
Agenda 

Place Based Primary Care Commissioning Committee 

Date: 29th July 2024 

Time: 4.00 pm until 5.15 pm 

Venue: Microsoft Teams Chair:  Adrian Crook

Item 
No. 

Time Duration Subject Paper/ 
Verbal 

For Approval/ 
Discussion/ 
Information 

By Whom 

1. 

4.00- 4.10 10 mins 

Welcome and Apologies Verbal Information Chair 

2. Declarations of Interest Paper Information Chair 

3. Minutes of previous meeting 
held on 28th May 2024 

Minutes Approval Chair 

4. Matters arising and update on 
actions 

Actions Discussion Chair 

5. Public Questions Verbal Information Chair 

6. 4.10- 4.15 5 mins GP Leadership Collaborative 
update and highlight report 

Paper Discussion Mark 
Beesley 

7. 4.15- 4.25 10 mins General Practice Strategy 
Update (including Blueprint 
cross check) 

Paper Information Rachele 
Schofield 

8. 4.25- 4.35 10 mins Contracting Report Q1 Paper Information Katie 
Heselwood 

9. 4.35- 4.45 10 mins Quality Assured Spirometry Paper Discussion Rachele 
Schofield 

10. 4.45- 4.50 5 mins QoF Outcomes 2023/24 Paper Information Katie 
Heselwood 

11. 4.50- 4.55 5 mins Bury LCS 2023/24 Appeals Paper Approval Rachele 
Schofield 

12. 4.55 -5.00 5 mins General Practice Patient 
Satisfaction Survey  

Paper Information Katie 
Heselwood 

13. 5.00- 5.05 5 mins Finance Report Verbal Information Simon 
O’Hare 

14. 5.05- 5.10 5 mins Risk Report Paper Information Chair/ 
Rachele 
Schofield 

15. 5.10- 5.15 5 mins Any Other Business Verbal Information All 

Date and time of next meeting: 
30th September 2024 at 4pm 

If you wish to attend this meeting, please contact the Bury Corporate Office: gmicb-bu.corporateoffice@nhs.net

mailto:gmicb-bu.corporateoffice@nhs.net


If you would like to ask a question of the Bury Place Based Primary Care Commissioning Committee (PCCC) 
please submit it by email to gmicb-bu.corporateoffice@nhs.net by no later than 25th July 2024 at 5pm. 

Please note that due to the limited time we have, we cannot respond to public questions within the PCCC  
meeting. We will acknowledge all the questions we receive and will respond to them formally in writing within 20 
days. 

mailto:gmicb-bu.corporateoffice@nhs.net


MEETING:    Place Based Primary Care Commissioning Committee 

ITEM NUMBER: 2 

DATE: 29th July 2024 

REPORT TITLE: 
Declarations of Interest 

REPORT AUTHOR: 

EXECUTIVE SUMMARY: 

NHS GM has responsibilities in relation to declarations of interest as part of their governance arrangements (details 

of which can be found outlined in the NHS Greater Manchester Integrated Care Conflict of Interest Policy version 

1.2). 

NHS GM (Bury Locality) therefore, has a requirement to keep, maintain and make available a register of declarations 

of interest for all employees and for a number of boards and committees. 

The Local Authority has statutory responsibilities detailed as part of Sections 29 to 31 of the Localism Act 2011 and 

the Relevant Authorities (Disclosable Pecuniary Interests) Regulations 2012.  For other partners and providers, we 

understand that conflicts of interest are recorded locally and processed within their respective (employing) NHS and 

other organisations as part of their own governance and statutory arrangements too. 

Taking into consideration the above, a register of Interests has been included detailing Declaration of Interests for the 

Primary Care Commissioning Committee. 

In terms of agreed protocol, the Primary Care Commissioning Committee members should ensure that they declare 

any relevant interests as part of the Declaration of Interest Standing item on the meeting agenda or as soon as a 

potential conflict becomes apparent as part of meeting discussions.  

The specific management action required as a result of a conflict of interest being declared will be determined by the 

Chair of the Primary Care Commissioning Committee with an accurate record of the action being taken captured as 

part of the meeting minutes. 

There is a need for Primary Care Commissioning Committee members to ensure that any changes to their existing 

conflicts of interest are notified to NHS GM (Bury Locality) Corporate Office within 28 days of a change occurring to 

ensure that the Declarations of Interest register can be updated. 



RECOMMENDATIONS: 

The Primary Care Commissioning Committee is asked to; 

• Receive the latest Declarations of interest Register;

• Consider whether there are any interests that may impact

on the business to be transacted at the meeting on the 

29th July 2024; and 

• Provide any further updates to existing Declarations of

Interest within the Register. 

OUTCOME REQUIRED 

(Please Indicate) 

Approval 

☐ 

Assurance 

☐ 

Discussion 

☒ 

Information 

☐ 

CONSIDERATIONS 

Please include a brief synopsis of any considerations or implications should be made aware of: 

☐Risk implications;

☐Financial implications;

☐Clinical implications;

☐Impact on Inequalities;

☐Communication/Public Engagement;

☐Legal Implications;

☐Workforce Implications;



Financial 

Interests

Non-Financial 

Professional 

Interests

Non-Financial 

Personal 

Interests

From To

Blandamer Will Deputy Place Based Lead & Executive Director Health 

and Adult Care

Ashton on Mersey Football Club Trafford

Manchester Football Association

Ashton on Mersey Rugby Club Trafford

Manchester Foundation Trust (Trafford) & St Anne's Hospice 

(Cheadle)

Liverpool Univesity

Leeds University

X

X

X

Direct

Direct

Direct

Indirect

Indirect

Indirect

Chairman

Board Champion for Safeguarding

Director

Spouse is a Community Nurse & Qualified 

Nurse

Daughter is a medical student

Daughter is a medical student

2018

2018

2023

2022

2017

2019

Present

Present

Present

Present

Present

Present

Crook Adrian Director of Adult Social Care and Community Services

Member of the Locality Board

Bolton Hospice X Trustee Jul-05 Present

Jackson Catherine Associate Director of Nursing, Quality & Safeguarding Northern Care Alliance Indirect Partner is a Director at the Northern Care 

Alliance

2019 Present

Alderson Zoe Head of Primary Care Non Declared / Nil Response Nil Interest

Schofield Rachele Primary Care Manager None declared Nil Interest Present

O'Hare Simon Finance Simkat Shore Holdings LTD X Direct Director Apr-19 Present

Trembath Carolyn Head of Quality None Declared Nil Interest Present

Ridsdale Lynne Chief Executive for Bury Council Bury Council X Direct Chief Executive Mar-23 Present

Primary Care Dentistry 

Rep - TBC

Beesley Mark Chief Officer Bury GP Practices Limited

Greater Manchester GP Federation

X

X

Direct

Direct

Chief Officer & Director

Director

July 2021

October 2021

Present

Present

Dalal Ali GLMPC Independent Contractor / Bury Locality Lead Alamaz Limited X Direct Owns and operates Formans Chemist which 

trades from the following address: 12 Park Hill, 

Bury Old Road, Prestwich, M25 0FX

01/10/2011 Present

Hobday Jon Director of Public Health None Declared Nil Interest present

Passman Ruth Chair of Bury Healthwatch None Declared Nil Interest

Craven Wendy

Primary Care Provider Representative - Optometry

GM East Local Optical Committee

Primary Eyecare Services Ltd

Craven & Murray Opticians      

Craven & Murray Opticians  

X

X

X Direct

Direct    

Direct  

Indirect   

Vice Chair

Clinical  Performance Lead

 Owner   

Husband - Lewis Craven Director

2020

2021

2007   

2007

Present

Present

Present  

Present

Dr Fines Cathy Associate Medical Director and Named GP GP Federation

Tower Family Health Care

Horizon Clinical Network

Greater Manchester Foundation Trust

X

X

X

Direct

Direct

Direct

Indirect

Practice is a member

Partner in a member practice in Bury Locality

Practice is a member

Husband is employed

2013

2017

2019

Present

Dr Patel Kiran Member of the Locality Board Tower Family Health Care - Primary Care General Practice

Bury GP Federation - Enhanced Primary Care Services

Laserase Bolton - Provider of a range of cosmetic laser and 

injectable treatments

Laserase Bolton - Provider of a range of cosmetic laser and 

injectable treatments

Tower Family Health Care - Primary Care General Practice

X

X

X

Direct

Direct

Direct

Indirect

Indirect

GP Partner

Medical Director

Medical Director

Spouse is a Shareholder

Spouse is a Director

July 2018

April 2018

1994

2012

July 2018

Present

Present

Present

Present

Present

Declaration of interest as per policy:

- Declare in meetings where relevant

- Not to be sent papers where conflicted

- Not to be involved in any decision making where conflicted (which may then also involve the following action to be taken at a meeting)

- Remaining present at the meeting but withdrawing from the discussion and voting capacity

- Remaining present at the meeting and participating in the discussion but not involved in any voting capacity

- Being asked to leave the meeting

Committees and Sub-Committees

Place Based PCCC

Current Position
Declared Interest- (Name of organisation and nature of 

business)

Type of Interest 

Voting Members

Non Voting Members

In attendance

Is the Interest 

direct or 

indirect?

Nature of Interest

Date of Interest

Name



As per policy - see details above (Y,Y,Y,Y,Y)

As per policy - see details above (Y,Y,Y,Y,Y)

As per policy - see details above

As per policy - see details above. (Y,Y,Y,Y,Y)

As per policy - see details above (Y,Y,Y,Y,Y)

As per policy - see details above

As per policy - see details above (Y,Y,Y,Y,Y)

As per policy - see details above

As per policy - see details above

Y

Declaration of interest as per policy as detailed above (Y,Y,Y,Y,Y)

As per policy - see details above (Y,Y,Y,Y,Y)

Declaration of interest as per policy:

- Declare in meetings where relevant

- Not to be sent papers where conflicted

- Not to be involved in any decision making where conflicted (which may then also involve the following action to be taken at a meeting)

- Remaining present at the meeting but withdrawing from the discussion and voting capacity

- Remaining present at the meeting and participating in the discussion but not involved in any voting capacity

- Being asked to leave the meeting

Voting Members

Non Voting Members

In attendance

Comments



MEETING:    Place Based Primary Care Commissioning Committee 

ITEM NUMBER: 3 

DATE: 29th July 2024 

REPORT TITLE: Minutes of the previous meeting held on 28th May 2024 

REPORT AUTHOR: 

EXECUTIVE SUMMARY: 

The minutes of the Primary Care Commissioning Committee meeting in public held on 28th May 

2024 are presented as an accurate reflection of the meeting, reflecting the discussion and any 

actions agreed. 

An action log of those actions captured at the meeting has been included for review and update. 

RECOMMENDATIONS: 

• Receive the minutes of the previous meeting held on
28th May 2024 as an accurate record of the meeting. 

• Review and update the actions recorded on the log
accordingly. 

OUTCOME REQUIRED 

(Please Indicate) 

Approval 

☒ 

Assurance 

☐ 

Discussion 

☐ 

Information 

☐ 

CONSIDERATIONS 

Please include a brief synopsis of any considerations or implications PCCC should be made 
aware of: 

☐Risk implications;

☐Financial implications;

☐Clinical implications;

☐Impact on Inequalities;

☐Communication/Public Engagement;

☐Legal Implications;

☐Workforce Implications;



Minutes 
Place Based Primary Care Commissioning Committee 

Date:  28th May 2024 

Time:  4.00pm 

Venue:   Microsoft Teams 

Title Minutes of the Primary Care Commissioning Committee 

Author Helen Marshall 

Version 1b 

Target Audience Place Based Primary Care Commissioning Committee 

Date Created 28/05/2024 

Date of Issue 

To be Agreed 29/07/2024 

Document Status (Draft/Final) Draft 

Description Place Based PCCC 

Document History: 

Date Version Author Notes 

06/06/2024 1a Helen Marshall Draft minutes produced. Sent to Rachele Schofield for 
review. 

16/07/2024 1b Helen Marshall Minor changes made as per comments from Rachele 
Schofield and sent to Chair for review. 

16/07/2024 1b Helen Marshall Chair Approved 

Approved: 

Signature: 

Add name of Committee/Chair 



 

 

 

Primary Care Commissioning Committee  

 

 
 
 
 
 

 
 
 
 
ATTENDANCE 
 

Members 

Voting Members: 
Adrian Crook, Director of Adult Services, Bury Council (Chair) 
Will Blandamer, Deputy Place Based Lead for NHS GM (Bury)  
Carolyn Trembath, Head of Quality Improvement and Locality Assurance, NHS GM (Bury) 
Simon O’Hare, Locality Finance Lead, NHS GM (Bury) 
Catherine Jackson, Associate Director for Nursing, Quality and Safeguarding, NHS GM (Bury) 
Rachele Schofield, Primary Care Lead, NHS GM (Bury) 
 
Non-Voting Members: 
Wendy Craven, Primary Care Provider Representative- Optometry 
 
In attendance 
Dr Cathy Fines, Associate Medical Director for NHS GM (Bury) 
 

Others in attendance 

Katie Heselwood, Primary Care Manager, NHS GM (Bury)  
Helen Marshall, Business Support Admin, NHS GM (Bury) (minutes) 

 
MEETING NARRATIVE & OUTCOMES 
 

1 Welcome, Apologies And Quoracy 

1.1 
 
 

The Chair welcomed all to the meeting. Apologies were received from Lynne Ridsdale, Place Lead 
for NHS GM (Bury), Zoe Alderson, Head of Primary Care, NHS GM (Bury), Jon Hobday, Director 
of Public Health, and Mark Beesley, Chair of GP Leadership Collaborative. 
 

 
2 Declarations of Interest 

2.1 
 
 
 
2.2 
 
 
 
 

The Chair reminded the Primary Care Commissioning Committee members of their obligation to 
declare any interest they may have on any issues arising from agenda items which might conflict 
with the business of the Place Based Primary Care Commissioning Committee. 
 
Declarations made by members of the Primary Care Commissioning Committee are listed in the 
Register of Interests which is presented under this agenda. 
 
Declarations of interest from today’s meeting 
There were no declarations of interest.  

MINUTES OF MEETING 

Place Based Primary Care Commissioning Committee 

Tuesday 28th May 2024 

via Microsoft Teams 

Chair – Mr Adrian Crook 



2.3 
Declarations of Interest from the previous meeting 
There were no declarations of interest.  

ID Type The Primary Care Commissioning Committee: Owner 

D/05/01 Decision Received the Declarations of Interest Register. 

3 Minutes of The Last Meeting 

3.1 The minutes of the Place Based Primary Care Commissioning Committee meeting held on 25th 
March 2024 were agreed as a correct record. 

ID Type The Primary Care Commissioning Committee: Owner 

D/05/02 Decision Agreed the minutes from the meeting held on 25th March 
2024 as a correct record. 

4 Matters Arising and Update on Actions 

4.1 

4.2 

4.3 

The action log was updated as recorded on the action log. 

Mr Blandamer recalled a recent discussion with Ms Schofield regarding the PCCC reflecting wider 

primary care capability and the four disciplines including GPs, dentistry, optometry and pharmacy. 

Ms Craven was present at today’s meeting representing optometry, Mr Dalal has attended 

previous meetings on behalf of Community Pharmacy and Mr McCrory had previously attended as 

the dentistry representative. 

Ms Craven highlighted that the proportion of items of interest on today’s agenda outside of general 

practice were limited. Mr Blandamer suggested that the Primary Care Commissioning Committee 

(PCCC) has a responsibility to make sure that meetings are of interest to all four disciplines and 

therefore it was agreed to take an action to reflect on the terms of reference for the next meeting 

and discuss the involvement of those primary care disciplines additional to general practice for 

future meetings.   

ID Type The Primary Care Commissioning Committee: Owner 

A/05/01 Action Reflect on the terms of reference for the next meeting and 
discuss the involvement of all primary care disciplines 
additional to general practice including optometry, pharmacy 
and dentistry for future meetings.  

WB/ RS 

5 GP Contract Arrangements (2024-25) 

5.1 

5.2 

5.3 

Ms Schofield presented the paper which reminded the PCCC that in March members were made 
aware of the third consecutive annual imposed GP contract changes and risks associated.  

The BMA subsequently held a referendum amongst its GP members with 99.2% of the 19,000+ 
GP and GP registrars who took part in the referendum (turnout 61.2%) rejecting the contract 
changes for 2024/25. The turnout of the BMA’s GP contractor / partner members was just under 
75%. Full details along with the significant system risks which may potentially ensure from any 
subsequent planned action arising from this powerful outcome were included at Appendix 1. 

It was reported that a ballot will open on the 17th of June 2024, closing on the 29th of July 2024 
and will be open to GP contractors/partners. It is noted that if there is a majority vote, then doctors 
will be able to take action immediately; the BMA will not direct GPs to breach their contracts in this 
initial phase, therefore collective action may include: 



6.4 

6.5 

• limiting the number of patient appointments per GP per day to the recognised safe working
maximum level of 25 – something the BMA has been highlighting since 2016. 

• GPs stopping or reducing work that they’re not formally contracted to do, but, because of
pressures elsewhere in the NHS, has been passed onto them, without any additional 
resource. This is on top of not having enough funding to carry out their own essential care 
services. This could include the completion of fit notes, prescriptions or investigations 
which should have taken place in the hospital setting or asking Trusts to communicate with 
patients about re-booking hospital appointments. 

Ms Schofield noted that the report is for information only and it should be noted that if collective 
action takes place, then it will have an impact on the wider system as well as general practice 
access. Ms Schofield advised that the PCCC will be kept up to date on developments in relation to 
the ballot and outcomes. 

The Chair invited any comments, no comments were received, and the paper was noted. 

ID Type The Primary Care Commissioning Committee: Owner 

D/05/03 Decision Noted the contents of the paper and that the PCCC are 
informed on the matter. 

6 GM PC Blueprint Delivery Plan Year 1 

6.1 

6.2 

6.3 

6.4 

6.5 

Mrs Schofield presented the GM Primary Care Blueprint – Delivery Plan: Year 1 for information. 
The paper described the approach to taking the plan forward including the actions agreed to be 
taken across the system over 2024/25 to begin to meet the ambitions outlined in the Greater 
Manchester Primary Care Blueprint (2023), our GM Primary Care strategy and contribution to the 
Integrated Care Partnership strategy (2023). It also outlined the risks, assurance processes and 
system wide engagement that will take place. 

The delivery plan sets out what can be achieved as a unified primary care system to ensure its 
sustainability and stability for provider teams, patients, and citizens, whilst recognising that our 
system continues to perform amidst sustained intense demand and financial system pressures. The 
document has been supported by colleagues across Primary Care working at GM, within localities, 
including providers. It was noted that engagement with front line staff will continue during this year 
to ensure barriers to delivery are understood and considered during implementation of the GM 
Primary Care Blueprint. 

Ms Schofield noted that a quarter one report will be produced that refines the highlight reporting 
process locally so that local progress can be fed in which will allow recognition of the work taking 
place in the system and an understanding of the work that is currently underway towards delivering 
that plan. 

Key actions featured in the delivery plan include Greater Manchester’s response to current national 
programmes such as our continued contribution to the NHS England (NHSE) Primary Care Access 
Recovery Programme. This includes the development of the Modern General Practice Model, as 
well as the launch of GM Pharmacy First. Also, the continuation of the Dental Quality Access Scheme 
and the Optometry Community Urgent Eyecare Service and Glaucoma Enhanced Referral Service. 
The delivery plan also includes identifying and addressing health inequalities across our system, 
continuing to strengthen the role primary care plays in the prevention of ill health and continuing to 

develop our approach to integrated neighbourhood working and proactive care.   

Ms Schofield made an observation that it will be a positive to have assurance that the key lines that 

are described in the blueprint are reflective of or are comparable to our own GP strategy. 

https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fgmintegratedcare.org.uk%2Fwp-content%2Fuploads%2F2023%2F10%2Fgreater-manchester-primary-care-blueprint-october-2023.pdf&data=05%7C02%7Czoe.alderson%40nhs.net%7C310514eec37e413d110608dc75adf38d%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638514637227817124%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=kqsvBpB7UGOYfAn3r5b9V%2BPIFZ8ynPXK5srCxGNeGBI%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fgmintegratedcare.org.uk%2Fwp-content%2Fuploads%2F2023%2F10%2Fgreater-manchester-primary-care-blueprint-october-2023.pdf&data=05%7C02%7Czoe.alderson%40nhs.net%7C310514eec37e413d110608dc75adf38d%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638514637227817124%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=kqsvBpB7UGOYfAn3r5b9V%2BPIFZ8ynPXK5srCxGNeGBI%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fgmintegratedcare.org.uk%2Fgreatermanchester-icp%2Ficp-strategy%2F&data=05%7C02%7Czoe.alderson%40nhs.net%7C310514eec37e413d110608dc75adf38d%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638514637227830614%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=xZu%2FgOxmeIpijH1PPqOegkAqcFrKOTp8tmo5RnqNmrs%3D&reserved=0


6.6 

6.7 

6.8 

6.9 

6.10 

6.11 

Mr Blandamer expressed concern with regards to the limited recognition of equalisation of funding 

and queried if this should be noted in terms of receiving the blueprint implementation plan, 

recognising that the outcome of the commitment that was expressed in the original blueprint. Ms 

Schofield advised she would feed that back; she also highlighted the level of work that has taken 

place at GM level through various points of entry. 

Ms Jackson queried the extent of confidence in relation to the delivery of the required elements in 

terms of the blueprint from an assurance perspective. Ms Schofield advised that within the primary 

care team the work programme is organised in line with the goals in the GP strategy with all 

programmes of work, milestones and measurable indicators to demonstrate improvement and 

outcomes. Whether monetary improvements, percentage improvements, levels of staffing 

improvements it is available at and mapped month on month from last year to the present and into 

the future to allow year on year illustration.  

Mr Blandamer asked if a single slide representing the key lines of enquiry from the primary care 

improvement team could be provided for the next GP Engagement event on 19th of June. Ms 

Schofield agreed to provide a summary.  

Ms Trembath made an observation with regards to the elements around health inequalities 

prevention which is a case of linking what GM is planning in the blueprint document compared to 

Bury locality health inequalities outcome framework and ensuring cross referencing if there is 

something proposed in the blueprint for year one to ensure it is mirrored in the locality for year two. 

