ - £ 4,425 [ £ 4,535 | £ 1512 |[£ 18,425
P91604 |[ST. JOHNS MEDICAL CENTRE £ 5632 | £ 7144 |£ 1,120 |£ 1540 [£ 1,565 £ - |£ 11863|£ 12,980 | £ 4,327 |[ £ 46,170
P91021 |FIRSWAY HEALTH CENTRE £ 10,002 | £ 9276 |£ 1505 |£ 2110 [ £ 2430 £ - £ 9,688 £ 11,327 | £ 5739 || £ 52,167
P91623 |THE VILLAGE SURGERY £ 2272 | £ 3,263 | £ 350 | £ 655 | £ 675 | £ - £ 1,050 | £ 5,504 | £ - £ 13,769
P91009 |Davyhulme Medical Centre £ 5,920 | £ 5821 |£ 1,080 £ 1,095 £ 1,300 | £ - £ 5,225 | £ 8,428 | £ - £ 28,869
P91020 |Limelight Health and Well-being Hub £ 9,264 | £ 8350 |£ 1,740 [£ 1,565 £ 1,900 [ £ - £ 1,975 | £ 7,366 | £ 2,455 || £ 34,615
P91013 |[BOUNDARY HOUSE MEDICAL CENTRE £ 5,408 | £ 7,659 |£ 1,395 |£ 1440 £ 1505 £ - £ 5,425 | £ 8,608 | £ 2,869 || £ 34,309
P91029 [FLIXTON ROAD MEDICAL CENTRE £ 5072 [ £ 5454 | £ 970 | £ 895 |£ 1,095 | £ - [£ 4,963 | £ 8,745 | £ - £ 27,193
P91633 |GROVE MEDICAL PRACTICE £ - £ - £ - | - £ - £ - £ - | - | - £ -

P91035 [Conway Road Medical Practice £ 6,924 | £ 6,277 |£ 1,035 |£ 1315|f£ 1,345|f£ - £ 4,738 [ £ 9,707 | £ 3,236 || £ 34,576
P91014 |Washway Road Medcal Centre £ 9,492 | £ 7835 |£ 1,920 £ 2105|£ 2075|£ 2,048 £ 9,063 [£ 12,262 | £ 4,087 || £ 50,887
P91011 [Shay Lane Medical Centre (PATEL) £ 2,928 | £ 1,940 | £ 545 | £ 520 | £ 495 | £ 531 | £ 2,938 [ £ 4,356 | £ 2,207 || £ 16,460
P91026 |Partington Family Practice £ 4,464 | £ 3,499 | £ 760 | £ 840 | £ 935 | £ - £ 2,088 | £ 4,291 [ £ - £ 16,876
P91603 |BARRINGTON MEDICAL CENTRE £ 3,540 | £ 2,573 | £ 570 | £ 700 | £ 670 | £ 647 | £ 1,688 | £ 5129 | £ 2,599 || £ 18,115
[ [Total Achievement [£ 111736 [£ 133461[£ 25235|f£ 28235]f£ 30215]£ 5821[£ 99313 [f£ 185924 |£ 49669 |[£ 669,609 |
\ [Budget [£ 154,872[f£ 133,461 [f£ 45395[£ 45395|£ 45395|f£ 69,908 [£ 220,050 [£ 185924 [£ 123,950 |[ £ 1,024,350 |

[ [Underspend [-£ 43136 £ - [£ 20160]-£ 17,160 [-£ 15180 [-£ 64,087 [-£ 120,738 [-£ 0[-£ 74,280 |[-£ 354,741]
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5.0 NEXTSTEPS

5.1 The GP quality contract for 24/25 continues to build upon the core areas of the 233/24 contract, which should see
further improvements and embedding of change.

5.2  The locality team continues to support practices on the improvement journey, particularly those practices whom are
lowest performing.

6.0 RECOMMENDATIONS

6.1 The SLT is asked to note the final position in performance under the 2023/24 GP quality contract.

6.2 The SLT is asked to note the outturn financial position, and associated underspend on the contract.
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