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Agenda 

Part 1 - Heywood, Middleton and Rochdale - Primary Care Commissioning Committee 

Date: 27 September 2024 
Time: 10.30 to 12.00 

Venue: Virtual via Microsoft Teams 

Item 
No. 

Subject Paper/ 
Verbal 

For Approval/ 
Discussion/ 
Information 

By Whom 

1. Welcome, Introductions 
and Apologies 

Verbal 1 Record Chair 

2. Declarations of Interest Verbal 2 Record Chair 

3. Minutes of the previous 
meeting on 19 July 2024 

Paper 3 Approve Chair 

4. Action Log Paper 4 Approve Chair 

5. Chairs Action Verbal 5 Information Chair 

6. Core+ 2024/25 Paper 6 Decision Sarah 
Crossley 

7. Winter Schemes Paper 7 Decision Sarah 
Crossley 

8. Modern General Practice 
Update 

Paper 8 Discussion Claire 
McKeown 

9. Quality, Safety and 
Safeguarding Update 

Paper 9 Approve Shabnam 
Sardar 

10. Update from: 

• Local Pharmaceutical
Committee (LPC) 

• Local Optometry
Committee (LOC) 

• Local Medical
Committee (LMC) 

• Local Dental Committee
(LDC) 

Verbal 10 Discussion 
Wesley Jones 

Chloe Lloyd 

Dr Mo Jiva 

Dr Mushtaq 

11. Risk Register Paper 11 Decision / Discussion Sarah 
Crossley 

12. Finance Report Paper 12 Discussion Simon O’Hare 
/ Damian 
Mercer 

13. IM&T Report Paper 13 Discussion Chris Upton 

14. Healthwatch Rochdale 
Update 

Verbal 14 Discussion Kate Jones 

15. Primary Care Operational 
Group 

Verbal 15 Discussion Sarah 
Crossley 
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16. Public Questions 
 

Verbal 16 Discussion Chair 

17. Any other business Verbal 17 Information Chair 

 



 

Minutes 
 
Part 1 Place Based Primary Care Commissioning Committee (Heywood, Middleton and 
Rochdale)  
 
Date: 19 July 2024 
 
Time: 10:30 – 11:20 

Venue:  Virtual via Microsoft Teams 

 
Present 

 
Apologies 

Nichola Thompson, Director of Health & 
Care Integration (DASS & Deputy Place 
Lead), Rochdale Borough Council / NHS 
GM HMR (CHAIR) 
Sarah Crossley, Head of Primary Care, 
Community & Neighbourhoods, NHS GM 
HMR 
Susan McKernan, Associate Director of 
Medicines Optimisation, NHS GM HMR 
Nadia Baig, Associate Director of 
Transformation and Delivery, NHS GM 
HMR (from 10:45) 
Damian Mercer, Head of Finance - 
Management Accounts, NHS GM HMR 
Kate Jones, Chief Executive 
HealthWatch Rochdale  
 (PCN) 
Sue Calvert, Head of Quality 
Improvement and Safety, NHS GM HMR 
Steve Rumbelow, Chief Executive, 
Rochdale Borough Council / Place Lead 
NHS GM HMR  
 

Alison Kelly, Associate Director of Nursing, 
Quality and Safety, NHS GM HMR 
Louise Thompson, Clinical Director 
Canalside Primary Care Network (PCN) 
Mina Patel, Director of Finance, Rochdale 
Care Organisation, Northern Care Alliance 
(NCA) 
Shabnam Sardar, Quality & Safeguarding 
Manager, NHS GM HMR 
Wesley Jones, LPC Representative  
Dr Mo Jiva, Local Medical Council 
Representative  
Cllr Dalaat Ali, Portfolio Holder for Healthy 
Lives Rochdale Borough Council 
Chloe Lloyd Chapman, HMR Locality Lead 
LLC  
Haroon Sadique, Clinical Director, Bridge 
Primary Care Network (PCN) 
Dr Richard Darling, Clinical Director, 
Rochdale North Primary Care Network 
Dr Salman Shahid, Associate Medical 
Director, NHS GM HMR  
Simon O’Hare, Interim Associate Director of 
Finance, NHS GM HMR 
Chris Upton, Head of IT and Assurance, 
NHS GM HMR 
Dr Zahir Mohammed, Clinical Director, 
Heywood Primary Care Network (PCN) 
Claire McKeown, Transformation Manager, 
NHS GM HMR 
Dr Venk Mallya, Clinical Director Pennines 
Primary Care Network (PCN) 
 

Item 
No.                                                                                                           

Topic Action 



 

1. Welcome and Apologies 
 
Members and attendees were welcomed to the meeting. Introductions 
were given and apologies noted. 
 

 

2. Declarations of Interest  
 
2.1 Members were reminded of their obligation to declare any 

interest they may have which might conflict with the business 
of NHS GM Integrated Care (Heywood, Middleton and 
Rochdale). 

 
2.2 The Chair requested any declarations of interests relating 

to today’s agenda. 
 
2.3 No declarations of interest were received. 
 

2.4 The Committee agreed to note that there are no 
declarations of interest. 

 

 
 
 

3. 
 

Minutes of the previous meeting on 17 May 2024 
 
3.1 The minutes were reviewed and agreed as a true and 

accurate record. 
 

 

4. Action Log / Matters Arising 
 
4.1 The action log was reviewed and updated. 
 

 
 
 

5. Chairs Action 
 
5.1 It was noted that there have been no chairs actions since the 

last meeting. 
 

5.2 The Committee noted that there have been no chairs 
actions since the last meeting. 
 

 

6.  Core+ 2024/25 
 
6.1 The content of the report was summarised, and it was 

confirmed that this report is for information only. 
 

6.2 Two key changes were proposed for Core + 2024/25, the re- 
introduction of a balancing payment element payable on 
achievement, noting that this was in place prior to the 
pandemic and to give PCNs the opportunity to directly contract 
with the LCO for the delivery of Core +. 

 
6.3 There has also been an introduction of GM indicators which 

 
 

 
 
 
 
 

 



 

are CVD and Diabetes. 
 
6.4 Engagement continues to take place and the final scheme will 

be published at the end of July 2024. 
 
6.5 Members were asked for any comments or questions. 
 
6.6 No further discussions took place. 
 
6.7 The Committee agreed to note the content of the report, 

progress made to date and next steps for Core+ 2024/25. 
 

7. Quality Improvement Programme Next Steps 
 
7.1 The content of the report was summarised. 

 
7.2 At the last meeting it was noted that this programme will be 

reinstated. Work is now taking place with the quality team 
and central BI team to pull together a data set. 

 
7.3 Appendix one within the report shows the previous schemes 

and appendix two shows the current indicators which 
includes weighting. 

 
7.4 Members were asked for any comments or questions.  
 
7.5 Following a question, it was confirmed that visits will 

commence in Autumn for 10 practices, which will include at 
least 8 practice identified as high priority. 

 
7.6 The Committee agreed to note the contents of the report 

and approve the indicators, weighting and the phased 
restart of the HMR quality programme in Autumn 2024.   

   

 
 

 

8. Capacity Access Improvement Plans (CIAP) 
 
8.1 The content of the report was summarised and it was noted it 

provides an overview of the year end position and 
achievement regarding the Primary Care Network (PCN) 
Capacity and Access Improvement Plans (CAIP). 
 

8.2 Plans were presented and agreed in July 2023. 
 
8.3 Commissioner engagement with PCNs has continued and 

each PCN has been provided with quarterly update packs 
and are required to submit quarterly updates.  

 
8.4 70% of funding is paid to PCNs, based on their adjusted 

population, in 12 equal payments over the 2023/24 financial 

 
 
 

 
 
 
 
 
 
 
 
 

 



 

year.  
 
8.5 The remaining 30% of funding is paid to PCNs based on 

their delivery of an agreed access improvement plan. The 
plan covered three, equally weighted areas: 
- patient experience of contact; 
- ease of access and demand management; 
- accuracy of recording in appointment books 
 

8.6 Five out of a total of six PCNs achieved in full. 
 

8.7 An appeal has been received on behalf of The Bridge PCN, 
due one practice in the PCN receiving a contractual notice for 
noncompliance with Friends and Family submissions.  This 
appeal is being taken through the agreed process. 

 
8.8 Members were asked for any comments or questions. 

 
8.9 A query was raised regarding the appeal by the Bridge PCN 

and it was confirmed that support is being provided via the 
Primary Care Team as part of this process. 

 
8.10 The Committee agreed to note the contents of the report 

and retrospectively approve the recommendations made by 
the assessing panel. 

 

9. Quality, Safety and Safeguarding Update 
 
9.1 The content of the report was summarised and the following 

key elements highlighted. 
 

9.2 Ulysses – there has been a significant increase in the amount 
of GP incidents reported via the system. Feedback from GPs 
has been well received. 

 
9.3 Transition from Ulysses to LFPSE in Primary Care – when the 

10 CCGs across GM amalgamated it was agreed that all 
localities would transfer to the same system. Ulysses has been 
extended to 30/09/24. Support will be provided to GPs 
throughout the transition. The main difference will be that 
incidents go direct to providers for response.  

 
9.4 Ophthalmology – work is ongoing regarding the waiting list. 

Reviews are taking place to ensure that those patients waiting 
a significant amount of time are prioritised. 

 
9.5 Members were asked for any comments or questions. No 

further discussions took place. 
 

 
 

 
 
 
 
 
 
 

 
 



 

9.6 The Committee agreed to note the content of the report 
and the update provided. 

 

10. Updates 
- Local Medical Committee (LMC) 
- Local Pharmaceutical Committee (LPC) 
- Local Optometry Committee (LOC) 
- Local Dental Committee (LDC) 

 
LMC 
10.1  No update was provided due to apologies. 
 
LPC 
10.2 No update was provided due to apologies. 
 
LOC 
10.3 No update was provided due to apologies. 
 
LDC 
10.4 No update was provided due to apologies. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 

 

11. Risk Register 
 
11.1 The report was summarised, and it was noted that there are 2 

new risks, one relates to estates at the Hive and the other 
relates to Primary Care Academy funding. 
 

11.2 It was noted that a letter will be sent to NHS GM from the HMR 
Place Lead regarding the Hive estates risk. 

 
11.3 Future reports will include some additional risks regarding 

Medicines Optimisation. 
 
11.4 Members were asked for comments, questions or additional / 

missing risks. No further discussions took place.  
 
11.5 The Committee agreed to approve the content of the report.  
 

 
 

 

12. Finance Report 
 
12.1 The content of the report was summarised, and it was noted that 

at the end of month 2, the Primary Care Budgets were forecast 
to break even. It should be noted that it is very early on in the 
year and as prescribing data is 2 months in arrears, the locality 
doesn’t have any costs yet for the 2024/25 prescribing element. 
 

12.2 NHS GM have agreed a planned deficit of £175m with NHS 
England for 2024/25 and this includes a 5% savings 
requirement, for all providers, localities and functions.   

 
 

 



 

 
12.3 Work continues regarding Cost Improvement Plans (CIP) to 

ensure that these are delivered. 
 
12.4 Members were asked for any comments or questions. 
 
12.5 No further discussions took place. 

 
12.6 The Committee agreed to note the content of the report. 
 

13. IM&T Report   
 
13.1 Members were asked for any comments or questions. No 

further discussions took place. 
 

13.2 The Committee agreed to note the content of the report. 
 

 
 

14. Patient Participation Group (PPG) Report 
 
14.1 The content of the report was summarised. 
 
14.2 It was noted that work commenced in 2022 to look at how 

practices had progressed with reinstating PPGs. 
 
14.3 Online sessions have taken place with practices, noting that all 

practices have been represented. 
 
14.4 1:1 sessions have also taken place with Practice Managers. 
 
14.5 A survey is live at the moment which aims to identify what 

further support practices need. To date there have been 20 
responses. 

 
14.6 Working together the Primary Care Team and Healthwatch 

have developed and Engagement Plan to support practices. 
 
14.7 Consideration is also taking place regarding a locality forum for 

PPG chairs which will be chaired by Healthwatch. 
 
14.8 Members were asked for any comments or questions. 
 
14.9 Thanks were noted to Healthwatch for the significant amount of 

work that has taken place to support practices. 
 
14.10 The Committee agreed to note the update provided. 

 

 
 
 
 

15. Healthwatch Rochdale Update 
 
15.1 A verbal update was provided. 

 
 
 



 

 
15.2 Enter and views are taking place at Rochdale Infirmary and 

care homes. 
 
15.3 The annual report is now published and available on the 

Healthwatch website. 
 
15.4 Publication has taken place today of the phase 2 Menopause 

Report which relates to ethnic minority groups within the 
borough. 

 
15.5 Significant feedback has been received from patients regarding 

translation services particularly around ophthalmology and 
dentistry. 

 
15.6 Patient issues have also been raised regarding cross boundary 

issues in Whitworth and Pennines which are being reviewed. 
 
15.7 Members were asked for any comments or questions. No 

further discussions took place. 
 
15.8 The Committee agreed to note the verbal update provided. 
 

16. Primary Care Operational Group (PCOG) Update 
 
16.1 The content of the report was summarised. 
 
16.2 It was noted discussions took place regarding medicines 

optimisation which is on today’s agenda. 
 
16.3 Discussions took place regarding performance metrics from 

GM. 
 
16.4 Members were asked for any comments or questions. No 

further discussions took place. 
 
16.5 The Committee agreed to note the content of the report. 

 

 

17. Medicines Optimisation Scheme 2023/24 Final Report 
 
17.1 The content of the report was summarised, and it was noted 

that this report provides an update on the year end position.  
 
17.2 Positive improvements were made across all three incentive 

schemes: 
- Antimicrobial prescribing 
- Safety 
- Financial sustainability 

 

 



 

17.3 Three practices met all targets and achieved 100% payment. 
 

17.4 All practices achieved 100% on the safety component and 
received 100% payment and all practices demonstrated some 
achievements towards the AMS sustainability targets and 
received part payments according to progress. 

 
17.5 Members were asked for any comments or questions.  
 
17.6 It was noted that there has been a noticeable difference due to 

the Medicines Optimisation Teams work to engage with the 
practices. 

 
17.7 The Committee agreed to note the progress made and 

approve the payments as outlined within the report. 
 

18. GMMMG Updates 
 
18.1 The content of the report was outlined, and it was noted that 

the report provides a summary of the GMMMG decisions which 
have been approved by the GM Clinical Effectiveness and 
Governance Committee between February 2024 – May 2024. 

 
18.2 Members were asked for any comment or questions on the 

report. No further discussions took place. 
 
18.3 The Committee agreed to note the content of the report. 
 

 

19. Public Questions 
 
19.1 It was noted that there have been no public questions since the 

last meeting. 
 
19.2 The Committee agreed to note the verbal update. 
 

 

20. AOB 
 
20.1   No further discussions took place. 

 
 
 

 

 



 

Action Log 
 
Part 1 - Place Based Primary Care Commissioning Committee (Heywood, Middleton and Rochdale)  
 
Date: 19 July 2024 
Time: 10:30 – 12:00 
Venue:   Microsoft Teams 
 
Actions due at the next meeting - NONE 
 
Actions closed since the July 2024 - NONE 
 

Meeting 
Date 

Agenda 
Item 

Item Name Action Owner Due Date Comments/Updates 

 
No outstanding actions 



 

 

MEETING:    Heywood, Middleton and Rochdale (HMR) Place Based Primary Care 
Commissioning Committee (PCCC) 

 
ITEM NUMBER: 6 
 
DATE: 27/09/24 
 

 
REPORT TITLE: 
 

Core + 2024/25 

 
REPORT AUTHOR: 
 

Claire McKeown [Transformation and Delivery Manager] 

Sarah Crossley [Head of Primary Care] 

EXECUTIVE SUMMARY: 

The purpose of this paper is to provide the Primary Care Commissioning Committee (PCCC) with an update 
on the development of Core + scheme for 2024/25 and for the committee to approve the final indicator set 
for 2024/25 Core + scheme.  