The Chair noted the vast content of the blueprint and made reference to the workforce 

development task and finish group and responses to key themes found in survey results as 

referenced. Ms Schofield explained that the surveys are in reference to the annual general practice 

patient survey (GPPS) and the friends and family tests that regularly take place in general practice 

which the primary care team monitor. The Chair asked if a task and finish group will be required to 

be in place in each locality. Ms Schofield explained that the primary care team currently carries out 

reviews and report to the PCCC in the form of a paper comparison to the rest of GM and nationally 

and the plans in place.  

Ms Schofield noted the complexity of the blueprint and the number of individual actions in 
comparison to the capacity of the primary care team, she advised that the primary care team will 
be working to ensure that a gap analysis is undertaken to flag any gaps, she referred to the work 
programme and the dashboard with metrics which captures a large amount of information.  
However, she highlighted the enormous amounts of work included. 

ID Type The Primary Care Commissioning Committee: Owner 

D/05/04 Decision Noted the contents of the GM Primary Care Blueprint – 
Delivery Plan: Year 1. 

D/05/05 Decision Noted the vast amount of work involved in terms of the 
individual actions.  



A/05/02 Action RS to provide feedback regarding the limited reference to 
levelling up and equalisation of funding within the Blueprint 
delivery plan. 

A/05/03 Action RS to provide a summary to WB representing the key lines of 
enquiry from the primary care improvement team in time for 
the next GP Engagement event on 19th of June. 

7 Q4 Contracting Report 

7.1 

7.2 

7.3 

7.4 

7.5 

7.6 

Ms Heselwood presented the paper which had been written to provide the committee with an 
overview of performance against Primary Care Contracts across Bury at the end of 2023/2024 as 
follows: 

• Primary Care Network Direct Enhanced Service (PCN DES) including:
o Impact and Investment Fund Indicators (IIF)
o Enhanced Access (EA)

• Minor Surgery Enhanced Service (MS ES)

• Special Allocation Scheme (SAS)

• Paediatric Phlebotomy

• Quality Assured Spirometry (QAS)

• Bury Locally Commissioned Service (LCS)

It was noted that the quarterly reporting process will resume for 2024/25. Ms Heselwood 
highlighted the main points in terms of the IIF achievement making reference to Appendix 1, table 
3 (GM IIF Performance Summary) which includes local calculations, based on nationally released 
monthly data showing IIF performance and achievement across GM. From the table it appears 
Bury locality is the lowest in GM for achievement.  

Ms Heselwood outlined some potential factors that could have impacted on the results linked to 
lower immunisations for flu which have actively been encouraged and promoted in pharmacies with 
less delivered at PCN level as well as not running the COVID clinics as in previous years.  
Additionally Ms Heselwood referred to the access and cancer indicators which are lower across 
GM that is potentially a data quality issue, this is currently being looked in to. Ms Heselwood noted 
that although there is not a definitive answer as to why this is the position in Bury at the moment it 
has highlighted a piece of work that needs to be done to look in to this further, the findings from 
which can then be reported back to the PCCC.  

Ms Schofield referred to the Additional Roles Reimbursement Scheme (ARRS). It was reported  
that whilst the underspend against current claims sits at £547,706 for the locality, it is expected  
that it will more likely be reduced to c£400K at year end once all outstanding claims submitted by  
Bury PCN have been reviewed and validation of the supporting documentation has taken place.   
The Finance Team will be presenting a further, full end of year update against ARRS spend at year 
end as part of their PCCC update to this committee. 

Mr Blandamer referred to the IIF position in terms of Bury’s relative position against Greater  
Manchester on the two indicators and pointed out that it would appear that the responsibility for  
the reported relative under performance is spread reasonably and equitably across the four  
PCNs. He suggested that the potential factors for the low achievement in existence are plausible 
but do not seem unique to Bury. Dr Fines agreed and noted the percentage difference between  
Bury and neighbouring areas, she suggested that there is absolute need to try to understand the  
influencing factors and where that data has been collected. 

Further discussion took place in relation to ARRS claims and enhanced access (EA). It was 
reported that at the end of Q4 2023/24, HPW have achieved the parameters of the contract, over 
offering by 130 hours at year end however, there are several pieces of information provided as 



7.7 

7.8 

7.9 

contractual monitoring each month that remain either outstanding or requires further clarity to 
understand. It was also reported that Bury PCN have not achieved the parameters of the contract, 
ending the year with a 172-hour deficit, there are several pieces of information provided as 
contractual monitoring each month that remain either outstanding or requires further clarity to 
understand. 

Ms Schofield advised that some mitigations have been put in place around enhanced access and 
ARRS with information provided from finance to the primary care team on a monthly basis, with the 
monthly monitoring sheet amended to include more information for robustness. Mr Blandamer 
requested an overview of the steps taken in terms of pursuing the outstanding contractual 
monitoring information presented in a format that will allow Ms Ridsdale (Place Based Lead) to 
write to the PCN concerned. 

Discussion took place in relation to data collection. The Chair highlighted the need to concentrate 
on obtaining a good data set, measured by practice which could be published to help improve data 
quality. Ms Schofield highlighted that there is a contracts page on SharePoint where the year-end 
performance data has been published for practices which will be added to monthly thereafter.  

Dr Fines suggested transparency around data on a real time basis is helpful and stressed the need 

to understand if the data is correct to help GPs. The Chair queried how that support is obtained, 

Ms Schofield advised that the primary care team could look at this.  

ID Type The Primary Care Commissioning Committee: Owner 

A/05/04 Action Written overview to be constructed for WB in relation to the 
steps taken in terms of chasing up on the outstanding 
contractual monitoring information in a format that will allow 
Ms Ridsdale (Place Lead) to write to the PCN concerned. 

RS, SO’H 

A/05/05 Action Primary Care team to look further at data presentation to 
support improvements in data quality.  

D/05/06 Decision Noted that that a further update paper will be submitted 

detailing the following: 

• outcome of the outstanding indicators once

data has been received. 

• Outcomes of any disputes received.

• Final contract spend position when the above

has been resolved. 

8 Primary Care Quality Visit Programme – Year End Review 

8.1 

8.2 

8.3 

Mrs Heselwood presented the paper which provided an update on the Primary Care Quality Visits 
(PCQVs) for 2023/2024 and highlighted the key points.  

Since March 2023 the Primary Care Team have carried out quality visits to all 25 practices and 
follow-up quality visits to 4 practices. A follow-up visit is not always needed with every practice, and 
it is less in depth as a full quality visit. A follow-up might consist of discussing any outstanding 
actions, discussing if any improvements have been made since the last visit and/or looking at any 
more support that may be needed. 

Ms Heselwood reported that during 2023/24 the visits had allowed each practise to have an overview 
of their performance, both contractually and non- contractually in a range of different areas including 
childhood aims and cancer screening uptake. 



8.4 

8.5 

8.6 

8.7 

8.8 

8.9 

8.10 

8.11 

Appendix 1 included a breakdown of the data currently available for the indicators discussed during 
each visit. The indicators chosen align with strategic priorities identified through the Primary Care 
Blueprint and Local General Practice Strategic Plan. Further information in relation to the indicators 
was detailed in the paper.  

It was reported that the online access indicators are discussed with practices during their visit and 
resources are shared, if needed, to help practices perform better in this area. The PCQV’s have 
helped support practices in this area by having an open dialogue, discussing concerns and 
continually raising this indicator as an area of focus alongside the hard work practices are already 
doing. During the PCQVs the primary care team also provide promotional materials which can be 
downloaded or ordered for free to help increase uptake, share resources and promote training which 
enables practices to feel supported to help achieve better outcomes for patients. 

Ms Heselwood outlined the emerging themes from the 25 visits for 2023/2024 as follows with further 
detail provided in Appendix 2: 

• A need for training around EMIS and Care Navigation

• Inconsistent use of online consultations, datix and sharepoint

In terms of moving forward continuing the PCQV programme allows the Primary Care Team to link 
into the Blueprint and recovering access to Primary Care with the aim for 2024/2025 to continue to 
improve in the recommended measured indicators listed in Table 6, which in turn will help practices 
meet the requirements set out in delivery plan. In summary Ms Heselwood advised that the PCCC 
are asked to note the contents of the paper and consider and agree priority areas for 2024/25 as 
outlined in table 6. 

Dr Fines suggested to bear in mind capacity issues within practices and within the primary care 
team, she reminded that the safeguarding team also visit each practice to undertake a similar quality 
assurance piece of work which could be joined in alignment to a single visit for the year with both 
being aligned from a quality and safeguarding point of view, which could allow for better engagement. 
Mr Blandamer agreed that sounds a sensible suggestion and thanked the primary care team for this 
essential piece of work to continue to connect and meet with practices on their own terms with a 
structured framework. 

In addition, the Chair noted the drop off in the uptake of child vaccinations aged 0- 5 and 

suggested it would be useful for the GPs to understand the reasons behind that. The Chair queried 

whether a more rounded quality visit would look at a number of other things additional to activity 

indicators, such as areas which the regulator may review during a visit and to keep evolving our 

quality support visits therefore creating time to review other quality aspects such as those that read 

across the CQC assessment. 

Ms Jackson supported the view of the Chair and added that her team can assist and provide 

support in terms of a broader quality assurance framework in many areas such as infection control 

self audits and minor surgery.  

The PCCC noted the contents of the paper and consider and agreed the priority areas for 2024/25 
as outlined in table 6 which were accepted for the present time. 

D/05/07 Decision Noted the contents of the report and the risks. 

D/05/08 Decision Considered and agreed the priority areas for 2024/25. 



9 QoF QI Update 

9.1 

9.2 

9.3 

9.4 

9.5 

9.6 

9.7 

Ms Heselwood presented the paper which highlighted the performance in Bury from the Quality 
Outcomes Framework (QOF) assurance process. 

Practices can achieve a total of 635 QOF points in 2023/24 with each point worth £207.56 and the 
Quality Improvement (QI) domain has a total of 74 points. The Quality Improvement modules for 
2023/2024 (74 points) are: 

• Workforce and Wellbeing (37 points circa £7,679)

• Optimising access to general practice (37 points circa £7,679)

The assurance process for QOF requires practices to submit evidence and self-declarations against 
achievement on Calculating Quality Reporting Service (CQRS). Practices are required to submit an 
evidence template to the Primary Care Team which demonstrates an action plan / support against 
the General Practice QOF Quality Improvement (QI) Indicator. The Primary Care Team use this 
supporting evidence to confirm achievement of indicators to the GM team, who in turn approve 
payment. This year practices are required to manually declare achievement for the 6 QI indicators 
listed in the paper at 2.4 using CQRS.    

It was reported that in terms of Bury Locality QOF Performance 2023/24 all 25 practices declared 
achievement on CQRS and submitted evidence templates for both workforce and wellbeing and 
optimising access to general practice. However the main risk to highlight is that out of those 25 
practices, 1 practice only attended 1 local Primary Care Network peer review meeting, where as 
stated in the QoF guidance and in indicator QI014 a minimum of 2 network peer review discussions 
are required, unless there are exceptional and unforeseen circumstances which in this case were 
not provided. The Primary Care Team are in the process of obtaining additional assurance and 
evidence for this indicator. 

The paper detailed the response from the practice in that they were not invited to the second 

meeting, and it is noted that the primary care team are unable to get confirmation from the PCN as 

to whether they were invited. It was reported that the practice has also been unable to provide 

evidence that they have participated in alternative peer review, focused on workforce and 

wellbeing. On this basis it is noted that the practice may not achieve this indicator resulting in no 

payment and, as each point is worth £207.56, this could be a loss of £2,075.60 for the practice as 

illustrated in Table 1 at paragraph 4.1 of the paper. 

Therefore, the recommendation in the paper is to note the risks and support the recommendation to 
withhold QI014. Ms Heselwood advised that the primary care team have sought advice from other 
colleagues to see if similar issues had been experienced elsewhere and although they had not 
experienced the exact same issue, they had similar experiences where points have been withheld 
due to not having received the relevant information.  

Discussion ensured in relation to the peer review meetings regarding the point that the practice 

had said they were not invited to the second meeting and if it is certain that the practice was invited 

to the second meeting. Ms Heselwood advised that the paper had been written prior to further 

communication with the practice and GP Federation after which the PCN manager advised that the 

practice was included in all correspondence for the meetings. It was noted that the practice did not 

have a practice manager at the time, however all information was shared with the relevant GP.  



9.8 The PCCC noted that this is ultimately a contractual requirement for practices, and subject to it 

being evidenced that the invitations and correspondence were shared with the practice then the 

PCCC would support the recommendation to withhold QI014 for that particular practice.  

ID Type The Primary Care Commissioning Committee: Owner 

D/05/09 Decision Noted the risks and support the recommendation to withhold 
QI014. 

10 Capacity Access Improvement Plans 

10.1 

10.2 

10.3 

10.4 

10.5 

10.6 

Ms Heselwood presented the paper which had been written to provide an update in terms of 
achievement of the Primary Care Networks (PCNs) Capacity and Access Payment (CAP) Plan and 
the timescales, locally and at Greater Manchester (GM) level. 

The Capacity and Access Payment (CAP) is a funding scheme for PCNs in England. It aims 
to provide space, funding and license for PCNs to improve patients' access to care.  The Capacity 
and Access payment is broken down in to two sections: 

• 70% was from the national Capacity and Access Support payment (£172.2m nationally)
which was paid in 12 equal payments over the course of 2023/2024. This unconditional 
payment aimed to support PCNs in undertaking the work related to the improvement 
work.  

• 30% of the funding to be paid to PCNs based on commissioner assessment of a PCN’s
improvements against the agreed plan. 

It was reported that the 2023/2024 plan focused on three areas and each PCN submitted an action 
plan in June 2023 outlining how they would meet the achievement of:  

• Patient experience of contact

• Ease of contact and demand management

• Accuracy of recording in the appointment book

To receive all of the funding a PCN should have demonstrated improvement or be able to 
demonstrate that high levels of achievement have been sustained through the year across all three 
key areas. Ms Heselwood reported that the Primary Care team were involved in a GM Capacity and 
Access Task and Finish Group that looked at a pragmatic systemwide approach to standardising the 
principles used when reviewing final plans in terms of meeting the required areas.  

The paper outlined the GM and Local Timescales / Governance Process including the deadline 
date for a PCN to submit progress against initial plans to Locality including any 
risks/issues/mitigations by 10th May (GM suggested date). Ms Heselwood noted that as a locality 
the deadline date was extended to 15th May to allow PCNs more time to submit evidence. 
However, at the time of writing only Horizon PCN had submitted their evidence by the required 
deadline, with a couple of exceptions which have been out of their control as detailed in the paper 
at paragraph 4.3.   

Finally it was reported that PCNs have received 70% of the payment to support the achievement of 
the CAP, however there is a risk PCNs may not deliver on the improvement areas (so will not receive 
the 30% funding) but will have already received the unconditional 70% for producing their plans and 
there has been no guidance to suggest the unconditional funding can be clawed back. 
In conclusion if PCN’s do not meet the details in their plans or they do not submit evidence with 
sufficient time for reviewing, they will not achieve the requirements, thus facing a financial implication 
(30% of the CAP) on practices and the PCN. The maximum a PCN could earn is £1.185 multiplied 
by the PCN’s Adjusted Population as of 1 January 2023. This would also negatively impact patient 
care and experience fundamentally conflicting with the main aims of CAP.  

https://www.bing.com/ck/a?!&&p=4914a8c1ea566b9dJmltdHM9MTY4NjYxNDQwMCZpZ3VpZD0xY2E1YjM5Yy03MWUwLTYzNTItM2U2My1hMjQ2NzAxYjYyYjQmaW5zaWQ9NTU4Mg&ptn=3&hsh=3&fclid=1ca5b39c-71e0-6352-3e63-a246701b62b4&psq=capacity+and+access+payment+plan+definition&u=a1aHR0cHM6Ly9ka2pzdXBwb3J0c2VydmljZXMuY28udWsvY2FwYWNpdHktYW5kLWFjY2Vzcy1wYXltZW50LWd1aWRhbmNlLw&ntb=1
https://www.bing.com/ck/a?!&&p=6fb6eb06da23c067JmltdHM9MTY4NjYxNDQwMCZpZ3VpZD0xY2E1YjM5Yy03MWUwLTYzNTItM2U2My1hMjQ2NzAxYjYyYjQmaW5zaWQ9NTU4NQ&ptn=3&hsh=3&fclid=1ca5b39c-71e0-6352-3e63-a246701b62b4&psq=capacity+and+access+payment+plan+definition&u=a1aHR0cHM6Ly9ka2pzdXBwb3J0c2VydmljZXMuY28udWsvY2FwYWNpdHktYW5kLWFjY2Vzcy1wYXltZW50LWd1aWRhbmNlLw&ntb=1
https://www.bing.com/ck/a?!&&p=6fb6eb06da23c067JmltdHM9MTY4NjYxNDQwMCZpZ3VpZD0xY2E1YjM5Yy03MWUwLTYzNTItM2U2My1hMjQ2NzAxYjYyYjQmaW5zaWQ9NTU4NQ&ptn=3&hsh=3&fclid=1ca5b39c-71e0-6352-3e63-a246701b62b4&psq=capacity+and+access+payment+plan+definition&u=a1aHR0cHM6Ly9ka2pzdXBwb3J0c2VydmljZXMuY28udWsvY2FwYWNpdHktYW5kLWFjY2Vzcy1wYXltZW50LWd1aWRhbmNlLw&ntb=1


10.7 

10.8 

In terms of next steps, Ms Heselwood highlighted that the primary care team will continue to seek 
the outstanding evidence in order to review and confirm non/achievement to GM and will be involved 
in a GM Capacity and Access Plan 2024/2025 task and finish group. The team will subsequently 
meet with the PCN managers to disseminate appropriate information and timescales, and support 
where required. It was noted that further updates will be provided to the Committee as appropriate 
throughout the lifecycle of the project both for 2023/2024 and 2024/2025. 

Discussion followed with regards to communications with the PCNs with regards to the required 
evidence submissions and involvement of the local health alliance. Mr Blandamer asked Ms 
Heselwood to draught a note to the structure lead for him to share. 

ID Type The Primary Care Commissioning Committee: Owner 

D/05/10 Decision Noted the contents of the paper and associated risks. 

D/05/11 Decision Note the potential for an additional verbal update following 
receipt of Prestwich, Whitefield and Bury PCN plans. 

A/05/06 Action Ms Heselwood to draft a note to the structure lead for Mr 
Blandamer to share in relation to the outstanding evidence. 

11 Review of Additional Support Programmes 

11.1 

11.2 

11.3 

11.4 

Mrs Schofield presented the paper which provided a review of the schemes and recommendations 
for winter 2024/25. 

It was reported that in winter of 2023/24, additional funds were allocated to General Practice to 
provide schemes which offered additional appointment capacity to patients across Bury from 
November 2023 to March 2024. Bury locality implemented 2 schemes during Winter; Acute 
Respiratory Hubs (ARH) which saw provision of 4 respiratory hubs providing GP consultations for 
patients reporting respiratory symptoms and the Greater Manchester (GM) Surge Hubs which saw 
additional appointments allocated to practices reporting an Opel 3. 

Ms Schofield noted that based on the information available at this time, the services have clearly 
made an impact on increasing capacity in the system by offering a combined total of 11152 
appointments between November 23 and March 24 which had undoubtably increased patient 
access to general practice appointments and therefore highly likely to have contributed to the 
reduced activity seen in both A&E and BARDOC during that period.  

It was therefore recommended that investment in primary care additionality is funded for Winter 
2024/25. Discussion followed; Dr Fines highlighted that this initial triangulation of data has been  
helpful to demonstrate that this activity has reduced activity elsewhere and that there is additional 
work to be done to make it even more clear cut. Mr Blandamer agreed and requested a summary 
version for the Urgent Care Board at some point. Ms Schofield advised that she believed that the  
GP Federation are also producing a valuation report which can be compared.  

ID Type The Primary Care Commissioning Committee: Owner 

D/05/12 Decision Noted the evaluation of the ARH and GM Surge Schemes in 
this paper. 

D/05/13 Decision Supported the recommendation to recommission primary 
care additionality in Winter 2024/25. 

12 CQC Update 

12.1 Ms Heselwood presented the paper which had been written to provide the PCCC with an update on 
the Care Quality Commission reviews that have recently taken place in Bury and to highlight 
changes to inspections the Care Quality Commission (CQC) are implementing going forward. 



12.2 

12.3 

12.4 

12.5 

It was reported that there have not been any announced comprehensive inspections in Bury since 

the last update in February 2024. In relation to the announced comprehensive inspection at Tower 

Family Healthcare on 30 August 2023, where the practice was rated as “Requires Improvement”, 

the Greater Manchester (GM) CQC team triangulated the concerns raised by CQC with the 

correlating contractual obligations/requirements and issued the provider with a compliance plan.  

It was noted that the compliance plan has been signed off by both the Primary Care Team and GM 

CQC team as the practice demonstrated the necessary suggestions/changes have been 

implemented and the primary care team will continue to work closely with the practice to support 

them to deliver the necessary improvement plan. 

Ms Heselwood highlighted that in addition to full inspections, the CQC also carry out assessments 

as part of their remit to understand how practices are working to try to meet demand for access and 

to better understand the experiences of people who access services. In Bury, The Elms Medical 

Centre has recently undergone an assessment which was in relation to ‘equity of access’ which was 

carried out on 26 February 2024 without a site visit, and included conducting staff interviews using 

video conferencing, and requesting evidence from the practice.  

The outcome of the assessment  was that the CQC rated the key question of responsive as “Good” 

and, it is important to note that, as no other domains were reviewed at the targeted assessment, the 

overall rating from the previous full inspections at The Elms Medical Centre were not affected and 

the practice retains its “Good” rating overall.   

ID Type The Primary Care Commissioning Committee: Owner 

D/05/14 Decision Noted the contents of the paper and the associated risks. 

D/05/15 Decision Noted the difference in comprehensive and assessment 
based CQC inspections which are not comparable. 

13 Finance Report 

13.1 The main finance updates had already been provided within the agenda in relation to ARRS with 
the associated challenges noted. Mr O’Hare advised that the latest position in GM is challenged 
with a £175m deficit which brings inherent risks. Mr O’Hare highlighted that at month 1 NHS GM 
had delivered c£6 million of CIP, which was in line with the plan but that there is significant CIP 
delivery planned for the second half of the year. 

ID Type The Primary Care Commissioning Committee: Owner 

D/05/16 Decision Noted the financial updates provided. 

14 Highlight Report and Risk Report (updated risks) 

14.1 

14.2 

Mrs Schofield presented the latest highlight report for June 2024 and requested any comments or 
questions. 

In terms of Locality risks Ms Jackson described the risk register for the borough which has a total 

of approx. 60 risks. In terms of strategic risks and quality risks the risk score that needs to be 

sighted are those above a score of 12. Currently for Primary Care there are four risks above 12, 

these are sustainable general practice (16) Uplands development (12), finance and workforce also 

at a score of 12. Ms Jackson asked the PCCC members to advise her of any others that should be 

included as a strategic risk so these can be added to the strategic risk register. 



14.3 

14.4 

14.5 

Ms Trembath added that the risks on the wider comprehensive risk register have been broken 

down by each work stream and that those aligned to PCCC will be sent out for review to ensure 

the scoring is appropriate. 

Ms Jackson reported that new measles cases are still present in Greater Manchester and funding 

for face fit testing for GPs seeing suspected of measles remains a risk. The ‘train’ the tester model 

would be to perhaps train two or three testers per PCN to test at GP practices. A discussion took 

place between Ms Jackson and Dr Fines with regards to the liability and delay with regards to face 

fit testing. 

Mr Blandamer provided a brief update on the work around the Uplands scheme which is 
progressing. 

ID Type The Primary Care Commissioning Committee: Owner 

D/05/17 Decision Noted an accepted the highlight report provided. 

D/05/18 Decision Noted the updates in relation to the risk register 

15 Any Other Business 

15.1 There was no other business, and the meeting was closed. 
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Place Based Primary Care Commissioning Committee 

Status Rating - In Progress - Completed - Not Yet Due - Overdue

Date Reference Action Lead Status Due Date Update 

29th 
January 
2023 

A/01/01 
ZA to work to obtain mandate from 
IDC and form a working group in 
relation to Schedule 7. 

Zoe Alderson 
March 2024 

25/03/2024- No update to report, Zoe 
Alderson and Mark Beesley will be 
working to progress this. 

04/06/2024- A meeting is currently being 
coordinated to include PCN CDs, the Fed, 
PC Team and neighbourhood 
representatives.  An update will be 
provided to PCCC in due course. 

25th March 
2024 

A/03/01 
TOR- Review the patient voice role 
and check attendance to ensure 
the role is discharged correctly. 

Will 
Blandamer 

May 2024 
06/06/2024- Attendance flagged with 
Healthwatch Chief Officer. 

28th May 
2024 

A/05/01 
Reflect on the terms of reference 
for the next meeting and discuss 
the involvement of all primary care 
disciplines additional to general 
practice including optometry, 
pharmacy, and dentistry for future 
meetings. 

Will 
Blandamer/ 

Rachele 
Schofield 

July 2024 
23/07/2024- Chair of the Primary Care 
Provider Board is working through how 
representation from Pharmacy, 
Optometry and Dental is supported to 
enable engagement and integration at 
localities as part of the actions from the 
primary care blueprint. 

28th May 
2024 

A/05/02 
RS to provide feedback regarding 
the limited reference to 
equalisation of funding within the 
Blueprint delivery plan. 

Rachele 
Schofield 

July 2024 
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28th May 
2024 

A/05/03 

 

 

RS to provide a summary to WB 
representing the key lines of 
enquiry from the primary care 
improvement team in time for the 
next GP Engagement event on 
19th of June. 

Rachele 
Schofield  

July 2024 
16/072024- Member engagement event 
was stepped down in June however, this 
will be picked up at a future GP Webinar 
along with wider aspects of primary care 
performance. 

28th May 
2024 

A/05/04 
Written overview to be constructed 
for WB in relation to the steps 
taken in terms of chasing up on the 
outstanding contractual monitoring 
information in a format that will 
allow Ms Ridsdale (Place Based 
Lead) to write to the PCN 
concerned. 

Rachele 
Schofield/ 

Simon 
O’Hare 

 
July 2024 

 

28th May 
2024 

A/05/05 
Primary Care team to look further 
at data presentation to support 
improvements in data quality. 

Rachele 
Schofield  

July 2024 
 

28th May 
2024 

A/05/06 
KH to draft a note to the structure 
lead for WB to share in relation to 
the outstanding evidence. 

Katie 
Heselwood  

July 2024 
 

 
 



PROGRAMME HIGHLIGHT REPORT  

1 
v0.2 

Programme / Project:  Primary Care SRO: Mark Beesley as GPLC Chair Lead: Zoe Alderson Month July 2024 RAG Status1:  

Key achievements / deliverables completed this period: Key deliverables / milestones planned for next period: 
Prog.1 - Alternative at Scale Solutions 

• Women’s Health Hub - WHH task and finish Group met to discuss data gathering to date  

• QAS May data received  

• PC Winter plans submitted to UEC Board who approved continuation for 24/25 and submitted to GM  

 
Prog.2 – Communications and Engagement 

• Survey of SharePoint issued to Practices to ensure its fit for purpose 

• Member engagement event – 19th June workforce – Postponed at short notice due to issues beyond our control 
 

Prog.3 – Data and Digital Ambition 

• All Practices are now using Cloud based telephony  
 
Prog.4 – Effective Pathway Navigation 

• DOS and Care Navigation  
o Subgroup to look at improvements (12 June 24). Only 3 practices attended therefore session will be rerun 
o All Care Navigation session have now taken place 

 
Prog.5 – Current and Future Estate 

• Uplands - conversations re Whitefield development continue 

• SPD Programme Group met for the second time to discuss local projects and required PC input 

• Working with one practice to reduce demise at their request 
 
Prog.6 – Integration (Wider PC/Neighbourhoods/PSR) 

• Neighbourhood indicators agreed and published on Sharepoint for implementation from Q2 onwards  
 

Prog.7 – Quality and Assurance 

• PCN Assurance: 
o EA Recoup process in development at GM for approval via DMOG, any recoups from Bury PCN due to under achievement 

of the EA offer will then be progressed 
o EA Action plans for 24/25, Bury PCN Outstanding 
o EA Data received for April from Bury PCN is not yet meeting the requirements 
o EA Data outstanding for May for Bury PCN 

• CAIP – Bury, Prestwich and Whitefield deadline not met, the team have negotiated a further extension with GM of 25th July 

• Medicines Optimisation continue to focus on savings plans set out by GM although at 50% capacity due to recent GM 
reorganisation and sickness 

• Measles – best practice document to be issued to practices  

• Commissioning of Sexual Health Service provided by Tower Tottington transferred to Public Health 
 
Prog. 8 – System Leadership 

• GPLC development session has taken place and outputs fed back to GPLC in June 

• North Workshop held with GPs and Pharmacies with a view to improving relationships and reducing duplication 
 
Prog.9 – Workforce (recruitment/development and retention)  

• ARRS Recruitment 23/24 closedown – Bury outstanding due to inaccuracies between the claims and evidence submitted 

• ARRS Recruitment plans for 24/25 – Bury outstanding 

• Combined Nurse training pod and Cytology role interview taken place with an offer made pending acceptance 

• Met with Bury College re Health and Social Care student placements  

• GM Workwell Partnership Workshop attended 
 

Prog.1 - Alternative at Scale Solutions 

• Work continues to operationalise a WHH 

• Community Diagnostics Hub – details of referral mechanism being sought 

• QAS – June data now due. Paper to PCCC in July re business case for service (gap in service for children currently being worked 

through).  

 

Prog.2 – Communications and Engagement 

• Changes to SharePoint based on feedback 
 

Prog.3 – Data and Digital Ambition 

• PC Dashboard for 24/25 in development 

• Bury LCS Dashboard for 24/25 in development 

• Data mapping exercise underway with a view to sharing good practice at Septembers member engagement event and maximising 
performance in 24/25  

 
Prog.4 – Effective Pathway Navigation 

• Locality bureaucracy work on pause pending set up of 4LP Group at request of AMD 

• Pharmacy First – practices not using service to be contacted in order to understand issues and antibiotic data to be sourced 

• DOS and Care Navigation subgroup to be reorganised.   
 

Prog.5 – Current and Future Estate 

• Uplands - conversations re Whitefield development continue 

• SPD Programme work continues 

• Work continues with one practice to reduce demise at their request 
 
Prog.6 – Integration (Wider PC/Neighbourhoods/PSR) 

• Schedule 7 to be shared with colleagues for discussion 
 

Prog.7 – Quality and Assurance 

• PCN Assurance process to include regular meetings moving forward.  April Data outstanding for Bury PCN 

• EA Data due for June 

• PCQV programme 2024/25 – Refresh of data currently taking place including the necessary dashboard to support this.  Also looking 
to include a focus on CQC readiness.   

• CAIP – Bury, Prestwich and Whitefield outstanding info/clarifications to be provided. 

• PSR paperwork for QAS in train and awaiting exec signature before being submitted to GM 
 

Prog. 8 – System Leadership 

• GP Federation to provide recommendations for Learning Time Initiative (LTI) for 24/25 whilst taking into consideration GM LTI 
proposal which has been shared 

• Outputs of North workshop to be developed 
 

Prog.9 – Workforce (recruitment/development and retention)  

• Funding for combined Nurse training pod and Cytology role to be escalated as query on length of funding  

• Results of GM Nurse Survey is being analysed by GM team – still awaiting results  

• ARRS ongoing discussions 

• GP Workforce Strategy discussions to resume 

• GM funded Recruitment and Training offer from PC Academy for admin staff and HCA to grow pool of staff ready to work in primary 
care - this will go on teams and via the PM Forum when info is available to contribute to reducing workforce issues – ongoing 

• Attendance at PM forum to discuss Bury College Health and Social Care student placements 

Priorities / Projects / Workstreams: 
Programme Project Key milestones / deliverables completed this period against plan RAG 

Status1 

Prog.1 - Alternative at Scale 
Solutions 

Back Office Functions Discussion with wider stakeholders regarding options  

SAS Finance review taking place to understand claims and value in comparison with GM (including process around OOA payments  

Wider discussions needed about future GM plans   



 

v0.2 

Programme / Project Highlight Report 

QAS GP Fed to submit Spiro dispute back to GM  

CV required / waiver pending PSR review in June 24  

Prog.2 – Communications 
and Engagement 

Communications and 
Engagement Plan  

Promotion of Bury General Practice Strategy and programmes of work being undertaken via the GM ICP (Bury) Website  
 

 

Prog.3 – Data and Digital 
Ambition 

Creation of Realtime 
Searching and Reporting 

Project initiation document drafted  
Data needs identified (need to explore how this process will work within new GM structures)  
Communication plan  

Online Consultations Discussions needed with IT colleagues following the announcement that the digital framework has been scrapped  
Lloyd George Digitisation Small amount of funding from GM to support one or two practices to digitise their Lloyd George records (prioritisation exercise needed)  

Prog.4 – Effective Pathway 
Navigation 

Deflection Next steps including the reestablishment of an Interface Group  
Continued attendance at GM PC/SC Interface group in absence of a local group  
Attendance at 4LP to discuss required changes to SC approach to PC once established  

Prog.5 – Current and Future 
Estate 

Increase utilisation  Understand Current Utilisation - See risks  

Prog.6 – Integration (Wider 
PC, Neighbourhoods/PSR 

Schedule 7 Review of schedule 7 within the PCN agreements to clearly articulate how system partners will work together, particularly where the PCN and Neighbourhood do not align  

Prog.7 – Quality and 
Assurance 

Primary Care Quality Visits Practice visits/revisits (QoF QI monitoring will be incorporated into process moving forward ensuring local and GM governance is followed for sign off at year end) Restarting July 24  
PCN Assurance Meetings to take place with each of the PCN CDs regarding the changed for 24/25 (Meetings took place with Bus Mangers of HPW)  
PCN Assurance Meetings to take place with Bury PCN CD  
Prescribing Quality Ongoing savings work  
EHCH requirements Requirements around MH/LD homes to be explored further with GM colleagues to ensure consistency – assurance template dedicated to MD/LD sent to PCN managers to complete  
MMR Uptake Improvement plan in development along with regular monitoring/feedback  
Post Payment Verification Process for PPV to be established (GM/Local)   

Prog.8 – System Leadership GPLC Options discussion/agreement around LTIs in light of GM review of these  
Wider Primary Care  Development of TOR for a locality Primary Care Provider Forum  

Pharmacy First discussions in progress with North practices/pharmacists  
Prog.9 – Workforce 
(recruitment/development 
and retention) 

Operational Delivery Recruitment to advertised posts  
Workforce Strategy Workshop to gather General Practice insight in the development of our Workforce Strategy and Implementation Plan  

 

Decisions required: 

Project / Workstream Decision Required At what level  
[programme board, IDC Board, 

Locality Board, other?] 

Impact if no decision 

    

    

    

 

Performance:  Finance: 
Performance [against targets / outcomes] 
 

The following is a snapshot of year end performance against a range of indicators which are monitored to demonstrate delivery against the General 
Practice Strategy: 

Measurable Indicators  Target 
22/23 

Baseline 
Mar-24 

GOAL 1 – DEVELOP & PROMOTE A NEW MODEL OF GENERAL PRACTICE        

Cloud based telephony across all practices 100% 45% 83% 

All patients have access to an online platform via their registered practice 100% 100% 100% 

Increase in the uptake of the NHS App (13+)  ↑ 55.26% 59.29% 

100% of practices offering patients the ability to book/cancel appointment online 100% 68% 84% 

Increase the % of patients who are enabled to book/cancel appointments online ↑ 15.5% 33.8% 

100% of practices offer patients the ability to order repeat prescriptions online 100% 96% 100% 

Increase the % of patients enabled to order repeat prescriptions online ↑ 28.7% 37.4% 

100% of practices offer patients the ability to view detailed coded records online 100% 88% 100% 

Financial Tracker for programme 
 
 

 
 



 

v0.2 

Programme / Project Highlight Report 

Increase the % of patients enabled to view their detailed coded record online ↑ 5.29% 33.32% 

Reduction in the % of patients waiting over 28days (all modes all HCPs) ↓ 3.2% 4.0% 

Reduction in the % of inconsistent categorisation mapping ↓ 11.8% 3.7% 

Reduction in the % of unmapped appointment categorisations ↓ 9.2% 18.8% 

GOAL 2 - A RESILIENT WORKFORCE AND AN ATTRACTIVE PLACE TO WORK       

All practices/PCNs check and update the North West Reporting System each month 100% 24% 40% 

Increase the number of FTE staff per 100,000 patients ↑ 175 203.31 

Increase the number of ARRS staff working across general practice (Bury) 116.04 135.011 103.81 

Increase the number of practices who are accredited as a unified learning environment ↑ 0% 16% 

GOAL 3 - INCREASE CAPACITY WITHIN GENERAL PRACTICE AND MEET APPROPRIATE DEMAND       

Increase the number of referrals via Pharmacy First (was CPCS up to end Jan'24) ↑ 1475 2193 

No. of hours offered against the Enhanced Access DES (Total) Varies N/A 961 

Increase in the % of appointments where time from booking to appointment was <2wks  UT90, LT85 86.1% 86.73% 

GOAL 5 – IMPROVE OUTCOMES FOR PATIENTS BY REDUCING INEQUITY AND VARIATION IN ACCESS AND QUALITY OF CARE 

At least 3% of patients are identified on the Carers register 3% 2.54% 2.62% 

Increase in the % of carers who receive an annual health check ↑ 1.70% 10.06% 

Increase in the % of carers who receive an annual flu vaccine ↑ 59.64% 58.83% 

At least 70% of patients on SMI register have annual health check which includes all 6 indicators 70% 33.46% 49.21% 

Increase the number of people diagnosed with CHD ↑ 6110 6553 

Increase in the % CHD patients who have an annual review which includes the recording of all 6 
tests  

thresholds 
60%,71%,81% 

34.68% 71.88% 

95% of patients with CHD with recorded aspirin, APT, or ACT use 95% 90.85% 92.19% 

90% of patients with CHD with BP in last 12 months and reading less than or equal to 140/90 90% 82.69% 89.89% 

80% of CHD patients with BP greater than 140/90 who are taking antihypertensive medication 80% 68.74% 89.71% 

Increase the percentage of patients aged between 25 and 84 years with a CVD risk score greater 
than 20 percent on lipid lowering therapies to 60% 

60% 73.94% 77.91% 

All practices complete the Military Veterans RCGP accreditation  100% 12% 80% 

Increase in uptake of the Homeless Friendly accreditation across practices ↑ 72% 72% 

Increase in uptake of the Dementia friendly accreditation across practices ↑ 16% 16% 

100% of our practices rated as Good or Outstanding by CQC 100% 96% 92% 

No less than 1% of patients are on the palliative care register 1% 0.20% 0.41% 

Increase in the % of patients diagnosed with Dementia who’s care plan has been reviewed in the 
proceeding 12mths 

↑ 74.26% 75.15% 

Increase the number of patients on Learning Disability registers ↑ 1171 1199 

Increase the number of patients on LD register with reasonable adjustment recorded ↑ 320 548 

75% of patients aged over 14 on LD registers receive an annual health check and health action 
plan in addition to a recording of ethnicity by March 2024 

LT60, UT80   85.39% 
 

 

 

One key takeaway message for IDC and Locality Board: 
 
Following another year of imposed GP contracts, the BMA have agreed to hold a ballot which will open on the 17th June 2024 and close on the 29th July and will be open to GP contractors/partners.  If there is a majority vote, then doctors will be able to take action 
immediately; the BMA will not direct GPs to breach their contracts in this initial phase, therefore collective action may include: 

• limiting the number of patient appointments per GP per day to the recognised safe working maximum level of 25 – something the BMA has been highlighting since 2016. 

• GPs stopping or reducing work that they’re not formally contracted to do, but, because of pressures elsewhere in the NHS, has  been passed onto them, without any additional resource. This is on top of not having enough funding to carry out their own essential care 
services.  This could include the completion of fit notes, prescriptions or investigations which should have taken place in the hospital setting, or asking Trusts to communicate with patients about re-booking hospital appointments.   
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1. Introduction 

When producing the General Practice Strategy for Bury it was recognised that there were already several strategies in place or in 
development across the local health and social care system in addition to nationally and at Greater Manchester Level: 

• NHS Long Term Plan 
• Bury Locality Plan (LETs principles Local, Enterprise, Together and Strengths) 
• Fuller report 
• Core20plus5 
• Greater Manchester Primary Care Blueprint (which was in development at the time but has since been published) 
• Taking Charge of our Health and Social Care in Greater Manchester (which has since been published) 

 
The purpose of the Bury General Practice Strategy was therefore to create a clear vision for our practices by collaboratively setting specific 
goals and prioritising programmes aimed at achieving those goals. 
 
This year-end review assesses our progress against that strategy by comparing what we planned to achieve with what we accomplished, 
considering both measurable and non-measurable improvements.  A separate piece of work cross referencing this programme to the GM 
Primary Care Blueprint (GP elements) has also been undertaken (see Appendix 1).   Both reports have been used to identify the gaps and 
risks associated and to reaffirm the Primary Care General Practice objectives for 2024 – 25. 
 
When reading this year-end review, colleagues should also be aware of a GM Beyond Core Contract Review (BeCCoR) which is taking 
place across GM and looking at all PC investment with a view to harmonising, standardising and getting the best return on investment.  
Phase 2 of this programme will begin shortly and may draw further on local resources that have previously been used to incentivise general 
practice improvements, thereby making delivery against this strategy were aligned to local aspirations rather than GM ones more difficult. 
 

2. Aims and Objectives 

The aims and objectives of the strategy are depicted in visual form below (Figure 1 – Vision).  The visual describes the purpose of the 
strategy, the overarching vision, and how that vision will be considered a success through the attainment of five key goals:  

Goal 1 - Develop and promote a new model of general practice.  
Goal 2 - Increase capacity within general practice and meet appropriate demand.  
Goal 3 - Have a resilient workforce and an attractive place to work. 
Goal 4 - Strengthen the relationship between provider partners across the Bury system.  
Goal 5 - Improve outcomes for patients by reducing inequity and variation in access and quality of care.  



 

 

 
The goals themselves are aligned to nine programme areas, which will be explored in greater detail in Section 6. 
 

 
 

Figure 1 – Vision 



 

 

3. Governance 
 

The responsibility for the delivery of the Bury General Practice Strategy sits with the General Practice Leadership Collaborative (GPLC), 
with assurance around the work programme being provided by the collaborative via both the Integrated Delivery Collaborative (IDC) and 
Primary Care Commissioning Committee (PCCC), with the later also being the accountable board for Primary Care through to Greater 
Manchester PCCC, see Figure 2 - Governance Structure below for more details.   

 

Figure 2 - Governance Structure 

 
Assurance is provided in the form of a highlight report and risk log covering each of the programmes described in this update, which is 



 

 

submitted to the GPLC, IDC monthly and PCCC bimonthly. 
 
All papers for the GPLC meetings including an action log and any decisions made are shared with all practices via the Bury Information Hub 
on our local sharepoint site. 
 

4. Programmes of Work 
 

As part of the process in determining the ambitions for our strategy, our constituent practices identified several priorities for delivery as 
shown in Error! Reference source not found. below: 

 
Figure 3 - Priorities 
 
This update will cover these priorities in addition to several other programmes of work which are aligned to the delivery of our strategic goals 
and the GM primary care blueprint. 

  



 

 

4.1. Alternative At Scale Solutions 
 

Intention and Progress: 

Priority 1 - Women’s Health Hubs (WHH) – A project initiation document was produced in 23/24 whilst we awaited confirmation of funding. 
The project resumed in April 24 with the intention of having an operational hub by late July 24 offering LARCs (in addition to activity already 
provided across practices) to a defined cohort of patients, aimed at reducing both inequalities and secondary care waiting times for this 
intervention.  