The Core + scheme is made up of several themes which have indicators within them. Each year the content 
of Core + is reviewed to ensure that the indicators continue to be fit for purpose. Changes are often made 
to the content of scheme including the removal or amendment to existing indicators and the addition of new 
indicators. 

Several of the indicators also have achievement targets set as part of the outcomes measure in line with 
best practice these achievement targets are reviewed each year, considering previous years achievement.  

Engagement takes place with all stakeholders including practices/PCNs and GP Federation as sub-
contractor as part of the review process aiming to ensure that the indicators in Core + are in line with SMART 
principes.  

A potential change to the way in Core + is currently contracted giving PCNs the opportunity to contract 
directly with the Local Care Organisation (LCO) to deliver Core + was also proposed In February this year 
and discussion have been ongoing regarding this with the PCN Clinical Directors.  

Due to various factors including the ongoing contract discussions and at the PCNs request the engagement 
period was extended this year concluding in August 2024. 

To support this process, it was agreed to roll forward 23/24 core + specification for first half of 2024/25 with 
relevant annual achievement targets for existing indicators to be updated once the engagement process 
had concluded.  

As part of the in-year development and longer engagement process for Core + it was agreed that any new 
additions to the scheme, the balancing payment element of the scheme and any contract changes will 
commence from Q3. Processes are underway to enact the contract changes and once concluded with 
appropriate governance approval these elements will be varied into the relevant contracts from Q3.  

 

 
RECOMMENDATIONS: 
 

The committee is asked to approve the final indicator set for 

2024/25 Core + scheme.  

OUTCOME REQUIRED  

(Please Indicate) 

Approval 

☒ 

Assurance 

☐ 

Discussion 

☐ 

Information 

☐ 



 

 

CONSIDERATIONS 

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

☐Risk implications;  

☐Financial implications;  

☐Clinical implications;  

☐Impact on Inequalities;  

☐Communication/Public Engagement;  

☐Legal Implications;  

☐Workforce Implications;  

 

 

  



 

 

1. Background 

Core+ is the local incentive scheme for Primary Care in Heywood Middleton and Rochdale. The 

original Core + contract was awarded for 3 years to the Local Care Organisation (LCO) with 

Northern Care Alliance (NCA) as lead provider with the contact term ending in March 2020. 

Rochdale Health Alliance (RHA) are sub- contracted by NCA to deliver the scheme across all 36 

HMR General practices. As a result of contracting changes made during the pandemic the Core 

+ scheme became part of NCA block contract first with the CCG then with the ICB. 

 

The Core + scheme is made up of several themes which have indicators within them. Each year 

the content of Core + is reviewed to ensure that the indicators continue to deliver improved quality 

and improved health outcomes, reflect local, regional and national priorities, continues to deliver 

value for money and that there is no duplication with GMS/PMS, PCN DES, IIF, QOF or other 

schemes. 

 

Early in 2024 two key changes were proposed for Core + 2024/25 the re-introduction of a 

balancing payment element payable on achievement, noting that this was in place prior to the 

pandemic and to give PCNs the opportunity to directly contract with the LCO for the delivery of 

Core +. 

 

2. Core + 2024/5 Update 

 

At the last committee a full update on all engagement activities and steps taken to progress the 

development of 2024/25 scheme was provided alongside timeline for next steps. It was 

anticipated that the engagement period would cease at the end of July 2024. Due to various 

factors including the ongoing contract discussions and at the PCNs request the engagement 

period was further extended this year concluding at the end August 2024.   

 

The full and final set of indicators for Core + 2024/25 is attached at Appendix 1 for the 

committees review and approval. 

 

 



 

 

As part of the in-year development and longer engagement process for Core + it was agreed 

that any new additions to the scheme, the balancing payment element of the scheme and any 

contract changes will ONLY commence from Q3.  

 

The new indicators are clearly highlighted in the full list below at Appendix A. 

 

To enable work to continue as engagement discussions continued it was agreed to roll forward 

23/24 core + specification for first half of 2024/25 with relevant annual achievement targets for 

existing indicators to be updated once the engagement process had concluded and with the 

addition of the GM specifications that have been introduced across all 10 localities from 1st April 

2024 by Greater Manchester primary care central team. 

 

3. Core + 2024/5 Scheme  

 

As part of a move towards an NHS GM standardised quality scheme, all localities are required to 

include the following GM areas of consistency for 2024/25: 

 

• Optimisation of patients with known Cardiovascular Disease (CVD) and Diabetes through 

delivery of high risk reviews (£3php) 

• Antimicrobial stewardship (AMS)  (Medicines Optimisation Scheme) (£1php) 

 

Localities are required to re-purpose existing quality scheme investment, equivalent to £4 per 

head of population into the new NHS GM areas of consistency.  

 

Please note that the AMS specification is included within the HMR locality Medicines 

Optimisation Incentive Scheme which is managed and contracted for separately to Core +. 

Practices were advised to continue working towards the remainder of 2023/24 scheme in March 

2024 and the NHS GM indicators and specifications for CVD and diabetes. Monthly payments of 

1/12th of total value of Core + 2024/25 of £5.4M have continued to flow from ICB to the NCA and 

from NCA to lead sub-contractor RHA from April 2024.  

 



 

 

In addition to the inclusion of the GM required indicator. Following review and engagement with 

all stakeholders it has been agreed to include a new digital theme with 8 indicators within it. This 

theme is designed to support practices to continue to engage with the digital first agenda in lien 

with NHS guidance and is building on work that has already commenced with practices and 

elements that are included within core contract.  A further 5 new indicators have also been 

introduced this year and as agreed work towards these indicators will commence from Q3. Any 

achievement trajectories aligned to these indicators have been adjusted to take this start date 

into account. 

 

A summary of the themes and indicators for 2024/25 scheme is included at Appendix 1 of this 

paper. New indicators are highlighted in yellow. 

 

The following indicators in the 23/24 scheme are to be removed from the 2024/25 scheme:  

• Chlamydia Screening 

• Review of Cancer Diagnosed via Emergency Presentation  

• Pulse Oximetry and BP@ Home  

• Disease Register Validation  

 

These were determined through the engagement process which commenced in February 2024 

and work has not commenced against these in 2024/25.  

 

Although the engagement period has now successfully concluded with the output of an agreed 

final set of indicators, achievement targets and outcome measures for 2024/24 due to some of 

the contractual complexities and make up of the overall Core + scheme processes to implement 

contracting changes are still underway. 

Once these are concluded with appropriate governance approval the following elements will be 

included into the relevant contracts from Q3: 

- New indicators, achievement targets and outcomes measures 

- Balancing payment details 

- Any contracting changes 



 

 

- Any financial changes due to any of the above (noting that the total envelope of funding 

available for Core + in 2024/25 will remain the same at circa £5.4M) 

 

The HMR scheme continues to have a focus on improved population health outcomes, 

prevention and reducing health inequalities. aligned across the 5 themes. To support delivery of 

the 15 indicators, where trajectories are required, a dashboard on NHS GM Curator is being 

developed and is planned to be available as the revisions commence. 

 

 

  



 

 

4. Next Steps 

 

Conclude contracting change processes via appropriate governance routes. 

 

5. Recommendation 

 

PCCC are asked to approve the final indicator set for 2024/25. 

 

 

 



 

 

Appendix 1 

 

# Indicator How the indicator will be 
measured 

Evidence required Best Practice to achieve 

A1 Minimum of 75 GP or NMP 
appointments per 1000 patients 
available per week by each GP 
practice, (list size as of 1st April 2024) 
  

Quarterly Assurance Report to 
include: 

− monthly appointment 
delivery 

Practice declaration to evidence 
against minimum requirement 

• A consultation is defined as telephone, face 
to face or home visits regardless of length of 
time taken. 

• Practices to regular review demand and 
capacity, including auditing utilisation, 
telephony data and patient feedback. 

A2 All practices to have in place a system 
to triage of Urgent / Same Day 
demand for their registered patient 
population  
 
Patients aged 12 years and younger 
must be seen in practice on the same 
day (if clinically appropriate).  
 
A consultation is defined as telephone, 
face to face or home visits regardless 
of length of time taken. 

Quarterly Assurance Report to 
include: 

− Practice monthly appointment 
delivery 

 
Completion of audit for under 12s 
access (duration 1 week) during 
October or November 2024  

Clinical system reporting to 
evidence the number of 
appointments booked each month 
 
 
Practice completion of audit 

 

A3 All practices to validate NWAS data 
sets. 
 
All practices to engage with any follow 
up work required, to understand how 
NHS 111 slots are allocated at 
practice level. 

This process will not take place 
more frequently than monthly and 
not all practices will necessarily 
be asked to follow up information. 
  

Practice declaration and 
completion of data validation 
requests 

• Template to be developed to support this 
indicator 

A4 All HMR practices to have care 
navigators trained and at least 1 
member of the administration support 
team, who has completed either: 
Enhanced Care Navigation Training 
– delivered by Rochdale Academy 

Quarterly Assurance Report to 
include: 
- all named enhanced care 
navigator(s) 
- date of training  
- where training was accessed  

Practice declaration to evidence 
completion of training 

 



 

 

Advanced Care Navigation Training 
– delivered by the national 
commissioned training provider 
 
NB noting that if a practice can 
evidence that they have tried to 
access training but that this is not 
available this will be taken in to 
account 

  

A5 All practices to be using care 
navigation and signposting, activity to 
be reported by F12 protocol 

Quarterly Assurance Report to 
include: 
- services patient signposted to 
- day/time signposting took place 

F12 Clinical system reporting to 
evidence activity and signposting 
outcomes 

• Utilisation of locality F12 protocol on EMIS 

• Review of F12 directory of services at 
neighbourhood/PCN level 

• Audit of utilisation at practice and PCN level  

 

  



 

 

# Indicator How the indicator will be 
measured 

Evidence required Best Practice to achieve 

 Digital theme is aimed to support practices to engage with the locality digital priority areas to improve and embed the use of the Digital First approaches.  

• It is a contractual requirement for practices to make available appointment booking and cancelation functionality 

• All practices must comply and have appointments available to book online, as per the NHS England guidelines, to be eligible to achieve the incentive element 
for the digital theme. 

D1 Maintain and improve NHS app 
registrations from 1st April 2024 
baseline 

Quarterly Assurance Report to 
include: 
- % current registered patients 
with NHS accounts 
- any patient engagement 
updates 

Data reports • Use Redmoor dashboard to review current 
uptake and monitor improvement 

• Engage with NHS GM and HMR Digital 
Forums 

• Adapt Modern General Practice model 
(undertake funded General Practice 
Improvement Plan programme)  

D2 Maintain and improve NHS app 
prescription requests from 1st April 
2024 baseline 

Quarterly Assurance Report to 
include: 
- current utilisation by month 
- any patient engagement 
updates 
  

Data reports • Use Redmoor dashboard to review current 
uptake and monitor improvement 

• Engage with NHS GM and HMR Digital 
Forums 

• Adapt Modern General Practice model  

D3 Maintain and improve PATCHs 
utilisation from 23/24 baseline 

Quarterly Assurance Report to 
include: 
- current utilisation by month 
- any patient engagement 
updates 

Data reports •  Liaise with locality IT teams to review current 
uptake and monitor improvement 

• Attend NHS GM and HMR Digital Forums 

• Adapt Modern General Practice model 
(undertake funded General Practice 
Improvement Plan programme)  

D4 All practices must ensure that their 
Practice Website is maintained and up 
to date 

Quarterly Assurance Report  
 
Adhoc review by NHS GM of 
practice websites  

Each practice is required to 
ensure their practice website is 
maintained. 
Review of websites & self-
declaration 

•  Attend h NHS GM and HMR Digital Forums 

• Work with PPG to review website content  

D5 All practices to roll out GM Care 
Record Digital Care Plans as per NHS 
GM mobilisation. In 24/25 this will 
include Heart Failure and 
Collaborative care plans. 

 Quarterly Assurance Report to 
include: 
- # of Care Plans in place  

Practices are required to 
participate in roll out 

• In 24/25 this will include Heart Failure and 
Collaborative care plans. 

• Relevant staff to complete training 



 

 

NB  if separate finding is provided 
these will be removed from Core+ 

D6 Business Continuity Plans including 
Workforce Contingency Plans  

Practice Declaration 
 
Feedback provided and actioned 
by practice - final plan to be 
submitted on template by end Q4 

Plans to be submitted by end Q3 
feedback provided to practices 
and to resubmit final by end Q4 

  

D7 Each practice to nominate a Digital 
Inclusion Champion 
 
For smaller practices who may 
struggle to release staff this can be 
the same name as PCN lead. Max ask 
of PCN/practice lead will be 
engagement at monthly digital 
champions workshops/meeting and 
cascade of information.  

Practice Declaration 
 
Submission by end December 24 
as above 

Digital Inclusion Champion details 
to be provided 

• Engage with NHS GM and HMR Digital 
Forums 

• Adapt Modern General Practice model   

D8 Each PCN to nominate a Digital Lead   PCN Declaration 
 
Submission by end December 24 
as above 

PCN Digital Lead details to be 
provided 

• Engage with NHS GM and HMR Digital 
Forums 

  



 

 

# Indicator How the indicator will be 
measured 

Evidence required Best Practice to achieve 

SF1 Breast Screening Uptake 
As per agreed practice level 
trajectories 
  

Quarterly Assurance Report to 
include: 
- % uptake 
- any patient engagement  
 
Clinical exclusion only, no 
exception reporting 

Increase in uptake of breast  
screening in year, based on 
2023/24 baseline  (Curator) 

• Consider a proactive approach to identify 
cohorts who need specific support. 

• Share best practice with practices within PCN.  

• Follow up any patients who do not attend 
screening 

SF2 Bowel Screening Uptake 
As per agreed practice level 
trajectories 
  

Quarterly Assurance Report to 
include: 
- % uptake 
- any patient engagement  
 
Clinical exclusion only, no 
exception reporting 

Increase in uptake of bowel  
screening in year, based on 
2023/24 baseline  (Curator) 

• Consider a proactive approach to identify 
cohorts who need specific support. 

• Share best practice with practices within PCN.  

• Follow up any patients who do not attend 
screening 

SF3 Cervical Screening 25-49 years 
Uptake 
As per agreed practice level 
trajectories 
  

Quarterly Assurance Report to 
include: 
- % uptake 
- any patient engagement  
 
Clinical exclusion only, no 
exception reporting 

Increase in uptake of cervical  
screening in year, based on 
2023/24 baseline  (Curator) 

• Consider a proactive approach to identify 
cohorts who need specific support. 

• Use enhanced access appointments to 
increase uptake. 

• Share best practice with practices within PCN.  

• Follow up any patients who do not attend 
screening 

SF4 Cervical Screening 50-65 years 
Uptake 
As per agreed practice level 
trajectories 
  

Quarterly Assurance Report to 
include: 
- % uptake 
- any patient engagement  
 
Clinical exclusion only, no 
exception reporting 

Increase in uptake of cervical  
screening in year, based on 
2023/24 baseline  (Curator) 

• Consider a proactive approach to identify 
cohorts who need specific support. 

• Use enhanced access appointments to 
increase uptake. 

• Share best practice with practices within PCN.  

• Follow up any patients who do not attend 
screening 



 

 

SF5 Cancer Engagement 
All practices should retain evidence of 
work done to engage with patients for 
all 3 screening programmes to meet 
relevant practice targets. Should a 
practice not achieve its target this 
information will be included in appeals 
process at year end. 
 
Minimum engagement is defined as 2 
contacts message/letter and follow up 
phone call. 
 
Practices should also note and retain 
detailed feedback regarding which 
cohorts of patients are not attending 
and provide practice level intelligence 
regarding why this might be. This 
should include any barriers identified 
by the practice regarding engagement 
with any specific patient cohorts.   
 
Public Health representatives must be 
invited to attend the PCN meetings in 
Q2, Q3 & Q4, feedback regarding any 
barriers, challenges to achieving 
uptake to be discussed at these 
quarterly meetings. 
 
  

Quarterly Assurance Report 
  

Practice/PCN Declaration of 
engagement work. 
 