Priority 2 - Suite of Back-office functions – Discussions are taking place with GM Feds regarding potential options which can be adopted 
locally. 

Priority 3 - Minor Surgery (MS) – Learning from the WHH will inform a borough model of delivery aimed at addressing gaps in capacity which 
have been created as a result of under investment in this contract in comparison with other localities. In the interim we have aligned our 
reimbursement value to our closest locality to limit the risk of non-delivery of this National Enhanced Service which would put pressure on 
secondary care demand/waiting times. A GM wide review is needed, and we await further details in order to support this review. 

MMR vaccine uptake – Huntley Mount on behalf of Bury PCN and the GP Federation on behalf of Horizon, Prestwich and Whitefield (HPW) 
have held various clinics with the aim of supporting the improvement in vaccine uptake across Bury.  Reporting for this work goes through the 
Vaccine Assurance Committee and outputs have been extremely positive. 

Enhanced Access (EA) – We ended the year in an overall balanced position against this contract offering over 961 additional hours.  There 
is further work to do at a PCN level to ensure both the number of appointments is in line with contractual requirements and ensuring the 
appointments are maximised, which whilst not a contractual requirement of the EA, is paramount to improving access. GM are currently 
reviewing EA clawbacks for 23/24 and we await advice regarding the clawback for under-offer against contract for Bury PCN which has an 
approx. value of £26K. 

Quality Assured Spirometry (QAS) – The QAS service aims to improve the diagnosis of COPD and asthma by improving access to quality 
assured spirometry at a neighbourhood level. The service ran from January 23 to March 24 offering spirometry to all patients aged 18+ in Bury.  
Due to difficulties in recruiting nurses with the GM-required ARTP qualification, the service under-delivered on commissioned activity.  The 
negotiated with the provider a zero-value contract until the underutilised activity has been delivered and a system saving generated. PCCC will 
be presented with an options paper for commissioning considerations in July 24. 

Urgent and Emergency Care Monies (UEC) – Funding received in 23/24 was used to mobilise Surge Clinics and Acute Respiratory Hubs 
(ARH) during times of peak pressure in general practice.  There is evidence to suggest that the clinics reduced attendances across A&E and 
BARDOC. UEC Board has approved funding for additionality in Primary Care in 24/25.  The team will work with colleagues to enable 



 

 

implementation and monitoring of the schemes. 

Special Allocation Scheme – A SAS service (previously known as violent patient scheme) is delivered as a borough wide service.  In 23/24 
we saw a significant increase in the number of patients being referred/retained in this service.  The team has been working with the provider 
to review the contract in light of an operational shift from face to face to mainly telephone contact and a reduced telephone tariff for 24/25 has 
been agreed. As with MS differential commissioning rates and models are in place across localities and therefore a GM wide review is needed.  
We await further details and will support this review. 

Measurable Indicators Mar’23 Mar’24  Inc/Dec Change G1 G2 G3 G4 G5 BP 

No. hrs offered against the Enhanced Access DES 1243 961 ↓ -282 ✓ ✓   ✓ ✓ 

% of hrs offered against the EA DES which were utilised 74% 67.54% ↓ -6.46% ✓ ✓   ✓ ✓ 

48 QAS appointments per week of 30min duration Jan23 to Mar24 3120 905 ↓ -2215 ✓ ✓   ✓ ✓ 

498 ARH appointments per week 13.11.23 – 16.03.24 N/A 8697 ↑ 8697  ✓   ✓ ✓ 

Surge Clinics N/A 2473 ↑ 2473  ✓   ✓ ✓ 
 

Risks: 

1. Funding for additional schemes is distributed on a fairshares weighted registration basis which does not take into account, existing 
investment in a particular area nor a level of fixed costs which a locality will face regardless of population size.  This means we are 
disadvantaged with each investment. 

2. Whilst funding through ARRS is welcomed there is growing evidence to suggest that this is impacting on the recruitment of GPs as they 
are not reimbursable like other roles under the ARRS.  This will need to be considered as part of our workforce strategy. 

3. An uplift in minor surgery rates alongside potential increase in activity now the service is fully up and running post Covid and the monitoring 
of activity is particularly important to ensure budget is not exceeded. The uplift in rates is not deemed as enough by some practices, 
therefore there is a greater chance of some practices not signing up to deliver the service for 2024/2025, which in turn will increase pressure 
and demand on secondary care pathways, which are provided at a higher cost than primary care. There are currently 4 practices that have 
opted not to deliver the service this year and their patients will be referred to secondary care. 

4. Increasing demand within the SAS service is of concern. We will be working across the year to reduce activity and number of patients on 
the SAS and will work with GM colleagues to review the tariff for 25/26 in line with other GM localities. 



 

 

5. Patients often perceive that care delivered by someone other than their GP or practice is of lesser quality or standard and therefore either.  
Communications support is needed to positively promote this access appropriately building on the we are Primary Care Family campaign 
referenced in section 0. 

6. Funding for a Bury CDH was not approved leaving the locality without provision.  Commissioning of spirometry amongst other interventions 
has been commissioned via CDH in other localities across GM of which General Practice across Bury is permitted to use however, the 
CDH Spokes do not have capacity to take GPDA Bury referrals at this time leaving us without central provision or providing it at locality at 
cost. 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

4.2. Communications and Engagement 
 



 

 

Intention and Progress: 

Priority 1 - Primary Care Family – A ‘Who’s Who at your GP Practice’ communications tool kit has been produced and explains all the new 
roles accessible to patients to meet their diverse needs.  The materials have been shared with all stakeholders and practices have been asked 
to promote on their websites. 

Priority 2 - Directory of Services (DOS) – Connections have been established with the IDC and an example DoS shared with practices during 
the care navigation sessions. Additionally, discussions with the Local Authority regarding the Bury Directory have opened up options to utilise 
and develop this further via a working group which has been formed with the care navigation champions identified by practices.  This group 
will develop and shape the DoS, which the intention of supporting, aiding and improving consistent care navigation in general practice. 

Bury Information Hub - Sharepoint continues to be our primary communication channel for sharing news and education opportunities with 
general practice. All practice staff have access to the regularly updated pages, which includes a handy A-Z navigation system.  

General Practice Webinars - Interactive fortnightly webinars are held with strong attendance from GP’s and PM’s.  These sessions are 
recorded and can be watched back at a convenient time. Topics covered include cancer, advanced care planning, pathway changes and 
contractual updates. A survey has been sent to practice staff to gain feedback on the GP Webinars and Sharepoint to ensure they are still both 
effective and to see if there are future topics that staff would like to be covered at webinars. 

Member engagement events – Quarterly face to face engagement sessions take place and are attended by a range of staff from practices, 
these sessions are more interactive and provide an opportunity for peer support and sharing of good practice.   

Older Peoples Forum – The Team have attended the Older Peoples Forum with the intention of highlighting how access to Primary Care has 
changed.  This included an overview of the new roles and IT options available. 

Measurable Indicators Mar’23 Mar’24  Inc/Dec Change G1 G2 G3 G4 G5 BP 

Average attendance at GP Webinars  N/A 37 N/A N/A ✓  ✓ ✓ ✓  

Number of Bury Information Hub Members N/A 549 N/A N/A ✓  ✓ ✓ ✓  

Average number of Information Hub Views A-Z (last 90 days) N/A 830 N/A N/A ✓  ✓ ✓ ✓  
 

Risks: 

1. There is currently no communications or engagement support identified locally.  This is a missed opportunity in terms of managing public 
relations and expectations given the financial situation both GM and the locality are in.  The GM central team have been asked to provide 
insight to the GM Primary Care Communications plan, which was outstanding at the time of writing this report. 

4.3. Data and Digital Ambition 
 



 

 

Intention and Progress: 

Priority 1 - Realtime searching and reporting – All practices have agreed to the data sharing agreement for EMIS Enterprise which enables 
centralised searching and reporting, eliminating the need for individual practice-level searches. A governance process has been established 
for adding and approving searches within this system. Routine searches will continue to be added to EMIS enterprise as needed and in line 
with the agreed process, this will limit the time spent by data quality on extraction of data and instead will enable them to focus on data quality 
improvement. 

Priority 2 - Data driven inequality identification – It is intended that most data dashboards will be created and cascaded by the central team 
rather than create by local Business Intelligence BI colleagues and early examples have been positive. We await further details and timelines.  

NHS App – Practices have actively promoted the benefits of the NHS App to patients and carers enabling them to book appointments and 
order repeat prescriptions without the need to be held in a queue by busy practice telephone lines. The App also has access to a number of 
other services including symptom checkers, NHS 111 and online consultations and is widely described as ‘a digital front door to GP practice 
services’. Increased uptake of the NHS App and directed support for patients has been identified as part of the patient-led ordering work in 
one GP practice. This support will focus on hard-to-reach communities, with a session planned at a community group to talk to community 
leaders about engaging their population and how we can support increased uptake. Support to communities where digital application was not 
appropriate was considered, working with the GP practice and community to establish alternatives. We will continue to promote the benefits 
and improvements as upgrades are made as well as through the patient-led ordering work. 

Cloud Based Telephony – Practices have been supported through a procurement exercise to replace or enhance their telephone system 
which will aid with future capacity/demand planning. All practices on analogue will be on cloud-based services by the end of July 2024; the 
next steps will therefore include practices considering the data outputs available to them to get the best from the systems implemented.  

The Digital First Primary Care (DFPC) programme – As part of the DFPC all digital facilitators meet regularly to discus DFPC workstreams 
in across the different localities; and have formed networks and working groups for different DFPC priorities. This helps accelerate the speed 
at which digital projects can be implemented in Bury using other localities connections, expertise and experience from across GM.  

GM have just completed its selection process for clinical network leads, appointing one lead per locality. We await further details around their 
programme of work. This year we need to plan and begin a development method to understand current functionality, tools, digital maturity 
across Bury and the wider region. 

Prospective record access – All practices in Bury have correctly configured and enabled patients to view their medical records online using 
either the NHS or similar healthcare app. This has huge implications in reducing the number of admin related calls practices receive. 

GP Connect – GP connect provides an accessible way for patient records to be transferred from one GP to another, reducing admin time, 
improving decision making, facilitating a faster patient journey reducing costs and accelerating development of new digital solutions across 



 

 

general practice. GP connect also enables 111 services to book appointments into general practices. Practices have now enabled a number 
of appointment slots based on their list size to be available for these services. 

There are more products/functions of GP connect that are in development, such as patient facing services, we will await national / GM guidance 
on further roll out. 

General Practice Appointment Data (GPAD) – working with the digital facilitator to ensure appointment coding issues were resolved and the 
sufficient contractual number of appointments were available. As part of the Capacity and Access Plans work was done around improving 
accuracy of appointment recording, with a desired outcome of ensuring there was consistent correctly mapped appointments across the locality. 
We will continue to monitor the GPAD data to ensure the improved accuracy of mapped / unmapped appointments continues which will help 
demonstrate the demand, need for different services and to help inform workforce decisions. 

Website accessibility – All Practices have had an audit completed, which was based around the seven patient priorities that resulted from 
NHSE’s research. Many practices have moved supplier to more useable / accessible templates. These templates promote digital solutions 
such as the NHS app, and online consultations.  

GM Care Record - North Neighbourhood has been used as one of the 2 GM pilot sites for the Electronic dementia care plan, promotion of the 
outputs of this is planned for late July 24.  IDC colleagues are meeting with Health Innovation Manchester to horizon scan current and potential 
developments in shared care plans to support some further consideration about appetite / potential benefit for development in Bury. Plans to 
use GMCR for community pharmacy across Bury and GM. Establishment of the GM Primary Care Digital Centre of Excellence – collation and 
promotion of best practice and innovation in digital Primary Care across GM on a managed platform/via currently existing means to ensure the 
system can access. 

Online Consultation - Completion of Digital First questionnaire regarding online consultations and platform usage, links to PCARP and digital 
pathways framework. Funding was secured to carry the current services over until a long-term solution is put in place 

Digitisation of GP Lloyd George records – In 24/25 we must plan for the digitisation of Lloyd George notes in the case funding is made 
available (linked to section 4.5 due to potential financial implications).  

Online Patient Registration Service – An additional requirement for 24/25 is that 100% of practices use the new online registration service 
by 31/12/24.  Work will take place to promote and encourage sign up. 

Electronic Prescribing – the is a vision at GM level to enable electronic prescribing for all prescribers in Greater Manchester 

Measurable Indicators Mar’23 Mar’24  Inc/Dec Change G1 G2 G3 G4 G5 BP 

% of patents registered for the NHS App 55.26% 59.29% ↑ 4.03% ✓ ✓   ✓ ✓ 

% of registered patients enabled to view their detailed coded record online 5.29% 33.3% ↑ 28.03% ✓ ✓   ✓ ✓ 



 

 

% of registered patients able to book/cancel appointments online 15.5% 33.8% ↑ 18.3% ✓ ✓   ✓ ✓ 

% of registered patients able to order repeat prescriptions online 28.7% 37.4% ↑ 8.7% ✓ ✓   ✓ ✓ 

Reduction in % of unmapped mode of appointments (believed to be OC/VC) 0.1% 12.6% ↑ 12.5% ✓ ✓   ✓ ✓ 

Introduction of Cloud Based Telephony (no of practices) 9 25 ↑ 16 ✓ ✓   ✓ ✓ 
 

Risks: 

1. The lack of local Primary Care BI support limits our ability to use data affectively.  The organisational restructure has left us exposed in 
this area and whilst the envisaged GM data dashboards will be a welcome improvement the timeliness of access to these is not yet 
known and therefore is of concern. A significant amount of the primary care teams time is spent on organising and analysing data from 
multiple sources to support and address ongoing quality and performance assurance. 

2. There are currently gaps in communication between the Digital IT programmes of work and Primary Care. There is a concern that if this 
is not addressed Bury will miss opportunities to improve our digital capabilities and infrastructure. 

3. GM took a decision to roll over Online Consultations platforms whilst NHS England’s Digital Framework was published. The framework 
was designed to support ICBs, PCNs and practices to deliver the modern general practice access plan by providing a list of approved 
tools that would be available to underpin functions including booking, messaging, and online consultations.  It has since been confirmed 
that this will no longer take place and practices are concerned at how long it will therefore take to ensure they have access to suitable 
and safe platforms.  

 

  



 

 

4.4. Effective Pathway Navigation 
 

Intention and Progress: 

Priority 1 - Triage and Navigation Training – 4 training sessions have taken place with each practice nominating at least 1 person who will 
support a train the trainer rollout approach.  This programme of work is linked to section 4.2 and the DOS.  Training will continue to be rolled 
out via Practice Learning Time Initiative sessions. Subsequently, the practice will then be responsible for training new starters as and when 
required. 

Priority 2 - Primary Secondary Care Interface (embedding adoption of the principles) – Work has taken place across 23/24 to identify areas 
of bureaucracy which if removed would reduce unnecessary workload burdens on practice teams giving them more time to focus on their 
patients’ clinical needs.  One example of this is that PCFT CAMHS can now directly refer paediatric patients to the provider of bloods rather 
than directing these via the GP practice to make that onward referral.  A four-locality partnership (4LP) board has been established to implement 
any required changes in four key areas: Onward Referral, Complete Care, Call and Recall, Clear Points of Contact whilst implementing system 
recommendations of the General Practice/Community Pharmacy interface principles (initially through separate, new programmes such as 
patient led ordering). 

Priority 3 - Datix and the process around it – Datix is to be replaced by a system called Learning from Patient Safety Events (LFPSE). An 
initial meeting has taken place with the Primary Care and Quality team to understand how LFPSE impacts general practice the process 
involved, and the timeframes being worked towards. The quality team have demoed the new platform at a recent GP webinar (26th June) and 
will now undertake a series of information and training sessions to ensure all practices have a representative who is aware of LFPSE and will 
be the representative responsible for their practice (similarly to the care navigation approach). 

Priority 4 - Deflection of inappropriate asks – work has taken place to reduce C2C referrals hitting general practice, to reduce follow up 
actions from A&E, to reduce instructions to carry out shared care without prior agreement, to ensure your test your responsibility is followed 
and improved communications between system partners.  

Patient Led ordering – Our medicines optimisation team are supporting practices to adopt patient led ordering in a phased way in order to 
ensure that practices have access to the expertise within the team to minimise issues and ensure a streamlined approach. One practice is 
currently live with a further practice likely to go live in September ‘24. This also links with the digital ambition to increase the uptake of the NHS 
App. This work also supports embedding the GM GP Practice & Community Pharmacy Interface principles document intended to improve 
communication and reduce the administrative burden of repeat prescription requests. North neighbourhood will prioritise and implement this 
work, following which good practice and learning can be shared with the other neighbourhoods for implementation. Conversations will continue 
to be maximised around patient led ordering in the hope that full adoption will be considered throughout this coming year. Support the North 
neighbourhood project to embed the GM GP practice & Community Pharmacy Interface principles. 



 

 

Primary Care Access Recovery Plan (PCARP) –The aim of the Capacity and Access Improvement (CAIP) funding aimed to provide the 
space, funding, and licence for PCNs to focus on making improvements to help manage demand and improve patient experience of access, 
so patients can access care more equitably and safely, prioritised on clinical need. It also supports the accurate recording of general practice 
activity, so that improvement work can be data-led. PCNs took action to make improvements in these areas in 23/24 and work will continue in 
line with CAIP 24/25. The primary care team are part of a GM implementation group to understand what the support can be given to practices. 
Associated targets will be monitored as part of our performance and monitoring process. A central dashboard is intended to support this work.  
Discussions around issues or sharing of good practice will take place via the PCQV process and be fed through to the GM PCARP working 
group. 

Self-Directed Referrals – referrals to community services are viewed as a way to reduce the burden on primary care by enabling referral to 7 
types of services.  These are podiatry, weight management, audiology, musculoskeletal and physiotherapy, community equipment services, 
falls and wheelchair services.  Like other ICBs, NHS GM has inherited legacy community services, previously commissioned through CCGs 
and LA’s and so there is variation in respect of self-referrals. 

Wider Primary Care Provision – We continue to support appropriate increased utilisation of wider primary care provision across practices 
(Pharmacy First, CUES etc)  
 

Measurable Indicators Mar’23 Mar’24  Inc/Dec Change G1 G2 G3 G4 G5 BP 

Increase the number of referrals via Pharmacy First 1475 2193 ↑ 718 ✓ ✓ ✓ ✓ ✓ ✓ 

No of practices live with patient led ordering 0 1 ↑ 1 ✓ ✓ ✓ ✓ ✓ ✓ 

Number of practices attending a care navigation training session 0 21 ↑ 21 ✓ ✓ ✓ ✓ ✓ ✓ 

 
Risks: 

1. CAIP 24/25 is a PCN self-declaration process with no post payment verification process in place, although PCNs are aware they may 
have to provide evidence if asked. 

2. The ability for general practice to meet appropriate demand relies on patients having the necessary access to suitable alternatives. 
Whilst good progress has been made with Pharmacy (Pharmacy First) and Optometry (Community Urgent Eye Service) there has been 
little progress locally to expand self-referral options to community services in line with the NHS primary care access recovery plan.  

3. Due to capacity constraints within the Medicines Optimisation team, the support available to practices for patient led ordering is limited, 
resulting in slower progress than desired. 

 
  



 

 

4.5. Estates, Current and Future Need 
 

Intention and Progress: 

Capital Improvement Grants – Two capital improvements were supported in 23/24, these included xxxxxxxx. Clarification has been sought 
regarding needs which may arise that were not captured as part PCN toolkit project or emerge as an unexpected and urgent need.  

PCN Toolkits – Practices produced PCN Clinical plans and estates strategies as part of a GM wide programme.  It has been confirmed that 
the outputs of this work will underpin all funding decisions across GM moving forward – outputs have yet to be shared with PCNs directly.  It is 
also anticipated that these outputs will be a key element of the GM infrastructure strategy and related capital pipeline proposals. In 24/25 we 
will need to review the output of the PCN toolkit work and develop plans for the priority areas identified.  We will also be required to continue 
to engage across the locality in relation to the wider core/flex/tail property assessments that may reveal some opportunities for health. In 
addition, and linked to section 4.3 we will need to plan for the conversion of former patient records storage footprint in GP Practice premises 
to increase clinical capacity. 

Whitefield – Plans to provide a suitable alternative for Uplands Medical Practice are progressing well with all concerned, noting this as a key 
priority for both GM and the locality due to the deteriorating state of the current facility.  It is anticipated that this will emerge as a key priority 
with the PCN toolkit outputs.  Work continues to understand the governance approvals process and funding requirements at a GM level to 
secure this important scheme – it is recognised that after circa 20 years of failed attempts to find a solution, the current proposal represents 
the last option available to provide appropriately fit for purpose accommodation.  Work continues to progress the practice move into the new 
site, noting the urgency to secure the scheme before the current site option is lost due to delays in local and regional approvals processes. 

Prestwich – This is a strategic priority for the locality due to the regeneration proposals being progressed by local partners in this town and 
the related proposed use of the existing health site.  Work has progressed to assess outline design requirements for the GP practices and 
other health partners due to relocate into the new community hub facility.  It is anticipated that this will emerge as a key priority within the PCN 
toolkit outputs.  Work continues to understand the funds flows and governance process required to secure this key scheme and to avoid health 
system delays impacting on the overall plans for Prestwich. We will continue to develop this scheme along with regeneration partners in the 
town and work with system partners to understand the funding solution and governance mechanisms. 

Town Centre (Millgate) - Preliminary discussions with key health partners have progressed with Local Authority colleagues to understand if a 
health presence could be achieved within the centre of Bury, linking to the wider plans for the Millgate shopping centre and current pressures 
on the hospital site. We will continue to work alongside system partners to attempt to achieve a health presence within the Millgate shopping 
centre. 

Utilisation – It is recognised that the availability of fit for purpose and accessible health estate for the provision of services remains a limiting 
factor to service progression particularly due to the complexity of current contractual and funding mechanisms.  Some targeted areas of work 



 

 

have progressed this year in particular relating to some of the larger PFI and LIFT facilities to ensure that contractual structures do no limit full 
building utilisation. A regular review of the void and under-utilised estate across Bury continues on a regular basis alongside a regular strategic 
view relating to the estate of all system partners to understand any opportunities for space. We will work to ensure that the utilisation across 
all buildings is fully understood in order to make progress in unblocking obstacles to better building utilisation across the borough. Ensuring 
that this work enables a more focused system wide view of estate to emerge that better enables accommodation needs to be responded to in 
line with health and clinical need.  