NHS GM Cancer Alliance Plan 
developed  
 
Minutes from PCN meetings 

• Establish quarterly PCN Cancer Screening 
Best Practice Forums  

• PCN cancer leads to develop PCN level 
targeted action plans  

• Using the learning from the PCN protected 
cancer time to establish a best practice 
invitation/call/recall protocol for use by GPs for 
patients eligible for screening. 

  



 

 

# Indicator How the indicator will be 
measured 

Evidence required Best Practice to achieve 

SF6 Seasonal Influenza Vaccination 65 
years and over 
As per agreed practice level 
trajectories  

Quarterly Assurance Report to include: 

− % of patients vaccinated year to date 

− % patients who have received invites 
year to date 

 
Clinical exclusion only, no exception 
reporting 

Increase in uptake of vaccination 
uptake in year, based on 
2023/24 baseline (Curator) 
 
90% of eligible patients to 
receive 2 vaccination invites   

•  Consider a proactive approach to 
identify cohorts who need specific 
support. 

• Use enhanced access appointments to 
increase uptake. 

• Share best practice with practices within 
PCN.   

• Follow up any patients who do not attend 
screening 

SF7 Seasonal Influenza Vaccination 18-64 
years at risk  
As per agreed practice level 
trajectories  

Quarterly Assurance Report to include: 

− % of patients vaccinated year to date 

− % patients who have received invites 
year to date 

 
Clinical exclusion only, no exception 
reporting 

Increase in uptake of vaccination 
uptake in year, based on 
2023/24 baseline (Curator) 
 
90% of eligible patients to 
receive 2 vaccination invites   

•  Consider a proactive approach to 
identify cohorts who need specific 
support. 

• Use enhanced access appointments to 
increase uptake. 

• Share best practice with practices within 
PCN.   

• Follow up any patients who do not attend 
screening 

SF8 Seasonal Influenza Vaccination 2-3 
years 
As per agreed practice level 
trajectories  

Quarterly Assurance Report to include: 

− % of patients vaccinated year to date 

− % patients who have received invites 
year to date 

 
Clinical exclusion only, no exception 
reporting 

Increase in uptake of vaccination 
uptake in year, based on 
2023/24 baseline (Curator) 
 
90% of eligible patients to 
receive 2 vaccination invites   

•  Consider a proactive approach to 
identify cohorts who need specific 
support. 

• Use enhanced access appointments to 
increase uptake. 

• Share best practice with practices within 
PCN.   

• Follow up any patients who do not attend 
screening 

SF9 Seasonal Influenza Engagement PCN to work with member practices to 
prepare a plan outlining their approach 
to increase vaccination uptakes for 
2024/25.  
 
Plan to be submitted by 31st October 
2024 and year end evaluation 

Progress report to be published 
against plans at the end of year, 
documenting learning and 
outcomes achieved.  

•  Consider a proactive approach to 
identify cohorts who need specific 
support.  

• Sharing of resource across PCN 
member practices 

• ICB PC & RHA to develop agreed 
template for the plan 



 

 

 

  



 

 

# Indicator How the indicator will be 
measured 

Evidence required Best Practice to achieve 

QI1 High Intensity Users 
From 23/24 baseline data all practices 
to review HIU patient list attending 
UTC more than 7 times in a 12 month 
period across HMR all practices need 
to review patients and provide 
evidence of follow up & next steps. 
This should include activity numbers, 
case studies and copies of MDT 
minutes or other meetings held to 
discuss and review patients with input 
from other parts of the local system 
e.g. housing, INTs, alcohol team, 
mental health services etc.    
 
Practices to use their own clinical 
system to identify the patients and 
review the patients by practice or PCN. 
Practice identifying actions and/or 
onward referrals to agencies who can 
support the underlying patient need. 
 
This data set should be collated and 
updated by practices monthly. The 
report should be shared with 
commissioners monthly. 

Quarterly Assurance Report to include: 
- # of HIU reviews undertaken for  

▪ Patients 0-18 years 
▪ Patients 18 years +  

Number of reviews completed 
and reported to NHS GM via 
performa 
 
Practice/PCN Evidence (i.e. 
meeting minutes) 
 
HIU dashboard (Curator)  

  

QI2 Frailty Assessments 
A minimum of 75% of Care Home 
patients with a clinical frailty score 
(CFS) of 7 or more to  have completed 
at least annually 
* Care Plan/Review of Care Plan  
* Structured Medication Review 
* Falls Assessment 
 

Quarterly Assurance Report to include - 
% of patients with a completed review 
- any updates in the reporting period 
 
Clinical exclusion only, no exception 
reporting 

A minimum of 75% of Care Home 
patients (CF>7) with a frailty 
review (Curator) 

• Frailty reviews to include 

− Care Plan/Review of Care Plan  

− Structured Medication Review 

− Falls Assessment  



 

 

Noting that falls Assessments are 
General Practice Core Contract and 
SMR reviews and Care Plans are part 
of the Enhanced Health in Care Homes 
Framework. Therefore this work is 
being carried out over 12 months  

QI3 Referrals into UCR and SDEC 
Maintain or increase the number of 
referrals to HMR urgent care services 
including SDEC and 2-hour Urgent 
Community Response Team 
  
Current baseline data shows for 23/24 
a total of 134 referrals were made to 
SDEC and UCR by all 36 practices.  
 
For the first 6 months of the year a 
boroughwide target will be monitored. 
 
 PCN baseline data will be supplied 
asap and from Q3 PCNs will be asked 
to maintain and improve against PCN 
level baselines. 
  

Quarterly Assurance Report to include : 
- # of referrals completed in reporting 
period  
 
 
  

GM Curator TBD 
  

PCN baseline data still  



 

 

QI4 SMI Annual Reviews 
 
Practices to ensure that any patient 
receiving prescriptions for antipsychotic 
medications  in primary care (under a 
shared care agreement), are having 
their required tests and annual reviews 
inline with NHS England SMI and 
GMMMG guidance. 
 
 
As per national guidance a 
comprehensive annual review, must 
include: 
BMI /  Blood Pressure /  Cholesterol or QRISK / 
Blood Glucose or HbA1c /  Alcohol Status / 
Smoking Status 
  

Quarterly Assurance Report to include  
- % of patients with a completed review 
- any updates in the reporting period 

Increase uptake in the number of 
patients on the SMI register with 
a comprehensive annual review 
based on 2023/24 baseline 
(Curator)  

 

• Trajectories have been adjusted to 
support, no exception reporting to 
be considered, however if  apractice 
should required the LCS appeals 
process may be followed. 

•  

• Practices will be required to 
evdence patietn engagemetn to 
support any appeal process, a 
minimum of 2 inites and verbal 
contact. 
 
 

 

  



 

 

# Indicator How the indicator will be 
measured 

Evidence required Best Practice to achieve 

QI5 Advice and Guidance Pathways 
Practices must seek to increase the 
number of requests for advice and 
guidance (specific speciality pathways 
to be provided).   
 
For all named specialities, that have 
fully implemented A&G pathways,  
practices must code at the point of 
request, for within the patients clinical 
record 
 
All A&G contacts to confirmed 
specialities must be recorded with the 
appropriate SNOMED code  (to be 
provided) . 

Quarterly Assurance Report to include: 

− # of contacts made in period 
- any updates in the reporting period  

Increase in referral activity 
based on FY 2023/24  

 ICB to confirm as soon as possible named 
specialties & SNOWMED codes. Awaiting 
information from NCA re confirmed specialties. 

QI6 Referral to Community Diagnostics 
Maintain or improve from 2023/24 
baseline into NOUS and ECHO 
diagnostic pathways 

Quarterly Assurance Report to include: 

− # of patients referred in period 
- any updates in the reporting period 
  

Increase in referral activity 
based on FY 2023/24  

• Baseline data to be made available as 
soon as possible. 

QI7 Safeguarding & SEN 
Practice to provide reports on request. 
This will be reported on coded activity 
(time from request - time completed 
and returned) 

Quarterly Assurance Report to include  
- # of completed requests 
- any updates in the reporting period 

EMIS Enterprise Reports 
  

• Complete SEN/EHCP medical information 
returned within process timescales 
 

• Practices to engage with safeguarding 
reviews and complete medical reports within 
process timeframes 

QI8 Paediatric Asthma Reviews Quarterly Assurance Report to include  
- % of patients with a completed review 
- any updates in the reporting period 

Increase uptake in the number 
of patients on the Asthma  
register aged under 18 years 
with a comprehensive annual 
review based on 2023/24 
baseline (Curator) 

• Comprehensive Asthma review to include: 
• Asthma control questionnaire  
• Provision of asthma management plan  
• Assessment of inhaler technique/ use of 
spacer 

• Use enhanced access appointments to 
increase uptake 



 

 

• Refer to Childrens Paediatric Nursing team 
for review 
  

QI9 Primary Care Network Plan (Diabetes) 
As per agreed PCN level trajectories  

Quarterly Assurance Report to include: 
- % of patients with a BMI recorded 
 
Clinical exclusion only, no exception 
reporting 

Increase in uptake of diabetic 
patients with a BMI recorded in 
year, based on 2023/24 baseline  
(Curator) 

• Practices are recommended to completion of 
8 care process as part of annual Diabetes 
Review 

• To prioritise patients with the highest risk 
factors including: 

− Those within GM high risk groups 

− Early onset type 2 patients (18-39 
years) 

− Care Home Patients 

 
• Use enhanced access appointments to 

increase uptake  

Quarterly Assurance Report to include: 
- % of patients with a ACR recorded 
 
Clinical exclusion only, no exception 
reporting 

Increase in uptake of diabetic 
patients with an ACR test 
undertaken in year, based on 
2023/24 baseline  (Curator) 

Quarterly Assurance Report to include: 
- % of patients with a foot check 
recorded 
 
Clinical exclusion only, no exception 
reporting 

Increase in uptake of diabetic 
patients who have a foot check 
undertaken in year, based on 
2023/24 baseline  (Curator) 

Quarterly Assurance Report to include: 
- % of patients with a cholesterol test 
recorded 
 
Clinical exclusion only, no exception 
reporting  

Increase in uptake of diabetic 
patients who have a cholesterol 
test undertaken in year, based 
on 2023/24 baseline  (Curator) 

Monthly monitoring via Provider update 

 
Quarterly report to include: 
- # of patients registered in period 
- any updates in the reporting period  

Increase in uptake of pre-
diabetic patients who have been 
referred to Healthier You 
programme in year, based on 
2023/24 baseline  (Provider)  

 



 

 

Post event report and update Evidence of a PCN wide 
engagement event held between 
1st October 2024 and 31st 
March 2025. 

  

GM1 CVD and Diabetes high risk 
reviews – as per GM ICB 
specifications from 1st April. 
Specification in full at Appendix 2 

Monthly monitoring via GM Curator  
 
Practice to achieve the 24/25 trajectory 
target 
 
Clinical exclusion only, no exception 
reporting 

Number of high-risk reviews  
completed (Curator) 

• Streamlined high risk review to include:  

• BP 

• BMI 

• eGFR 

• HbA1c 

• smoking status 

• Cholesterol  

• Practices are strongly recommended to 
complete full long-term condition/QOF 
reviews at the same time  

• Work with PCN and neighbourhood teams to 
support vulnerable patients 

  



 

 

 

 

 

 

 

 

 

 

 

 

 

 

Key:         

 

= new indicator to commence from 1st October 2024 

 

# Indicator How the indicator will be 
measured 

Evidence required Best Practice to achieve 

C1 PSA Practice Claim EMIS Enterprise - to support 
practice claims 

▪ Payment by activity for monitoring 
undertaken as part of shared care 
agreements 

C2 Near Patient testing - DMARDS Practice Claim EMIS Enterprise - to support 
practice claims 

▪ Payment by activity for monitoring 
undertaken as part of shared care 
agreements 

C3 Gonaderalin Practice Claim EMIS Enterprise - to support 
practice claims 

▪ Payment by activity for monitoring 
undertaken as part of shared care 
agreements 

C4 Minor Surgery  Providing Practice Claim Provider claim ▪ Commissioned provider(s) to continue 
operation of boroughwide service 

C5 Ring Pessary  Providing Practice Claim Provider claim ▪ Commissioned provider(s) to continue 
operation of boroughwide service 

C6 SAS Providing Practice Claim Provider claim ▪ Commissioned provider to continue - 
delivery as per the NHS GM Service 
Specification and Reporting Template 

C7 LARC Providing Practice Claim Provider claim ▪ Commissioned provider(s) to continue 
operation of boroughwide service 

C8 NHS health checks  Practice Claim EMIS Enterprise - to support 
practice claims 

▪ Payment by activity as per HMR PH 
Service Specification 

C9 South Asian health checks   Practice Claim EMIS Enterprise - to support 
practice claims 

▪ Payment by activity as per HMR PH 
Service Specification 
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Appendix 2 

 

GM Areas of Consistency: CVD and Diabetes Specification 

Context:  

NHS GM is taking a whole system focus to Population Health and Prevention in 2024/25, so as to improve the health outcomes 

and health inequalities faced by our population. A comprehensive, scaled up prevention plan focusing on CVD and Diabetes for 

2024/25 underpins this priority aim.  

Within the GM Multi Year Prevention Plan 2024-25, a broad range of preventative activities focused on CVD and Diabetes 

prevention are laid out – these span the full spectrum of prevention tackling the wider determinants of health; primary prevention of 

the key modifiable behaviours; and optimising secondary prevention of the underlying conditions that lead to heart attacks and 

strokes. 

This specification focuses for 2024/25 on optimising secondary prevention of Diabetes and the 3 conditions that significantly 

increase the risk of heart attacks and strokes – hypertension, hyperlipidaemia and AF. The specification identifies, from GP 

records, those who are at highest risk of developing poorer health outcomes due to CVD and Diabetes and prioritises this group 

for review and clinical care. The specification also focuses on the identification of multiple-CVD within this high risk group, for 

example, a person with high blood pressure who may also have undiagnosed obesity, high cholesterol or diabetes.  

As this specification develops over future years, the aim is to expand from optimising secondary prevention in those known on GP 

records to the identification of those with undiagnosed conditions that lead to MI/Stroke. 

Quality approach: This is a transition year moving from 10 CCG developed schemes towards consistency within GM GP quality 

schemes.  

This specification takes a quality focus by using a population health management approach and adopting use of a digital risk 

stratification tool to prioritise those with known hypertension, hyperlipidaemia and AF (as the causative factors of MI and Stroke) or 

Diabetes who are at highest risk for review.  Both cohorts – those with CVD and those with Diabetes – are included in this single 

specification.  

The achievement targets for 2024/25 are set recognising that this represents a new way of working and is a transition to future 

schemes.  

A core option (1a) is presented, costed within a financial placeholder of £3php. Please note, this is a minimum expectation, and 

localities who currently invest above this level in areas of CVD and Diabetes should continue to do so (as affordability allows).  

An enhanced specification (1b) is presented if localities wish to fund additionally above the £3php. The intention is that this scheme 

will progress to 1b Enhanced as the standard GM level offer in 2025/26. 

1a Core: Optimisation of patients with known CVD and Diabetes 

o For each practice, a list of patients with known hypertension, hyperlipidaemia and AF or Diabetes who are at highest 

risk will be generated through a search with GP IT system resources. This can be done so the list is ready for use on 

1.4.2024.   

o Practices are asked to prioritise these patients, recognising this may need a different approach to their existing long-

term conditions recall system as an additional piece of work to support people who have either not engaged with 

their practice teams or who, for various reasons despite engagement, still have poor control of their conditions.  

o This high risk group have known CVD or Diabetes; therefore, this work represents an enhanced payment in addition 

to standard QOF payments.  The rationale is to enable practices to prioritise care and recall systems and make every 

contact count for this at-risk cohort. 



 

 

o Routine call and recall for the rest of the practice population should continue as normal. 

 

o For the high risk cohort of patients, practices are asked to perform a ‘streamlined high risk review’ for this group to 

ensure a minimum of the 6 criteria below are undertaken within the financial year 2024-25.:

▪ Blood Pressure 

▪ BMI 

▪ eGFR   

▪ HbA1c  

▪ Smoking status 

▪ Cholesterol 

o Practices are strongly recommended to complete full long term condition/QOF reviews at the same time, e.g., for 

people with diabetes to include urinary ACR and foot check, in addition to the minimum criteria 

o The search within clinical systems to identify the high-risk cohort/list for each practice will be available from 1st April 

2024 

o The list of high-risk patients will be defined as of 1st April 2024 – patients will be eligible based on data as of 31st 

March 2024 to provide a defined cohort to review over the 2024/25 period 

o Additional digital tools within clinical records systems will all be available over Quarter 2 24/25. These tools will 

include templates and protocols (pop-ups) for Emis and System One and an NHS GM Re-ID dashboard 

o Data sharing: Practices will be supported to understand the full benefits of data sharing agreements, including 

remote access by Data Quality team where mutually agreed, relevant to this specification and the information 

governance in place to protect confidentiality, to enable practices to fully benefit from the data quality and BI tools 

available to support this specification in a timely and efficient way. In addition, achievement will be extracted from 

clinical codes to avoid onerous reporting by practices.  A tableau dashboard will support practices to visualise in year 

achievement, and support practices to maximise the population health management approach intended by the 

specification.   

o Webinars and education and training will be run by NHS GM, in conjunction with locality teams, over Q1 and will 

include education and training on the digital tools, launch of GM clinical guidelines and toolkits to support clinical 

practice and education sessions regarding population health management approach and tackling health inequalities 

that have been produced to support delivery of this quality scheme.  

o Wider working: working within PCNs and with neighbourhood teams is encouraged as will support practices work 

differently with people at highest risk. Working within neighbourhoods is the aligned to the primary care blueprint 

which supports activities outside the practice that may enable and encourage patients to access health care within 

the practice 

 

How is the high risk group identified? 

High risk groups have been identified using a modified version of the UCL Partners Proactive Care Frameworks 

(https://uclpartners.com/our-priorities/cardiovascular/proactive-care/search-and-risk-stratification-tools/supporting-resources/), 

identifying patients with uncontrolled Cardiovascular Diseases or who have no record of condition specific readings in an appropriate 

timeframe. Patients are ordered based on the greatest clinical benefit of becoming controlled or treated to target for the relevant 

cardiovascular disease. The modifications to the original UCL Partners Proactive Care Frameworks take account of Greater Manchester 

specific guidelines, for example to align blood pressure thresholds with the NHS Greater Manchester Hypertension Medication Pathway. 

The clinical parameters used are included in Appendix 1.  

 

2024-2025 Delivery:  

 

Delivery: Preparation and Engagement 

 

o April 2024: Practice to run their high risk search to identify the cohort of patients for this work 

o Practice to plan how to deliver streamlined high risk review for defined cohort: for example, what changes to recall system 

is required to prioritise this group, what changes to the way people are invited into the surgery can be made to encourage 

this group to attend for reviews, what are the opportunities sin practice to opportunistically review this cohort of patients if 

they attend for another condition (making every contact count) 

o Over Q1, GM and locality teams will work with practices to host webinars and training sessions regarding this 

specification 

https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fuclpartners.com%2Four-priorities%2Fcardiovascular%2Fproactive-care%2Fsearch-and-risk-stratification-tools%2Fsupporting-resources%2F&data=05%7C02%7Cclaire.lake%40nhs.net%7C11ad28ac27e04655370408dc2967b288%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638430772570469135%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=WlJZTDif2ypQz05h5%2Bponigb13mX8MdjoB780UdOD5o%3D&reserved=0


 

 

o Education and training opportunities (as described above) 

 

Delivery: High risk reviews: 

o 2024/25: Practices to perform streamlined high risk review for patients identified within high risk cohort 

o A streamlined high risk review is defined as the following 6 criteria below are undertaken within the financial year 2024-

25: 

▪ Blood Pressure 

▪ BMI 

▪ eGFR   

▪ HbA1c  

▪ Smoking status 

▪ Cholesterol 

o A template will be available by the end of quarter 1 within clinical records system to support practices to complete the 

streamlined high risk review (use is not mandatory, it is a tool to support practices with complete coding) 

o Pop-ups will also be made available in IT systems over quarter 2 to enable the opportunistic review (making every contact 

count). A popup is a prompt appearing in the QOF box.  

o Payment thresholds will be scaled to recognise this is the first year of the specification and to allow for the preparation 

and engagement aspect of delivery. 

 

Planned Engagement and support offers for practices 

• Launch events – working with localities 

• Webinar to launch support tools and offers 

• Searches available within clinical systems 1.2.24 (1a core) 

• Digital webinar covering Re-id and digital tools, IG and data quality  

• Clinical toolkits for clinicians 

• Education and training re: population heath management approach to tackling health inequalities 

• Proactive care model for delivery across a PCN/ Locality with the opportunity to work with the proactive care programme, to 

support delivery of the requirements for the identified cohort. Support offered through workforce planning, MDT working and 

clinical leadership. 

 

Activity:  

The following data has been used to set thresholds for this area of delivery. The data is shared for transparency.  

The table below shows the variation in the % seen and % complete review measures across all GM GP Practices: 

  % Seen Last 12 Months % Complete Review Last 12 Months 

Lower Quartile 66.7% 20.5% 

Middle Quartile (Median) 72.2% 28.2% 

Upper Quartile 77.7% 36.8% 

Average 70.8% 27.3% 

 

Explanatory notes:  

 “Seen” in last 12months: the “seen” measure as an indication of whether a patient has been in contact with General Practice in the last 

12 months, looking for either: 

- BMI - Blood Pressure 

- HbA1c - Cholesterol 

- eGFR  

 

This helps quantify how many of the patients in scope have been into the practice within past 12m for a review and are on high risk list 

because of poorly controlled CVD or Diabetes vs. those who have not been into the practice and are likely to have been exception 

reported under QOF. 

Complete review: This measure is how many patients within the at risk cohort have received all 6 elements of the streamlined review 

currently/pre-incentive scheme intervention. However, these indicators within the “complete review” should be standard practice for any 

patient with high risk CVDs. 



 

 

The distribution can also be seen in this scatter plots and individual charts below: 

 

 

 

 



 

 

 

Payment: 1a. Core 

o Payment based on activity on carrying out the 6 tests in the streamlined high risk review (Blood Pressure, BMI, HbA1c, U+Es, 

Cholesterol, smoking status) of those on fixed high risk list 

o In 2024/25, payment is based on performing the review/tests and is not based on improved clinical outcomes  

o No exception reporting: the achievement thresholds are adjusted to allow for this.  

o Note: patients who join a practice within the last 3 months of the scheme, where the patient is in high risk group but does not 

meet the achievement criteria will be excluded so as to not disadvantage the new practice.  

o £3php funding envelope for this work 

 

o Threshold payment:  

Lower threshold: 10% achievement = 50% payment 

Sliding threshold from 11% to 49% achievement = achievement +50% payment (so 11% = 61% payment) 

Upper threshold:  50% or greater achievement = 100% of payment  

 

o We are aiming to move to a cohort based funding model for this work but given 2024/25 is a transition year it is recognised 

that this element needs to fit within existing schemes. For 24/25 only, localities may choose which funding model aligns more 

closely with the remainder of their existing schemes.  Work will be undertaken with locality leads to find a transitional funding 

arrangement that does not destabilise the remainder of the locality GP Quality scheme investment. If cohort funding is the 

preferred option, we recommend £83 per patient in the identified cohort.  

o Cash flow arrangements are a locality decision.  Any payments more than verified achievement will be clawed back in Q1 of 

25/26. 

 

Data Monitoring and evaluation:  

o Practice data: proportion of high risk list who have had a complete review undertaken over 24-25 financial year 



 

 

o Patient experience/quality measure: TBD (and not included in achievement targets)  

o GM data:  

o reduction in cohort of high-risk patients at end of 2024/25 compared to start 

o reduction in those high risk due to not being seen for 18months 

o increase in proportion of complete reviews 

o GM evaluation: 

o Evaluation regarding achievement by practice, PCN, locality and pan GM 

o Evaluation of impact of this approach: evidence from existing schemes supports the inference that funding a 

streamlined review will lead to a sequalae of clinical care interventions which optimise disease parameters and 

outcomes; therefore, existing evidence and inference is that a review leads to improvement in clinical outcomes and 

reduction in risk. This approach recognises there are external factors that contribute to clinical outcomes (e.g., 

availability of specialist services and patient behaviours) but this shift in clinical disease measures will be monitored 

by NHS GM as part of building the case for future investment in general practice 

o Effectiveness of delivery of areas aligned with primary care blueprint 

 

What are the benefits? 

• Utilise digital technology to embed clinical risk stratification and prioritisation within practice recall systems  

• Adopts a quality and patient safety approach to prioritise patients who are most at risk – improves patient safety  

• Incentivises the opportunity to engage with patients previously exception reported (QOF), who have poorly controlled CVD or 

diabetes or who do not engage 

• Aligns with PC Blueprint as there is the opportunity to work with PCN/neighbourhood teams to engage at risk patients 

• Uses primary care data to monitor achievement; data aligns with QOF reducing burdensome coding requirement 

• On a practice and population basis, this should lead to a reduction in numbers of people who fall into at risk category, thereby 

demonstrating improvement in health of practice population 

• Builds foundation for future schemes, using a population health management and risk stratification/prioritisation of need 

approach to clinical care  
• Patients can be linked to their own GP diabetes data via www.diabetesmyway.nhs.uk to help improve self-

management as well. 
 

What are the areas of risk to be mitigated? 

• Vision sites. EMIS and System One can be supported via above digital tools. There are 4 vision sites remaining in GM. It is 

proposed targeted work (with funding support) is undertaken rapidly to support migration to alternative clinical system 

• Support to understand the benefits of data sharing in order to benefit fully from scope of GM digital tools that will be made 

available for practices 

 

1b Enhanced: Case finding  

1b is an enhanced specification above and beyond the core 1a specification.  It is included here to signal intent for future years 

(2025/26), but also to give localities who wish to go above the minimum criteria outlined in 1a, the opportunity to adopt early in 24/25.  

o Case finding via the use of GM digital tools to optimise primary prevention using QRISK and QDiabetes 

o QRisk: Offer statin for QRisk >= 10-20% 

[using GM wide estimation of QRisk as QRisk no longer available for batch run in clinical record systems] 

o QDiabetes: Diabetes Case finding. Those with a QDiabetes score >5.6 should have an HBa1C measured if one has not 

been measured in past 12months. Those with missing values and QDiabetes score > 5.0 (estimated value) should be 

given priority for an NHS Health check so the missing values can be identified.  

o QRisk and QDiabetes tools will be available for practices to run by end of Q1 if localities wish to adopt this enhanced 1b 

spec.  

Ib Payment: 

o Achievement and Payment structure will be worked up with any locality wishing to adopt the enhanced specification to scale 

available funding with deliverable ask for practices.  

o For the enhanced spec, achievement will be based on:  

http://www.diabetesmyway.nhs.uk/


 

 

1. Practice running QRisk and QDiabetes tools and using re-id tool to identify practice patients 

2. %age of those with QRisk >10-20% who have been offered statin (to be agreed with locality) 

3. %age of those with QDiabetes score >5.6 who have an Hba1c within 12m (to be agreed with locality) 

END 

Appendix 1: High risk criteria 

 

Patients who are high risk are defined as any patients who meet the below criteria: 

Hypertension: 

• 1 Clinic BP >= 180/120 mmHg 

• 2 Clinic BP >= 160/110 mmHg 

• 3 No BP reading in the last 18 months 

Diabetes: 

• 1 HbA1c > 86 mmol/mol 

• 2a Moderate / Severe Frailty, HbA1c > 75 mmol/mol 

• 2b Mild Frailty / No Frailty, HBA1c > 75 mmol/mol 

• 3 No HbA1c reading in the last 18 months 

Atrial Fibrillation: 

• 1a Not on Anticoagulant, Female and CHADS >= 2 

• 1b Not on Anticoagulant, Male and CHADS >= 1 

• 1c Not on Anticoagulant, Age >= 65 

• 1d Not on Anticoagulant, No CHADS ever 

Secondary Prevention of CVD: Coronary Heart Disease, Peripheral Arterial Disease, Stroke or TIA: 

• 1a No lipids ever 

• 1b No lipids in the last 12 months 

• 2a Not on statin therapy and eligible 

• 2b Statin declined or contraindicated, not on alternative lipid lowering therapy 

 

END 
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1.0 Background 

A total of £2million has been identified for pan GM schemes for primary care to meet the needs 

of the NHSE UEC Recovery Delivery Plan regarding “standardisation of urgent integrated care 

coordination which will facilitate whole system management of patients into the right care 

setting, with the right clinician or team, at the right time. This GM allocation is intended to 

support all disciplines of primary care.  

£1.8million of this funding has been allocated to GM Primary Care for the commissioning of GP 

surge hubs. The intention of the establishment of the GP surge hubs is that they will provide 

additional capacity throughout the winter period in response to peaks in pressure and demand. 

The hubs will be based at locality level and will be developed to operate flexibly in anticipation of 

and in response to changes in demand where indicated by evidence such as the GM Primary 

Care Sitrep and other local means.  

Nationally and through the NHSE Operational Planning guidance for 2024/25, there has been an 

appetite for systems to consider Acute Respiratory Infection (ARI) hubs. Work to evaluate the 

approach of last year across GM indicated that a significant proportion of those who presented 

at surge hubs had ARI. However, given the socio-economic demographic of the GM population 

and the desire for extra capacity to meet as much demand as possible, the intention has been to 

support surge hubs that can meet healthcare need more broadly. A specification for surge hubs 

has been developed by the central GM primary care team and this is currently out for 

consultation. Once the final 2024/25 specification has been approved this will be shared with 

localities to mobilise a local response. Each locality has already been made aware of the 

financial allocation for the pan GM primary care elements as this was included in the locality 

UEC locality allocations. 

In addition to the above pan -GM primary care allocations to support winter pressures, each 

locality has also received additional UEC recovery fund allocations. Following engagement with 

the wider system, including primary care each locality submitted plans to GM UEC for their 

allocation and this funding and outline plans have been approved. 

The GM NHS locality teams are working with Rochdale Health Alliance (RHA), BARDOC, our 

Primary Care Networks and GP practices to plan and mobilise the following additional capacity 

Services to support additional capacity over the winter period. 

Further detail on HMR schemes for Pan GM and locality UEC allocations are provided below. 

 

 

 



 

 

2.0  HMR UEC Recovery Fund Primary Care Additional Capacity Schemes 

Additional Capacity in General Practice  

To support the increased demand across general practice during the winter period, from the 

locality allocation, funding will be provided to our 6 primary care networks on a fair share basis. 

This will deliver at least an additional 3800 extra appointments with a prescribing clinician 

between November 2024 and March 2025.  

Primary Care Networks PCNs are asked to work with their member practices to provide the 

additional appointments. PCNs have the autonomy to design the delivery model around the 

demand of their patient cohorts, workforce capacity and available estates. As light touch as 

possible reporting template has been developed to support PCNs to confirm the additional 

capacity delivered and draw down funding. 

Middleton Hub (Bowness Road) 

The Bowness Road Middleton hub will provide additional urgent primary care GP appointments 

(up to 48 appts a day) during the bank holidays and weekends this winter. This will support and 

alleviate pressures from urgent care system and primary care particularly preventing surges at 

the start of the week. The service will start from 2nd November 2024 and run until 21st April to 

cover the Easter bank holiday. 

Additional Capacity Acute Visiting Service (AVS) 

The Acute Visiting Scheme, provided by BARDOC have again this year received additional 

funds to support to extend the service offer by increasing the number of cars from two to three.  

Reactive Falls Service 

The Reactive Falls Service, provided by BARDOC. This service deploys a rapid response to 

people who have fallen in their own homes, ensuring they get the care and ongoing support they 

need and where possible prevent ambulance call outs and transfers to acute care.  