In addition, we will support practices to utilise the suite of aide memoires which will be produced centrally, aimed at assisting GP PC on estates 
related processes, procedures and developing policies including a prioritisation tool to enable capital funding to be assigned to schemes/areas 
with the greatest need. 

Major Building Projects – Several major building projects are being progressed within Bury (namely Elton, Walshaw and Bowlee/Simister) 
and initial discussions have commenced to fully understand the likely health impact and therefore, the potential requirement for contribution 
from the relevant development partners. We will continue to work in partnership with local partners to ensure the health impact of major housing 
proposal is fully understood and sufficiently planned/allocated within development proposals. 

Measurable Indicators Mar’23 Mar’24  Inc/Dec Change G1 G2 G3 G4 G5 BP 

No measurable indicators currently in place/monitored           
 

Risks: 

1. The current economic climate both locally and nationally may impact on the ability of us to respond to identified priorities. 

2. The current contractual and funding arrangements may potentially limit the ability to quickly respond to health need from an 
accommodation perspective. 

 
  



 

 

4.6. Integration with Wider Primary Care, Public Service Reform and Neighbourhoods 
 

Intention and Progress: 

Primary Care Networks – various social prescribing outreach sessions take place across the locality on a weekly and monthly basis from 
community venues. These range from weekly drop-in session at local churches, mental health group on a Friday lunch time, a weekly 
gardening group in allotments, weekly walks with different routes, drop in at phoenix centre on a Thursday, a music group, happier and 
healthier Prestwich (PCN PGG) for patients to take ownership of their own health. The drop-in sessions have representatives from various 
organisations such as citizens advice, MIND, food banks. 

We are currently in the process of redefining and strengthening the alignment between PCNs and Neighbourhoods using Schedule 7 of the 
PCN DES to do so.  It is envisaged that this agreement will be in place by September 2024. 

Neighbourhoods – Practices and wider system partners meet monthly to discuss issues and solutions relevant to them. Our locally 
commissioned service for 23/24 was used to incentivise practices to further collaborate around key priorities in addition to a range of 
improvement metrics around CHD as this the biggest cause of mortality for the locality.  Outputs from that work are evidenced in the table 
below. 

Work is being piloted in the North of the borough aimed at establishing relationships with wider PC professionals starting with Pharmacy 
colleagues.  This work will also contribute to the deflection work described in section 0. 
 

Measurable Indicators Mar’23 Mar’24  Inc/Dec Change G1 G2 G3 G4 G5 BP 

% of people aged 60-74 adequately screened for bowel cancer (East) 67.99% 75.10% ↑ 7.11%    ✓ ✓ ✓ 

% of non-responders with evidence of a follow up recorded (East) 18.81% 92.98% ↑ 74.17%    ✓ ✓ ✓ 

% of people on the dementia diagnosis register with a ‘This is me’ resource 
(North) 

85.79% 100% ↑ 14.21%    ✓ ✓ ✓ 

% of people on the palliative care register with dementia with an advanced care 
plan in place (North) 

6.67% 100% ↑ 93.33%    ✓ ✓ ✓ 

% of people ≥65 with their frailty assessed (Prestwich) 20.92% 41.55% ↑ 20.63%    ✓ ✓ ✓ 

% of people ≥65 with mild to mod frailty referred to social prescribing (Prestwich) 5.83% 38.37% ↑ 32.54%    ✓ ✓ ✓ 

% of people on SMI register with Alcohol and Drugs misuse Qs recorded (W&U) 68.66% 91.51% ↑ 22.85%    ✓ ✓ ✓ 

% of CHD patients whose annual review included all 6 tests 34.68% 71.58% ↑ 36.90%    ✓ ✓ ✓ 

% of CHD patients immunised against Flu 75.92% 75.25% ↓ -0.67%    ✓ ✓ ✓ 

% of CHD patients immunised against COVID 69.92% 60.93% ↓ -8.99%    ✓ ✓ ✓ 



 

 

% of CHD patients with BP ≤140/90 in last 12 mths 82.69% 89.89% ↑ 7.2%    ✓ ✓ ✓ 

% of CHD patients with BP ≥140/90 taking antihypertensive medication 68.74% 89.66% ↑ 20.92%    ✓ ✓ ✓ 

% of CHD patients aged 25-84 with risk score ≥60% on LLT 73.94% 77.91% ↑ 3.97%    ✓ ✓ ✓ 

 
Risks: 

1. Only two of our PCN networks are coterminous with our neighbourhoods making integration and collaboration with wider services 
difficult.  Work needs to take place to align and support priorities were possible to neighbourhood working for the benefit of patients and 
wider system efficiencies.  

 

 
 
  



 

 

4.7. Quality and Assurance 
 

Intention and Progress: 

Priority 1 - Identify key interventions to target and reduce inequalities identified through the data and digital ambition work – as 
referenced in section 4.3 the reorganisation of workforce as a result of the disbanding of CCGs has meant that this project has had to be 
paused.  It is now intended that most data dashboards will be created and cascaded by the central team rather than create by local Business 
Intelligence (BI) colleagues.   

Primary Care Quality Visits (PCQV) - All 25 practices received a PCQV with 4 practices receiving a further follow up visit. There have been 
several improvements in various indicators this year, including online access. The PCQV’s help support practices by having an open dialogue, 
discussing concerns and continually raising performance. As an example - during the PCQVs several practices commented how difficult the 
migration from Vision to EMIS has been, including coding, this prompted a discussion between the PC Team and Data Quality who 
subsequently attended the Practice Nurse Forum giving support and guidance on coding including the use of templates to make coding of 
vaccinations easier. 

This year the PCQV process will include CQC readiness with the aim of identifying any support practices feel they need.  BI support is also 
needed to move to a more automated visual dashboard, reducing the time it takes the team to manual produce the performance data and 
enabling data to be shared more regularly on sharepoint for all practices to identify where they sit in terms of their performance in comparison 
to other practices. 

Primary Care Networks – To ensure each PCN within Bury is meeting the contractual requirements of the PCN DES, Clinical Directors 
(CDs)/PCN managers are required to complete a ‘self-dec’ spreadsheet on a quarterly basis. Each PCN is required to advise if they are meeting 
each contractual requirement. Where a PCN is meeting the requirement, evidence is sought to demonstrate how the requirement was met, 
and where a PCN is not meeting the contractual requirement they are asked to give assurance on plans and timeframes to meet the 
requirement. The PCN DES assurance process also includes IIF indicators. This process will continue. 

The Bury Locally Commissioned Service (LCS) – The Bury LCS 23/24 saw up to £2.1M additional investment available to General Practice 
for via the delivery of a range of transactional and reward-based indicators.  A full contract report was submitted to Bury PCCC for upward 
reporting to GM PCCC in May 24, a snapshot of this performance is available in section 4.6.  

The contract has undergone a comprehensive review for 24/25 to include GM Standards for CVD and diabetes in line with GM Population 
Health strategic priorities as part of the BeCCoR process.  Elements of additionality which are provided in Bury in GP practices but not in other 
GM localities were identified as saving opportunities for the system, we have yet to see if these will be adopted across GM. Phase 2 of BeCCoR 
is now due to commence. 

GM and Bury Locality Immunisations and Vaccinations Groups – The team are working with system colleagues to improve vaccination 



 

 

uptake, especially among target populations.  This cross cuts through various programmes of work e.g. the at scale solutions MMR programme 
Section 0, and Primary Care Quality Visits referenced above.  

Q & A as a whole - Updates on the action plans, along with a more in-depth contract monitoring template for 2024/25, will continue to be 
submitted to PCCC as part of the quarterly monitoring update across the year as, given the huge financial pressures in the system, we continue 
to be committed to ensuring every single one of our contracts is performing to the required standard / metrics and, if not, remedial action will 
be taken and clawbacks implemented as necessary.  

Major Conditions Board – Work is afoot with wider system partners to identify and embed improvement opportunities across a range of 
disease areas starting with CVD.   

General Practice Patient Satisfaction Survey – 2024 results have just been published. An analysis will be presented at Julys GPLC and 
PCCC with any issues or good performance raised with individual practices as part of the PCQV process.  

Measurable Indicators Mar’23 Mar’24  Inc/Dec Change G1 G2 G3 G4 G5 BP 

% of children aged 1 vaccinated – DTaPIPVHibHepB (6 in 1 Vaccine) 81.5% 89.1% ↑ 7.6%     ✓ ✓ 

% of patients on the QOF LD register ≥14, who received and LD annual 
health check and completed Action Plan along with a recording of ethnicity 

2% 85.39% ↑ 83.39%     ✓ ✓ 

% of patients on the SMI register who have received a comprehensive 
physical health check last 12m 

49% 65% ↑ 16%     ✓ ✓ 

100% of our practices rated as Good or Outstanding by CQC 96% 92% ↓ 4%     ✓ ✓ 

 
Risks: 

1. Assurance and quality improvement work relies heavily on good, quality, timely data.  The organisational restructure has left us exposed 
in this area and whilst the envisaged GM data dashboards will be a welcome improvement the timeliness of access to these is not yet 
known and therefore is of concern.  

2. The implementation of GM wide standards reduces our ability to invest in schemes which address locally determined health inequalities. 

  



 

 

4.8. System Leadership 
 

Intention and Progress: 

General Practice Leadership Committee (GPLC) – The GPLC is the General Practice provider board for the locality and is the body through 
which practices in the borough are represented via their membership of Primary Care Networks, Bury GP Federation and the Local Medical 
Committee (LMC).  Both terms of reference and a manifesto describing its remit are in place. The committee receives papers from all parts of 
the ICP and comments, contributes, and influences where necessary. All part A papers for PCCC also go via this committee and therefore 
members are fully sighted on the position of general practice. 

The committee has a key role in creating and submitting expressions of interest for investable propositions and has several successful projects 
as a result e.g. Surge/Resilience Hubs, Respiratory Hubs, MMR clinics, Dementia funding etc. The chair of this committee also has a seat on 
the GM Provider Board ensuring connectivity with GM back to GPLC and practices.  

For 24/25 a development plan for the board is in progress and includes an expectation that the committee will expand its remit to include all 
four PC professions starting with Pharmacy on a quarterly basis. 

The committee is also supporting the September 24 member engagement event with a view to this being dedicated to a sharing of best practice 
with a view to maximising investment into general practice.  

Primary Care Commissioning Committee (PCCC) – All localities hold bimonthly place based PCCCs. PCCC is established by the Integrated 
Care Board (the Board or ICB) as a Committee of the Board in accordance with its Constitution and is an executive sub committed of the NHS 
GM PCCC.  As such formal reporting takes place into GM PCCC on a regular basis.  GM are in the process of agreeing a mechanism by which 
suitable locality updates for other specialities can be disseminated as part of the PCCC agenda 

Bury Sit Rep and OPEL – We have been working with practices to identify relevant reporting/response metrics as part of the OPEL framework 
in place and practices now contribute to this twice a week.  

Measurable Indicators Mar’23 Mar’24  Inc/Dec Change G1 G2 G3 G4 G5 BP 

Increase regular sit rep reporting to aid system OPEL process  N/A 27% N/A 27%    ✓  ✓ 
 

Risks: 

1. Capacity of clinical leaders is an remains a big risk.  Work is taking place to understand if this can be done more effectively.  

 
 



 

 

4.9. Workforce Recruitment Development and Retention 
 

Intention and Progress: 

Priority 1 - Workforce Strategy – a project initiation document was produced and approved by GPLC / PCCC. Following this, the Primary 
Care team have worked with the IDC to plan a workforce event with all key stakeholders. To support practices with their workforce challenges, 
various avenues have been explored, one being the pre-employment programme, which was offered by HMR Primary Care Academy. The 
programme trained individuals in an administrative capacity, geared towards primary care and asked general practice who had nonclinical 
vacancies to offer a (free) 2-week work placement to the individuals, with the intention of offering them an interview at the end of the placement. 
From the Bury cohort, 5 individuals have been offered roles, 1 of which is in a Bury practice. 

The event planned for 19th June was unfortunately cancelled at short notice due to emergency repairs at the Town Hall.  This will be rearranged 
and will be focused on developing outcomes and deliverables to be agreed collaboratively. Exploration of workforce opportunities to continue, 
linking in with Bury college re student placements and HMR Primary Care Academy re a new recruitment programme for entry level non-clinical 
roles, all supporting and encouraging ‘grow your own’. 

Priority 2 - Health & Care Instilling Values & Education (HIVE) – The HIVE is a joint venture with the GP Federation & Bury Primary Care 
team aimed at managing the education portfolio across General Practice. The team hold fortnightly clinical masterclasses, well attended by 
both nurses and GP’s, in addition to monthly nurse forums and management of the nurse CPD budget ensuring nursing staff have access to 
a range of CPD training hosted by the GM Training Hub.  

We are in the process of recruiting to a Nurse training pod role in the coming weeks to support our nursing staff and Health Care Assistant’s 
wanting to progress to Nurse associates/Nurse roles. Training programme will continue as planned. 

Priority 3 - Implementation of the Workforce Strategy – requires the workforce strategy to be finalised before implementation can begin. 

National Workforce Reporting Service (NWRS) – NWRS is used by general practice and primary care networks in England to report data 
on their workforce, this information shapes how investment, training, and resource is directed across the primary care workforce ensuring the 
right support goes to the right place at the right time. So, it is critical that the information submitted about staff is accurate and complete. 
Practices are now routinely reminded of the importance and contractual requirement to complete NWRS on a monthly basis in order to increase 
accuracy of our workforce reporting.  

Additional Roles Reimbursement Scheme (ARRS) – All PCNs across Bury have worked to recruit and maximise the investment available 
additional roles allowed as part of the PCN DES ARRS programme of work to maximising investment.  This has been successful with the 
exception of one PCN who for a variety of reasons has not been able to achieve full spend.  

Investment in ARRS will continue across 2024/25 with a push to spend Bury’s total ARRS budget in year given the extent of the underspent 



 

 

seen in 23/24. ICB Finance and the Primary Care Team continue to hold monthly meetings with the provider to ensure plans are in place to 
recruit to the roles however, at this time, the projected ARRS forecast plans for Bury PCN remain outstanding making this more difficult to 
achieve as the year progresses. 

Learning Time Initiatives – The Bury LCS continues to incentivise Practices to undertake monthly LTIs and the GP Federation is working to 
review the model in line with GM recommendations including the potential to hold a quarterly face to face LTI for all practices to attend 

Measurable Indicators Mar’23 Mar’24  Inc/Dec Change G1 G2 G3 G4 G5 BP 

% of practices that accessed NWRS in the month 24% 40% ↑ 16% ✓ ✓ ✓ ✓ ✓ ✓ 

Increase the number of WTE staff per 100,000 patients  175 203.31 ↑ 28 ✓ ✓ ✓ ✓ ✓ ✓ 

Increase the number of ARRS staff working across general practice (WTE) 135.01 103.81 ↓ 31.20 ✓ ✓ ✓ ✓ ✓ ✓ 

• Horizon PCN 40.29  47.62 ↑ 7.33 ✓ ✓ ✓ ✓ ✓ ✓ 

• Prestwich PCN 25.57 16.60 ↓ 8.97 ✓ ✓ ✓ ✓ ✓ ✓ 

• Whitefield PCN 19.87 15.22 ↓ 4.65 ✓ ✓ ✓ ✓ ✓ ✓ 

• Bury PCN 49.26 24.37 ↓ 24.89 ✓ ✓ ✓ ✓ ✓ ✓ 

Unified Learning environment % increase 0% 16% ↑ 16% ✓ ✓ ✓ ✓ ✓ ✓ 

No. of staff booked on CPD courses 88% 63% ↓ 25% ✓ ✓ ✓ ✓ ✓ ✓ 
 

Risks: 

1. Recruitment in general – Due to the imposed contractual position practices are facing there is limited funding to employ people outside of 
the ARRS criteria and whilst ARRS monies provide a welcomed addition it does not address some of the risks we are facing in terms of an 
aging GP and Nursing workforce that is likely to retire in the next 5-10 years.    

2. Full utilisation of ARRS monies – 24/25 ARRS Plan for Bury PCN outstanding.  This was due into the locality by January 2024 in order to 
review and submit to GM by June 28 2024, this deadline has subsequently been missed and the locality is facing additional scrutiny as a 
result.  This has been escalated to the Exec Team for discussion with the Clinical Director. 

 
  



 

 

5. Summary of Blueprint Gaps 
 
A full cross check to the Primary Care Blueprint has been undertaken with a red, amber, green status applied to each associated action.  Several 
actions require further clarification as to the level at which they will be driven e.g. centrally or locally.  It is envisaged that this information will be 
disseminated over the course of the year and discussions are ongoing via the Delegated Management Oversight Group DMOG.  The main gaps 
currently identified are around: 
 

3.1 Provide a targeted business support offer to Primary Care partnerships (VCSE, GP, Optometry, dentistry and Pharmacy) to enable 
integrated neighbourhood working and implementation of the VCSE Accord and commissioning framework) in line with the ICP strategy 
Strengthen Communities mission. 
 
3.2 Co-design a Population Health Management (PHM) approach to Primary Care that enables primary care providers and partnerships 
(including VCFSE) to understand needs and assets of different communities of interest, identity and geography and the impact on 
access, experience and outcomes of care. 

 
3.3 Establish funding and governance processes that enable a Population Health Management approach, redistribution of primary care 
resources according to need at neighbourhood, Locality and GM, and shared accountability for Health Inequalities. (Enabler to 3.2) 
 
5.3 To achieve a Net Zero NHS GM Integrated Care Carbon Footprint by 2038 – this target is the science-based approach outlined in 
the GMCA 5-Year Environment Plan. We will seek assurance that providers are delivering against their own plans, whilst focusing on 
priorities that we can deliver most effectively by working together. To achieve a net zero NHS GM Integrated Care Carbon Footprint 
Plus by 2045 – this is a national NHS target to eliminate the carbon impact of the goods and services we buy. We will work closely with 
national and regional partners to achieve this. 

 
6.1 Following a pan-GM baselining exercise on hardware, infrastructure and software in Primary Care, construct a comprehensive 
picture of the full digital ecosystem in primary care. This will identify areas where investment is needed to support digital transformation  
 
6.2 Work in collaboration with local authorities and clinical providers to tackle digital exclusion, collating and building on existing work 
done across localities and PCNs . Each locality to build on existing delivery of projects in collaboration with local authority and VCFSE 
colleagues to improve digital inclusion. 
 

This document can be read in full as Appendix 1 



 

 

6. Main Risks and Mitigations 
 

1. Outputs of the BeCCoR group established that investment into General Practice varies significantly by locality, as does the ask. This is 
unsurprising given that Bury PCT and CCG was by some distance the furthest distance from its funding target than anywhere else in GM 
with the consequent impact on discretionary spend.  Phase 1 of the review saw £4ph of local investment redistributed to support GM 
Standards.  Phase 2 of this programme will begin shortly and may drawer further upon local resources that have been previously been 
used to incentivise general practice improvements. We continue to be part of the working groups in order to establish workable solutions.  
 

2. The MOT organisational review has identified a recurrent required investment level greater than that which has previously been allocated 
to this workstream, putting additional pressure on the discretionary budget and reducing the value available for local discretional use. 
Meetings are ongoing to work through a final agreed value. 

 
3. Following another year of imposed GP contracts, the BMA have agreed to hold a ballot which will open on the 17th June 2024 and close 

on the 29th July and will be open to GP contractors/partners.  If there is a majority vote, then doctors will be able to act immediately; the 
BMA will not direct GPs to breach their contracts in this initial phase, therefore collective action may include: 

 

• limiting the number of patient appointments per GP per day to the recognised safe working maximum level of 25 – something the BMA 
has been highlighting since 2016. 

• GPs stopping or reducing work that they are not formally contracted to do, but, because of pressures elsewhere in the NHS, has been 
passed onto them, without any additional resource. This is on top of not having enough funding to conduct their own essential care 
services.  This could include the completion of fit notes, prescriptions or investigations which should have taken place in the hospital 
setting or asking Trusts to communicate with patients about re-booking hospital appointments. 

We are currently working with colleagues both centrally and locally to consider any contingency plans. 

4. The impact of the ICB organisational review has created significant gaps in capacity and knowledge namely in Business Intelligence, 
Information Technology and Communications and Engagement all of which are essential enablers for managing performance and demand 
within general practice and are pivotal to the delivery of our General Practice Strategy and GM PC Blueprint. 
 

  



 

 

7. Conclusion & Priorities for 2024 – 2025 
 

Despite the pressures that General Practice are under, a significant body of work has been undertaken in 2023-24 and should be recognised.   
 
Threats of further industrial action, including among general practitioners, long waiting lists and ongoing wider sector pressures, such as in social 
care, means 2024/25 is likely to be another tough year for all local services, their finances and ability to meet new stretching targets.  It is 
therefore imperative that we: 

• Support practices to maximise their potential income from additional contracts such as the PCN DES, QoF and LCS. 

• Support practices to make full use of digital telephony capabilities. 

• Increase the number of patients accessing the functionalities of the NHS App (records, appointments, repeat prescriptions etc) 

• Reduce demands on general practice by removing them from the pathway where appropriate e.g.: 
o direct referral pathways from community optometrists to ophthalmology services for all urgent and elective eye consultations 
o self-referral routes to falls response services, musculoskeletal services, audiology-including hearing aid provision, weight 

management services, community podiatry, and wheelchair and community equipment services. 

• Create and deliver against a robust workforce strategy that addresses our imminent workforce crisis. 

• Maximise recruitment against the ARRS. 

 
Similarly, to when setting the priorities for 2023/24 we will engage and collaborate with practices to confirm the priorities for 2024/25. 
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Executive Summary 

The following paper has been written to provide the Committee with an overview of 
performance against Primary Care Contracts across Bury at the end of quarter 1 (Q1) 
2024/2025.  Quarterly reports are produced to ensure that any areas of underperformance 
are addressed early in the year and support can be provided to Practices and/or Primary 
Care Networks where needed or requested, ensuring that year end targets are met across 
the locality.  It is important to note that due to the timing of the paper against the availability 
of the various data sets required to monitor the contracts, some information is not yet 
available.  This will be provided in the Quarter 2 report. 
 