3. NHS Greater Manchester Primary Care Schemes 

Additional Winter Surge Hubs  

Funding will be available to mobilise surge hubs across NHS GM. Using the learning from 

previous years, a service specification is currently being developed, localities are encouraged to 

develop a hub(s) which will work alongside existing local arrangements and operate 7 days a 

week between November 2024 and March 2025.  

Hub(s) will accept referrals from primary care, NHS 111, the GM Clinical Assessment Service 

and locally from Same Day Access Service.  Building on the evaluation of the schemes which 



 

 

have been in place, in previous years, services this year will not be solely for acute respiratory 

infections and will more broadly meet acute health care needs. Both face to face and remote 

appointments will be available. 

Given the proximity of the winter period, localities have been asked to feed back their plans for 

to the GM transformation team by the end of September. We are currently working with our local 

providers to develop mobilisation plans, with a plan to go live in November. In HMR we currently 

commission RHA to deliver in hours hubs at two locations Heywood and Rochdale, Monday to 

Friday 10 – 6pm providing face to face GP appointments for urgent on the day primary care 

demand. The additional winter funding will be used to extend these hubs to provide this service 

7 days a week.  

At a GM level pharmacy, optometry and dental schemes are also being developed to help 

relieve pressures in the system and they were able to access additional funding which NHS GM 

has provided to support primary care surge planning. These services are vital part of our local 

services helping residents to manage a range of conditions and help to reduce demands on 

other parts of the system.   

To support the local system, active signposting in place across our 36 GP practices, which 

supports patients to access the right service at the right time and signposts to services delivered 

by non-GP wider primary care.  

As part of the future workplan for this committee we are working with NHS E colleagues to look 

at how we can share information and updates regarding the work streams and pressures across 

wider primary care and to develop closer working relationship with HMR locality leads for non-

GP primary care. 
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1. Background 

A programme of support was launched by NHS England in early 2023 to all practices to help 

them achieve changes set out in the Recovering Access to Primary Care.  The General Practice 

Improvement Programme (GPIP), is available for practices and primary care networks (PCNs) 

until 2025. The programme consists of a 3 offers of training support to practices to help them to 

have ‘more control over their workload, maximise the use of all staff roles and local services, 

meet the needs of patients and provide safe, equitable care’. The programme focuses on five 

priority areas: 

 

• Understanding and managing demand and capacity 

• Enhancing care navigation and triage processes 

• Improving the experience for patients of telephoning their practice (‘the telephony 

journey’) 

• Improving the experience for patients of contacting their practice and managing their care 

online (focusing on practice websites, online consultation tools, messaging systems and 

appointment booking tools) 

• Management of non-patient-facing practice workload. 

 

GPIP provides three levels of support:  

• a universal offer, available to every practice in England;  

• an intermediate offer for practices that require more help;  

• and an intensive offer providing targeted support for those working in the most 

challenging circumstances. 

 

The programme supports practices to move towards the modern general practice model which 

will enable practices to be fairer, safer and more sustainable. Practice Level Support provides 

pragmatic, hands-on support for practices using experienced primary care quality improvement 

specialists who have worked with general practice for many years. 

 

Universal Offer 



 

 

A number of “How to” guides, bitesize training models and practice and patient resources are 

available via the NHS Futures portal, to support practices to develop their MGP models. 

 

Practice Level Support (Intermediate and Intensive) 

The Practice Level Support offer is a hands-on support package available for practices willing 

and ready to improve how patients contact the practice and are navigated to the most 

appropriate care. The support can help practices improve care, raise patient satisfaction and 

take pressure off the team. It is delivered through weekly sessions in the practice and enables 

and supports practices to plan and deliver improvements. 

 

All HMR practices have been encouraged to consider whether practice level support would be 

beneficial for them.  

 

Transition cover and transformation support funding is available to practices undertaking 

intermediate or advance support offers (£1.50php) to enable practices to pay for additional 

support to help clear existing work before they transition to a modern general practice access 

model, for example additional staffing or equipment. 

 

2. Heywood Middleton and  Rochdale Participation  

All practices can access the resources and support available as part of the universal offer. 

The locality team have engaged with all HMR practices to encourage practice participation, 

includes targeted conversations, sharing updates and communications and presentations at 

PCN board meetings. To date nine practices have completed or are completing the support 

programmes (52 practices across NHS GM).  Eight have opted to undertake the intermediate 

offer, with one practice completing the intensive offer, please see the table below: 

 
Organisation Code Practice Name Programme 

2023- 
2024 

P86007 Wellfield Health Centre Intermediate Phase B 

P86018 Littleborough Group Practice  Intermediate Phase B 

Y00726 The Hive Intensive Phase B 

P86022 Stonefield Street Surgery  Intermediate Phase B 

2024 - 
2025 

P86005 Yorkshire St Surgery  Intermediate Phase E 

P86011 Longford Street Medical Centre  Intermediate Phase E 



 

 

P86016 Heywood Health Intermediate Phase D 

P86023 Hopwood Medical Centre Intermediate Phase E 

Y02795 Middleton Health Centre Intermediate Phase C 

P86001 Milnrow Village Practice TBC 

P86012 Woodside Medical Centre TBC 

 P86010 The Junction Surgery TBC 

 P86624 Trinity Medical Practice TBC 

 

The final phase will commence in October 2024, with a deadline for practices to register their 

interests by 20th September. Any practice who has opted not to complete either the intermediate 

or intensive packages during the 2023/25 window, will not be eligible for transition funding. 

 

Further work is being undertaken by the locality Primary care team to encourage further uptake 

of this offer including sharing of feedback from practices in other localities that have completed 

the training support offers regarding the benefits this has delivered for them. 

 

NHS England have just released an evaluation of feedback from the 586 practices who 

undertook the programmes during 2023/24, key outcomes included: 

• In around 25% of practices, they observed a release in clinical time each week 

• 191 practices saw a 3.4% reduction in appointments they deemed avoidable 

• 296 practices are reported to have managed to improve triage / signposting out of the 

practice as a result of the support, with patients being directed to alternative (non-GP) 

services 

• 510 practices have seen a 3.3% reduction in incoming phone traffic (calls answered and 

abandoned) 

This evaluation has been shared across our locality practices. A full and final evaluation will be 

presented to PCCC in summer 2025. 

 

3. Recommendations 

PCCC are asked to note the engagement of HMR member practices with GPIP. 
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1. GP Quality Alerts – Ulysses  



 

 

 

Data from July-August 2024. 

A total of 41 records were reported from the start of July to the end of August 2024, 31 were 
reported for the same period last year.  
 
GP Quality Alerts reported by Theme 
 
Below shows a bar chart with the sub-subject/theme  
 

 
 

The highest reported theme for this period was Quality of Care.   

 

GP Quality Alerts - Positive Outcomes 
 
 
Northern Care Alliance  
 
A GP Quality alert was raised following the lack of a discharge summary after a patient attended 
SDEC.  NCA advised that a discussion was held with the medic involved regarding the importance 
of the handover of care to ensure care continuity.  The discharge summary was promptly 
completed and sent to the GP including an apology to GP for the delay. 
 
A Ulysses report was received providing positive feedback with regards to the patient care and 
communication to the GP following attendance of a patient at CAU, described as excellent clinical 
practice, making the patient journey seamless.  This was forwarded to the Governance Manager 
at Rochdale Care Organisation which in turn was sent to the CAU team involved. 
 



 

 

2. Transition from Ulysses to LFPSE in Primary Care 
 
Communication has been circulated to all HMR GP Practices to advise that the use of Ulysses will 
cease from 23:59 hours on Friday 13th September 2024.  Quality issues and patient safety events 
will then need to be added directly onto LFPSE (Learning From Patient Safety Events) by 
registering for an account and using the online Learn From Patient Safety Events service.  
 
Further instructions and link to a helpful you tube video https://youtu.be/mlRu-B-XbGM were also 
included within the communication with GP Practices.  
 

LFPSE will provide System Wide learning –  
  

• If you submit a patient safety event record about another provider (such as an NHS Trust) 
that provider can see and respond to that event. Similarly, they can also record a patient 
safety event in relation to the services you provide, and you can view this and respond. 

• Reporting a patient safety event does not take away your duty of care to that patient, or 
manage and mitigate any harm.  How you have done this would be included as part of your 
investigation and action plan. 

• NHS GM ICB and the CQC have access to patient safety events reported on the LFPSE 
service in their area (read only).  All reports are anonymised in line with the General Data 
Protection Regulations (GDPR).  

• The CQC may look at data from LFPSE about your organisation when undertaking a 
desktop review prior to an inspection visit.  

• The LFPSE service will be a useful source of information and a useful tool for improvement.  
  
Incident reporting systems and processes in Primary Care across Greater Manchester are varied. 
NHS Greater Manchester Integrated Care is striving to implement consistent incident reporting 
across all Primary Care providers during 2024/25. 
This is aligned to both national intentions for the rollout of the Learning from Patient Safety Events 
(LFPSE) platform alongside a GM System-Level Programme to align reporting across localities. 
The rollout of the LFPSE service will ensure that Primary Care providers are able to continue to 
report incidents, and localities will be supported to implement the LFPSE. 
  
There will be –  
  

• Communications and guidance about using the system 

• FAQ 

• Webinars  

• Support from your local ICB  

  
All queries should be sent via email to gmicb-hmr.quality@nhs.net. 

 

 

 

https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Frecord.learn-from-patient-safety-events.nhs.uk%2F&data=05%7C02%7Cdanielle.saunders2%40nhs.net%7C3c030324c5ec4c36a55108dcc75145c0%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638604399075736223%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=ss6EWzY7sMh0cq0%2FAM0GE6k43WN7Eb3ewhnOVGTzWk8%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fyoutu.be%2FmlRu-B-XbGM&data=05%7C02%7Cdanielle.saunders2%40nhs.net%7C3c030324c5ec4c36a55108dcc75145c0%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638604399075745421%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=8Ft6TgGwOSQ3gifVunyewC%2FotU9%2BKhTn2fzRGstkxTg%3D&reserved=0
mailto:gmicb-hmr.quality@nhs.net


 

 

3. Quality Impact Assessments (QIA’s) 
 
The Senior quality support officers are supporting the completion of numerous QIA’s to inform 
commissioning intentions and business cases. QIA’s are paramount in describing the impact that 
service changes/ decommissioning can have on the patient journey, safety and safeguarding of 
our patients. QIA’s have been completed for services within Planned Care, Urgent Care, and 
community services. The team will continue to support colleagues in commissioning who are in 
the process of reviewing and evaluating commissioned services. 
 
Feedback from teams has been positive with a commitment to revisit some QIA’s in 6 months to 
measure impact. 
 

4. High Intensity Users (HIU) 
 
The senior quality support officer has set up a meeting to discuss HIU’s to understand the patient 
journey, touch points and issues raised. The meeting will be attended by quality and safeguarding, 
primary care commissioning, Urgent care, and NCA. The group will look at individual patients and 
discuss the patient journey with a lens around changes, duplication and the potential of other 
services being involved. 
 
 

5. Quality Site visits 
  
The Head of quality improvement and safety with the senior quality support officer have completed 
a calendar of quality support visits to our providers in HMR. The quality site visits will allow 
providers to share their areas of good practice and areas that they need support with. The site 
visits will entail a ‘walk around’, conversations with patients and staff, and an opportunity to discuss 
any issues/ areas of concern.  
 
Healthwatch will join us on a number of visits to support our providers. 
 
The site visit will conclude with an action plan and way forward.  
 
 

6. Dragons Den 
 
The Head of quality and safety and the Senior quality support officer have been supporting the 
Adult Social Care commissioning team to facilitate the ‘Dragons’ Den’ interviews. Colleagues have 
submitted their business cases to a panel of professionals from finance, commissioning, and 
quality. The quality team have used their skills and expertise in assessing each business case 
with a quality and safety lens to assess the proposed impact on residents and patients. The 
interviews so far have been successful in highlighting quality and safety issues as well as 
celebrating and sharing areas of good practice. The dragons den interviews are part of an ongoing 
process that will allow us to offer our support and expertise to the wider integrated system. 
 
 
 
 



 

 

7. Ophthalmology 

The Head of Quality Improvement and Safety continues to attend monthly meetings of RCO’s 

Ophthalmology Improvement Board.  

Key areas of work  

Work on reducing DNA's rates continues as part of outpatient workstream, decrease in rates 

continues. Patient text messaging has now been switched. Booking utilisation meetings now twice 

weekly with the booking and scheduling teams. 

Patient booking letters have been redesigned to make the patient information easier to read and 

more explicit.  

The service has undertaken the standardised capacity and demand module. The service have 

subsequently refined this in relation to medical retina and the injections service and a business 

case for additional injectors has been approved. They have currently recruited one new member 

of staff and are out to advert for a further 2.  

The laser service and waiting list is now being reviewed to define the numbers of slots and 

operators required. The service has been allocated some non-recurrent funding to review the 

overdue patients on the general OWL with a view to cleansing the waiting list, ensuring that 

patients are on the correct OWL and offering PIFU as an alternative where this is appropriate. 

They are in the process of recruiting staff to undertake this review. 

By the end of September there will be no patients waiting over 65 weeks + 

 
8. Children’s Services Efficiency Savings 

 
Children and Young People’s commissioners have been asked to deliver efficiency savings of 
£123k across Mental Health and Community Services.  To ensure that the impact of any adverse 
commissioning decisions was fully understood, a process of service review was undertaken with 
each VCSE provider/service.  
Each Provider was asked to complete a GM service review template, along with a Quality Impact 
Assessment (QIA).  The Children’s Commissioner, Senior Quality Support Officer and Bridging 
Team Programme Manager held a meeting with each provider to inform them of the reasons for 
the service review and to finalise the template and Quality Impact Assessment (QIA).  Many of the 
small VCSE service providers needed support to complete the templates as it was not something 
that they have previously undertaken. 
   
Children’s Integrated DMT met on the 24th July 2024 to assess the service review templates and 
QIAs with the aim of proposing a series of recommendations that would have the least impact on 
direct care but would deliver the required efficiency savings. 
 
 A service efficiencies proposals document has now been drafted to present through appropriate 
Governance routes, including LCO Board in September.   

 

 



 

 

9. JTAI (Joint Targeted Area Inspection) 

 

The HMR JTAI report was published on the Ofsted website on 12th July 2024, a link to the 

report can be found below. 

https://files.ofsted.gov.uk/v1/file/50252244 

This was a multi-agency safeguarding children inspection involving the statutory partners and 

included an in-person site visit by 8 inspectors from Ofsted, CQC & HMICFRS during the final 

week. 

A health-based action plan has been shared with health providers and work has been 

commenced on some of the identified actions.  These will be monitored through the health 

safeguarding collaborative and will be fed back into the multi-agency action plan held by the 

partnership. 

 

 
 

 

 

 

 

 

 

 

 

 

https://files.ofsted.gov.uk/v1/file/50252244
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1.0 Overview  
 
1.1 Risk Register   
 
The current risk register is included (Appendix 1) for the committee to review and note contents. 

The risk register is reviewed monthly by the primary care team and this feeds into the Primary 

Care LCO business plan, the Primary Care Operational Group (PCOG), this committee and the 

LCO and locality risk register and this is how risks are identified and escalated. The purpose of 

this paper is to update the committee on any proposed changes to the risk register and for the 

committee to review and approve these changes. It is also an opportunity for the committee to 

review, discuss and make any changes to the risk register. 

 

2.0 Risk update 

 

In summary in the last reporting period there are 2 proposed changes to the risk register. 1 new 

risk and 2 increased risks. The changes to escalating and non-escalating risks are highlighted 

below. The PCCC is asked to note and review the mitigating actions for these risks: 

 

2.1 Escalating Risks 

There are 6 escalating risks. 

 

1 New risk 

 

• 389 Antimicrobial resistance and poor infection prevention control – 15 

IF antimicrobial resistance continues to rise, due to poor infection prevention and control 

measures, this can lead to outbreaks of healthcare-associated infections, increased 

morbidity and mortality, and the spread of antimicrobial resistance THEN this poses a 

public health threat, leading to increased healthcare costs, and can cause significant 

harm to patients, including prolonged hospital stays and long-term health complications. It 

may also result in regulatory scrutiny and loss of public confidence in the health system. 

In all these cases, the primary risks involve significant harm to individuals, legal and 

regulatory consequences, financial costs, and loss of trust and credibility in the healthcare 

system. 

 

 

 



 

 

Mitigating action include implementation of antimicrobial stewardship in primary care for a 

system wide approach to promotion and monitoring of use of antimicrobials. 

 

2 Increased Risk  

 

• 089 PCN Maturity – 12 

IF Primary Care Networks (PCNs) do not further develop partnership working between 

practices and leadership skills among their members, THEN they will not be able to 

deliver services this may impact on their ability to deliver transformational system change 

within their PCN and with wider health and care partners. 

 

Mitigating actions include co-productive approach to PCN Development, Monthly 

meetings between GM ICS HMR and PCN Clinical Directors, GM ICB development 

opportunities are shared with practices and completion of matrix self-assessments.  

 

• 304 GP Collective Action – 15 

Due to GP collective action there is a risk that changes may occur that may result in 

disruption or delays to patient care.  IF we are unable to maintain regular communication 

with the locality LMC and IF we do not fully understand how GP collective action is being 

implemented across PCNs/ Individual practices then we will be unable to effectively 

understand the full impact across the system and identify appropriate mitigating actions. 

 

Mitigating actions include maintaining relationships with General practice and regular 

lines of communication with the Local Medical Committee (LMC). Local process have 

been put in place to monitor impact across the system including weekly call with relevant 

systems partners. GM clinical cell has been established with locality links. 

 

3 Unchanged Risk 

 

• 090 Primary Care Workforce – 12 

• 102 NHS GM Primary Care Team Recruitment – 12 

• 371 The Hive Primary Care Estate - 12 

 

 

 

 



 

 

 

 

2.2 Risks not being escalated. 

 

There are 10 risks on the register that are not escalating. 

 

 

10 Unchanged Risks 

 

• 091 Primary Care Demand – 9. 

• 098 – Covid – 19 Mass vaccinations Vaccine Supply – 9 

• 99 – COVID-19 mass vaccinations – vaccine inequality – 6 

• 101 Primary Care – Respiratory Diagnostics – 9 

• 103 Primary Care Estates – 9 

• 225 Digital Interoperability in Enhanced Access – 9 

• 262 Impact on the ability to deliver INT review – 8 

• 297 - Delay to resolution of Information Governance issues with non-healthcare 

provider – 9 

• 300 – GPs Ordering Sufficient Flu Vaccination – 4 

• 339 – Primary Care Academy – 8 

 

2.3 Closed Risks 

 

There have been no risks closed.   

 

3.0 Recommendation 

 

The committee is asked to review and approve the contents of the paper. 
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Status 
Date of last 

update 
Risk Updates (Narrative) 

304 - GP Collective 

Action 

Due to GP collective action there is a risk 

that changes may occur that may result in 

delays to patient care. if we are unable to 

maintain regular communication with the 

locality LMC and if we do not fully 

understand how GP collective action is 

being implemented across PCNs/ Individual 

practices then we will be unable to 

effectively understand the full impact 

across the system and identify appropriate 

mitigating actions.  

Sarah Crossley 4 4 16

1. Locality weekly system wide calls established to monitor and respond to any locality impacts

2. General practice engaged as much as possible to understand plans at individual practice level

3. Requested discussion with the chair of Local Medical Council (LMC) and PCN CD’s

4. GM convened GP Collective Action Oversight Group currently mapping variation in approach across 

localities. Reporting into GM and regional groups

5. GM Communication Plan, communications with the public are through GM communication routes, with 

standardised messages

Work to take place to understand how collective action is being implemented at 

practice/PNC level and to fully understand the impact for the system in order to devise a 

mitigation plan.

1. Ongoing

1. Unable to prevent any industrial 

action

2. Not a single employer

Internal Assurance:

Strategic

1. LCO Exec 

2. LCO Board

Operational 

1. Primary Care Operational Group

2. Primary Care Commissioning Committee 

3. Primary and Secondary Care interface group

External Assurance

1. GM and LMC

None Significant 4 4 16 6 ↔ 16 ↑ Open 06-Sep

September Update: From the 1st August GP Collective Action started, following an 

overwhelming result from the BMA ballot. Collective action is not industrial action. The BMA 

have published a list of recommended actions that GP Partners may or may not chose to 

implement as part of collective action. There are 10 recommendations, these are: 

All HMR practices / PCNs have been contacted to ask if they would provide feedback on their 

initial thoughts on implementing collective action. Primary Care team continue to link in with 

practices, to date one PCN has provided a letter explaining they are working together as a 

PCN to implement a conistanant approach. Regular LMC liaison meetings have been 

requested. Weekly meetings are taking place with system partners to discuss impact and plan 

mitigations accordingly, regular feedback from GPs is also provided. Mitigations are worked 

through by the Primary and Secondary care interface group. 

090 - Primary Care 

Workforce

IF we do not have a fully staffed and 

resilient primary care workforce, THEN this 

will:

(a) reduce capacity in primary care,

(b) reduce the resilience of primary care 

staff

(c) put additional pressure on the wider 

health and care system

(d) limit the system's ability to deliver 

COVID-19 and key programmes of work 

programmes

Sarah Crossley 4 3 12

1. Primary Care Business Plan has a priority dedicated to primary care workforce resilience and retention 

via Primary Care Academy and GM ICS.

2. The HMR Primary Care Academy continues to support sustainability of the workforce through its 

programme of training and development. 

3 Recruitment is underway for Additional Roles in primary care as part of the national PCN Additional Roles 

Reimbursement Scheme (ARRS). System work getting underway with all primary and community partners 

to look at opportunities to work collaboratively in the recruitment and retention of additional roles.

4. the HMR Primary Care Academy is implementing a programme of GP resilience with a focus on 

leadership development in middle-years GPs.

5. The Academy has led on the development of a primary care workforce (Lantum) bank which can provide 

both clinical and admin staff to support practices in need

6. Urgent Enhanced Primary Care hubs providing further capacity to the system. 

7. Regular meetings with GM Integrated Care 

8. Increase of retention and recruitment activities through GP retention monies. 

9. Keeping abreast of new and innovative roles which will compliment the GP role.

10. Robust data collection and monitoring of number of GPs, planned retirement and development of action 

1. Validate data around GPs, Practice Manager and Practice Nurses being eligible for 

retirement.

2. Work to support the process to enable the validation of the data and understand the full 

picture of eligibility for retirement from key roles over the next 2-5 years. 

3. Increase practice engagement with the Good Workforce Charter (subject to successful 

recruitment)

1. Q2

2. Q3

3. Q4

1. National and GM shortage of health 

care professional roles. 

2. Limited capacity within the BI and 

Primary care team to validate the 

data. 

1. Primary Care Workforce Mandate Delivery 

Group, 

2. Quarterly ARRS submissions, 

3. LCO Exec, 

4. PCOG (Primary Care Operational Group), 

5.PCCC, 

6. Regular assurance meetings between LCO, 

ICB Workforce Groups. 

7. People Committee

None Significant 4 3 12 12 ↔ 12 ↔ Open 06-Sep
September Update: Capacity within the Primary Care workforce continues to be stretched, 

therefore work on this areas hasn’t progressed. 

102 - NHS GM 

Primary Care Team 

recruitment

IF we are unable to recruitment to vacant 

positions within the Primary Care team 

THEN this will continue to impact on the 

ability of the primary care team to deliver 

locality and central workplans. 

Sarah Crossley 3 4 12 1. Permission for recruitment to all two vacant roles (1 x Band 8A, 1 x Band 7) has been provided by GM.
1. Recruitment to all roles. 

2. Permission continues to be sought for external recruitment of one additional Band 7

1. Q2-Q3

2. Q3

1. GM ICB approval to recruit

2. HR recruitment timescales and 

notice periods.

1. LCO Exec, 

2. PCCC,

3. Deputy Place Lead

4. GM Exec

None Significant 3 4 12 12 ↔ 12 ↔ Open 06-Sep
September Update: Shortlisting is taking place for 1 x band 7 and 1 x 8a. Approval is still 

being sought for external recruitment for the additional band 7 role.

089 - PCN maturity

IF Primary Care Networks (PCNs) do not 

further develop partnership working 

between practices and leadership skills 

among their members, THEN they will not 

be able to deliver services this may impact 

on their ability to deliver transformational 

system change within their PCN and with 

wider health and care partners.

Sarah Crossley 3 3 9

1. Primary Care priority programmes include PCN Development and PCN Clinical Leadership. 

2. RHA / Academy / GM ICS to develop co-production approach to PCN Development and leadership

3. RHA / Academy and GM ICS to continue to support PCN monthly meetings and business planning

4. Monthly meetings between GM ICS HMR and PCN Clinical Directors (CDs)

5. Matrix self assessment

6 ICB are developing offers for PCNs to access and aid maturity, these are regularly shared with PCNs 

and PC team are encouraging as appropriate

7. Neighbourhood Boards are being developed which will support the development of links with the wider 

system and PCN CDs are starting to  work more within the neighbourhood groups

8. PCNs are engaged with further development and training opportunities that will become available for 

more HMR practices in 24/25 (CAIP)

1. Development of a system-approach to the development of PCNs this include identifying 

interdependencies with  the primary care element of the LCO business plan, 

neighbourhoods programme and the clinical and professional leadership programme 

2. Primary Care team PCN leads continue to link in with CDs to support PCN meeting this 

includes linking in with the GP Excellence development programmes and GM offers. 

(Ongoing)

3. Throughout CAIP in 24/25 additional training opportunities will be available and PCNs are 

engaged.

1. Q3

2. Ongoing

3. Q4

1. PCNs are independent delivery 

groups so the GM Integrated Care 

does not have direct control over their 

approach to business planning and 

development

2. Due to collective action attendance 

of 5 of the 6 PCN CDs as system 

clinical leaders at a range of system 

partnership meetings is currently 

paused i.e. PCCC, LCO Board

1. Primary Care Mandate - monthly highlight 

reporting, 

2.PCOG (Primary Care Operational Group), 

3. PCCC, 

4. LCO Exec, 

5. Locality Construct

None Significant 3 4 12 9 ↔ 12 ↑ Open 06-Sep

September Update: Due to collective action attendance of 5 of the 6 PCN CDs as system 

clinical leaders at a range of system partnership meetings is currently paused i.e. PCCC, LCO 

Board 

371 - The Hive 

Primary Care estate

IF the development plan for new Hive GP 

practice is not agreed by NHS GM THEN 

this will mean that GP services will continue 

to be delivered from a building that is no 

longer fit for purpose this MAY 

affect the practices ability to continue to 

operate safely and deliver a high quality 

service to patients and impact on staff 

morale, recruitment & retention . Further 

delays may also result in land purchased 

for the new build practice planning 

permission lapsing and MAY result in 

compulsory purchase order by RBC. 

Sarah Crossley 5 4 20

1. GM PCN toolkit report and ranking criteria has been circulated for review by locality and a draft updated 

version has been shared with GM. Locality is awaiting next steps from GM. 

2. Identified within the local estates plan based on GM PCN toolkit baseline findings as immediate 

requirement. 

3. Issues escalated to PCCC & SEG 

4. Place lead and CE RBC escalated to GM to seek DV input ahead of outcomes of toolkit to allow new 

build to progress to next stage noting that new build not seeking capital funding

1. GM to agree local valuer to review rent costs.

2. Links in place between PC and RBC 

1. TBC

2. July 24

1. GM ICB decisions making process

2. Awaiting outcomes of prioritisation 

process across GM 

1. HMR PCOG

2. HMR PCCC

3. HMR Estates OWG

4. HMR SEG 

None Significant 3 4 12 New 12 New Open 06-Sep
September Update - Letter sent to GM in August, now awaiting feedback. GM Primary Care 

and Estates leads have been informed and regular meetings are in place to discuss.

091 - Primary Care 

demand

IF primary care demand continues to 

exceed capacity then THEN this will 

increase pressure on other parts of the 

health and care system.

Sarah Crossley 3 3 9

1. All practices have business continuity plans 

2. All practices have formed buddying arrangements with other practices to boost resilience.

3. Twice weekly Pulse Check (sit rep) reporting, with targeted CCG support for practices who are 

struggling.

4. A 100% triage model has been implemented across all practices in HMR and GPs continue to see 

urgent appointments that required a face to face appointments based on clinical need.

5. Urgent  Enhanced Primary Care Hub  providing further capacity and further system wide offer

6. Commissioning extra capacity via Whitehall Street PCN hub

7. Pan GM Optom CUES scheme and community pharmacy minor aliment work continue to be funded in f 

1. Continue to monitor pulse check

2.Request GM Primary Care team to include these appointments in the current dashboard 

3. Development of Winter planning schemes for 24/25 

1. Ongoing

2. Q3

3. Q3

1. Not possible to accurately measure 

or control level of demand

2.GP appointment data is reported by 

GM but this does not include the 

appointments at Whitehall Street and 

the Enhanced Primary Care hub

3. Completion of the Sit Rep is not 

contractual, therefore collective action 

is likely to impact the regular and 

1.  PCOG (Primary Care Operational Group), 

2.PCCC

3. GM PCCC

4. UEC Programme Group
None Significant 3 3 9 9 ↔ 9 ↔ Open 06-Sep

September Update: Completion of the Sit Rep is not contractual, therefore collective action 

is likely to impact the regular and consistent completion of the sit rep

098 - COVID-19 

mass vaccinations - 

vaccine supply

IF there is insufficient supply of COVID-19 

and flu vaccines to meet government 

targets for vaccination of priority groups, 

THEN members of the population will not 

have equitable access to a vaccine

Sarah Crossley 3 3 9

1. Work continues to target underserved population and support via engagement in activities this includes 

implementation plan with Action Together 23/24.  

2. Escalation process in place with GM to seek redistribution of vaccine for spring 24, due to push vaccine 

supply model being in place. Spring vaccination programme continues until end of May 24.

3. Vaccination Programme Manager meets regularly with GM team system to support the HMR PCNs 

receive supply.

4. Weekly stocktake input into Foundry by PCNs 

1. Vaccine supply is a push model and supply doesn't always match the requested amounts. 

Vaccine Programme Manager continues to work with GM vaccination teams to seek 

redistribution of vaccine as required. 

2. Options appraisal paper being developed to address gap left by vaccine programme 

manager post being vacant from 1st August 24. 

1. Q1-Q4

2. August 24

1. NHS E - National guidance fluid and 

emerging

2. NHS E suppling sufficient vaccine 

1. GM SRO Covid 19 meeting 

2. Health Protection Board

3. LCO Exec 

4. PCN colleagues.

5. PCCC

6. PCOG

None Significant 3 3 9 9 ↔ 9 ↔ Open 06-Sep

September Update: Covid-19 programme is currently not in a live programme but will be 

starting in in the next quarter. 

101 - Primary care - 

respiratory 

diagnostics

IF there remains a lack of respiratory 

diagnostic testing in primary care, THEN 

this will impact on the quality of diagnosis of 

respiratory conditions and potentially 

reduce the effectiveness and efficacy of 

patient care, as well as putting additional 

pressure on secondary care for diagnostic 

tests.

Sarah Crossley 3 3 9

1. Planning underway for development of a borough wide spirometry offer in line with GM quality assured 

model

2. Development of a respiratory diagnostic pathway

3. Limited Spirometry is now taking place in Primary Care setting to aid the backlog, whilst the GM quality 

assurance model is developed.

4. Primary Care Academy undertook risk assessments, training needs analysis and updated training of 

appropriate staff to support interim arrangements. 

5. STAR procurement has been agreed for 1 year. 

1. HMR does not have a fully funded delivery model in place. A recurrent funding envelope 

for the quality assured spirometry service has been identified in locality budget, this is 

currently going through the GM governance process. 

2. Seeking advice from contracting for advice to go out to test the market.

1. Q1-Q2

2. Q2

1. No dedicated funding to deliver new 

models of diagnostic tests. 