Recommendations 

The Primary Care Commissioning Committee are asked to: 

• Note the contents of this report 

• Note the risks and mitigating actions  

 

Links to Strategic Objectives  

SO1 - To support the Borough through a robust emergency response to the 
Covid-19 pandemic.   ☐ 

SO2 - To deliver our role in the Bury 2030 local industrial strategy priorities and 
recovery. ☐ 

SO3  - To deliver improved outcomes through a programme of transformation 
to establish the capabilities required to deliver the 2030 vision. 

☐ 

SO4 - To secure financial sustainability through the delivery of the agreed 
budget strategy. ☐ 

Does this report seek to address any of the risks included on the NHS GM Assurance 
Framework? 
 

☐ 

 



 

 

Implications 

Are there any quality, safeguarding or 
patient experience implications? 

Yes  ☐ No ☐ N/A ☐ 

Has any engagement (clinical, stakeholder 
or public/patient) been undertaken in 
relation to this report? 

Yes ☐ No ☐ N/A ☐ 

Have any departments/organisations who 
will be affected been consulted ? 

Yes ☐ No ☐ N/A ☐ 

Are there any conflicts of interest arising 
from the proposal or decision being 
requested? 

Yes ☐ No ☐ N/A ☐ 

Are there any financial Implications? Yes ☐ No ☐ N/A ☐ 

Is an Equality, Privacy or Quality Impact 
Assessment required? 

Yes ☐ No ☐ N/A ☐ 

If yes, has an Equality, Privacy or Quality 
Impact Assessment been completed? 

Yes ☐ No ☐ N/A ☐ 

If yes, please give details below: 

 

If no, please detail below the reason for not completing an Equality, Privacy or Quality 
Impact Assessment: 

 

Are there any associated risks including 
Conflicts of Interest? 

Yes ☐ No ☐ N/A ☐ 

Are the risks on the NHS GM risk register? Yes ☐ No ☐ N/A ☐ 
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General Practice Contracts Update Quarter 1 2024/2025 
 

1. Introduction 
 
1.1 The following paper has been written to provide the committee with an overview of 

performance against Primary Care Contracts and contracting requirements across Bury 
at the end of Quarter 1 2024/2025.   
 

1.2 Quarterly reports are produced to ensure that any areas of underperformance are 
addressed early in the year and support can be provided to Practices and/or Primary 
Care Networks where needed or requested ensuring that year end targets are met 
across the locality. 

 
1.3 It is important to note that due to the timing of the paper against the availability of the 

various data sets required to monitor the contracts; some information is not yet 

available.  This will be provided in the Quarter 2 report. 

 
 

2. Background 
 
2.1 There are a range of contracts and contractual requirements which require the oversight 

of the locality Primary Care Team, this paper will talk in detail about performance 
against the following: 

• Bury Locally Commissioned Service (LCS)  

• Quality Assured Spirometry (QAS)  

• Paediatric Phlebotomy  

• Minor Surgery Enhanced Service (MS ES)  

• Special Allocation Scheme (SAS)  

• Primary Care Network Direct Enhanced Service (PCN DES) including:  
o Overall Assurance 
o Impact and Investment Fund Indicators (IIF)  
o Enhanced Access (EA)  

• Weight Management Enhanced Service (WM ES)  

• Friends and Family Test (FFT) 

• Primary Care Complaints KO41b 
 
 
3. Bury Locally Commissioned Service (LCS) 

 
3.1 The Bury LCS is commissioned via the GP Federation and consists of a suite of 

additional requirements to be delivered by general practice, over and above work which 
is commissioned via other contractual mechanisms. The overall aim of this service 
specification is to provide clinically safe and effective services that will improve the 
outcomes for patients in Bury. The Bury LCS is valued at £2.4M per annum serving the 



 

 

registered population of Bury (approximately 209,682 patients), across 25 Practices 
working from 29 sites situated across 5 neighbourhoods. 
 

3.2 Performance data for the LCS consists of information that is extracted from Practice 
systems and data which is provided from Practices and Neighbourhood Leads via a 
self-declaration.  As at Q1, we have received self-declarations from 14 practices.  The 
remaining practices are being chased by the GP Federation who will also validated and 
any resolve any issues with those submissions.  Any issues arising will be address via 
the GP Federation contract meetings.  

 
3.3 Work continues with Data Quality and the Business Information teams to produce a 

dashboard of data which will clearly show performance against the 2024/25 contract. 
Due to issues with capacity in the DQ and BI teams, we are not yet in a position to 
publish Q1 data however, in lieu of this, the GP Federation have produced and shared 
practice specific figures for target based indicators.  

 
3.4 Any performance issues regarding this contract are discussed at the monthly GP 

Federation Contract Meetings to resolve/provide practice support at the earliest 

opportunity and a full report will be provided as available in the Q2 update. 

  
 
4 Quality Assured Spirometry 

  
4.1 The QAS service was commissioned from the GP Federation to provide QAS to any patient 

aged 18 years and over who is registered with a Bury practice. The service commenced 
across the Bury locality on 9 January 2023 at a value of £131K per annum. Table 1 below 
highlights service activity since inception to the end of Q1 2024/25:  

  
Table 1: QAS Activity Jan 23 – June 24  

Quality Assured Spirometry Data  

  
Contracted No 
of Apps  Offered  Seen  DNA  Utilisation  

2022/23  

Jan-23  208  26  15  3  46.15%  

Feb-23  208  34  27  3  70.59%  

Mar-23  208  29  22  7  51.72%  
2023/24  

Apr-23  208  24  16  6  41.67%  

May-23  208  23  11  7  17.39%  

Jun-23  208  86  67  14  61.63%  

Jul-23  208  82  66  15  62.20%  

Aug-23  208  122  87  32  45.08%  

Sep-23  208  127  84  34  39.37%  

Oct-23  208  64  46  14  50.00%  

Nov-23  208  132  107  22  64.39%  



 

 

Dec-23  208  100  71  26  45.00%  

Jan-24  208  222  124  36  39.64%  

Feb-24  208  139  95  22  52.52%  

Mar-24  208  159  106  32  46.54%  
2024/25 (Zero Value Contract)  

Apr-24  N/A  255  219  39  70.59%  

May-24  N/A  377  324  68  67.90%  

Jun-24  N/A  344  240  59  52.62%  

Total  3120  2345  1727  439  54.93%  

  
4.2 As, by the end of March 2024, the service had not met the requirements of the contract which 

was to offer 48 appointments per week of 30 minutes in duration, we worked with the provider 
to modify the contract to ensure a zero value contract was in place from 1 April 2024 to deliver 
the outstanding appointments which have previously been commissioned.   

  
4.3 The current zero value contract will run until the final 775 appointments have been 

delivered.  The average number of appointments offered across April to June 2024 was 325, 
and, on this basis, it is anticipated that the current contract will run until 31 August 2024 at 
which point, Bury will not have a QAS service. A business case has been submitted to PCCC 
to continue the service for the remainder of 24/25, the STAR form has been approved by GM 
to fund the service for 2024/25 and the PSR form is in train with GM Procurement.    

 

5 Paediatric Phlebotomy 
 

5.1 Rock Healthcare have held the Paediatric Phlebotomy contract for Bury since 2009, the service 
was recommissioned for 2024/25 on the same block contract of £24, 394 based on estimated 
activity of 1350 referrals per annum. The service accepts referrals from all practices across the 
locality for registered patients up to the age 2 years to 18 years of age requiring routine blood 
tests within a 2-week window from the date of referral.  Pennine Care Foundation Trust 
(CAMHS) now have the ability to refer patients directly to Rock Healthcare for Paediatric Bloods 
rather than having to refer the patients back to their GP for onward referral to the service.  This 
is a positive outcome of the work to reduce the unnecessary burden on general practice by 
allowing direct referrals into providers. 

 
5.2 The service received 309 referrals in Q1 which gives an extrapolated year end trajectory 

of 1,236 which is within commissioned activity levels.   
 

5.3       Regular system discussions are now taking place to review the service to establish  
      alternate commissioning arrangements for 2025/26 as there is no clinical reason for   
      this level of activity.  Taking bloods from children is traumatic and unnecessary in most  
cases. The view is to align paediatric phlebotomy services across primary care,       
secondary care and community care and those conversations are shaping the design  of 
that service for 2025/26.   

 
6 Minor Surgery ES 

 
6.1 The Minor Surgery ES is a cost per case contract, comprising of procedures including 

injections (muscles and joints), incisions and excisions.  Table 2 below shows a 
breakdown of minor surgery activity/cost for Q1 (to date) 



 

 

 
Table 2 
 

Locality  Aspirations Excisions  Incisions  Injections  
Total Cost Q1 

2024/2025 

Bury Tariff   £42.18  £84.36  £84.36  £42.18  

£52,655.04 No of Procedures  3  368  3 506 

Cost  £126.54 £31,001.76 £253.08 £21,273.66 

 

6.2 The annual budget for minor surgery is £219,000, therefore the monthly budget is 
£18,250, meaning year to date we will be underspending based on current activity.  
 

6.3 There are currently 4 practices who have not signed up to provide minor surgery for 
24/25 and have confirmed their process is to refer to secondary care. 1 of the practices 
plans to deliver this service from Q2. 
 
 

7 Special Allocation Scheme (SAS) 
 

7.1 The SAS is delivered by one provider on behalf of the borough with the scheme 
providing general practice services to patients who have been removed from a practice 
list due to inappropriate aggressive behaviour, ensuring they can continue to access 
healthcare services.  The cost of this service is £8K per year paid monthly at a rate of 
£666.67 with an £80 cost per patient facing contact and £60 cost per telephone 
consultation. 
 

7.2 The overall cost for this service for Q1 is £33,760.01. Table 3 highlights the overall 
activity and financial value of activity for the contract at the end of Q1. 

  
Table 3 
 

  Monthly retention Number of contacts Total costs 

April £666.67 107 £9,226.67 

May £666.67 175 £14,666.67 

June £666.67 115 £9,866.67 

Totals for Quarter 1 £2,000.01 397 £33,760.01 

 
7.3 The budget for the service is £107,760 and based on current activity, there is a risk the 

service would go over budget. Table 4 shows a comparison of estimated year end 
spend vs budget. 

 
Table 4 

Estimated Year End 
Spend 

Budget Estimated Over Spend 

£135,040 £107,760 £27,280 

 
7.4 The service level agreement states the scheme should have a maximum of 20 patients 

and there are currently 41 on the scheme at the end of Q1. Having a maximum guideline 



 

 

may not be particularly accommodating as according to the NHS England Specification, 
a rigid maximum and minimum numbers are unlikely to be helpful. We are continuing 
to work with the provider to understand both the complexities of the patients on the 
scheme but to also rehabilitate patients back into mainstream general practice who do 
not require SAS input, aiming to reduce the number of patients on the scheme to more 
manageable numbers.  

 
7.5 We are also looking at what work we can do with practices to try and reduce the number 

of referrals going forward and are trying to identify if there is a training need. 
  

7.6 In Q1 there have been 5 patients safely discharged from the scheme. There are a small 
number of patients on the scheme who have not had any contact for over 12 months, 
despite the provider trying to make contact to review the patient’s requirements / 
suitability for the scheme. Guidance is being sought from GM to establish if there is a 
process for these situations.  

 
 

8 Primary Care Networks DES (PCN DES) 
 

8.1 To ensure each PCN within Bury is meeting the requirements of the PCN DES, each 
quarter, the Clinical Directors (CDs) are required to complete a spreadsheet and RAG 
rate their PCN against each of the requirements giving evidence as to the reason for 
their rating.  
 

8.2 The data for Q1 was unavailable at the time of the report, however the quarterly 
assurance process will still take place once data is available, and any pertinent issues 
will be highlighted in the Q2 report. 

 
 
9 Investment and Impact Fund 
 
9.1 The IIF is a financial incentive scheme within the PCN DES where each PCN can earn 

a maximum of 262 points valued at £198 per point (adjusted for list size and 
prevalence). IIF focuses on rewarding high quality care in areas where PCNs can 
contribute significantly towards the ‘triple aim’:  
 

9.2 Performance data for the IIF indicators at the end of Q1 has not been published at the 
time of writing this report. 

 
9.3 There are only two IIF indicators for 2024/25 ‘Percentage of patients on the QOF 

Learning Disability register aged 14 or over, who received an annual Learning Disability 
Health Check and have a completed Health Action Plan in addition to a recording of 
ethnicity’ and ‘Percentage of lower gastro urgent suspected cancer referrals 
accompanied by a FIT result, with result recorded in 21days leading up to referral’. 

      
 
 
 



 

 

10 Enhanced Access 
 
10.1 The PCN DES continues the requirement for PCNs to offer Enhanced Access, providing 

bookable appointments outside core hours period of 6.30pm-8pm weekday evenings 
and 9am-5pm on Saturdays. Utilising a multi-disciplinary team, PCNs are contracted to 
provide a minimum of 60 minutes per 1000 PCN adjusted population per week and has 
a value of £7.578 per head of population.  

 
10.2 To meet this requirement, HPW were required to offer 158.01 hours per week against 

a PCN Adjusted List Size as at 1 Jan 2024 158,021 (totalling 684.71 hours per month).  

However, a miscalculation against contract provision was provided to the GP 

Federation at the start of this period which did not include the population of Whitefield 

as outlined below in Table 4: 

 
Table 4: HPW EA Mis-Calculation: 

 

PCN 
adjusted 

population 
1 Jan 24 

PCNs are required 
to provide a 

minimum of 60 
minutes per 1000 

PCN adjusted 
population per 

week 

Contracted 
Hourly offer 
per month 

HORIZON PCN 89,569 89.56 388.09 

PRESTWICH PCN 38,922 38.92 168.66 

WHITEFIELD DISTRICT & COMMUNITY PCN 29,530 29.53 127.96 

Incorrect HPW Total 158,021 128.49 556.755 

Correct HPW Total 158, 021 158.01 684.71 

 
10.3 The GP Federation highlighted this error to us but had worked to the original figure in 

April 2024.  The GP Federation advised that they had amended provision from May 
2024 and had worked to rectify any under-provision to contract. Despite this, 
performance at the end of Q1 is below the contract threshold by 163.31 hours. This has 
been raised with the provider for resolution across the remainder of the year as outlined 
in Table 5 below: 
 
Table 5: HPW Q1 EA Performance Against Contract 

2024/25 

 

Month 

Total No of 
Contracted 
Hours Per 

month 

Total 
No of 
Hours 

Offered 
for 

Month 

Total 
Contracted 
Hours Met 

Total 
No of 
Apps 

Offered 

Total 
No of 
Apps 

Utilised 

Total 
No of 
Hours 

Utilised 

DNAs 
% 

Utilisation  

Adjusted Apr 684.710 629 91.86% 2451 2101 539 241 75.89% 

Adjusted May 684.710 622 90.84% 2443 2318 590 290 83.01% 

Adjusted Jun 684.710 640 93.47% 2485 2293 590 317 79.52% 

 
10.4 Bury PCN were required to offer 56.8 hours per week against a per week against a 

PCN Adjusted List Size as at 1 Jan 2024 of 56, 809.   Bury PCN have not achieved 
their contractual obligations at the end of Q1 as they did not adjust their contractual 
offer to meet the updated list size requirements.   
 



 

 

10.5 In addition to this, we have not had any data for May or June 24 therefore we are unable 
to provide assurance that the contractual requirements for Q1 have been met. The 
information submitted for April is outlined in Table 6 below: 

 
Table 6: Bury PCN Q1 EA Performance Against Contract 

 
2024/25 

 

Month 

Total No of 
Contracted 
Hours Per 

month 

Total 
No of 
Hours 

Offered 
for 

Month 

Total 
Contracted 
Hours Met 

Total 
No of 
Apps 

Offered 

Total 
No of 
Apps 

Utilised 

Total 
No of 
Hours 

Utilised 

DNAs 
% 

Utilisation  

Adjusted Apr 246.13 230 93.45% 918 516 129 27 53.27% 

Adjusted May 246.13  0.00%     #DIV/0! 

Adjusted Jun 246.13  0.00%     #DIV/0! 

 
 

10.6 PCCC is reminded that Bury PCN also under offered against contract at year end 23/24 
and we are now awaiting the outcome of the GM decision to recoup monies 
consummate with that under-offer totalling £26K. The provider is aware of both issues 
which have also been escalated to the Exec Team at the ICB.  
 

10.6  Appointment utilisation remains an issue and work is ongoing with Providers to address 
this as, whilst not a contractual requirement, access is paramount therefore this offer 
cannot continue to go unused. 
 

11 Additional Roles Reimbursement Scheme (ARRS) 
  

11.1 The PCN DES continues the requirement for PCNs to deliver against the Additional 
Roles Reimbursement Scheme (ARRS) and plans to deliver against the ARRS budget 
for 24/25 have been received for Horizon, Prestwich and Whitefield PCNs. The plan for 
Bury PCN remains outstanding as at the end of Q1. 
 

11.2 There have been significant issues relating to payments and claims for Bury PCN since 
the schemes inception which continues into 24/25 with the ICB Finance Team working 
closely with all PCNs to ensure the requisite evidence is submitted.  
 

11.2 ICB Finance will be providing a separate paper to the Committee to detail any remaining  
issues and risks associated with this contract however, PCCC are asked to continue to 
include those risks on the Primary Care Risk Log for formal escalation and review by 
the committee. 

 

12 Weight Management Enhanced Service  
 

12.1    The weight management service continued to be commissioned from General  
Practice from 1 April 2024 to March 2025 with all practices in Bury participating. The 
aims of the service are to: 

 

• support practices to develop and implement a proactive approach to the identification 
of patients living with obesity; to work with wider system partners on developing 



 

 

pathways which incorporate multi-modal access options including online, telephone 
and face to face and to empower patients to actively provide and update their 
practice with this information online 

• to support practices to engage with individual patients living with obesity and, 
following a conversation with the patient, to refer patients who are ready to make 
behavioural changes to appropriate weight management programmes. 

 
12.2 The value of the contract for the financial year, year to date allocation and activity 

data was not available at the time of writing the report and will be provided at a future 
meeting. When available, the only data captured for this service is the year to date 
allocation and activity data which has highlighted a gap in useful data and missed 
opportunities to evidence the impact / outcomes of the referrals. This has been raised 
with the Public Health Team. 

 
12.3    Work is underway with the GM team re a validation process to ensure all claims and 

referrals are ratified and any performance issues addressed with the practices. 
Further updates will be provided in the Q4 report. 

 
13 Friends and Family Test (FFT) 

 
13.1 The Friends and Family Test (FFT) is a feedback tool that supports the fundamental 

principle that people who use NHS services should have the opportunity to provide 
feedback on their experience that can be used to improve services. It is a continuous 
feedback loop between patients and providers.  It is a contractual requirement that all 
GP practices implement the NHS Friends and Family Test.  
 

13.2 In terms of Bury locality performance, 96% of practices submitted FFT results in April 
2024. A total of 2,223 responses were received with 87% of patients submitting a 
positive response. Overall, for GM, there were 61,466 responses received with 92% of 
patients submitting a positive response. Table 8 shows the number of practices 
submitting and the number of responses received from January 2024 to April 2024.  
  

Table 8 

  Jan 24  Feb 24  Mar 24  April 24  

Total Number of Practices Submitted  24 21 25 24 

Total Number of Responses Submitted  2244 1844 2342 2223 

Average number of responses per 
submitted practice  93.5 87 93.68 92.62 

 
13.3 Missing submissions and abnormalities will be flagged in the data when it is published. 

NHS Greater Manchester will contact practices where there are issues with data 
submission or to enquire if any assistance is required. NHS Greater Manchester will be 
issuing reminder notices to GP Practices that do not comply with the FFT requirements, 
Practices who fail to submit for 3 consecutive months are in breach of contract and 
sanctions may be applied. No practice has failed to submit for 3 consecutive months 
for January – April 2024. 

 
 



 

 

14 Primary Care Complaints Collection (KO41b) 
 
14.1    KO41b is a mandatory data collection that captures data and information regarding   

      written complaints received by GP and Dental Practices. The data for GP practices will  
      be collected via the NHS Digital Strategic Data Collection Service (SDCS).  
 

14.2 It is a statutory requirement to declare complaints information as detailed in the 2009                        
complaints regulations. The data submission window was open to providers from 20 
May to 12 July 2024. 

 
14.3 The Primary Care Team reminded practices and chased the 6 who had not submitted 

prior to the submission deadline. We have not yet been advised from the GM team if 
any Bury practices have been issued a breach for failing to submit their data by the 
deadline.  

 
 

15 Associated Risks  
 

15.1 The main risk for all contracts discussed in this paper relates to the unavailability of real 
time, accurate data.  This limits our ability to manage issues early in the year which  
then may impact on overall contract performance leading to a financial impact on the  

      ICB adding strain to an already tight budgetary position.  To mitigate this, we are   
      working to obtain information from all available data sources and will be speaking with  
      providers regarding their performance as that data becomes available to ensure any  
      issues are addressed at the first available opportunity. 

 
15.2 The most significant impact of the lack of data locally is with regards to the Bury LCS.  

Historical issues with data have led to the previous CCG paying providers for contract 
delivery where underperformance was not identified early enough in the contract year 
for the providers to improve.  Subsequent appeals on these grounds were upheld and 
the providers received full contractual reward payments.  This also has a negative 
impact on patient care as patients are not receiving the intended benefits of the LCS.  
This continues to be a risk. 
 

15.3 We are unable to always gain assurance through the self-dec process of the PCN DES 
due to not receiving the completed spreadsheet giving evidence for each indicator in 
the contract. 

 
15.4 Under-utilisation of the appointments contractually available within enhanced access   

    poses a risk with as does the lack of data provided by Bury PCN to assure this service.   
    In addition, the under-offer against contract by the GP Federation on behalf of HPW  
    PCNs is a risk at the end of Q1 however, this deficit can be made up across the  
    remaining months of the year and we do anticipate that this issue will be fully resolved. 
 

15.5 Activity within the SAS continues to grow beyond that originally intended for the service 
provider and will be a likely budget pressure for 24/25.  Discussions are needed at a 
GM level to review and standardise this contract. 
 

http://www.legislation.gov.uk/uksi/2009/309/contents/made
http://www.legislation.gov.uk/uksi/2009/309/contents/made


 

 

15.6 An uplift in minor surgery rates alongside potential increase in activity now the service 
is fully up and running post Covid and the monitoring of activity is particularly 
important to ensure budget is not exceeded. The uplift in rates is not deemed as 
enough by some practices, therefore there is a greater chance of some practices not 
signing up to deliver the service for 2024/2025, which in turn will increase pressure 
and demand on secondary care pathways, which are provided at a higher cost than 
primary care. There are currently 4 practices that have opted not to deliver the service 
this year and their patients will be referred to secondary care. 

 
15.7 Future commissioning of the QAS service is a risk as the current service is due to end 

in August 2024 leaving the locality without provision.  To mitigate this, a business case 
has been submitted to PCCC to seek funding for continuation of this service across the 
remainder of 24/25 whilst we work towards an alternate commissioning arrangement 
for 25/26. 
 

16 Actions Required 
 

16.1 The Primary Care Commissioning Committee are asked to: 

• Note the contents of this report 

• Note the risks and mitigating actions  
 
 
Rachele Schofield  
Primary Care Lead 
Racheleschofield@nhs.net  
July 2024 
  
Katie Heselwood  
Primary Care Manager  
Katie.heselwood@nhs.net  
July 2024 
  
Lisa Lucas 
Primary Care Project Manager 
Lisa.lucas2@nhs.net 
July 2024 
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Executive Summary 

The Current Quality Assured Spirometry (QAS) contract will come to an end as of 31 August 2024.  
QAS and Fractional Exhaled Nitric Oxide (FeNO) are listed as deliverables for General Practice in  
the GM Primary Care Blueprint published in October 2023 to “improve the diagnosis of COPD and  
asthma at neighbourhood level” therefore the following paper has been written to outline the options  
for continued QAS provision in Bury. 
 

Recommendations 

The Committee is asked to: 

• Note the contents of this paper 

• Note the risks  

• Note that the STAR form for QAS has been approved and the PSR form is with GM 
procurement for sign off 

• To align to the following recommendations as set by the Primary Care Blueprint 
Implementation Group by supporting Option 1: 
o Localities should continue to support spirometry and FeNO provision in Primary Care 

throughout 2024/25  
o Continue to contribute to discussions exploring options for a GM commissioned 

model to be live from April 2025 
 

 

Links to Strategic Objectives  

SO1 - To support the Borough through a robust emergency response to the Covid-19 
pandemic.   
 

☐ 

SO2 - To deliver our role in the Bury 2030 local industrial strategy priorities and 
recovery. 
 

☐ 

SO3  - To deliver improved outcomes through a programme of transformation to 
establish the capabilities required to deliver the 2030 vision.            
 

☐ 

SO4 - To secure financial sustainability through the delivery of the agreed budget 
strategy. 
 

☒ 

Does this report seek to address any of the risks included on the NHS GM Assurance 
Framework? 
 

☐ 

 

Implications 

Are there any quality, safeguarding or patient 
experience implications? 

Yes  ☐ No ☐ N/A ☒ 



 

Implications 

Has any engagement (clinical, stakeholder or 
public/patient) been undertaken in relation to 
this report? 

Yes ☐ No ☐ N/A ☒ 

Have any departments/organisations who will 
be affected been consulted ? 

Yes ☐ No ☐ N/A ☒ 

Are there any conflicts of interest arising from 
the proposal or decision being requested? 

Yes ☐ No ☐ N/A ☒ 

Are there any financial Implications? Yes ☐ No ☐ N/A ☒ 

Is an Equality, Privacy or Quality Impact 
Assessment required? 

Yes ☒ No ☐ N/A ☐ 

If yes, has an Equality, Privacy or Quality 
Impact Assessment been completed? 

Yes ☐ No ☐ N/A ☒ 

If yes, please give details below: 

See risk around QAS 

If no, please detail below the reason for not completing an Equality, Privacy or Quality Impact 
Assessment: 

 

Are there any associated risks including 
Conflicts of Interest? 

Yes 

Click 
here to 
enter 
text. 

No ☐ N/A ☐ 

Are the risks on the NHS GM risk register? Yes ☐ No 

Click 
here to 
enter 
text. 

N/A ☐ 

 
See risk around diagnostic hubs 
 

 

Governance and Reporting 

Meeting Date Outcome 

N/A 
 

       

 
 

       

  



 
Quality Assured Spirometry Service Provision 2024/2025 

 
1. Introduction 
 
1.1 Spirometry and Fractional Exhaled Nitric Oxide (FeNO) are diagnostic tests for chronic 

obstructive pulmonary disease (COPD) and asthma and the majority of them have historically 
been performed in GP practices. In March 2020, these tests were paused due to the risks 
associated with COVID-19 airborne particles.  

 
1.2  In October 2022, PCCC supported the request to fund an enhancement of the spirometry 

service delivered within Primary Care (both testing and interpretation) to a quality assured 
level in line with Greater Manchester and Eastern Cheshire Strategic Clinical Networks 
(GMEC SCNs) guidance. 

 
1.3 Quality Assured Spirometry (QAS) and FeNO are listed as deliverables for General Practice 

in the GM Primary Care Blueprint published in October 2023 to “improve the diagnosis of 
COPD and asthma at neighbourhood level” therefore the following paper has been written to 
outline the current issue and options for continued QAS provision in Bury. 

 
2 Background 

 
2.1 The QAS service was commissioned from the GP Federation to provide QAS to any patient 

aged 18 years and over who is registered with a Bury practice. The service commenced 
across the Bury locality on 9 January 2023 at a value of £131K per annum. Table 1 below 
highlights service activity since inception to the end of Q1 2024/25: 

 
Table 1: QAS Activity Jan 23 – June 24 

Quality Assured Spirometry Data 

 

Contracted 
No of Apps Offered Seen DNA Utilisation 

2022/23 

Jan-23 208 26 15 3 46.15% 

Feb-23 208 34 27 3 70.59% 

Mar-23 208 29 22 7 51.72% 

2023/24 

Apr-23 208 24 16 6 41.67% 

May-23 208 23 11 7 17.39% 

Jun-23 208 86 67 14 61.63% 

Jul-23 208 82 66 15 62.20% 

Aug-23 208 122 87 32 45.08% 

Sep-23 208 127 84 34 39.37% 

Oct-23 208 64 46 14 50.00% 

Nov-23 208 132 107 22 64.39% 

Dec-23 208 100 71 26 45.00% 

Jan-24 208 222 124 36 39.64% 

Feb-24 208 139 95 22 52.52% 

Mar-24 208 159 106 32 46.54% 

2024/25 (Zero Value Contract) 

Apr-24 N/A 255 219 39 70.59% 

May-24 N/A 377 324 68 67.90% 

Jun-24 N/A 344 240 59 52.62% 

Total 3120 2345 1727 439 54.93% 

 



 
2.2 At the end of March 2024, the service had not met the requirements of the contract which was 

to offer 48 appointments per week of 30 minutes in duration, we therefore negotiated a roll-
over of this activity effectively ensuring a zero value contract from 1 April 2024 until the 
remaining outstanding appointments which have previously been commissioned were 
delivered.  

 
2.3 The current zero value contract will run until the final 775 appointments have been delivered.  

The average number of appointments offered across April to June 2024 was 325, and, on this 
basis, it is anticipated that the current contract will run until 31 August 2024 at which point, 
Bury will not have a QAS service. Local funding for this service has not been identified 
however, a STAR form has been approved by GM to fund the service for 2024/25 and the 
PSR form is in train with GM Procurement.   

 
2.4 The following paper has been written to highlight alternative / future commissioning options for 

this service. 
 
3 Option 1 - Continuing the Existing Quality Assured Spirometry Service  
 
3.1 Spirometry was stepped down in general practice in March 2020 following the onset of the 

Covid-19 Pandemic.  This led to a gap in service provision until GMEC SCNs gave the 
direction to establish QAS in localities.  Bury’s QAS commenced in January 2023 and, at that 
time, GMEC SCNs calculated that, prior to COVID-19, approximately 5000-6000 people were 
newly diagnosed with COPD each year in GM and around 12,000 newly diagnosed with 
asthma.   

 
3.2 Considering a few variables, the back log at that time would have been as high as 7000 people 

for COPD across GM, approximately 120 per 50,000 population which would have put the list 
in Bury at approx. 480 patients (this does not include asthma).   

 
3.3 Since this time, the QAS service has seen 1727 patients, with the GP Federation effectively 

working through the back log.  In addition to this, the GP Federation regularly run searches to 
safety net that all relevant patients have been referred into the service and practices 
contacted to ensure anyone found to have been identified as having been diagnosed without 
being in receipt of a QAS test are referred in.  

 
3.4 In Bury, at the outset of the QAS service, we knew that there were 4489 individuals on the 

QOF COPD register which has decreased to 4355 as at 24/25 showing that patients have 
been removed from this register during the time the intervention has been in place.    

 
3.5  This is particularly pertinent given the NHS Long Term Plan states that as many as one in four 

people of COPD registers do not have COPD, and data indicates one in five people with 
COPD in GM have not had spirometry as part of their diagnosis therefore, referrals for these 
diagnostics are likely to be much higher given that many people referred will not have COPD 
or asthma.   

 
3.6 As well as working through the backlog of patients in Bury, the QAS has ensured that 

patients receive spirometry that is both performed and interpreted to nationally recognised 
quality standards.  Both under and over diagnosis of respiratory conditions leads to delayed 
treatment and increased chance of acute admission, for example, 10-30% of people with 
COPD are not diagnosed until they are admitted to hospital with exacerbations.   

 
3.7 Data supports this with outpatient activity from 20/21 to date with a spirometry procedure, 

whether that be the primary procedure or part of a list of procedures during the appointment, 
showing that the numbers have steadily grown as below: 

 

 20/21 21/22 22/23 23/24 

170 295 437 639 

 



 
3.8 Whilst not all of these are respiratory medicine appointments, 85% of them are. The rest 

spread across a range of specialties. The respiratory medicine numbers are as below: 
 

 20/21 21/22 22/23 23/24 

144 267 394 516 

 
 
3.9 This demonstrates that there remains an urgent need within Bury QAS provision to support the 

diagnosis of COPD and asthma.  Continuation of the QAS by the GP Federation would 
continue to meet the needs of the adult population (aged 18 years and over) registered with a 
Bury GP providing safe, high quality, clinically effective and cost efficient respiratory services 
through delivery of a service by an appropriately skilled workforce which has already received 
significant Investment in training, equipment, maintenance, reducing patients on expensive 
therapies for a condition they do not have, improved patient safety, enabled early intervention, 
reduction In hospital admissions, prevented exacerbations, addressed the extensive backlog 
and enhance smoking cessation.  

 
3.10 The GP Federation deliver a joined-up services at the right time and in the optimal setting, 

aligned with Neighbourhood’s and primary care networks typically covering 30-50,000 people 
(in line with the NHS Long Term Plan, Jan 2019) with the service delivering an improved 
quality of life experience for patients, clinical effectiveness and delivery of quality assured 
diagnostics, a positive experience of care and improved health outcome, ongoing educational 
support to primary care clinical teams which contributes to the ambitious campaign to lower air 
pollution as part of Burys Clean Air Zone. 

 
3.11 Looking at the contracted activity for 23/24, the GP Federation received £131K for the 

delivery of 2496 appointments across that 12-month period.  We know that the GP Federation 
did not manage to deliver the contracted number of appointments in this timeframe but, 
instead, offered 1280 appointments averaging out 106 per month.  As at Q1 2024/25, during 
which time the zero-value contract that has been in place, the GP Federation have offered 
976 appointments, averaging out at 325 per month. 

 
3.12 On this basis, it would be a safe assumption that, given the service is now well established 

and has an available workforce of fully trained staff, continuing at the original commissioning 
level of activity of 208 appointments per month with a duration of 30 minutes each would be a 
feasible delivery model to continue.  This contract would be commissioned at the same 
financial value (albeit with the national 0.8% inflation uplift applied) giving a per annum value 
of £132K.   

 
3.13 This is therefore, a cost effective model (please see Table 3: Local and National QAS  

Costings) to continue with adherence to the original contract both in terms of  
 appointment numbers, compliance reporting and the inclusion of FeNo testing. Therefore, for 
 the reminder of 24/25 this is the preferred option for continued provision of the QAS service 
 with the caveat that any commissioned activity not delivered in this period would again be 
 picked up and delivered to completion at zero cost.  
 
4 Option 2 – QAS Provision via Community Diagnostic Centres 
 
4.1 Community Diagnostic Centres (CDCs) are now operational across Greater Manchester and, 

whilst initially Bury was to have a “spoke” which could potentially deliver QAS as part of the 
diagnostics offered, funding was not available therefore this model was not established.  

 
4.2 We are aware that CDCs are commissioned to accept General Practice Direct Access 

(GPDA) for QAS but that currently, due to resourcing issues this is not a service open to Bury 
with the rationale given being that we already have a QAS in operation. This is being 
investigated with the Clinical Lead for Respiratory Medicine for GM Strategic Clinical Network. 
In the interim, NCA have only mobilised GPDA for QAS at the Manchester & Trafford CHCs 
sites.  This is, in part, due to Trafford not having any current QAS provision in the locality 

https://www.bury.gov.uk/index.aspx?articleid=16425


 
(pending approval of a STAR submission) but also due to capacity limitations at the CDCs 
given GPDA was opened to a limited number of practices and quickly reached a six week wait 
position for Trafford.  Current waiting times for QAS at Manchester CSC is 12 weeks. This 
reconfirmed NCAs view that CDCs aren’t viable as the only provision for QAS as they do not 
have the capacity.  

 
4.3 On this basis, there is no plan yet to do a full scale GPDA for QAS at the CDCs due to 

physical space constraint and limited funding availability. However, NCA are in the process of 
doing this on a pathway by pathway basis where patients could visit CDCs to have a  bundle 
of tests on a single visit (e.g. spiro, FeNO, echo ) and NCA are working with Oldham to pilot 
breathlessness pathway that would allow GPs to make referral via this route with results (and 
subsequent decision outcomes) being made available to primary care.  

 
4.4 Conversations continue locally with NCA to establish if there is any additional funding to either 

to increase capacity either via establishment of a satellite site in Bury or via an increase in 
staff at an established CDH in order to increase their availability to accept GPDA referrals 
from Bury therefore, whilst this is a viable future option given CDCs may  be able to offer 
additional capacity to support primary care, this would still be over and above what would be 
available locally. 

 
4.5 On this basis, this is not viable as an immediate option for QAS provision for the remainder of 

24/25 but lines of communication need to remain open to ensure this option becomes viable 
in the future.   

 
5 Option 3 – Spirometry Provision by General Practice 
 
5.1 Prior to the Covid-19 Pandemic, General Practice undertook spirometry tests for their patients 

which was commissioned as part of the block payment within the Quality in Primary Care / 
Bury LCS contract.   

 
5.2 Spirometry at general practice was not QAS and not compliant with current guidance.  

Introducing QAS would be cost prohibitive model as each practice would require significant 
training in order to deliver QAS to their patients and would also require funding to deliver the 
service either on a cost per case basis or on a block contract.  It is also likely that the backlog 
of patients would increase whilst the training took place which would likely increase secondary 
care attendances/ exacerbations further increasing costs. 

 
5.3  Bury could take the decision to defer to regular spirometry delivered by general practice 

however, this would fall short of the QAS offer in place across GM, giving rise to health 
inequalities and also would likely still require some training and therefore delay in service 
provision given the timelapse since general practice last undertook this procedure. 

 
5.4 This is not a viable option. 
 
6 Option 4 – GM funded QAS Model 
 
6.1 Spirometry has restarted in 8 out of 10 areas utilising various models of delivery and funding 

streams. There is variation within and between localities regarding provision and access for 
example where there is a GP practice model and only some practices are offering a service or 
a PCN model, but not all PCNs participating. Funding is an issue with some localities only 
funded until the end of March 2024 and 3 localities are currently going through the STAR 
process (of which, Bury is one). 

 
6.2 The SCN facilitate monthly meetings with GM service leads and commissioners to track 

progress and provide support. Table 2 below provides the latest updates from May 24: 
 
Table 2: GM QAS Models: 



 

 

 
6.3 Given the variation in provision, recommendations from the Primary Care Blueprint 

Implementation Group, in order to achieve the deliverables therein, are that options should be 
explored for a GM Commissioned model to be live from April 2025.  This is still at the 
discussion stage therefore, is not a viable option at present however, is one to be considered 
as part of future commissioning intentions for this service. 

 
 

7      Funding 

 

7.1 The savings plan for the locality outlined that the contract value for this service has been 
given up as part of the Cost Improvement Programme (CIP).  It was profiled at £8K per month 
(£96K for the year) therefore, a decision is needed regarding the options for continuing this 
contract from September 2024.  The STAR form has been approved at a contract value of 
£132K per annum which would therefore add a cost pressure of £21K to the savings budget 
line given the current monthly allocation for this contract is £11K for the remainder of the 
financial year. 

 

7.3 It should be noted however that, despite this cost pressure to the savings plan, this is a 
favourable costing model for Bury when compared to other costed models in place locally and 

                                            

       

      
                                                  

       

      
                             

                                                           

                                                     
                                        

                                              

                                      

                                   

                                       
                                   

       

                     
           

                                 
                                   
                                    
                                   
                      

      

                                                      

                                                  
                                                          

                                                      

                                           

                                      

                        
                                

                      

                      
          
              
              
             
              

                                   
                                   
                                  
                              

                                     
                                  
                              

                                    
                               
           
                                        

              
              

                                 
                                     
        
                      

   

                                                  
                                                       
                                                
                           
                                                  

                                   

                                   
         

                                       

                  
         
                

                                  
                            
                            
          

          

                                                  

                                        
                                                    

                                                  

                          

                                      

                      
                                       

                        

     

        
    

     

        
    

            
              

                               
                               
        
                   

      

                                            

       

      
                                                  

       

      
                             

                                        

                                                     
                                           

                                   

                                    
        

                                        

                      

             
              
         

                                 
     

       

                                           

                                  

                                  

                                

      

        
           

    

       

             
         

                             
                                  
                                
              

         

                                    
                                            

                                    
                                  
        
                                       
                              

          
          
       
           
   
          

                                            
                     

        

                                                   

          
                                                     

                                         

                                   

                                     
        

                                       

              

       

                                               

                                

                                   

                                   
        

                                        

                                   
                                
                                   
                                  
                    

     



 
nationally as provided by the Strategic Delivery Programme Manager (Manchester) for NHS 
Greater Manchester in Table 3 below.  This does also again demonstrate that Burys QAS 
service is the lowest funded model in place across those shown locally and nationally: 

 
Table 3: Local and National QAS Costings 

Provider 
Spiro 
Tariff £ 

FeNO 
Tariff £ 

Clinic Price  
£ Other details 

Community Diagnostic 
Centre (CDC) 

£92 £71 N/A 
National tariff from 2025 when CDC ends will align to HRG 
(Direct Access £82 / £142) 

North West London 
Locality 

£81 N/A N/A 
Currently £110 per activity but looking to revise to £81 due 
to an evolved service model. Note cost will include London 
weighting 

North Tyneside £69 N/A N/A PCN/Primary care model 

Stockport Locality £62.24 N/A £262 
Clinic -5 appointments includes DNA (£52.40) 4 community 
hubs (1860 activity) 

Bury Locality £52.48 £52.48 N/A 
Commissioned through GP Fed. 48 appt per week delivered 
alongside Enhanced access Hubs (3). Block contract 

Trafford Locality £59.97 N/A N/A N/A 

Manchester Locality 
Proposal (A) 

£81.23 £487.40 
Clinic based tariff.  6 appointments per 4 hours clinic 
(weekly). 
Tariff Includes Spiro & FeNO 

Manchester Locality 
Proposal (B) 

£75.90 £955.80 
Clinic based tariff.  12 appointments per 8 hour clinic (Bi 
weekly) 
Tariff includes Spiro & FeNO 

 
8 Risks 

 
8.1 There are several risks associated with the QAS service.  The first being the difference in the 

financial value for the contract approved via STAR (£132K) and the contract value on the 
locality savings plan (£96K) which has been given up to CIP leaving no available budget for 
the remainder of the contract term.  This is coupled with the fact that the current QAS service 
ends in August 2024 leaving no provision in the locality which gives rise to further risks of 
Spirometry not restarting in Bury: 

 
• Patients remain undiagnosed or mis-diagnosed and not optimally treated with 
  medication. 
• Impact on elective care and diagnostics with referrals sent to secondary care. Some     
  of these referrals are being rejected with patients remaining undiagnosed and unable  
  to access treatment. 
• Financial impact – with spirometry (and FeNO) done elsewhere other than Primary  
  care is more expensive. 
• Increased variability in locality within and across with access and quality assurance 

 
8.2 In addition to this, there are also several gaps in current service provision which present risks 

if not resolved in any commissioning model put in place for the remaining months of the QAS 
contract for 24/25.  Those gaps are: 

 

• FeNo Testing: 
o The original QAS service specification outlined that the service would deliver 

Respiratory Physiology Testing initially included Spirometry for all Bury registered 
patients aged 18 and over progressing to include Fractional Exhaled Nitric Oxide 
(FeNO) Assessment for Asthma in all ages.  

o Given the issues experienced in starting a new service, FeNo testing did not 
commence and is still not in place in the QAS service 

o To mitigate against this, FeNo would be expected to be provided moving forward 
as this was costed into the original model 

 

• Lung Health Checks:  
o The GM TLHC programme is being piloted in Whitefield and Unsworth 

Neighbourhood across 4 practices. Patients going via that lung health check 
programme may require a QAS referral. We do not know anticipated numbers for 
this service but the risk is 2 fold: 

file:///C:/Users/Anthony.Ashworth/AppData/Local/Microsoft/Windows/INetCache/Content.MSO/CDC/03c%20CDC%20Revenue%20Funding%20Policy%202024%2025%20v.2.8%20FINAL%20%20(1).pdf
file:///C:/Users/Anthony.Ashworth/AppData/Local/Microsoft/Windows/INetCache/Content.MSO/CDC/03c%20CDC%20Revenue%20Funding%20Policy%202024%2025%20v.2.8%20FINAL%20%20(1).pdf


 
• firstly if there is no QAS provision in Bury, there is nowhere for those 

patients to be referred to;  
• secondly, these patients may not be on a COPD/Asthma register at 

practice and will therefore be a new cohort of patients identified for QAS 
which could increase overall activity expected into the service which could 
increase costs 

o To mitigate for this, we have asked for benchmarking information from other LHC 
programmes across GM so we can anticipate activity levels.  This may need to be 
costed into any continued contract dependant on numbers 
 

• QAS Provision to Patients under 16 years of age: 
o Although not part of the QAS contract, up until recently, QAS was also being 

provided to patients aged 5 years and over due the capacity being available. 
o This service paused when additional training requirements were identified 
o Spirometry for children doesn’t fall within the community respiratory services 
o The GP Federation are happy to resume over 5 activity once training has been 

delivered however this will affect the level of activity commissioned and therefore 
the cost to provide. 

o Given this would be a change to the service specification, consideration needs to 
be given if this is a cost that should be incurred in the current contract or wider in 
community /secondary care services  
 

9 Actions Required 
 

9.1 The Primary Care Commissioning Committee are asked: 

• Note the contents of this paper 

• Note the risks  

• Note that the STAR form for QAS has been approved and the PSR form is with GM 
procurement for sign off 

• Identify funding for Option 1 for the remainder of 2024/25 so that we align to the following 
recommendations as set by the Primary Care Blueprint Implementation Group: 
o Localities should continue to support spirometry and FeNO provision in Primary Care 

throughout 2024/25  
o Continue to contribute to discussions exploring options for a GM commissioned model 

to be live from April 2025 
 

 
 

Rachele Schofield 

Primary Care Lead 

Rachele.schofield@nhs.net 

August 2024 

mailto:Rachele.schofield@nhs.net
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Executive Summary 

The following paper has been written to advise of the recent publication of the Quality  
Outcome Framework performance indicators for 2022/23 and to advise of Bury’s position. 
 