2. No control over GM planning for 

diagnostic hubs (both delivery 

timescales and inclusion criteria).

3. This is a national delivery problem 

as spirometry is aerosol generating.

1.PCOG (Primary Care Operational Group), 

2.PCCC, 

3. HMR Planned Care Board, 
None Significant 3 3 9 9 ↔ 9 ↔ Open 06-Sep

September Update: Awaiting conversation with contracting to understand next steps and 

need to test the market. 

103 - Primary care 

estates

IF general practice and primary care 

estates are not fit for purpose THEN there 

will be an impact on quality and safety of 

service delivery to patients and staff. 

Sarah Crossley 2 3 6

1. Operational Estates group monitor practices 

2. Support PCNs and GP practices with improvement bids

3. Operational estates group 

4. GM PCN baseline work planned to commence to support further assessment and short, medium and long 

term planning for PC estates

5. GM PCN toolkit report and ranking criteria has been circulated for review by locality and a draft updated 

version has been shared with GM. Locality is awaiting next steps from GM. 

6.Local estates plan based on GM PCN toolkit baseline findings has been developed for projects identified 

as immediate and medium term.

1. Continue to engage with GM PCN toolkit process and next steps 

2. Development of  PCN and LCO estates strategy once GM have published their Estates 

Strategy

3. Develop local estates plan for long term requirements. 

1. Ongoing

2. Awaiting GM Strategy 

date

3. Q3 - Q4  

1. NHS England have limited funding 

for primary care estates improvement 

programme

2. GM engagement in estates 

conversations outside of PCN toolkit 

work. 

1. PCCC

2. HMR Strategic Estates Group

3. GM Strategic Estates Group

4. HMR Operational Estates Group

None Significant 3 3 9 9 ↑ 9 ↔ Open 06-Sep

September Update - Locality Estates plan has been reviewed and updated for immediate 

medium project.

225 - Digital 

Interoperability in 

Enhanced Access

IF current digital interoperability issues in 

relation to enhanced access with EMIS are 

not resolved THEN patient access to 

enhanced services bookings online and on 

the day will continue to be effected and put 

additional pressure on GP practices to 

support appointment facilitation. 

Sarah Crossley 3 3 9

1. Manual work arounds have been put in place wherever possible to support. 

2. Functionality issues in EMIS community have been escalated, regular meetings are in place with EMIS 

and risks noted on locality risk log.

3. Test of Change has taken place with free solution to support direct bookings with one PCN. 

1. EMIS function and resource to fix 

issue

2. NHS E

1. HMR PCCC

2. LCO  Exec

3. Locality Board

4. GM PCCC

None Significant 3 3 9 9 ↔ 9 ↔ Open 06-Sep
September Update: This is a national risk for NHS E and EMIS. No alternative local solution 

available, work around continue to be in place.

297 - Delay to 

resolution of 

Information 

Governance issues 

with non-healthcare 

provider

IF Information Governance issues are not 

resolved rapidly with a non-healthcare 

provider THEN patients may experience 

delays accessing primary care advice and 

or treatment.

Sarah Crossley 3 3 9

1. Work is rapidly taking place with GM ICB SIRO and locality IG leads working with provider to resolve 

issues and provide assurances required.

2. weekly meetings are in place with locality leads, IG leads and regular contact mechanisms are in place 

with the provider

3. Communications have been sent out to all primary care advising them how to access alternative 

arrangements to limit any potential delays on patient care

4. Clear reporting mechanisms for primary care to flag any urgent requirements that cannot be met by other 

providers to localities are in place and work to support spot purchase as appropriate and required is 

underway

5. Spot purchasing arrangements in place for all areas and comms have been circulated. 

Provider resolving issues and 

providing assurances in a timely 

manner 

1. PCCC 

2. PCOG

3. LCO Delivery Group

None 3 3 9 9 ↔ 9 ↔ Open 06-Sep

September update: Spot purchasing arrangements in place for all areas and comms have 

been circulated. 

Opening Current Score



262 - Impact on the 

ability to deliver INT 

review 

IF we continue to be unable to recruit to 

senior commissioning manager post in the 

primary care and commissioning team 

THEN this will impact on the ability to 

deliver and manage community services 

including key milestone in the LCO 

Business plan INT review. 

Sarah Crossley 4 2 8

1. Conversation with Hayley (ASC) regarding support for this work. 

2. Scope and approach has been agreed as part of LCO Q1 milestones

3. Following GM ICB requirement of that all GM locality community services are reviewed, further 

discussions with local authority interim support is now in place to lead on community services reviews in 

HMR. 

4. Revisited initial scoping work and included GM requirements and local contract service review 

approach. Framework and the approach for the review has been agreed by system partners and is 

underway. 

1. Agreement has been given for three vacancies (1 x Band 8a, 2 x band 7) in primary care 

team to be recruited to. 
1. Q2 - Q3

Timescales for   vacant roles to be 

recruited to. 

1. PCCC

2. LCO Delivery Group
None Limited 4 2 8 8 ↑ 8 ↔ Open 06-Sep

September Update - Initial scoping work has been revisited and includes GM requirements 

and local contract service review approach.  Framework and the approach for the review has 

been agreed by system partners and is underway. Following GM ICB requirement that all GM 

locality community services are reviewed and further discussions with the local authority 

interim support is now in place to lead on community services reviews in HMR. 

339 - Primary Care 

IF  there is no available Primary Care 

Academy funding for 24/25 THEN this may 

limit the number & roll out of targeted 

recruitment and retention initiatives

Sarah Crossley 4 3 12

1.Continue to work with the Academy  & wider system partners to priotise schemes and identify other 

funding sources & matrix working opportunities to maximise limited resources

2. Continue to engage with NHS GM, regional and national schemes

3. Contract service review undertaken

1. May impact some practices more 

than others dependent on staffing 

structures/retirement age/staff 

movement

1. HMR PCCC

2.  HMR PCOG

3. HMR People Group

4. LCO Performance & Delivery Group

None Significant 4 2 8 8 New 8 ↔ Open

September 24 - The contract review has been completed as part of the savings programme 

review and forms part of the wider saving report due to LCO Board / Locality board in 

September for decision. 

099 - COVID-19 

mass vaccinations - 

vaccine inequality

IF vaccine uptake in some vulnerable 

population groups (including BAME 

communities and areas of deprivation) 

remains lower than local and national 

averages, THEN vulnerable members of the 

Sarah Crossley 3 2 6

1. Plans in place for health inequalities workplan working with Action together to raise uptake, awareness 

and engagement across various community groups.

2. Plans for targeted intervention are in place where uptake is low.

1. Vaccine Group being set up first meeting will be in July and will oversee the equality work 1. July 24

1.Patient choice and vaccine 

hesitancy.  

2. Vaccine programme manager 

vacancy

1. HMR Covid Vaccination Working Group, 

2. Gold, 

3. Silver

4. HMR Vaccine Inequalities Groups

None Significant 3 2 6 6 ↔ 6 ↔ Open 06-Sep
September 24 - The Covid-19 programme is not currently live, but plan are in place for when 

the programme starts in the next quarter.

300 - GPs ordering 

sufficient  flu 

vaccination 

IF GP's do not order enough flu vaccine to 

achieve national flu targets for their 

practice population THEN HMR may not 

have sufficient vaccinations available to 

vaccinate HMR residents.

Sarah Crossley 2 2 4

1. Pharmacies will be able to vaccinate any HMR resident to support delivery. 

2. GPs to continue to call and recall residents. 

3. Communicated to GPs the implication of not enough stock being ordered. 

1. Ensure communications to pharmacies re supporting delivery.
1. Sept 24

1. NHS E confirmation of eligible 

cohorts

1. PCCC

2. PCOG

3. LCO Performance and Delivery Group

4. HMR Flu Group

None Significant 2 2 4 4 ↔ 4 ↔ Open 06-Sep

September 24 - The risk is low currently due to not being in a live programme. Delivery will be 

starting in the next quarter. 

389 - Antimicrobial 

resistance and poor 

infection prevention 

control

IF antimicrobial resistance continues to 

rise, due to poor infection prevention and 

control measures, this can lead to 

outbreaks of healthcare-associated 

infections, increased morbidity and 

mortality, and the spread of antimicrobial 

resistance THEN this poses a public health 

threat, leading to increased healthcare 

costs, and can cause significant harm to 

patients, including prolonged hospital stays 

and long-term health complications. It may 

also result in regulatory scrutiny and loss of 

public confidence in the health system.

In all these cases, the primary risks involve 

significant harm to individuals, legal and 

regulatory consequences, financial costs, 

and loss of trust and credibility in the 

healthcare system.

Susan Calvert 4 5 20

1. Implementation of Antimicrobial stewardship (AMS) in primary Care for a system-wide approach to 

promoting and monitoring judicious use of antimicrobials to preserve their future effectiveness

Infection prevention and control (IPC) is key to reducing demand for antimicrobial use and 

reducing the acquisition of antimicrobial resistance. Poor IPC can increase the spread of 

drug-resistant infections. 1.Interventions such as effective hand hygiene and vaccination 

have significant potential to limit opportunities for drug-resistant strains to emerge. 

2. Effective leadership is vital, and nurses are central to promoting IPC, leading on IPC 

compliance and ensuring uptake of vaccination in primary care. 

3.Reduction in the overprescribing of antibiotics.

1. TBC

2. TBC

3. TBC

1. PCCC

2. PCOG

3.  LCO Performance Group

Moderate 3 5 15 15 New Open 06-Sep

September Update - Infection prevention and control (IPC) is key to reducing demand for 

antimicrobial use and reducing the acquisition of antimicrobial resistance. Poor IPC can 

increase the spread of drug-resistant infections.
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Introduction 

This report updates the Primary Care Commissioning Committee on the financial position at 

month 04 (July) of the 2024/25 financial year.   

 

At the end of month 4, the Primary Care Budgets were forecast to overspend by £512k which is 

as a result of pressures in the prescribing budget.  It should be noted that these forecasts are 

based on only 2 months prescribing data and also that prescribing budgets are now centrally 

managed at GM but CIP delivery responsibility resides with localities.    

 

Month 4 Financial Position 

 

Table 1: Month 4 Finance Position 

  

YTD 
Budget 
(£000) 

YTD 
Actual 
(£000) 

YTD 
Variance 

(£000) 

Annual 
Budget 
(£000) 

Forecast 
(£000) 

Variance 
(£000) 

Primary Care             

Core Plus 1,809  1,809  0  5,426  5,426  0  

Public Health Contribution to 
Core Plus -89  -89  0  -268  -268  0  

Locally Commissioned Schemes 558  439  -119  1,675  1,560  -115  

Integrated Out of Hours 874  874  0  2,633  2,633  0  

Prescribing 15,834  16,044  210  46,660  47,287  627  

Total 18,986  19,077  91  56,126  56,638  512  

 

Core Plus & Public Health Contribution 

Core Plus is the locality scheme commissioned with the Local Care Organisation (LCO), hosted 

by the Northern Care Alliance (NCA). The Locality Authority commission Public Health elements 

related to General Practice through the Core Plus contract at a value of £268k.  Core Plus is 

paid to the NCA through the block contract arrangements and is forecast to breakeven this 

financial year. 

 

Locally Commissioned Schemes 

These schemes include the Primary Care Enhanced hubs, Homeless Alliance Response Team 

(HART) and the Prescribing Incentive Scheme as well as the Minor Ailment Service and Minor 



 

 

Eye Care Service. Most of these contracts are agreed block contracts so there is no financial 

risk to the forecast position.   

 

The forecast underspend of £115k is due to the underachievement of the 2023/24 prescribing 

incentive scheme for which data was only available in quarter 1 of 2024/25 and so was brought 

forward into this year and has now been released.  However, this is held to offset the prescribing 

CIP which sits within the prescribing line.   

 

Integrated Out of Hours 

The Integrated Out of Hours service is commissioned with BARDOC.  This consists of the main 

Out of Hours Contract as well as the Acute Visiting Service (AVS) and Alternative to Transfer 

Service (ATT). Again, as these are block contracts, there is no financial risk to the forecast 

position.  

 

Prescribing 

Based on actuals up to May, the Greater Manchester (GM) team are forecasting a £627k 

pressure within prescribing.  This has been partially offset by the underachievement of the 

prescribing Incentive Scheme that sits within Locally Commissioned Schemes (£115k) to give a 

prescribing forecast pressure of £512k.   

 

2024/25 costs at month 2 show a 3% versus the same period in 2023/24, with the number of 

items prescribed increasing by 8% compared to the same period in 2023/24. The Meds Ops 

Team are continuously liaising with PCNs, attending PCN meetings when required to support 

the levels of spend and also to assess utilisation of staff employed under ARRS schemes such 

as Clinical Pharmacists in line with Primary Care Locality Strategy. Please see table 2 below. 

 

Table 2: Number of items Dispensed 



 

 

 

 

 

No Cheaper Stock Obtainable (NCSO) drugs costs for month 1 and month 2 is £187k which is 

lower than that of the same time period last year of £227k. As seen in previous years, this has 

the potential to increase in future months so this will be monitored closely.  

 

Recommendation 

The PCCC are asked to note the contents of this report. 
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MEETING:    Heywood, Middleton and Rochdale (HMR) Place Based Primary Care 
Commissioning Committee (PCCC) 

ITEM NUMBER: 13 

DATE: 27/09/24 

REPORT TITLE: IMT Update 

REPORT AUTHOR: Chris Upton 

EXECUTIVE SUMMARY: 

This report updates Primary Care Commissioning Committee on the CCG IM&T position for the 
period ending 31 August 2024. 

RECOMMENDATIONS: 
The committee is asked to review and approve the 
contents of the paper. 

OUTCOME REQUIRED 
(Please Indicate) 

Approval 

☐ 

Assurance 

☐ 

Discussion 

☐ 

Information 

☒ 

CONSIDERATIONS 

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

☐Risk implications;

☐Financial implications;

☐Clinical implications;

☐Impact on Inequalities;

☐Communication/Public Engagement;

☐Legal Implications;

☐Workforce Implications;



 

 

 

 
 

Networking 

Community Of Interest Network (COIN): The CCG previously supported a paper to deliver 
savings and extend the current contract by 2 years.  Planning is under way for delivery of the 
next generation COIN 3. Savings work and consolidation of practice circuits alongside 
upgrades to network continues 
Discussions under way around support for General Practice comms cabinets following the 
need for suppliers to access same as part of cloud telephony deployment. 
 
An issue has arisen due to a number of telephony suppliers accessing cabinets and not 
following change management processes.  GM IT is requesting each practice takes a 
photograph of their existing cabinet and returns by email as a baseline image, further detail will 
follow regarding support arrangements for maintenance of network cabinets in practices.  

 

N365 

A review of the N365 licencing position was conducted by GMSS in advance of ICS changes 
with outcomes still to be announced.   Microsoft has now announced a non-profit licencing 
arrangement, further information to follow on GM licencing strategy in relation to third sector 
licencing for new roles within General Practice. 
 
Investigations are continuing on exiting the NHS national tenancy in favour of a GM private 
tenancy alongside work for storage recommendations for MS Teams. 

 

EMIS issues 

GM IT continues to investigate reported issues/problematic PCs to resolve root cause, in 
addition to a rolling hardware upgrade programme to meet the revised EMIS environment 
specification. 
 
NHS Digital continues to engage with EMIS on performance with quarterly update meetings 
held by GM  
Early reporting has indicated potential improvements to EMIS search functionality. 
 
Work is nearing completion on a refresh programme to upgrade memory in practice PCs to 
meet EMIS Working Environment Specifications 

 

  



 

 

 

Graphnet CareCentric (GM Care Record)  

 
EPACCS, ICSP, Frailty and MDT plans 
Following the resolution of EMIS issues, care plan project work is now continuing.   GM IT has 
now configured CRUD (Create, Read, Update, Delete) permissions for primary care, NCA and 
hospice access to the following plans: 

• Individual Care & Support Plans 

• MDT plans 

• EPACCS (End of Life) 

• Frailty plans 
 
Additional training has been confirmed with the GM training team.  One session per PCN and 
additional sessions for sessions for other stakeholders will be supported.  As of August, 4 
PCNs have received training and 2 additional sessions have been provided for NCA 
community nursing staff. 
 
At a recent End of Life focus day, EPACCS was seen as a key part of the locality’s strategic 
aims.  The locality end of life lead is helping to support engagement with GPs/PCNs around 
care plans and training.  Health Innovation Manchester will also be attending PCNs to promote 
care plans and the Patient Held Record. 
 
Heart Failure Care Plan and Patient Held Record (piloted in Tameside and HMR) 
Patients who are put on HF care plans are asked to download the My Carecentric app.  This 
allows them to view their current HF plan and contribute their own readings e.g. blood 
pressure. 
 
HF care plans went live successfully in HMR and Tameside in April; HMR GP Practices have 
been supported by GM IT work on EMIS Web  alongside plans that were requested EPACCS, 
ISCP, MDT, Frailty).  PAT (NCA) Bury Rochdale Oldham are live with HF In Healthviews and 
NCA Community are live with HF in TPP SystmOne 
 
Urgent care dashboards 
Following the request to Health Innovation Manchester for the development of a real time 
urgent care dashboard to support the “Nerve Centre” Graphnet has provided a quotation at 
£14.5k for development and a further £12k per annum ongoing support.  This would be for 
HMR patients only but could potentially be expanded to include other NCA patients at no 
additional cost.   
 
This has gone to the NCA Assistant Director of Urgent Care (Lynn Duxbury) for a decision; she 
has asked for screenshots of the BI tool to support a decision and Graphnet are currently 
compiling these.  If funding is found this can move forward via GMCR delivery partners. 
 
Childrens social care integration with GMCR 
• SSO access to the GMCR will be added to the council Liquid Logic childrens system within the 

next 8 weeks depending on dev availability from the Liquid Logic side.  Childrens services are 



 

 

 

extremely pleased with this development which will make a significant difference to their ability to 
process EHCP support for SEND children and young people. 

 

• Data feed: Following successful testing, implementation of a feed of childrens social care data 
from RBC Liquid Logic system is waiting for the outcome of discussions at the GM level with 
Health Innovation Manchester (Jenny Spiers and John Curtis) organising consultation with legal 
counsel.  This decision is likely in Autumn, with implications for those already implementing feeds 
if a standard schema is proposed or if it is determined no legal basis exists.  If legal counsel is 
supportive then HMR will proceed with the recommended feed schema. 

 

NCA MSK service “NW CATS” 
• Access to the GMCR for this team is being explored.  The team is employed by a third party 

organisation “Connect Health”.  A quotation for £10k setup plus £10k per annum was provided by 
Graphnet for SSO access and this has been ruled out due to the costs.  Instead, the possibility of 
enabling URL access for the Connect Health team is being considered.  Andrew Palmer (Health 
Innovation Manchester) has stated this approach should be acceptable and this is being pursued 
for verification from GM IT and the IG team. 

  

ORCHA 

The contract to ORCHA has expired and there is no locality budget to renew.  Discussions 
have taken place with the GM CIO and CCIO (IT lead clinician) around the potential continuity 
of ORCHA but at this point it is felt that the locality contract will not be continued. 
 
The rate of downloads of apps via ORCHA (only 4 app downloads in July compared to 600 in 
December) demonstrates the value of engagement with patients in driving traffic to the site.  
Without a contract in place further engagement is difficult so without promotion the public are 
unaware of the site. 
 
A meeting has been held with the ORCHA supplier and it is likely that the system will be stood 
down.  There is a potential for a significantly scaled down option to be considered so that 
Social Prescribing Link Workers can continue to use the product without a contract.  This would 
enable the supplier to use Rochdale as an example of a deployment into primary care.  This is 
with the supplier for a decision. 

Cloud Based Telephony 

Significant work has been undertaken in locality to enable eligible practices in HMR to benefit 
from funding from NHS England to benefit from funding for upgrading telephony in practices to 
Cloud Based Telephony (CBT) provided by suppliers on the Better Purchasing Framework 
(BPF) 
 
• Phase 1:  8 HMR Practices on analogue wiring systems met the initial criteria for funded 

upgrade to CBT and are now onboarding 
• Phase 2: A second tranche of funding was made available to uplift practices with low level 

functionality cloud telephony platforms.  19 practices submitted expressions of interest in 



 

 

 

December 2023 followed by procurement and invoicing processes in line with NHSE 
timelines.  

• 4 practices were already moving/had already moved to CBT suppliers on the BPF. 
• 5 practices declined to participate (as permitted due to contract timings) and are therefore 

not with a BPF supplier. 
 

Migration is now in final stages for the majority of practices.  The IT team is currently reviewing 
this for any outstanding issues.  This will then move into a reporting phase. 

Desktop As A Service (DaaS) 

Business case has been reviewed, however will not be taken forward due to technical and cost 
pressures. 

 

5g Dongles / Mobile Data 

A review of all mobile connectivity has been undertaken and all 5g contracts across GM have 
been consolidated into a single contract. 
 
Data has been removed from telephony contracts.  Mobile data and communications are 
currently under review as part of the GM Workspace and Communications Strategy and this 
may have implications for all data contracts including 5g Dongles. It is expected locality 
contracts will be consolidated into a GM wide contracts. 

 

North East Sector Alliance 

A meeting has been held between the IT leads from HMR, Bury and Oldham to establish a 
collective NES approach to some aspects of IT and primary care digital first delivery where 
there are aligned needs.  This will help to expedite projects supported by effective collaboration 
and knowledge sharing. 
 
Collaborative arrangements across the North East Sector relating to IG are being put in place 
to cover for the imminent vacancy of an IG lead in Wigan pending recruitment. 
 
The consolidation of IT and IG meetings following changes to locality admin support has 
presented an opportunity to bring in NES IT leads and GM DFPC leads as attendees which will 
enable cross-sector collaboration and working. 
 
This work is ongoing it remains a priority to develop alignment around the NES strategy and 
sharing of supporting resource/knowledge. 

 

Enhanced Access and direct booking 

The locality IT Team continues to provide support to the use of EMIS Community as a tool to 
support enhanced access; regular supplier meetings are being held to work toward enabling 
the EMIS system to support the requirement for direct booking and other linked functions. 



 

 

 

 
The IT team is working with RHA and Medicines Management to support federated working 
around prescribing codes at the PCN level to support out of hours GPs in a reportable way; 
RHA is deploying GP Connect to each PCN Community EMIS instance over the coming 
months to support EA services. 
 
Work is under way to review take up of direct booking functionality across practices as part of 
reviewing digital maturity. 

 

 
 

Primary Care Digital Transformation 

The IM&T Team is working with primary care commissioning to develop a matrix of digital 
enablement using available metrics around digital take up within practices.  Many of the 
workstreams to be tracked are driven by national and regional mandates such as NHS App 
onboarding; provision of online bookings, prescriptions and consultations, website audits, cloud 
based telephony reporting etc.   
 
The approach also enables tracking the main themes of the locality’s work to support the GM 
Digital First Primary Care programme with the IM&T team working with commissioning to 
incorporate digital targets into the locality Core Plus model. 
 
A series of meetings between primary care commissioners and IM&T is in place arranged to 
regularly monitor and assess performance and focus support where it is needed 

 
 

 
 
 
 



 

 

 

 

 

PATCHS  

Monthly activity by PCN 

   
 

• PATCHS Activity over recent months: 

January – 3896, February – 4057, March – 3948, April – 4011, May 3979, June 3565, 

July 4097, August 3747 

• Total consultations over past rolling 12 months: 43,483 

• 1.45% of HMR registered patients used PATCHS in August 

• PATCHS now supports direct booking and this is being implemented in some practices. 

• Patient feedback gathered as part of the PATCHS triaging process remains 

overwhelmingly positive (12 months average is 4.5 out of 5 stars) 

PATCHS Pharmacy First project 

PATCHS now supports Pharmacy First and this will be trialled in a small scale pilot with 
volunteer practices in conjunction with Medicines Management.  An initial supplier meeting has 
been scheduled to scope this project. 

Digital First Primary Care Facilitator workstreams 

• Reehana Khan is now moved onto a fixed term contract until March 2025 (previously on 

secondment from Rochdale Council) – longer term plans for continuity of position are 

being established as part of GM business case by Kal Panchal.  A Digital Facilitator 

stakeholder support survey sent to practices and other partners to assess impact of 

support received to inform the business case; over 15 responses received which are 

being input to the business case. 
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• Redmoor Health has been commissioned by Health Innovation Manchester to support the 

Digital First programme, engaging with PCNs and practices across GM on core themes 

for which progress is measured using a digital maturity model.  HMR digital champions 

have been attending these sessions since April, streamlining the GM message with 

locality, this message is further strengthened through defining the local context for 

practices with clear calls to action.  We now have the opportunity to tailor Redmoor 

sessions to locality priorities. 

• NHS app promotion – multiple promotion events have been held over recent months in 

HMR practices and 1 Health Watch Rochdale Event.  Support was provided to other 

localities including Oldham on their events.  Work completed with Rochdale Council to 

provide support for the public in downloading and using the NHS app in all HMR 

libraries.  This promotion is a key part of the GM patient led ordering project, good 

relationships have been established with pharmacy technicians who are a further paving 

the way for increase in engagement and planning of these events. 

• Websites – practices now live with new digital template.  NHSE website audits completed 

by practices and a second round of assessing HMR against GM audits is under way for 

consistency across GM.  Support continues to further refine the quality of sites.  Supplier 

training booked for all practices on how to manage the new website editorial 

suite.  Engagement with Health Watch Rochdale around patient audit of new 

sites.  Website feedback surveys deployed on a number of practices to proactively tackle 

any issues with usability and accessibility guidelines. 

• Digital champions – work continues to support and upskill the primary care workforce 

with the 9th digital champions forum having been held on 20th March. The forums have 

spanned a range of digital topics throughout the year and feedback has consistently been 

“good” or “excellent” with respondents stating they find the sessions very useful. No 

session was held in April to allow for digital champions to attend a Redmoor 

presentation.  As above, participation with Redmoor GM wide sessions with local 

application of the key messages shared and incorporated into existing DFPC 

workstreams.  Relationships with champions going from strength to strength. 

• Messaging – process mapping current practice systems around messaging and looking 

at most efficient ways to send messages.  Digital champions forum delivered on this 

topic.  Toolkit almost complete, delivery of the key principles for achieving efficiencies to 

first pilot PCN, positive feedback and opportunity to understand individualised self 

assessment of how well these principles are being applied and what can be further 

implemented, sharing of best practice with rest of GM via DFPC smart messaging project 

group.  Key work with NHS app promotion continues as above. 

• Access to records – investigation of NHSE data anomaly which is a national issue.  No 

further updates, awaiting GM guidance on how to tackle those with high number of 

exceptions (eg use of 104 code). 



 

 

 

• Contact made with new clinical DFPC lead for HMR and initial meeting has been held (Dr 

Jonti Hudson).  He has agreed to participate in key IT meetings and projects to provide 

the clinician view and to be involved in clinical safety officer processes. 

• Register with a GP surgery service – 77% of practices enrolled for this service, work 

continues to onboard remaining.  

 

Patient Messaging 

Messaging remains a core theme with opportunities being explored to realise efficiencies and 
savings through the use of digital smart messages over costed SMS messages.  This will 
feature as a key theme in work with primary care throughout 24/25.  Work has now begun on a 
dashboard to view insights as to messaging categories and health conditions. 
 
BT and NHS Shared Business Services are working to revise current contract and framework 
arrangements so that a new pricing structure can be incorporated into the model. 
 
Themes around smart messaging will be promoted within the locality by the digital facilitator 
and IT team and across GM by Redmoor health, including: 
➢ principles and best practice 
➢ workflows and messaging governance 
➢ reducing message sizes using available solutions and products 
➢ encouraging take up of NHS app 
➢ Supplier demonstrations have been held for Mjog, iPlato and Accurx 

 
Guidance on the use of “NHSNoReply” is being drafted at the GM level with advice to follow for 
deployment across primary care. 
 
Messaging fallback – suppliers have now made NHS App messaging fallback operate on a 24 
hour basis i.e. messages not delivered digitally within 24 hours will fall back to SMS.  This was 
previously inconsistent across suppliers. 

Mjog Access – (NHS login) 

The Mjog service for HMR has been successfully migrated to the cloud.  This removes the 
need for local installations of Mjog. 
 
The system is now accessible online at https://login.mjog.net/login 
 
Staff now log in using their email address rather than a username.  Mjog has contacted users 
as required to update accounts and passwords. 
 
 

https://login.mjog.net/login


 

 

 

Lloyd George Digitisation 

This work programme is now into its second tranche of funding and 2 HMR practices have 
been nominated – the Hive and Durnford St.  Updates will follow when appropriate.   
 
12 practices were digitised as part of the initial project: 

 

P Code Practice 

P86007 Castleton HC 

Y02721 Kirkholt Medical Practice 

P86002 Dr Bhima’s 

P86014 Dr Babar’s 

P86016 Heywood Health 

P86023 Hopwood Medical Centre 

P86004 Peterloo Medical Centre 

P86620 Windemere Road 

P86021 Pennine Surgery 

P86022 Stonefield St Surgery 

P86006 Ashworth Street Surgery 

P86017 Inspire MC 

 
 

Practice Business Continuity Planning 

HMR IM&T Team will continue to work with practices as required on reviewing, updating and 
retaining copies of Business Continuity Plans.  Requests will be made of practices during Q3 
24/25 to provide updated BC plans to ensure these remain current. 
 
The locality IM&T team will explore the option of BC desktop exercises (practices and dates 
TBC) in Q4. 
 

Cyber Security & Information Governance 

Breaches 
There have been 3 locality data breaches in the current financial year from 1st April 2024 - 
actions were/are being undertaken with remedial actions recommended.  None of these 
breaches have warranted a report to the ICO. 
 
Working Well 
The NHS Vanguard WorkWell Pilot is aimed at supporting individuals who are employed with a 
health condition to stay in work or change jobs. Working Well is being led by NHS GM 
Population Health, but involves all GM Localities and GMCA with a go live date of 1st October. 
The HMR IG lead is involved with navigating through the IG aspects of the Pilot. 



 

 

 

 
CHC 
Imosphere > Broadcare The new Broadcare system has been deployed and the CHC team 
has taken an export from the old Imosphere system which is stored on Q: drive as a staging 
area.  Records held are being keyed into the new Broadcare system and once this is complete 
the data will be removed from Q: 
 
Cosmo Graphis – Following the news that the system provider had gone into administration in 
November 2023, work has been undertaken to verify a backup of the data is held locally. This 
has been confirmed.  Colleagues in Salford who also use CG are collaborating with HMR on a 
potential alternative way to store/manage these legacy records. 
 
Lung Health – all HMR practices have signed off on the DPIA with the exception of Dawes 
Family Practice which is down to a change in practice managers.  This is being chased so that 
we have a complete sign off. 
 
Skin Analytics – the NCA clinical safety officer has signed off on the DCB0160; the contract 
signature process is still due for completion with commissioners leading on this.  This is a 
preqequisite to completion of the DPIA. 
 
Lanc UK data – the 3 NES localities still have archive LANC UK records with a process in 
place to handle requests for legacy information from GPs.  This is pending advice on a new 
provider to work alongside Optimise so that all ADHD and autism patients records can be 
picked up by the new service providers.  (Optimise have already taken copies of the applicable 
records from their cohorts). 
 
 
 

  



 

 

 

 

 
 
 
 
 
 
 
 
 
 
 
 

 
RECOMMENDATIONS: 
 

 

OUTCOME REQUIRED  

(Please Indicate) 
Approval 

☐ 

Assurance 

☐ 

Discussion 

☐ 

Information 

☒ 

CONSIDERATIONS 

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

☐Risk implications;  

☐Financial implications;  

☐Clinical implications;  

☐Impact on Inequalities;  

☐Communication/Public Engagement;  

☐Legal Implications;  

☐Workforce Implications;  
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