Recommendations 

The Primary Care Commissioning Committee is required to: 

• Note the contents of this paper 

• Support the recommendations  
 

Links to Strategic Objectives  

SO1 - To support the Borough through a robust emergency response to the Covid-19 
pandemic.   
 

☐ 

SO2 - To deliver our role in the Bury 2030 local industrial strategy priorities and recovery. 
 ☐ 

SO3  - To deliver improved outcomes through a programme of transformation to establish the 
capabilities required to deliver the 2030 vision.            
 

☐ 

SO4 - To secure financial sustainability through the delivery of the agreed budget strategy. 
 ☐ 

Does this report seek to address any of the risks included on the NHS GM Assurance Framework? 
 ☐ 

 

Implications 

Are there any quality, safeguarding or patient 
experience i mplications? 

Yes  ☐ No ☐ N/A ☐ 

Has any engagement (clinical, stakeholder or 
public/patient) been undertaken in relation to this 
report? 

Yes ☐ No ☐ N/A ☐ 

Have any departments/organisations who will be 
affected been consulted ? 

Yes ☐ No ☐ N/A ☐ 

Are there any conflicts of interest arising from the 
proposal or decision being requested? 

Yes ☐ No ☐ N/A ☐ 



 

 

Implications 

Are there any financial Implications? Yes ☐ No ☐ N/A ☐ 

Is an Equality, Privacy or Quality Impact 
Assessment required? 

Yes ☐ No ☐ N/A ☐ 

If yes, has an Equality, Privacy or Quality Impact 
Assessment been completed? 

Yes ☐ No ☐ N/A ☐ 

If yes, please give details below: 

 

If no, please detail below the reason for not completing an Equality, Privacy or Quality Impact Assessment: 

 

Are there any associated risks including Conflicts of 
Interest? 

Yes ☐ No ☐ N/A ☐ 

Are the risks on the NHS GM risk register? Yes ☐ No ☐ N/A ☐ 

 
 
 

 

Governance and Reporting 

Meeting Date Outcome 

N/A 

 
       

 
 

       

 
 
  



 

 

Quality Outcomes Framework Analysis 2023/24 
 

1. Introduction 
 
1.1     The following paper has been written to advise of the recent publication of the Quality  

Outcome Framework performance indicators for 2023/24 and to advise of Bury’s 
position.  At the time of writing this paper we do not have the data to compare Bury’s 
position against the position of the other GM localities or the National position.  
 

2. Background 
 

2.1 The Quality and Outcomes Framework (QOF) is a voluntary annual reward and 
incentive programme for all GP practices in England, detailing practice achievement 
results. It is not about performance management but resourcing and rewarding good 
practice. 

  
 

3. QoF 2023/24 Analysis  
 
3.1 Positively for Bury, all practices have improved on last year’s performance increasing 

from an average of 84.75% to 92%. Table 1 shows a comparison of the individual 
practices performance for 2022/2023 and 2023/2024.  

 
3.2 Individual Bury Practice Based Performance showed that: 

• Bury average Performance against all indicators was 92% 
• Achievement rates varying from 58% to 100% 
• 18 practices achieved above the Bury average  
• 7 practices achieved below the Bury average  
• 3 Practice achieved 100% achievement against all indicators with another achieving 

99%.  
 
Table 1: Comparison of Overall Achievement 2022/23 against 2023/24 

Practice 
QOF 22/23 

Total Overall 
Achievement   

Practice 
QOF 22/23 Total 

Overall 
Achievement  

 

Greyland Medical Centre 46.03% 
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Peel GPs  63.99% Rock Healthcare 81% 

The Uplands Medical 
Practice 64.72% 

Radcliffe Medical 
Practice 

82% 

Longfield Medical 
Practice 71.60% 

Monarch Medical 
Centre 

89% 

Radcliffe Medical 
Practice 73.25% 

The Uplands 
Medical Practice 

91% 

Monarch Medical Centre 76.07% 

St Gabriels Medical 
Centre 

91% 

Rock Healthcare 76.33% Walmersley Road 91% 



 

 

Tower Family Practice  82.56% 
Bury Locality 
Average  

92%  

Bury Locality Average 
84.75% 

Tower Family 
Practice 

92% 

A
b

o
v

e
 B

u
ry

  
A

v
e

ra
g

e
 2

3
/2

4
 

Unsworth Medical Centre 85.83% 
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Peel GP’s  92% 

Ribblesdale Medical 
Practice 86.27% 

Woodbank Medical 
Centre 

92% 

Woodbank Medical 
Centre 87.32% 

Unsworth Medical 
Centre 

93% 

Knowsley Street Medical 
Centre 88.75% 

Knowsley Street 
Medical Centre 

94% 

Walmersley Road 89.34% 
Huntley Mount 
Medical Centre 

94% 

St Gabriels Medical 
Centre 90.10% 

Blackford House 
Medical Centre 

95% 

Huntley Mount Medical 
Centre 90.29% 

Ribblesdale Medical 
Practice 

95% 

Ramsbottom Medical 
Practice 91.98% 

Longfield Medical 
Practice 

95% 

The Elms Medical Centre 92.10% 
Redbank Group 
Practice 

96% 

Whittaker Lane Medical 
Centre 92.95% 

Townside Surgery 96% 

The Birches 92.98% 
Fairfax Group 
Practice  

97% 

Redbank Group Practice 93.11% 
Ramsbottom Medical 
Practice 

97% 

Fairfax Group Practice  93.68% 
The Elms Medical 
Centre 

97% 

Blackford House Medical 
Centre 94.32% 

The Birches 99% 

Mile Lane Health Centre 95.94% 
Mile Lane Health 
Centre 

100% 

Townside Surgery 99.23% 
Whittaker Lane 
Medical Centre 

100% 

Garden City Medical 
Centre 100% 

Garden City Medical 
Centre 

100% 

 
 
4. Associated Risks 
 
4.1 Work continues with General Practice and the Primary Care Team via the Primary Care 

Quality Visits and the assurance work that is completed quarterly against each contract 
held by General Practice however, unfortunately, we are not able to include in-year 
monitoring against QoF as the data is only available at year end however we will ensure 
that QoF discussions are picked up with each member practice allowing us to identify 
any issues with performance in year so that improved performance can be supported 
across the board. This may include tapping into the expertise at Garden City, Whittaker 
Lane and Mile Lane to roll out a programme of training re QoF / engagement of the GP 
fed to ensure practices and ARRS staff are aware of the vital role they play in ensuring 
clinical interventions both related to QoF and otherwise are conducted. 

 



 

 

5. Recommendations 
 

• Plan to address variation locally and Burys position across GM 
• Discussion with individual practices both in and outside of PCQV 
• QoF Training tapping into the expertise at Garden City, Whittaker Lane and Mile Lane 

where possible 
 
6.  Actions Required 

 
6.1       The Primary Care Commissioning Committee is required to: 

• Note the contents of this paper 

• Support the recommendations  
 
 
Lisa Lucas 
Primary Care Project Manager 
Lisa.lucas2@nhs.net 
July 2024 
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Executive Summary 

The following paper has been written to provide the committee with an overview of the Appeals 
received from General Practice following the issue of end of year performance data for the Bury 
LCS 23/24 Contract. 
 

Recommendations 

The Committee is asked to: 

• Note the contents of the paper 

• Support the recommendations to uphold/reject the appeals 

• Provide advice on those disputes where the Committee is asked for a view 

• Note the financial value of the claims upheld 
 

 

Links to Strategic Objectives  

SO1 - To support the Borough through a robust emergency response to the Covid-19 
pandemic.   
 

☐ 

SO2 - To deliver our role in the Bury 2030 local industrial strategy priorities and 
recovery. 
 

☐ 

SO3  - To deliver improved outcomes through a programme of transformation to 
establish the capabilities required to deliver the 2030 vision.            
 

☐ 

SO4 - To secure financial sustainability through the delivery of the agreed budget 
strategy. 
 

☒ 

Does this report seek to address any of the risks included on the NHS GM Assurance 
Framework? 
 

☐ 

 



 

 

Implications 

Are there any quality, safeguarding or patient 
experience implications? 

Yes  ☐ No ☐ N/A ☒ 

Has any engagement (clinical, stakeholder or 
public/patient) been undertaken in relation to 
this report? 

Yes ☐ No ☐ N/A ☒ 

Have any departments/organisations who will 
be affected been consulted ? 

Yes ☐ No ☐ N/A ☒ 

Are there any conflicts of interest arising from 
the proposal or decision being requested? 

Yes ☐ No ☐ N/A ☒ 

Are there any financial Implications? Yes ☐ No ☐ N/A ☒ 

Is an Equality, Privacy or Quality Impact 
Assessment required? 

Yes ☒ No ☐ N/A ☐ 

If yes, has an Equality, Privacy or Quality 
Impact Assessment been completed? 

Yes ☐ No ☐ N/A ☒ 

If yes, please give details below: 

See risk around QAS 

If no, please detail below the reason for not completing an Equality, Privacy or Quality Impact 
Assessment: 

 

Are there any associated risks including 
Conflicts of Interest? 

Yes 

Click 
here to 
enter 
text. 

No ☐ N/A ☐ 

Are the risks on the NHS GM risk register? Yes ☐ No 

Click 
here to 
enter 
text. 

N/A ☐ 

 
See risk around diagnostic hubs 
 

 

Governance and Reporting 

Meeting Date Outcome 

N/A 
 

       

 
 

       

  



 

 

Bury LCS 2023/24 Appeals  
 
1. Introduction 
 
1.1 The Bury Locally Commissioned Service Contract (Bury LCS) is our main and largest contract 

with Primary Care and contains a range of transactional activity along with quality 

improvement metrics including those centred on neighbourhood working.  The Bury LCS 

commenced on 1 April 2023 and ran until 31 March 2024, all practices in Bury signed up to 

deliver the LCS (25 Practices across 29 sites) and the contract was manged by the GP Fed.   

 

1.2 The Bury LCS had a total contract value of £2,054, 635.  The GP Federation are paid a 10% 
management fee out of this with the remaining contract value split 50% via a block payment 
paid to practices each month across the course of the year and 50% of the remaining contract 
value available to practices and neighbourhoods based upon year end achievement of 
reward-based targets.   

 
2 Background 
 
2.1 At the end of each financial year, the final performance figures for all indicators are published 

to practices who are offered an opportunity to appeal any decisions made with regards to 
achievement.  

 
8.3 Following initial contract ratification, a reward payment was issued to practice totalling £415, 

974 leaving an underspend of £469, 254 out of which any successful appeals will be paid. 
 
3 Appeals  
 
3.1 Appendix 1 outlines each appeal and our recommendations therein.  Practices have been 

anonymised to reduce any conflicts of interest.  In summary: 
 

• 9 practices submitted appeals against 12 indicators  

• An additional appeal was received in dispute of the payment methodology used 

• Of the 50 appeals received:  
o 26 appeals were upheld 
o 14 appeals were not upheld 
o 2 were not applicable 
o PCCC are asked for their view on 1 indicator (Uphold/Reject) within the Prestwich 

Neighbourhood Targets: “20% of patients ≥ 65 identified with mild to moderate 
frailty should referred to social prescribing” (total value if upheld: £6109) 

o Further investigation is taking place via the GP Fed for 1 indicator within the Public 
Health Cardiovascular Disease targets: “Close the gap between the practices 
actual and estimated prevalences” before a decision can be reached to 
uphold/reject and we ask that the Committee approve that decision via email when 
the information is received (total value if upheld £8,292) 

 
3.2 The total value of those appeals we recommend are upheld totals £165, 924, leaving the total 

reward payments spend for this contract at £581, 898 with a remaining underspend of £303, 
330 of which any successful appeals against the above Prestwich Neighbourhood and Public 
Health CDC targets would be paid. 



 

 

 
3.3 It should also be noted that the final performance data was released to practices for the 

remaining Prescribing target “Reduce prescribing of antimicrobial medications in line with 
local and national requirements” on Thursday 18 July 2024 with a deadline for any appeals 
against that indicator to be submitted by Thursday 25 July 2024.   

 
3.4 A total of 27 Practice sites achieved some level of reward for this indicator therefore it is not 

expected that any appeals will be received however, if they are, supplementary information 
will be provided to the group in the form of an updated paper ahead of the meeting taking 
place. 

 
 
4       Actions Required 

 
4.1 The Committee is asked to: 

o note the contents of the paper 
o Support the recommendations to uphold/reject the appeals 
o Provide advise on those disputes where the committee is asked for a view 
o Note the financial value of the claims upheld 

 
 

 
Rachele Schofield 
Primary Care Lead 
Racheleschofield@nhs.net 
July 2024 
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Presented By Katie Heselwood, Primary Care Manager 

Author Katie Heselwood, Primary Care Manager 

Clinical Lead Dr Catherine Fines  

 

Executive Summary 

The General Practice Patient Survey (GPPS) is an England-wide survey, providing practice-level data about 
patients’ experiences of their GP practices. This paper has been written to provide the Primary Care 
Commissioning Committee with an overview of the Bury Integrated Care Partnership (ICP) results, broken down 
to PCN level as locality averages are not published. 

 

Recommendations 

The Primary Care Commissioning Committee are asked to: 

• receive this report  

• note the ongoing work regarding patient access  

• note the requirement for continued improvement 

 

Links to Strategic Objectives  

SO1 - To support the Borough through a robust emergency response to the Covid-19 
pandemic.  
 

☐ 

SO2 - To deliver our role in the Bury 2030 local industrial strategy priorities and recovery. 
 ☐ 

SO3 - To deliver improved outcomes through a programme of transformation to establish the 
capabilities required to deliver the 2030 vision.            
 

☐ 

SO4 - To secure financial sustainability through the delivery of the agreed budget strategy. 
 ☐ 

Does this report seek to address any of the risks included on the NHS GM Assurance Framework? 
 ☐ 

 

Implications 

Are there any quality, safeguarding or patient 
experience i mplications? 

Yes  ☐ No ☐ N/A ☐ 

Has any engagement (clinical, stakeholder or 
public/patient) been undertaken in relation to this 
report? 

Yes ☐ No ☐ N/A ☐ 

Have any departments/organisations who will be 
affected been consulted? 

Yes ☐ No ☐ N/A ☐ 



 

 

Implications 

Are there any conflicts of interest arising from the 
proposal or decision being requested? 

Yes ☐ No ☐ N/A ☐ 

Are there any financial Implications? Yes ☐ No ☐ N/A ☐ 

Is an Equality, Privacy or Quality Impact 
Assessment required? 

Yes ☐ No ☐ N/A ☐ 

If yes, has an Equality, Privacy or Quality Impact 
Assessment been completed? 

Yes ☐ No ☐ N/A ☐ 

If yes, please give details below: 

 

If no, please detail below the reason for not completing an Equality, Privacy or Quality Impact Assessment: 

 

Are there any associated risks including Conflicts of 
Interest? 

Yes ☐ No ☐ N/A ☐ 

Are the risks on the NHS GM risk register? Yes ☐ No ☐ N/A ☐ 

 
 

 
 

Governance and Reporting 

Meeting Date Outcome 

General Practice Leadership 
Committee 

 

17/07/2024 More granular detail to be taken to future meeting 

 
 

       

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 

GP Patient Survey Results July 2024 
 
1. Introduction 
 
1.1 The General Practice Patient Survey (GPPS) is an England-wide survey, providing practice-level data 

about patients’ experiences of their GP practices. This paper has been written to provide the Primary 
Care Commissioning Committee with an overview of the Bury Integrated Care Partnership (ICP) GPPS 
results that were published in July 2024, broken down to PCN level as locality averages are not published. 
 

 
2. Background 
 
 
2.1 The GPPS measures patients’ experiences across a range of topics, including: 

  

• Local GP services 

• Making an appointment 

• Patient’s last appointment 

• Overall experience 

• When your GP practice is closed 

• Patient health 

• Pharmacy 

• Demographics 

 
The publication of the 2024 survey results will be the start of a new time series for GPPS. This means 
that trend data for previous years of the survey will not be presented alongside the 2024 results, as it 
would normally be. The 2024 results are not comparable with previous years because of two significant 
changes which have been made to the survey in 2024: 

 

• New questionnaire - the questionnaire has been updated to make sure it continues to reflect 
how primary care services are delivered and how patients experience them. However, even for 
those individual questions where the wording has remained the same as in previous years, 
analysis has shown that trends cannot be reliably presented. 

 

• Changes to the survey design - the methodology of the survey has changed to an ‘online 
first’ approach. This is designed to improve response rates and reduce costs. The new 
approach will encourage a higher proportion of online responses, with a paper questionnaire 
only enclosed in the last postal reminder. Testing has shown that this change in methodology 
will lead to differences in results which are not due to a change in patient experience, so trends 
cannot be reliably presented. 

 
 
3. Bury Integrated Care Partnership (Bury ICP) Results 

 
3.1 In Greater Manchester Integrated Care Partnership (GM ICP), 201,745 questionnaires were sent out, 

and 45,494 were returned completed. This represents a response rate of 23%, which is exactly the same 
response rate as in 2023. 

 
3.2 In Bury Integrated Care Partnership, 10,375 questionnaires were sent out, and 2,772 were returned 

completed. This represents a response rate of 28%, which is the same as 2023 and it remains higher 
than the GM return rate for the survey. 

 
3.3 The Institute of General Practice Management (IGPM) issued a statement to practices recognisng the 



 

 

overall decline in patient satisfaction with their GP practice. However, when viewing the results it is 
important to highlight some of the challenges faced by practices around this particular data capture 
exercise, particularly around numbers of surveys completed for each practice, the timing of the survey 
e.g. during winter pressures, when there is highest patient demand on services and potentially highest 
sickness of staff in practices, impacting on access.  
 

3.4 At this stage the locality average is unknown, however we are able to provide Primary Care Network 
(PCN) summaries. A more indepth granular report will be brought to a future meeting. 

 
3.5       The summary pages below highlight overall PCN results, compared to the national average, recognising   

      some of the results are above or close to the national average. 
 
3.6 Whitefield District and Community PCN Summary  

   

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 

3.6 Prestwich PCN Summary  
 

  
 

 
3.7 Horizon PCN Summary  

 

 
 
 
 
 
 
 
 

    



 

 

3.8 Bury PCN Summary 

 

 
 
 
4  Associated Risks 

 
4.1 The GPPS 2024 is not displayed specifically at practice level as it was for previous years with the data   
             now collated at GM ICP and PCN level which masks year on year variation at practice level. This makes  
             it more difficult to pinpoint problem areas at practice level allowing for targeted investigation of worsening  
             areas. 

 
4.2 To mitigate against this, the Primary Care Team / BI team will drill down into the GPPS to pull out areas 

of concern which will be raised with individual practices as part of the Primary Care Quality Visit process. 
Work will also be done to understand the detail around the dissatisfaction levels and again, this will be 
part of the Primary Care Quality Visit process. During the Primary Care Quality Visits work, practices will 
be encouraged to share good practice as there is significant variation between some of the practices. 

 

4.3       Alongside this, the Primary Care Team will also raise awareness by sharing the results with individual   
            member practices via SharePoint (which will also serve to highlight the positive results within this year's   
            survey). 
 
4.4 Targeting health inequalities is another risk as this could be affecting the completion and return rate of   
             the survey. Although the survey is available online in various languages, patients may not know this or  
             may not have access to a computer to enable them to complete the survey. Equally, where a patient  
             requires the survey in another language, if this is not stated in a language they understand on the survey,  
             they are unlikely to be able to access it. To mitigate this, work can be done with the communications  
             team to create information in other languages, to display in general practice to highlight to patients how  
             to access the survey in language they understand if they are sent it. 
 
 
 
 
 
 



 

 

5 Recommendations 
 

5.1        The Primary Care Commissioning Committee is asked to: 
 

o receive this report  

o note the changes in surverys impacting on analysis / data comparison 

o note the requirement for continued improvement 
 
 
 
 
Katie Heselwood 
Primary Care Manager 
Katie.heselwood@nhs.net  
July 2024 
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